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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

5th Meeting, 2018 (Session 5) 
 

Tuesday 6 February 2018 
 
The Committee will meet at 9.30 am in the James Clerk Maxwell Room (CR4). 
 
1. Preventative Agenda: The Committee will take evidence on Detect Cancer 

Early from— 
 

Euan Paterson, Executive Officer (Professional Development), Royal 
College of General Practitioners (Scotland); 
 
Dr Christine Campbell, Reader in Cancer and Primary Care, Usher 
Institute, University of Edinburgh; 
 
Professor Annie Anderson, Co-Director of the Scottish Cancer Prevention 
Network, and Professor of Public Health Nutrition, The University of 
Dundee; 
 
Professor Bob Steele, Co-Director of the Scottish Cancer Prevention 
Network, and Senior Research Professor, The University of Dundee; 
 
Dr David Morrison, Director of the Scottish Cancer Registry and Hon. 
Clinical Associate Professor, Consultant in Public Health Medicine, NHS 
National Services Scotland; 
 
Gregor McNie, Head of External Affairs, Devolved Nations, Cancer 
Research UK; 
 
Janice Preston, Head of Services, Macmillan Cancer Support in Scotland. 
 

2. Care Home Sustainability: The Committee will take evidence from— 
 

Fraser McKinlay, Controller of Audit & Director of Performance Audit and 
Best Value, and Claire Sweeney, Associate Director, Audit Scotland; 
 

and then from— 
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Shona Robison, Cabinet Secretary for Health and Sport, Geoff Huggins, 
Director for Health and Social Care Integration, and Jamie MacDougall, 
Deputy Director for Care, Support and Rights, Scottish Government. 
 

3. Preventative Agenda (in private): The Committee will consider the evidence 
heard earlier in the meeting. 

 
4. Care Home Sustainability (in private): The Committee will consider the 

evidence heard earlier in the meeting. 
 
5. EU Engagement and Scrutiny of the Committees of the Scottish 

Parliament (in private): The Committee will consider a draft response to a 
letter from the Convener of the Culture, Tourism, Europe and External Relations 
Committee. 

 
6. Scrutiny of NHS Health Boards - NHS Forth Valley (in private): The 

Committee will consider a draft letter to NHS Forth Valley. 
 
7. Work Programme (in private): The Committee will consider its work 

programme. 
 
 

David Cullum 
Clerk to the Health and Sport Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5210 

Email: david.cullum@parliament.scot 
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The papers for this meeting are as follows— 
 
Agenda item 1  

PRIVATE PAPER 
 

HS/S5/18/5/1 (P) 

Written Submissions 
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Agenda item 2  

PRIVATE PAPER 
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Agenda item 5  

PRIVATE PAPER 
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Agenda item 6  

PRIVATE PAPER 
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Agenda item 7  

PRIVATE PAPER 
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Scottish Parliament’s Health and Sport Committee 

Inquiry into the Scottish Government’s Detect Cancer Early Programme 

Response from RCGP Scotland  

The Royal College of General Practitioners (RCGP) is the professional membership body for 

family doctors in the UK and overseas. We are committed to improving patient care, clinical 

standards and GP training. Its objectives, in concern for care for patients, are to shape the 

future of general practice, ensure GP education meets the changing needs of primary care 

throughout the UK, grow and support a strong, engaged membership and to be the voice of 

the GP. 

The College in Scotland came into existence in 1953 (one year after the UK College), when 

a Scottish Council was created to take forward the College’s interests within the Scottish 

Health Service. We currently represent around 5,000 GP members and Associates in 

Training throughout Scotland. In addition to a base in Edinburgh, the College in Scotland is 

represented through five regional faculty offices in Edinburgh, Aberdeen, Inverness, Dundee 

and Glasgow. 

 
1. To what extent do you believe the Scottish Government’s Detect Cancer Early 

Programme and the approach by Integration Authorities and NHS Boards is 
preventative?  

 
RCGP Scotland has been hugely supportive of the preventative health agenda as an 
efficient and cost-effective means of improving population health and reducing health 
inequalities. Implementing preventative measures against cancer does, however, begin far 
earlier than at the point of screening. For instance, weight management, smoking cessation 
programmes and public health campaigns around the dangers of excessive alcohol 
consumption are effective, preventative measures to tackle the key risk factors of cancer 
before the disease is able to develop.  
 
Cancer is one of RCGP’s five-year enduring priorities. Identifying signs and symptoms of 
possible cancer as early in the presentation by patients as possible is a fundamental role of 
GPs. The latest data shows that over 75% of all cancer cases are referred by GPs after 
just one or two consultations. The College has been clear that better access to diagnostic 
tools in the community is needed for GPs to continue to be able to identify cancers in a 
timely fashion and RCGP have worked with Cancer Research UK to help develop 
resources to support GPs in the timely identification and diagnosis of cancer.  
 
Of course, in order to be able to effectively diagnose cancer at the earliest stage, patients 
must be able to access their GP service and GPs must be able to spend appropriate time 
with their patients to diagnose and support them. The RCGP have been clear that standard 
10 minute consultations are unfit for purpose in many cases.  
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2. Is the approach adequate or is more action needed and is the policy being 
delivered on the ground? 

 
Every day in their professional lives, GPs need to ensure that they are neither over nor 
under-diagnosing for their patients. Much of this judgement and the work of GPs follows 
the Realistic Medicine agenda, as set out by the Chief Medical Officer, Dr Catherine 
Calderwood, in 2014.  
 
RCGP Scotland has been supportive of the Realistic Medicine agenda and the College has 
been clear that it is keen to see a reduction in the burden and harm that patients can 
experience from over-investigation and overtreatment. GPs are uniquely placed to deliver 
holistic, comprehensive, co-ordinated care for people as patients, especially for those with 
complexities and multi-morbidities. GPs deal with the medical, psychological and social 
position of people. In this regard, their skillset is unequalled in its ability to influence 
reduction in these potential harms. However, as skilled clinicians GPs must ensure that 
those who require treatment for cancer are diagnosed at the earliest possible stage.  
 
A screening programme operating in isolation, even if focussed on early detection, will 
never be enough to ensure cancer and other preventable diseases are stopped from 
developing. In terms of public health campaigns, more could be done to focus on 
minimising risk factors for cancer, rather than raising awareness of possible symptoms of 
the disease. Placing greater focus on reducing the risk factors of cancer rather than raising 
awareness of the symptoms may help those who would be less likely to present to their 
GPs in any circumstance and therefore assist with tackling health inequalities.  
 
Fundamentally, it is extremely difficult to communicate to all sectors of the public the 
importance of catching cancer early and in many cases, there are very few, if any, 
symptoms in the early stages. To ensure that the Detect Cancer Early programme is 
effectively delivered on the ground, both primary and secondary care services must be 
adequately financed and staffed to ensure that once diagnosed those who require 
secondary care treatment are able to be referred and treated as quickly as possible. 

 
3. Are the services and Detect Cancer Early Programme being measured and 

evaluated in terms of cost and benefit?  
 
It is difficult to ascertain, from an RCGP perspective, whether the specific services included 
within the Detect Cancer Early Programme are being measured and evaluated in terms of 
cost and benefit. 
 
There has been some concern expressed over the risk in judging the success of the 
Programme on the 5-year survival rate, given the existence of lead time bias. If success is 
measured by more stage one diagnoses, this does not in itself prove that the programme is 
effective, as over diagnosis bias must be taken into account.  
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Health and Sport Committee 
Preventative Agenda: Detect Cancer Early 

Written submission 
 
23rd January 2018 
 
Dear members of the Health and Sport Committee, 
 
Thank you for the opportunity to contribute to the Committee’s evidence session on the Detect 
Cancer Early Programme, as part of the review of the Preventative Agenda in Scotland.  
 
I’m a health services researcher here at the University of Edinburgh, and with Prof David Weller 
I am currently funded to carry out an evaluation of the Detect Cancer Early programme (as part 
of a wider PhD study that is examining the role of health system level initiatives in promoting 
earlier cancer diagnosis). Ms Natalia Calanzani is the researcher on the project, and she and I 
have worked together in preparing the responses below to the questions provided by the 
Committee. They focus on DCE, not on other preventative initiatives in Scotland in recent years. 

1. To what extent do you believe the Scottish Government’s Detect Cancer Early Programme 
and the approach by Integration Authorities and NHS Boards is preventative?  

 Ms Calanzani carried out initial key stakeholder interviews in 2016. The interviewees 

indicated that DCE although the focus of DCE was early detection of cancer, it was 

supportive of interventions incorporating prevention. They also highlighted that more 

should be done in this area in the long-term, especially with younger people. 

Stakeholders identified a slow, but perceived, cultural shift towards a focus on 

prevention, but also acknowledged challenges in changing behaviour, issues regarding 

autonomy and responsibility regarding one’s health, and barriers due to busy lifestyles 

and social deprivation.  

 Importantly, interviews also highlighted that some of the DCE campaigns would have 

been incompatible with a focus on prevention. This was the case of the lung campaigns, 

where emphasising the role of smoking in cancer might have deterred patients from 

seeking help when noticing symptoms, and could generate distrust as the messages 

were coming from the government. In this case, the campaigns deliberately avoided 

talking about prevention.  

 DCE received input from the Scottish Cancer Prevention Network. A newsletter was 

developed as part of this collaboration, targeting patients waiting for their breast 

screening appointment, but focusing on preventative behaviour and lifestyle changes. 

