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Summary 

In 1995-97, the rate of premature deaths from cancer and circulatory disease 

were similar.  Since then progress has been made addressing premature mortality 

from both cancer and cardiovascular disease but the rate of reduction has been 

less for cancer; cardiovascular disease has decreased by 65% whereas premature 

cancer mortality has only decreased by 24%1.  The experience with circulatory 

disease shows with targeted effort mortality can be reduced. 

Incidence of cancer is increasing in Solihull; more in males than females and is 

significantly higher than England.  Incidence of non melanoma skin cancer and 

prostate cancer are particularly high.  Prevalence of cancer is also increasing over 

time and at a faster rate than England. 

These increases could be due to the success of cancer screening programmes in 

Solihull, although there is wide cross borough variation.  Lower levels of screening 

are linked to deprivation but no link has been demonstrated with ethnicity.  

However people with disabilities are less likely to be screened. 

As well as good screening rates Solihull has significantly high levels of two week 

wait (TWW) referrals although, as with screening there is cross borough variation 

linked to deprivation. Conversely the number of cases treated through TWW 

shows an inverse link with deprivation.  Fortunately there is no link between 

deprivation and conversion rate when all routes of referral are looked at but the 

earlier a diagnosis is made the better the outcome for the patient.  

More Solihull patients are treated within 31 and 62 days regardless of treatment 

than those across England overall.  Early diagnosis and prompt treatment has 

resulted in increased net survival at one and 5 years and this trend is likely to 

continue with population increases and increased proportions of older people.  

                                                            
1 Compendium of Health Indicators, NHSCIC 

Increased numbers of people living with and beyond cancer are likely to suffer 

other ill health conditions and therefore have complex needs. 

Men are more likely to die of cancer than females and older people more likely 

than younger people, however cancer mortality has reduced over time.  There are 

significantly higher levels of cancer in the regeneration areas compared to most 

non regeneration areas.  The main cause of this inequality is lung cancer.  Overall 

the highest mortality rates  are digestive and respiratory cancers which are largely 

preventable through lifestyle change. 

Cancer deaths in hospital have reduced in favour of other options.  Consequently 

the number of people receiving palliative care in a place of their choicehas 

increased. 

Recommendations 

Addressing health inequality in cancer outcomes is fundamental to Solihull’s local 

Strategy.  Once a patient is in the “system” the local authority and its partners 

have little influence on the patients’ journey but they can influence what happens 

before and after so effort needs to be concentrated here.  This will require:- 

 Raise awareness through local and national campaigns 

 Ensure Macmillan information is disseminated across the borough and 

available in a sustainable manner 

 Provide Cancer Prevention training to frontline staff in healthcare and 

other settings 

 Work with Solihull CCG and practices in areas with low screening uptake 

with education and support from Macmillan and Cancer Research UK. 

 Work with practices to give patients information so that they can make 

an informed choice on screening 

 Work with Solihull CCG on early diagnosis of cancer 

 Make full use of Making Every Contact Count( MECC) to refer people into 

lifestyle services 
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 Ensure a whole person, whole pathway approach to commissioning and 

provision of cancer services 

 Improve the quality of life for people living with and beyond cancer with 

local partners 

 Continue to monitor all aspects of the of the patient journey using the 

National Patient Experience Survey 

 Work in partnership with Birmingham CCGs and Local Authority, West 

Midlands Cancer Alliance, Strategic Clinical Network, Macmillan, Cancer 

Research UK and other organisations to deliver the Cancer Strategy for 

England 2015-2020 
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Introduction 

In 1995-97, the rate of premature deaths from cancer and circulatory disease 

were similar.  Since then progress has been made addressing premature mortality 

from both cancer and cardiovascular disease but the rate of reduction has been 

less for cancer; cardiovascular disease has decreased by 65% whereas premature 

cancer mortality has only decreased by 24%2.  The experience with circulatory 

disease shows with targeted effort mortality can be reduced. 

 
The government issued Improving Outcomes: A Strategy for Cancer in 20113 with 

annual reports produced to monitor progress4.  Over 250,000 people are 

                                                            
2 Compendium of Health Indicators, NHSCIC 
3https://www.gov.uk/government/publications/the-national-cancer-strategy   
4 Latest report: Improving outcomes: A Strategy for Cancers, Fourth Annual Report 
https://www.gov.uk/government/publications/the-national-cancer-strategy-4th-annual-
report   

diagnosed with cancer each year and around 130,000 people die each year from 

cancer  

These outcomes are below the best in Europe but if England’s outcomes 

improved to the European average then 5,000 lives could be saved each year and 

if England matched the best in