 Although Detect Cancer Early did not focus primarily on prevention, the programme 

funded discrete work in partnership with Teenage Cancer Trust which may help to 
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promote preventative behaviours from an early age. Research projects included the 

investigation of awareness of skin cancer and risk behaviours amongst teenagers (1) 

and assessing an intervention to increase adolescents' cancer awareness and address 

help-seeking barriers (2). Some of DCE’s social marketing campaigns also targeted 

younger people as “influencers”, and may also indirectly influence preventative 

behaviours in the long term. The “poo song” is an example of such campaign 

(https://www.youtube.com/watch?v=UrwA_p8H6WY). As with any complex 

government programme, DCE has also changed over time. The latest Cancer Plan (3) 

highlights that partnerships with the Teenage Cancer Trust will continue in order to roll 

out education and awareness programmes in schools. 

 Detect Cancer Early had a major emphasis on bowel screening. As bowel screening can 

remove precancerous polyps, it can be viewed as preventative. 

 We do not have specific information about the approach taken by Integration 

Authorities and individual NHS Boards. 

2. Is the approach adequate or is more action needed and is the policy being delivered on 
the ground? 

 Interviews indicate that more work on prevention (as part of DCE) would be helpful, 

especially with younger people. Hence, continued partnerships with relevant charities 

and other preventative activities are welcomed. However, it is important to highlight 

that the programme’s primary aim is to promote early detection of cancer. Prevention 

is a long-term approach especially with respect to obesity prevention: complementary 

prevention-specific programmes and strategies are also needed. 

 In considering DCE as an early diagnosis strategy, it is a multi-levelled strategy that 

adopts a health systems approach. Early diagnosis and cancer survival are complex and 

multifaceted - not a single programme can fully solve such a complex issue. Available 

evidence on DCE outcomes is described below; the academic evaluation is further 

investigating DCE processes.   

 Perhaps DCE should be seen as one initiative aiming to promote early diagnosis, 

alongside other much needed public health strategies focusing on prevention, quality of 

care, treatment and follow-up. Partnerships with research groups are also important to 

better understand issues such as the role of 1) tumour biology, size and location; and 2) 

multi-morbidities in cancer survival; and to develop optimum screening and diagnostic 

pathways for different cancers. Ongoing work on the genetic and molecular profile of 

cancer, alongside personalised medicine approaches should continue (3). Finally, 

socioeconomic disparities need to be tackled, adopting a public health approach, not 

solely focusing on early detection (or prevention). 
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3. Are the services and Detect Cancer Early Programme being measured and evaluated in 
terms of cost and benefit? 

 The Detect Cancer Early Programme has gathered data for most of its key objectives 

(see Table 1 below). Reports on cancer staging and bowel and breast screening data are 

available from ISD Scotland. Rationale and outcomes for the social marketing campaigns 

were reported by the Leith Agency, Consolidated PR, TNS, Carat, and other 

organisations involved in these components. Data on consultation due to breast cancer 

symptoms was collected up to 2013. Discrete data on request for new bowel screening 

kits and change in uptake was also requested periodically from the Scottish Bowel 

Screening Programme. Annual Reports from territorial Health Boards submitted to DCE 

describe how additional funding was used to improve diagnostic capacity. Other policy 

documents (newsletters, minutes and additional reports) also describe outcome data. 

These documents focused on assessing benefits, and are being summarised as part of 

our academic evaluation of the DCE programme.  

 We are unaware of any cost-effectiveness analyses associated with DCE. It is not part of 

our evaluation, although we certainly consider that ideally would have been 

incorporated in the DCE programme from the start. DCE believed that the programme 

would be “cost-effective rather than cost saving”.  

 There are challenges to show direct benefit of such a complex and multifaceted 

programme; it is easier to show how the programme may have contributed to the 

outcomes, and discuss other initiatives/contextual influencers that may also have 

influenced them (4).  

 Initial key stakeholder interviews highlighted challenges when assessing outcomes. 

Separating the programme from other activities taking place at the same time was 

described as difficult. DCE was not designed as a randomised controlled study, and 

conclusions regarding causality would be limited. At times, stakeholders suggested 

outcomes to be investigated, but then added that data were not available, or were not 

collected at all. Furthermore, there was the acknowledgement that it takes time for 

some results (such as changes in survival trends or reduction in lung cancer mortality) to 

become apparent. 

4. Is enough being done to address existing health inequalities in the early detection of 
cancer? 

 The role of deprivation on cancer incidence, mortality and survival was acknowledged 

by DCE in the implementation plan (5) and incorporated into its strategies. Nonetheless, 

initial meetings with general practitioners working in Deep End Practices highlighted 

several concerns about the challenges of reaching, and having an impact on more 

deprived populations (https://www.gla.ac.uk/media/media_236871_en.pdf).   
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 Deprivation was also taken into account by DCE when weighting the funding for the 

SQoF initiative in order not to be detrimental to more deprived practices. Social 

marketing campaigns targeted the most deprived populations, and outcomes for 

staging and bowel screening uptake indicate that more deprived populations were 

reached by the programme. Nonetheless, disparities still persist. 

 Initial interviews with key stakeholders indicate clear knowledge that deprivation could 

influence cancer incidence, presentation, screening, diagnosis and mortality. Population 

behaviour towards campaigns was described as variable according to different levels of 

social deprivation, with the most deprived taking longer to process information from 

the campaigns, or to act upon them. Stakeholders stated that reducing health 

disparities was paramount to improve outcomes, but acknowledged that achieving this 

was beyond the remits of DCE. 

 A variety of different strategies could be adopted to attempt to reduce inequalities 

within DCE-related activities, for example testing the use of information materials that 

are have minimal information and therefore potentially easier to read (and more likely 

to be read), more campaigns in alternative venue in stadiums and workplaces, providing 

alternative consultation times, among others. However, as the Committee is well 

aware, addressing inequalities is a challenging area and even well-developed strategies 

(such as GP endorsement) do not always work (Raine et al paper). 

I look forward to meeting you on Tuesday 6th February.  
 
Yours sincerely, 

 
Dr Christine Campbell 
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Table 1. Official DCE objectives and outcomes 
 

Official objectives in the 
implementation plan (5) 

Available evidence and future plans 

1: To increase the proportion 
of people with stage 1 disease 
at diagnosis (as a proxy 
indicator of survival outcome) 
and to use performance 
against a HEAT target as a 
lever for whole systems 
approach to improvement – 
“to increase the proportion of 
people diagnosed and treated 
in the first stage of breast, 
colorectal, and lung cancer by 
25% by 2014/2015” 

 

Note: this  HEAT target is now 
part of the LDPs 

 When checking breast, colorectal or lung cancer 
combined, 25.5% were diagnosed at Stage 1) for the 
two-year period 1 January 2015 to 31 December 2016. 
This corresponds to a 9.2% increase from the baseline 
(2010 and 2011). In the most deprived areas, 23.8% 
were diagnosed at stage 1 (a 17.4% increase from 
baseline). There was also improvement in the 
proportion of people diagnosed with lung cancer at 
stage 1 compared to baseline. Hence, the 25% target 
was not met, but benefits can be seen across time, 
including across the most deprived populations (6). 

 The academic evaluation of DCE is investigating 
stakeholder views on this target. Initial interviews 
indicate that stakeholders were aware that the HEAT 
target was ambitious and part of a complex 
programme, and that it would be difficult for it to be 
met.  

2: To improve informed 
consent and participation in 
national cancer screening 
programmes to help detect 
cancer earlier and improve 
survival rates - sQOF target to 
reward for decrease in non-
participation 

 

Note: The target no longer 
exists 

 There was an 81.1% increase in the number of 
requests for a replacement bowel kits since the 
programme started, alongside an increase in bowel 
screening uptake, including in the most deprived areas 
in Scotland (from 41.9% to 45.3%) and among men 
(from 39.6% to 43.6%) (3)  

 The academic evaluation is investigating stakeholder 
views on the SQOF target. Initial interviews show that 
stakeholders welcomed the focus on screening 
(especially bowel screening) as it was a well-
established, evidence-based and effective way to 
identify cancer early.  

3: To raise the public’s 
awareness of the national 
cancer screening programmes 
and also the early signs and 
symptoms of cancer to 
encourage them to seek help 
earlier 

 

 Note: campaigns are 
ongoing, but they have 
changed over time – 
available budget has also 

 Dozens of reports describe the campaigns, timelines, 
target groups and approaches; report change in 
knowledge and awareness over time, across different 
groups, for different campaigns and tumour types. DCE 
documents describe changes in campaigns over time 
due to learning and reduction in available funds. They 
also summarise campaign components and key 
outcomes. 

 Breast campaigns generated an increase in 
consultations due to breast cancer symptoms, but 
these data ceased to be officially collected in 2013. 
DCE analyses (described in circulated policy 
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Official objectives in the 
implementation plan (5) 

Available evidence and future plans 

been reduced over time 
(personal communication) 

 

 

documents) indicate that increase in consultation was 
not associated with an increase in cancer diagnoses (7)  

 Our evaluation indicates that stakeholders are 
supportive of the campaigns. They were described as 
“bold” and important to inform the population about 
cancer symptoms and signs. There was the recognition 
that the campaigns on their own would not be 
sufficient to completely change population behaviour 
towards cancer. The symptomatic breast campaign was 
perceived as useful in terms of lessons learned for 
future campaigns. The bowel campaign was considered 
by participants as the one with the most consistent 
and tangible outcomes.  

4: To work with GPs to 
promote referral or 
investigation at the earliest 
reasonable opportunity for 
patients who may be showing 
a suspicion of cancer whilst 
making the most efficient use 
of NHS resources and avoiding 
adverse impact on access 

 

 Internal reports authored by the Roy Castle Lung 
Foundation are available with outcomes of information 
sessions with health care professionals; views and 
experiences were positive 

 An evaluation report about the Primary Care 
Engagement Programme (in partnership with Cancer 
Research UK) is available; views and experiences were 
overall positive (8) 

 There are no documents available that describe 
changes in terms of efficiency and adverse impact on 
access 

 The academic evaluation of DCE will describe 
stakeholder views on the training sessions and the 
updated referral guidelines. Exploring impact on 
access, diagnostic delays and efficiency are beyond the 
scope of the study. 

5: To ensure there is sufficient 
capacity in the screening 
programmes to meet the 
expected increase in those 
choosing to take part 

 

 

 Minutes from DCE meetings indicate challenges 
regarding equipment and staff prior to DCE and during 
initial implementation; in addition to concerns about 
the impact DCE could have on capacity. 

 DCE documents show more consultations due to breast 
symptoms and requests for FOBt kits 

 Our initial interviews highlighted capacity challenges 
for colonoscopy and mammography, with some Health 
Boards struggling more than others 

6: To ensure that imaging, 
diagnostic departments and 
treatment centres are 
prepared for an increase in the 
number of patients with early 

 Reports from Health Boards and presentations have 
data on how extra funding was invested to improve 
capacity. Local innovations are discussed, but 
information is limited. Reports also shed light on 
challenges to improve capacity (e.g. recruitment, 
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Official objectives in the 
implementation plan (5) 

Available evidence and future plans 

disease requiring treatment 

 

Note: Additional funding was 
provided to Health Boards to 
help cope with increased 
demand 

 

reduced funding over time)  

 As before, minutes from meetings indicate challenges 
regarding equipment and staff, and concerns about 
DCE’s impact on capacity. Documents also indicate that 
stakeholders would have liked more precise and 
consistent estimate about impact on capacity. 

 The academic evaluation will describe stakeholder 
views on the additional funding provided.  

7: To strengthen data 
collection and performance 
reporting within NHSScotland 
to ensure progress continues 
to be made on improving 
cancer diagnosis, treatment, 
referral and survival - 
“Improve data quality by 
reducing the level of unknown 
stage at diagnosis and agree 
the approach for publishing 
stats” 

 ISD Scotland reports a reduction in the number of 
“unknown” cases for staging over time (5.3% for the 
two-year period 1 January 2015 to 31 December 2016) 
compared to 8.4% during the baseline period. Some of 
the improvement in staging, or any increase in any 
staging, is likely due to the reduction of recorded 
“unknown stages” (6) 

 The academic evaluation of DCE will describe any 
stakeholder views on these outcomes 

 

 

8: To facilitate further 
evaluation of the impact of 
public awareness campaigns 
on the stage of cancer at 
presentation and to contribute 
to research that establishes 
evidence for the link between 
late presentation and survival 
deficit” 

 This is a long-term outcome- to our knowledge, it is not 
being assessed at this stage 

 The academic evaluation will not investigate this 
objective further as it is beyond the scope of the study 
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Health and Sport Committee submission:  Preventative Agenda – Detect Cancer Early 

Statement submitted  from Prof Bob Steele and Prof Annie S. Anderson Co-directors  

 

The Scottish Cancer Prevention Network (SCPN) is focused on moving evidence on cancer risk reduction into 

everyday life, practice and policy (https://www.cancerpreventionscotland.org.uk/).  Whilst it is recognised that 

governments do much to support changing behaviours we also recognise that there is a need to increase capacity 

around cancer prevention and screening, and there is much more that agencies and government work streams 

can do to help to accelerate change. As an advocacy group we raise the profile of cancer prevention and 

screening research and action through a range of communication channels (newsletter, conference, workshops, 

social media and web-based activities) and support ongoing work in reducing the prevalence of cancer risk 

factors. The SCPN is funded by the Scottish Cancer Foundation charity (SCO28300). 

 

The evidence base for actions to reduce cancer incidence and improve prognosis is provided by the WHO 

International Agency for Research in Cancer (IARC) who have also developed the European Code Against Cancer 

(https://cancer-code-europe.iarc.fr/index.php/en/about-code).  It is estimated that 4 in 10 cancers can be 

prevented largely through lifestyle changes. Lifestyle plays an even greater role in the prevention of bowel cancer 

(47%) and breast cancer (38%) https://www.wcrf-uk.org/uk/preventing-cancer/cancer-preventability-statistics. The 

public remain generally unaware of major risk factors (e.g. obesity) and have little access to services to support 

behaviour change even although evidence shows that lifestyle alterations after the age of 50 (age screening for 

breast and bowel cancer commences) is associated with reduced risk of these cancers and other chronic diseases 

including diabetes and cardiovascular disease. 

 

1. To what extent do you believe the Scottish Government’s Detect Cancer Early Programme and the 

approach by Integration Authorities and NHS Boards is preventative?  

It is widely recognised that we cannot treat our way out of the rapidly increasing cancer problem and that an 

integrated approach to prevention, early detection and treatment is required. We therefore welcome the 

opportunity to provide evidence on the preventative agenda and spend to this committee. The Detect Cancer 

Early (DCE) programme has a clear remit to “improve survival for people with cancer in Scotland to amongst the 

best in other European countries by diagnosing and treating the disease at an earlier stage” but has no clear 

mandate or indeed budget for cancer prevention. Investment in the cancer prevention arena is notably absent 

from this programme and indeed negligible within the cancer strategy 

http://www.gov.scot/Resource/0049/00496709.pdf.   

 

The potential to add preventive activities to the DCE campaign is considerable and has been brought forward by 

other European nations. For example, the Irish National Cancer Control Programme (NCCP) is developing a 

Cancer Prevention and Early Detection Function as part of their National Cancer Strategy and will lead in relation 

to the development and implementation of policies and programmes focused on cancer prevention 

(http://health.gov.ie/wp-content/uploads/2017/07/National-Cancer-Strategy-2017-2026.pdf) 

 

HS/S5/18/5/2

https://www.cancerpreventionscotland.org.uk/
https://cancer-code-europe.iarc.fr/index.php/en/about-code
https://www.wcrf-uk.org/uk/preventing-cancer/cancer-preventability-statistics
http://www.gov.scot/Resource/0049/00496709.pdf
http://health.gov.ie/wp-content/uploads/2017/07/National-Cancer-Strategy-2017-2026.pdf


Mailbox 7, Level 7, 
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Dundee 
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+44 (0)1382 383535 

www.cancerpreventionscotland.org.uk 

 

 

We are supported by the Scottish Cancer Foundation (SC028300). 

Despite the absence of a prevention remit for DCE, however, the programme has successfully engaged 

with prevention in a number of ways and we feel it should be commended for this.  Examples of DCE and 

Prevention work 

 

Screening 

A major emphasis for DCE has been to improve uptake of cancer screening.  While the main remit of screening is 

early detection of cancer, because screening programmes do pick up pre-cancerous disease they also have a 

significant role in prevention, as treating such disease is highly effective in reducing cancer incidence. The bowel 

screening programme is an excellent example of this – a high proportion of people with a positive screening test 

have polyps in the bowel, and removing these at the time of the diagnostic colonoscopy makes a major 

contribution towards the prevention of bowel cancer.  The newly introduced faecal immunochemical test (FIT) is 

more sensitive to polyps than the previous test, and is associated with better uptake, so now is an excellent time 

to focus on optimising uptake in this high-value area. 

 

Currently the DCE contributes to general SCPN work, a DCE representative sits on our advisory board and 

we share social media materials.  

We have also worked with DCE specifically on (small) proof of principle projects as follows:  

 We have demonstrated that an SCPN developed magazine on lifestyle, screening and cancer given to women 

attending routine breast screening clinics resulted in almost 60% of respondents reporting an increased 

knowledge about breast cancer and lifestyle and felt motivated to find out more about cancer prevention. 

Furthermore, 40% expressed intentions to make lifestyle changes. These results showed no difference by social 

deprivation and suggest no increase in health inequalities. (Macleod et al, Euro J of Ca Care, 2018 in press) 

 We have demonstrated that when men attending abdominal aortic aneurysm screening who had not 

completed bowel screening were given a brief intervention that  81% agreed to complete the FOBT and 49 % 

subsequently returned the test with a good response in from men living in the most deprived areas. (Quyn et 

al, Br J Surg, 2018 in press) 

 

With the support of DCE we have two further on-going projects which are combining screening with prevention: 

 Exploration of training nurses and AHP’s re screening and cancer prevention 

 Development and evaluation of a novel health promotion communication on cancer screening and prevention 

for men 

 

2. Is the approach adequate or is more action needed and is the policy being delivered on the ground? 

Much more work on cancer prevention is needed and combining this with Detect Cancer Early initiatives has the 

potential to be cost effective, acceptable and effective.  The following evidence is noteworthy in respect of 

combining early detection with prevention. 

 Cancer Screening succeeds in raising awareness of symptoms but offers no support for other risk factors (e.g 

obesity, physical activity) and is a missed opportunity for raising awareness and support for cancer prevention 

activities (Anderson et al, 2013) 

 There is a danger of creating a health certificate effect when a negative cancer screening test is received (e.g. 

assumption that current lifestyle is low cancer risk). This may be particularly relevant for body weight, where a 

lack of guidance to obese patients may signal a lack of medical concern.(Berstad et al, 2014) 

 In 2007, Fisher et al (2017) reported that most women attending breast screening clinics are interested in 

receiving lifestyle advice and an updated paper (Fisher et al 2016) reporting the view of 1803 women shows 

overwhelming support for receiving interventions through this setting   
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The following work from Scotland highlight the opportunities to be gained from investment in combining cancer 

prevention and detect cancer early initiatives 

 Offering a lifestyle intervention to patients diagnosed with adenomas through the Scottish national screening 

programme results in high recruitment from men (hard to reach), decreased body weight, improved diet, 

physical activity and CVD risk with no difference in response by SIMD status. (Anderson AS et al, 2014)) 

 Offering a lifestyle programme to women attending routine breast screening clinics is acceptable and has 

good indicative outcomes on body weight and physical activity and has a good uptake from women living in 

low SIMD areas (Anderson et al, 2014) 

 The current ActWEll pilot funded by Scottish Gvt Cancer strategy has seen almost 2000 women express an 

interest in the study of which over 170 have been randomly selected to take part in the trial.  The study is on 

track to finish recruitment on schedule in August 2018 as planned (http://actwellstudy.org/) 

 

We should like to emphasise that, although DCE is doing excellent work and has made a significant contribution 

to prevention, its remit has not included prevention.  We feel that an integrated approach to early detection and 

prevention would pay significant dividends, but recognise that DCE is not set up to do this in its present form and 

with its current funding envelope.  We would encourage consideration of expanding the remit and the funding of 

DCE to encompass prevention and thus allow delivery of a Prevent Cancer Deaths (PCD) programme. 

 

3.Are the services and Detect Cancer Early Programme being measured and evaluated in terms of cost and 

benefit? 

Our understanding is that the stage at diagnosis of the common cancers is being monitored, but do not know of 

an ongoing formal cost-benefit analysis. 

 

4.Is enough being done to address existing health inequalities in the early detection of cancer? 

Both SCPN, and to our knowledge, DCE, have health inequalities at the heart of their strategies.  The examples of 

prevention projects embedded within screening highlighted above demonstrate that these approaches do not 

increase health inequalities, and may, indeed, go some way to ameliorating them.  In the Bowel Screening 

Programme, it is notable that the introduction of FIT has led to a greater increase in screening uptake in deprived 

areas when compared to affluent areas, and it has also increased uptake in men even more than in women, 

addressing the marked gender imbalance that was seen previously.  As  far as the primary aim of DCE is 

concerned, the data gathered over the last five years has shown an overall increase in the proportion of cancers 

diagnosed at an early stage, and this increase is more marked in people from a socio-economically deprive 

background. 
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Statement from ISD (now Public Health & Intelligence) on Detect Cancer Early in 
response to committee questions 
 

 1.    To what extent do you believe the Scottish Government’s Detect Cancer Early 
 Programme and the approach by Integration Authorities and NHS Boards is 
 preventative?  

 Public health prevention is aimed at three stages of a disease.  The first is to try to stop it 
occurring in the first place.  This is primary prevention.  However, as it’s not always possible 
to prevent cancer, then curing it becomes the next aim.  This is secondary prevention.  
Curing cancer depends on a number of things – including identifying it at an early stage, the 
existence of an effective treatment, and making that treatment available.    For those whose 
cancer cannot be cured, a third stage – tertiary prevention – is about preventing or 
minimising the effects of the disease on a patient’s wellbeing.  This includes managing side-
effects of cancer and its treatment and optimizing patients’ abilities to lead normal lives, 
including returning to work.  All three stages of cancer prevention are needed. 

Detect Cancer Early (DCE) is about secondary prevention of cancer – the contribution of 
public awareness and clinical responsiveness that help to ensure patients with cancer are 
diagnosed at the earliest stage possible.  Although it is not an objective of DCE, in the 
process of investigating suspected cancer, some conditions will be identified and treated that 
will stop cancer occurring in the first place.   

NHS Boards are involved in a range of preventative activities for cancer that both support 
and extend beyond DCE.  These include running smoking cessation and weight management 
programmes and health education. 

 

 

HS/S5/18/5/2

C676964
Highlight



 

2.    Is the approach adequate or is more action needed and is the policy being delivered on 
the ground? 

 DCE constitutes part of a wider approach to cancer prevention that is described in the 
Scottish Government’s 2016 publication Beating Cancer: Ambition and Action.   

It has been estimated that about 4 in 10 cancers might be prevented through behavioural 
changes.  The prime risk factors for cancer are, in order of importance to the population: 
smoking; overweight and obesity; low fruit and vegetable diet; alcohol; occupational risks; 
sunlight and sunbed exposure; and vaccine-preventable infections.  The story of primary 
prevention of cancer in Scotland is mixed.  Certainly, smoking prevalence and exposure to 
smoke has fallen although over 1 in 5 adults in Scotland still smokes and this is higher than in 
England.  Two thirds of adults in Scotland are overweight or obese and there is no sign that 
this is falling.  New legislation to impose a minimum price per unit of alcohol is anticipated to 
reduce alcohol-related deaths but there is no safe minimum alcohol consumption level when 
it comes to cancer prevention. 

But an implication of the message that 4 in10 cancers could be prevented is that more than 
half are the result of factors that cannot be easily identified or changed.  The biggest of these 
is increasing age.  Early detection and effective treatment of cancers therefore remain 
important parts of the national strategy to improve cancer outcomes. 

3.     Are the services and Detect Cancer Early Programme being measured and evaluated 
in terms of cost and benefit?  

There are several evaluations of DCE.  ISD (the Information Service Division of the NHS in 
Scotland) reports on cancer stage at diagnosis since DCE was launched.  In 2017, for 
example, ISD reported that there had been a 9.2% increase in the proportion of breast, bowel 
and lung cancers detected at the earliest stage since DCE began. ISD also reports on uptake 
of cancer screening programmes.  The Detect Cancer Early Programme Board has 
commissioned several other evaluations, including academic research by the University of 
Edinburgh reported elsewhere to the Health and Sport Committee.   

It is true that stage of cancer is one of the most important predictors of survival – the earlier, 
the better. The extent to which earlier detection will truly improve cancer outcomes is subject 
to debate.  One issue is that patients who are diagnosed at a later stage may have more 
aggressive, faster-growing cancers that would have been difficult to have detected at an 
earlier stage.  Their poorer outcomes may therefore be more of a reflection of the type of 
cancer they have rather than missed opportunities to have been diagnosed earlier.  It is also 
well recognised that screening programmes introduce artefacts that make screening, for 
example, appear to improve survival even if it does not.   

 I am not aware of cost benefit analyses of DCE. 

4.    Is enough being done to address existing health inequalities in the early detection of 
cancer? 

 There are notable contrasts in the patterns of inequalities of cancer incidence, early cancer 
detection and cancer survival.    For example, the risk of developing the most common 
cancer in women – breast cancer – is higher in women from more affluent areas.  However, 
women from more affluent areas are more likely to participate in breast screening, have their 
breast cancer diagnosed at an earlier stage and to survive longer. 
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 Some of the main inequalities in early detection and screening of cancer include sex (men 
tend to do worse than women), ethnic minorities (non white Scottish people do worse), age 
(younger people do worse) and socio-economic deprivation.  Health Boards actively work to 
reduce these inequalities by tailoring screening programmes, for example, to the needs of 
groups who are less likely to participate.  The Scottish Government has supported this work 
through inequalities funding to help pilot projects. 

 
 

Yours faithfully 
 
 
 
 
 
Professor David S Morrison 
Consultant in Public Health Medicine 
Director of the Scottish Cancer Registry 
Hon Clin Assoc Professor, University of Glasgow 
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Cancer Research UK written evidence: Scottish Parliament Health & 
Sport Committee inquiry 
Detect Cancer Early programme  
 
 

January 2018  

 
1. Overview: the importance of early diagnosis  

Around 31,700 people are diagnosed with cancer in Scotland every year. And while cancer death 
rates in Scotland have fallen by a fifth over the last twenty years, incidence remains high: one in two 
people in the UK will be diagnosed with some form of cancer during their lifetime.  
 
Cancer Research UK welcomes the Committee’s ongoing focus on a preventative health agenda. 
Four in ten cancers diagnosed in the UK are attributable to preventable risk factors.i These cancers 
could be prevented by actions like not smoking, keeping a healthy bodyweight, cutting back on 
alcohol, eating a healthy balanced diet, keeping active and enjoying the sun safely.  
 
Nevertheless, the biggest risk factor for cancer is age, with incidence rates increasing with age for 
most cancers. Early diagnosis of cancer is vital if Scotland is to improve its survival outcomes. When 
cancer is diagnosed at an early stage, more treatment options are available. We know patients are 
three times more likely to survive cancer if they are diagnosed in stages 1 and 2, as opposed to 
stages 3 and 4.ii  
 
Therefore, focus and investment on earlier detection of cancer, in addition to cancer prevention, 
must remain a core part of The Scottish Government’s strategies to reduce Scotland’s cancer 
burden. 
 

2. About the DCE programme and Cancer Research UK’s involvement  
Detect Cancer Early (DCE) was launched in February 2012 with the aim of improving overall five year 
survival for people in Scotland diagnosed with cancer.iii The programme’s activity covers three broad 
areas:  
 

i. Public awareness and behaviour influencing, including working to raise the public’s 

awareness of the national cancer screening programmes, and the early signs and symptoms 

of cancer to encourage them to seek help earlier  

ii. Primary Care cancer symptom management and referral, including working with GPs to 

promote referral or investigation at the earliest reasonable opportunity for patients who 

may be showing suspected signs of cancer  

iii. Managing Demand for Cancer Screening and Diagnostics, including ensuring there is 

sufficient capacity in the screening programmes and diagnostic departments to meet the 

expected increase in those choosing to take part. 

 

Primary cancer prevention is not one of the aims of the DCE programme. However, DCE has aimed 
to improve uptake across the three cancer screening programmes. Cancer screening saves 
thousands of lives each year, and can detect cancers at an early stage. Cervical and bowel cancer 
screening can also detect abnormal changes before they can turn into cancer, and therefore can 
contribute to the prevention of cervical and bowel cancer.  
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With other initiatives in place to tackle primary cancer prevention, Cancer Research UK supports the 
DCE programme‘s aims and investment to improve cancer survival by driving early diagnosis of 
cancer.  
 
As set out in the Scottish Government’s cancer strategy, Beating Cancer: Ambition and Action 
(“Beating Cancer”), Cancer Research UK is working in partnership with the Scottish Government to 
develop and expand our health professional engagement facilitator programme (‘Facilitator 
Programme’) across Scotland.iv The Facilitator Programme aims to support further improvements in 
early diagnosis, cancer prevention and the interface between primary and secondary care. 
 

 
We have also supported and advised the programme in various ways including: providing policy 
advice; supporting data analysis; generating and sharing evidence; hosting a UK-wide learning day 
for similar programmes across the nations; and working as a lead partner in the Scottish 
Government’s “wee c” campaign, which aims to reduce fear around the disease and boost survival 
rates. 
 
 

Box 1. About Cancer Research UK’s Facilitator Programme  

The Facilitator Programme works with local and national health services to improve the 

prevention and earlier diagnosis of cancer. Facilitators work with health professionals 

(including public health) and health services to drive improvement in cancer outcomes by: 

 

 Working with local partners to assess where there is the greatest need for 

improvement locally (for example, a particular geography or an aspect of the cancer 

pathway) 

 Influencing uptake of best practice in a range of ways including providing training 

 Facilitating local solution-finding and implementation 

 Gathering local intelligence and insights for new opportunities to support 

improvement 

 Working as a long-term partner of local professionals and organisations 

 

It has been operational in parts of the UK since 2013, with its first pilot in Scotland in NHS 

Greater Glasgow and Clyde commencing in 2014.  The Facilitator Programme now works in 

partnership with 6 Health Board areas.  

 

Team Boards covered Staffing n. GPs 

North and 
East 
Scotland 

NHS Lothian, NHS Grampian, 
NHS Tayside 

2 (1 Manager, 1 
Facilitator) 183 

West 
Scotland 

NHS Greater Glasgow & Clyde, 
NHS Lanarkshire, NHS Forth 
Valley 

4 (1 Manager, 3 
Facilitators) 372 
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3. DCE and early diagnosis: progress and outcomes  
Early diagnosis is critical to improving cancer outcomes. For example, when bowel cancer is 
diagnosed at stage 1, around 90% of patients survive ten years, compared to just 5% for those 
diagnosed at stage 4.v The focus of the DCE programme has been breast, colorectal and lung 
cancers. 
 
Below, we examine progress against each of the programme’s three broad workstreams.   
 

i. Public awareness and behaviour influencing  
 
The DCE programme has initiated marketing campaigns aimed at increasing public awareness of the 
symptoms of breast, bowel and lung cancer, and increasing uptake of screening for bowel cancer.  
 
The campaigns consisted of TV, radio, digital media, outdoor posters, PR and field activity. A 
summary of the results of the evaluation of the DCE social marketing campaign, ‘Cancer. Don’t get 
scared get checked’ has been published.vi Results are summarized in Box 2 below. 

 
Research commissioned by Cancer Research UK and published in 2017, ‘Where next for cancer 
services in Scotland,’vii  includes some qualitative findings on the views of clinicians and key national 
stakeholders on awareness raising with regards to cancer 
 
The reluctance of many patients to act on their symptoms at an early stage was considered one of 
the main barriers to achieving early diagnosis. One national stakeholder commented:  

 
“I think there's a significant amount more that we could be doing to raise awareness - 
without alarming the public and that's always the difficulty - of what might be symptoms of 
cancer and encouraging them to go to their GPs to get early investigation”. (National 
interviewee)  

 
This was felt to be particularly significant for lung cancer:  
 

Box 2. Results of ‘Cancer. Don’t get scared, get checked’ evaluation 

 ‘Spontaneous awareness of the ‘getting checked early’ message amongst women 

increased from 57% before the campaign to 64% post campaign and from 54% to 67% 

amongst those aged 55-64yrs.  

 Those claiming to self-examine increased from 65% to 70%.  

 Of those who had seen TV advertising about cancer, 18% recalled specific aspects of 

the campaign (significantly more than the recall on the ‘Be clear on Cancer’ campaign 

from NHS England, which ran at the same time).  

 Prompted recognition of the campaign across all aspects (radio, TV and posters) 

reached 85%, which is very high.  

 The main message take out from those who have seen the campaign is ‘get checked’ 

at a high level of 81%.  

 Just under half of the audience feel more confident about approaching their GP as a 

result of seeing the campaign, particularly 40-64s and those in income groups DE.  

 Over half of the audience stated the advertising would make them get checked earlier 

if they had signs/symptoms. 
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“…one of the challenges for lung cancer especially is that the demographic for lung cancer 
…is a socio-economically deprived population, typically elderly and typically male and those 
are the people who are probably least responsive to public health campaigns”. (Oncologist)  

 
Characteristics such as old age, ‘Scottish stoicism’, not wanting to ‘worry the doctor’ and social 
deprivation were seen as contributing to unwillingness to visit the GP with symptoms and hence to 
late diagnosis of cancer. One respondent in a remote part of Scotland felt that reluctance to visit the 
GP was widespread in such areas and that this kind of stoicism masked the needs of the population 
and contributed to poorer services. In addition, some fatalistic attitudes (“the ‘big C’ attitude”) were 
seen by some as accounting for a lack of response to campaigns, particularly amongst older people. 
 
A campaign called the ‘wee c’ was launched in August 2015 aimed at overcoming some of the 
extreme fear and fatalism which discourages people from presenting with potential signs and 
symptoms (see Box 3).viii  
 

 
These findings around the difficulty of raising awareness in hard to reach groups are also reflected in 
Beating Cancer. As such, the Scottish Government has committed to continuing the DCE programme, 
with a focus on trying to reach people who are most likely to present at a later stage of disease. 
Cancer Research UK welcomes this move. 
 
While some progress has been made on public awareness and attitudes through the DCE 
programme, it is clear that more needs to be done to help educate people about the signs and 
symptoms of cancers. Encouraging people to seek help if something changes for them is also crucial.  
 

 Recommendation: The DCE programme should publish a clear evaluation of public 
awareness campaigns to understand their impact. As outlined in Beating Cancer, DCE should 
publish plans on how it will reach deprived, harder to reach communities where early 
detection of cancer remains poor.  
 

 Recommendation: The programme should continue to target DCE social marketing 
campaigns to C2DE individuals who are most likely to present with later stage disease and 
less likely to participate in screening. 
 

 Recommendation: DCE must continue to raise the public’s awareness of cancer signs and 
symptoms and the national cancer screening programmes, as well as generally encouraging 
help seeking with the NHS. To do so, the Scottish Government should ensure that evidence-
based public health campaigns within the DCE programme continue to be invested in and 
evaluated. 

 
ii. Primary Care cancer symptom management and referral 

 
Most patients who are diagnosed with cancer will have visited their GP, and the DCE programme 
aims to work with GPs to promote referral or investigation at the earliest reasonable opportunity for 

Box 3. The Wee C Campaign  
A new strand of activity was introduced into the DCE programme in 2015 – the ‘wee c’. In 
partnership with Cancer Research UK, the ‘wee c’ aims to change perceptions and attitudes to 
cancer in Scotland in a bid to reduce fear around the disease and encourage earlier 
presentation. This was accompanied by a generic symptom awareness raising campaign 
#getchecked. 
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patients who may be showing a suspicion of cancer. This should happen alongside making the most 
efficient use of NHS resources and avoiding adverse impact on access to key diagnostics tests.  
 
This workstream has involved activity including: 

 Review of Scottish Referral Guidelines for Suspected Cancer, including the development of a 
website and app  

 Two year General Medical Services contract initiative for bowel screening  

 Primary care education sessions  

 Partnership with CRUK’s Facilitator Programme  
 
Box 4 outlines the role that Cancer Research UK’s Facilitator Programme has helped to play in this 
area.  
 

 
Direct access to key investigative tests for suspected cancer is an area that could be explored further 
in Scotland.  
 
If a patient presents with symptoms, GPs will usually refer them to a secondary care specialist who 
will then order the investigative test. The specialist will discuss the result with the patient before 
referring them back to the GP if the test is negative. In many cases, the GP knows which test to 
order. The potential exists therefore to save both time, and a considerable number of outpatient 
appointments, if GPs could refer directly for these tests.ix 
 
Another area that should be explored further in Scotland is availability of data. There is a currently a 
significant deficit in the availability of data that could inform further analysis and improvement in 
this area. The NHS in England benefits from key data sets that can identify routes to referral and 
diagnosis and valuable GP practice level information that could help drive improvement. In England, 
the National Cancer Registration and Analysis Service (NCRAS) publishes ‘Routes to Diagnosis’ data, 
allowing the route a patient follows to the point of diagnosis to be categorised, in order to examine 
demographic, organisational, service and personal reasons for delayed diagnosis. Two types of data 
are presented; the percentage of total cancers that are diagnosed by each Route, and the net 

Box 4. Cancer Research UK’s Facilitator Programme: Recognition and Referral 
workstream  
 
Much of the team’s work is focused around supporting GPs recognition of cancer symptoms, 

effective use of existing referral systems, and referral pathway review to improve earlier diagnosis 

of cancer. Within the 3 month period July – September 2017, around 35% of the team’s 

engagements related to this topic.  This includes discussions around cancer referral data, safety 

netting, audits and significant event analysis as well as recognition of symptoms and use of referral 

guidelines. 

 

Case Study 

 The Facilitator Programme in Grampian developed a Cancer Referral Dictation Checklist for 

some tumour sites to support GPs who dictate referral forms for other staff to type up.  This 

ensures that they have included all the necessary information in primary care with the aim 

of reducing delays within the GP Practice setting. 
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survival for each Route. Data are presented by sex, age group and deprivation quintile as well as by 
ethnicity for incidence, providing valuable data that can help drive improvements in survival.x   
 
Anecdotal local evidence has shown significant variation in referral processes and practice, as well as 
subsequent reporting from secondary care. These can result to delays in a patient progressing 
through the pathway.  
 

 Recommendation: The Scottish Government should explore best practice pathways for 
referral of patients with vague or non-specific symptoms, and consider whether national 
guidance should be updated to ensure consistent pathways and processes for referral and 
reporting.  
  

 Recommendation: The Scottish Government should use the opportunity of the Scottish 
Cancer Registry and Intelligence Service (SCRIS) to enhance the quantity and availability of 
GP practice level data as described above. 

 
iii. Managing Demand for Cancer Screening and Diagnostics 

 
Screening  
 
DCE aims to ensure that there is sufficient diagnostic capacity to service all patients progressing 
through the system. 
 
Cancer screening is intended for healthy people without symptoms and aims to diagnose cancer at 
an early stage when the chances of successful treatment are higher. However screening has harms 
as well as benefits.  

We know that cancer screening saves thousands of lives each year, and the benefits of screening 
include the potential to detect cancer at an early stage. If cancer is picked up early, treatments are 
more likely to work and more people survive. 

Some screening programmes can also prevent cancer. The cervical screening programme can detect 
abnormal changes before they can turn into cancer. Treating these early changes can prevent cancer 
from developing. 

Screening does have associated risks, however. It can miss cancers. How often this happens varies 
for different types of screening test. It’s therefore important to communicate to the public that they 
should see their GP about any unusual changes, even if they have been through a screening 
programme. 

Screening can also involve further testing, which can cause anxiety for some patients. Sometimes, 
the tests themselves can have risks or side effects, like bleeding, pain, or infections. 

Screening also has the potential to overdiagnose patients, by picking up cancers that would not grow 
at all, or be very slow growing. As a result, some people can get a diagnosis of cancer, and undergo 
unnecessary treatment. This is a particular problem with breast screening. 

Given the harms and benefits of screening, it is vital that everyone is given clear, evidence-based 
information so they can come to a decision about whether or not to accept their screening 
invitation. Further opportunities around screening are described in Section 5- Early Detection and 
Inequalities.  
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Diagnostics  
 
As part of the drive to meet DCE’s objectives, marketing activity used only a small portion (<3%) of 
the Detect Cancer early fund, with the remainder used for investments in diagnostic services.xi xii xiii 
These funds were distributed to NHS Boards as they were judged to be in the best position to 
determine priorities for addressing pressure areas.xiv 
 
Diagnostic capacity is crucial to maximising early diagnosis as well as being able to rule out cancer. In 
2009, the Scottish Government set a national standard that patients shouldn’t be waiting more than 
6 weeks to have one of 8 key diagnostic tests and investigationsxv. This target is not being met. In 
2015, around 67,200 patients waited longer than 6 weeks for a diagnostic test; some of these might 
be testing possible cancer symptoms.xvi These indicators act as a barometer for the service in 
general, showing that diagnostic services do not have sufficient capacity to meet demand.  

A respondent with a leading network role, quoted in ‘Where next for cancer services in Scotland’, 
described how the process of funding in this area worked:  
 

“…there’s certainly a government focus on earlier diagnosis that has filtered down – it’s come 
with money – it has filtered down through the health boards, through the service, into primary 
care, into the general public; I do feel it has been well researched in terms of trying to identify 
the barriers to people coming along earlier on. And we now have to wait for the full evaluation 
of the impact of that…” (Regional clinical lead)xvii  
 

A stakeholder with a national remit took the view that a lot of work had been done to scope 
diagnostic services before launching the DCE programme, and that Health Boards could cope with 
the increased pressure that increased referral might result in. Nevertheless, it was always recognised 
that the ability to cope with additional pressures arising from DCE initiatives should not be ‘taken for 
granted’.  
 

“… before we do anything to raise further awareness or look at other cancers, we need to be 
very carefully mapping out what's already there and what might need to be done to expand 
service capacity”. (National interviewee)  
 
“while it’s useful to have a policy such as DCE, it…there’s no point in having that policy if 
there are not resources in place to deliver it”. (Clinical director) 

 
Addressing diagnostic capacity will be crucial to improving early diagnosis of cancer in Scotland. This 
needs to take into account both equipment and workforce. And while Beating Cancer commits to a 
£2m per annum Diagnostics Fund and 2,000 additional scopes, the strategy does not have as clear 
commitments on addressing workforce capacity.  
 

 Recommendation: The Scottish Government must address the immediate shortages in the 
diagnostic workforce and take a more strategic approach to current and future workforce 
planning based on best-practice and clinical need. This includes radiologists, radiographers, 
endoscopists and pathologists. Short term solutions could include upskilling some workers, 
international recruitment, as well as introducing incentives for skilled staff to remain in the 
NHS after retirement, or trained staff to return to practice. 
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Box 6. Case study: Scotland’s radiology workforce   
 
In June 2017, only 86.9% of patients urgently referred with suspected cancer began treatment 
within the 62 day target time, significantly below the target of 95%1. This is, in part, due to delays 
in diagnostic services such as radiology. 
 
The Royal College of Radiologists 2016 census revealed a 10% current vacancy rate of consultants 
across Scotland with almost 1 in 5 (19%) of the current workforce expected to retire over the next 
5 years.  

The Scottish Government announced in September additional funding to increase the number of 
radiology training places by at least 50 trainees over the next 5 years to help address the long-
term shortages in radiology. 

However, it takes at least 5 years to become a consultant so more must be done to in the short 
term to address the current workforce shortages.   
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4. Evaluation of the DCE programme  
 
Box 7 below outlines the objectives of the DCE programme.xviii  

 
The first objective listed above is a Local Delivery Plan (LDP) standard, defined originally as a HEAT 
target, which states that the percentage of people diagnosed at stage 1 for breast, colorectal and 
lung cancer (combined) is to increase by 25%. This target was not achieved: there was a 9.2% 
increase in the percentage of people diagnosed at stage 1 for breast, colorectal and lung cancer 
(combined) between the baseline (calendar years 2010 & 2011 combined) and Year 5 (calendar 
years 2015 & 2016 combined).xix 
 
Formal evaluation of the programme is currently being undertaken by the University of Edinburgh, 
however the latest staging data available reports the following:  
 

 For lung cancer, there has been an increase in the proportion of lung cancer patients 
diagnosed at an early stage (stage I and II) since 2011-12, with a particular increase in those 
diagnosed at stage I. 
 

Box 7. DCE Objectives  
 
‘To increase the proportion of people with stage 1 disease at diagnosis (as a proxy indicator of 
survival outcome) and to use performance against a HEAT Target as a lever for a whole systems 
approach to improvement.  
 
To improve informed consent and participation in national cancer screening programmes to 
help detect cancer earlier and improve survival rates.  
 
To raise the public’s awareness of the national cancer screening programmes and also the early 
signs and symptoms of cancer to encourage them to seek help earlier.  
 
To work with GPs to promote referral or investigation at the earliest reasonable opportunity for 
patients who may be showing a suspicion of cancer whilst making the most efficient use of NHS 
resources and avoiding adverse impact on access.  
 
To ensure there is sufficient capacity in the screening programmes to meet the expected 
increase in those choosing to take part.  
 
To ensure that imaging, diagnostic departments and treatment centres are prepared for an 
increase in the number of patients with early disease requiring treatment.  
 
To strengthen data collection and performance reporting within NHS Scotland to ensure 
progress continues to be made on improving cancer diagnosis, treatment, referral and survival.  
 
To facilitate further evaluation of the impact of public awareness campaigns on the stage of 
cancer at presentation and to contribute to research that establishes evidence for the link 
between late presentation and survival deficit.’ 
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 For bowel cancer, there has been a decrease in the proportion diagnosed early (stage I and 
II). In particular, this is driven by a decrease in the proportion diagnosed at stage I, with little 
change in the proportion diagnosed at stage II.  

 

 For breast cancer, there is not a clear interpretation of the change in the proportion 
diagnosed early over time because there has been a steady increase in the completeness of 
staging data (a reduction in those recorded with an unknown stage) since the baseline. 

 
Stage data completeness, and proportion of patients diagnosed by stage (excluding those with an 
unknown stage):xx 
 

  2010-11 
(Baseline) 

2011-12 2012-13 2013-14 2014-15 2015-16 

All 3 
cancers 
combined 

Stage data 
completeness 

91.0% 92.5% 93.6% 94.6% 94.5% 94.7% 

Stage I 25.5% 25.9% 25.9% 26.2% 26.5% 26.9% 

Stage II 27.4% 26.9% 26.9% 26.7% 27.1% 27.4% 

Stage III 19.6% 19.1% 19.3% 19.3% 19.0% 18.6% 

Stage IV 27.5% 28.0% 27.9% 27.9% 27.3% 27.0% 

  

Breast Stage data 
completeness 

93.7% 94.7% 95.5% 96.5% 97.0% 98.8% 

Stage I 40.9% 41.1% 40.6% 41.6% 41.8% 41.6% 

Stage II 45.7% 45.6% 45.0% 44.6% 45.1% 45.0% 

Stage III 7.6% 7.3% 8.8% 8.5% 7.6% 7.7% 

Stage IV 5.8% 5.9% 5.6% 5.3% 5.5% 5.8% 

  

Bowel Stage data 
completeness 

85.2% 87.1% 88.7% 90.4% 90.2% 89.7% 

Stage I 20.9% 20.5% 20.0% 18.9% 17.0% 16.9% 

Stage II 30.0% 29.1% 28.9% 28.9% 29.3% 29.0% 

Stage III 27.9% 26.7% 26.8% 27.2% 28.2% 28.0% 

Stage IV 21.1% 23.6% 24.3% 25.0% 25.4% 26.2% 

  

Lung Stage data 
completeness 

93.1% 94.7% 95.5% 95.8% 95.2% 94.4% 

Stage I 14.1% 15.6% 16.5% 17.1% 18.8% 19.4% 

Stage II 7.8% 8.1% 9.0% 9.2% 9.3% 9.2% 

Stage III 24.9% 24.7% 23.9% 23.7% 23.4% 23.0% 

Stage IV 53.2% 51.7% 50.5% 49.9% 48.5% 48.4% 

 
Table footnotes: 

- Stage completeness is the percentage of cases with a stage at diagnosis recorded in the data.  
- Percentages provided for the proportion diagnosed at stage I, II, III and IV exclude cases with an 

unknown stage from the denominator.  

 

 Lung, bowel and breast by deprivation: For the two-year period 1 January 2015 to 31 
December 2016, of those patients diagnosed with breast, colorectal and lung cancer in the 
most deprived areas of Scotland (deprivation category 1), the highest proportion were 
diagnosed at the most advanced stage of disease; stage 4 (29.4%). For those patients living 
in the least deprived areas (deprivation category 5), the highest proportion were diagnosed 
at stage 2 (28.6%).xxi  
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Overall, the data suggests that in the four years the DCE programme has been running there has 
been significant improvement in the early detection of lung cancer, a potentially static performance 
in breast cancers, while early detection of colorectal cancer has been falling, in spite of increased 
screening uptake. This is a concerning finding, and one in need of further investigation. Developing a 
better understanding of the causes of these trends will be vital in helping to increase the earlier 
detection of these cancers. 
 
Cancer Research UK’s report, ‘Where next for cancer services in Scotland’, also includes some 
qualitative findings on the views of clinicians about the DCE programme.xxii  
  
In general, it found that DCE received qualified support from clinicians. A ‘downside’ of the 
programme, from many perspectives, is the difficulty of demonstrating the impact of the 
programme on survival outcomes to politicians and the public, and a few respondents were sceptical 
about the impact of DCE in the absence of any data.  
 

“…my general feeling is that this is a very difficult thing to do and I’m not convinced that we 
have necessarily achieved anything clearly demonstrable in terms of catching cancers earlier 
as part of the programme”. (Clinical lead)  

 
Most respondents had something to say about the limitations of the programme and the 
intractability of the problem. This was a fairly typical comment: 
 

“I think there are genuine efforts being made to engage with GPs and to make the public 
aware of the importance of early diagnosis … I remain uncertain how effective that is going 
to be and I think we’ve just got to wait and see. I’m not sure that there are any other 
obvious things that you can be doing to actually improve the rates of early diagnosis… most 
of the things that could be done are either in progress or being looked at”. (Oncologist) 

 
At Cancer Research UK we support the work of the Detect Cancer Early programme. Significant 
investment has been made in diagnostic services as a result of the programme and it’s important 
this funding stream is protected. However, we acknowledge that more needs to be done to help 
drive early detection of cancer in Scotland - some of which falls outwith the scope of the programme 
(see earlier sections).  
 
 

5. Early detection of cancer and health inequalities 
 
Cancer incidence is generally higher in the most deprived areas of Scotland. However, this is not the 
case for all types of cancer.  
 
In 2016, of people in the 45-74 year age group, those in Scotland’s most deprived areas are more 
than twice as likely to die of cancer than those in the least deprived (577.4 deaths per 100,000 
population compared to 242.4 per 100,000 population, in 2016).xxiii 
 
As has been the case previously, of the most common types of cancer, the absolute gap between 
most and least deprived areas was largest for lung cancer (2015 rates were 128.9 and 33.9 per 
100,000 population in the most and least deprived areas respectively). 
 
Screening uptake decreases with increasing deprivation, as uptake figures for the following three 
cancer types show:  
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 Breast screening: In Scotland there is a considerable difference in breast screening uptake 
between the most deprived and the least deprived communities. In the most deprived areas 
of Scotland uptake was only 61.4% compared to 73.8% in the least deprived.xxiv 

 

 Cervical screening: In women aged 25 – 64 years, the combined percentage uptake (to 31 
March 2017) fell with increasing deprivation from 78.3% in the least deprived category, to 
67.4% in the most deprived category. Uptake rates for the HPV vaccination were also lower 
in most deprived communities.  
 

 Bowel screening: There is over a 20% difference in uptake of bowel screening from the least 
deprived to most deprived. Higher positivity percentages have been observed in areas with 
large concentrations of deprivation. The new FIT test will make the test easier and pilots 
have been shown to increase uptake by 7-14% especially in men and the most deprived 
communities, which suggests it will help reduce uptake inequalities.  

 
Increased screening uptake can help drive early diagnosis, and therefore reduce mortality rates.  
 

 Recommendation: The Scottish Government should deliver on its commitment in Beating 
Cancer to invest up to £5 million by the end of this Parliament in new activity targeted to 
improve outcomes by addressing health inequalities in screening. This includes supporting 
the development of an NHSScotland network to develop innovative strategies and share 
learning on inequalities in screening.  
 

 Recommendation: The Scottish Government should aim to maximise the potential of the 
new FIT test in the bowel screening programme, by investing in a comprehensive awareness 
campaign about the benefits of the new test.  

 
 

6. Cancer Prevention  
 
Four in ten cancers diagnosed in the UK are attributable to preventable risk factors.xxv  In recent 
years the importance of addressing rates of cancer through tacking these factors has been 
increasingly recognised, but so far without the scale of action needed.  
 
We support the Committee’s ongoing focus on prevention, as an effective strategy for addressing ill 
health.  
 
Smoking rates have declined in a long-term downward trend. In contrast, rates of obesity remain 
high and have seen little change since the start of the millennium.  But in Scotland prevalence of the 
most important risk factors still lag behind the rest of the UK.  
 
The emphasis must remain on tackling these key risk factors. But consideration should also be given 
to the opportunities to improve the public health system at the national and local levels.    
 

 Tobacco recommendations: We need a revised and strengthened tobacco strategy. A new 
strategy should engage experts in agreeing key priorities and setting new targets for 
achieving the Scottish Government’s “endgame” target of <5% prevalence by 2034. It should 
also: 

o Include actions that are fully realisable and evaluated.   
o Maintain the tobacco control budget at current levels across the 5 year lifetime of 

any new strategy. 
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o Be published alongside the Scottish Government’s evaluation of the Scottish 
Tobacco Retailer Register to inform policy development. 

 Obesity recommendations: Being overweight or obese is the single biggest risk factor for 
cancer after smoking in Scotland, and is linked to 13 types of cancer.  

o We were pleased to see that the Scottish Government’s consultation on a diet and 
obesity strategy contains a range of population wide measures to tackle obesity in 
Scotland.  

o In particular, we are calling for the final strategy to include regulations to restrict 
multi-buy price promotions on foods high in fat, sugar and salt.  

 

7. Recommendations  
 
Early Diagnosis  

 The DCE programme should publish a clear evaluation of public awareness campaigns to 
understand their impact. As outlined in Beating Cancer, DCE should publish plans on how it 
will reach deprived, harder to reach communities where early detection of cancer remains 
poor.  
 

 The programme should continue to target DCE social marketing campaigns to C2DE 
individuals who are most likely to present with later stage disease and less likely to 
participate in screening. 
 

 DCE must continue to raise the public’s awareness of cancer signs and symptoms and the 
national cancer screening programmes, as well as generally encouraging help seeking with 
the NHS. To do so, the Scottish Government should ensure that evidence-based public 
health campaigns within the DCE programme continue to be invested in and evaluated. 

 

 The Scottish Government should explore best practice pathways for referral of patients with 
vague or non-specific symptoms, and consider whether national guidance should be 
updated to ensure consistent pathways and processes for referral and reporting.  
  

 The Scottish Government should use the opportunity of the Scottish Cancer Registry and 
Intelligence Service (SCRIS) to enhance the quantity and availability of GP practice level data 
as described above. 

 

 The Scottish Government must address the immediate shortages in the diagnostic workforce 
and take a more strategic approach to current and future workforce planning based on best-
practice and clinical need. This includes radiologists, radiographers, endoscopists and 
pathologists. Short term solutions could include upskilling some workers, international 
recruitment, as well as introducing incentives for skilled staff to remain in the NHS after 
retirement, or trained staff to return to practice. 
 

 The Scottish Government should deliver on its commitment in Beating Cancer to invest up to 
£5 million by the end of this Parliament in new activity targeted to improve outcomes by 
addressing health inequalities in screening. This includes supporting the development of an 
NHSScotland network to develop innovative strategies and share learning on inequalities in 
screening.  
 

 The Scottish Government should aim to maximise the potential of the new FIT test in the 
bowel screening programme, by investing in a comprehensive awareness campaign about 
the benefits of the new test.  

HS/S5/18/5/2



14 

 

 
Prevention  

 We need a revised and strengthened tobacco strategy. A new strategy should engage 
experts in agreeing key priorities and setting new targets for achieving the Scottish 
Government’s “endgame” target of <5% prevalence by 2034. It should also: 

o Include actions that are fully realisable and evaluated.   
o Maintain the tobacco control budget at current levels across the 5 year lifetime of 

any new strategy. 
o Be published alongside the Scottish Government’s evaluation of the Scottish 

Tobacco Retailer Register to inform policy development. 
 

 Being overweight or obese is the single biggest risk factor for cancer after smoking in 
Scotland, and is linked to 13 types of cancer.  

o We were pleased to see that the Scottish Government’s consultation on a diet and 
obesity strategy contains a range of population wide measures to tackle obesity in 
Scotland.  

o In particular, we are calling for the final strategy to include regulations to restrict 
multi-buy price promotions on foods high in fat, sugar and salt.  
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Macmillan Cancer Support in Scotland -   

Health & Sport Committee Consultation Response Feb 2018 

Preventative Agenda – Detect Cancer Early 

 
Macmillan response to Committee Questions: 
 

Q1) Macmillan Cancer Support is a strong supporter of the Detect Cancer Early programme 
and all its different features.  When the DCE campaign started fewer than 1 in 4 people in 
Scotland were detected at Stage 1.  Since the programme began we have seen Stage 1 and 
Stage 2 diagnoses rise – with some indications that there has been more improvement in 
deprived areas.   
 
We are fully aware that DCE is a long-term programme that is faced with a challenging 
starting point.  Macmillan believes that Detect Cancer Early must be viewed beside all other 
cancer services and statistics to fully understand the scale of the challenge we face.  Indeed, 
much wider issues than just cancer are at play in the Staging Data figures we see. 
 
The key for Macmillan is that there has not been enough joined up thinking from all the 
authorities, and we want to see this approach embraced as we go forward. We should use 
the wider opportunities in communities to give preventative messages. We need to focus on 
where people already have good engagement, and that is often outside the GP practice. 
Joined up approaches could take the form of getting a Holistic Needs Assessment for the 
whole family when someone is diagnosed with cancer, and using the opportunity as a 
broader teachable moment.  
 
Macmillan’s library services also present an opportunity where we can use our expertise to 
tackle problems around health literacy -  in other words, we shouldn’t just focus on when 
people enter the health service.  
 
Macmillan believe we have a strong reputation as of the key agencies that people engage 
with, and we have a range of services to support people including: our information bus that 
tours deprived and remote communities, our free phone support line staffed by trained 
nurses and advisers, our welfare advice services across Scotland. 
 
We want to help people integrate back into health system too. We know that when people 
see our logo they feel they can trust Macmillan, and we can support people to enter a health 
system that they often are reluctant to trust. Another example would be when those with 
cancer access Macmillan’s Move More project, this can be a moment to encourage their 
families to join them in getting active – again building on existing engagement and trust and 
broadening approaches to health improvement. 
 
Engagement with deprived communities through our Glasgow Improving the Cancer 
Journey service shows that 30% of engagement is with the most deprived vigintile 
(deprivation categories split into 20). We should be working with people to use this an 
opportunity to promote messages to the wider family and community. It should not just be 
Macmillan doing it, and we want to see more partnership working so that we ensure that we 
are making best use of every agencies expertise and influence.  
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Q2) In the joint Macmillan/ISD research document published in February 2017 – we stated 
“This new research gives us an up to date and in-depth understanding of the scale of the 
cancer survival gap in Scotland. It also provides the most comprehensive ever look at the 
reasons behind it. 
 
“While the sheer number of factors that impact on survival means there is no magic bullet to 
solving this problem, this research points to clear areas for improvements, including 
encouraging earlier diagnosis and the take up of screening in deprived areas. 
 
“The Scottish Government recognised the need to tackle cancer inequalities in its cancer 
plan published last year. Macmillan want to work with them, the NHS and local authorities 
to make sure people with cancer from deprived areas have the best possible chance of 
survival.” 
 
Both Macmillan and ISD look forward to discussing the findings at the committee. 
 
 
Q3) This is not an area we have particular focus on.  However, we believe that is clear that 
any cost benefit analysis of detecting a cancer early will show huge savings in cost to the 
NHS. 

 
 

Q4) Clearly the regular publication of ISD statistics on cancer survival, cancer staging data, 
cancer incidence and uptake of screening programmes for Bowel, Breast and Cervical 
cancers show an enormous amount more work will have to be done to reduce economic 
inequalities.  
 
The Scottish Government Cancer Plan commits to “Invest £9 million over 5 years to support 
access to health and social care services during and after treatment, via for example, Link 
Workers to provide support in the most deprived communities and initiatives such as 
Macmillan’s Improving the Cancer Journey”.   
 
Macmillan passionately believes this roll-out will have a beneficial impact on the well-being 
of people with cancer in the most deprived areas – and will ensure benefits and financial 
advice – as well as housing and other social needs – are recognised whilst tackling health 
conditions of the population.  Too often these services are unconnected, and we need to 
ensure that Health & Social Care Integration also dovetails with the work of the new Social 
Security Department’s services. 
 
Using this type of support can start to ensure those from the most deprived backgrounds get 
the most support needed as they go through their cancer journey. 
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Macmillan’s work on Cancer Poverty in Scotland: 
 
Innovative Benefits Services 
Macmillan Benefits Services currently provide the opportunity of face to face support for people 
affected by cancer through 22 partnerships that cover 27 of the 32 local authorities throughout 
Scotland. As an example of that work, the first 6 months of 2016 saw the services provide support to 
over 8000 people with financial gains of over £20 million.  It is essential moving forward that we 
ensure face to face provision is an option for those cancer patients requiring benefits and financial 
advice. 
 
 
Improving the Cancer Journey – Deprived Communities 
The 2016 SNP Manifesto and the Scottish Government Cancer Plan in March 2016 – both commit to 
the spread of Link Workers to improve the health of the population.  Link Workers are vital to ensure 
an Holistic Needs Assessment for people to ensure their care is properly co-ordinated, and 
signposting to existing vital services always takes place.  (The joint Macmillan/Scottish Government 
Transforming Care After Treatment programme is demonstrating how vital an holistic needs 
assessment is for cancer patients). 
 
The Cancer Plan commits to “Invest £9 million over 5 years to support access to health and social 
care services during and after treatment, via for example, Link Workers to provide support in the 
most deprived communities and initiatives such as Macmillan’s Improving the Cancer Journey”.  
Macmillan believes this roll-out will have a beneficial impact on the well-being of people with cancer 
in the most deprived areas – and will ensure benefits and financial advice – as well as housing and 
other social needs – are recognised whilst tackling health conditions of the population.  Too often 
these services are unconnected, and we need to ensure that Health & Social Care Integration also 
dovetails with the work of the new Social Security Department’s services. 
 
 
ESA WRAG 
Macmillan Cancer Support has campaigned vigorously to keep the ESA WRAG payment for cancer 
patients.  At their most vulnerable moments after treatment ends, cancer patients need support to 
start their journey back into the workplace.  There is a clear distinction between people on JSA and 
those receiving ESA WRAG. Claimants in the WRAG have, by definition, been assessed to have only a 
‘limited capability’ for work and cannot be reasonably required to work. Instead, they need to be 
given time to recover and properly supported to return to work if and when they are ready and able. 
The removal of the £29pw payment is causing huge hardship to cancer patients and making it harder 
to support them returning to work.  With the new powers of Work Able Scotland, together with a 
drive toward better vocational rehabilitation, Macmillan believe the new Scottish Social Security 
System should re-instate the weekly payment to cancer patients who will not receive this payment 
to help them return to work. 
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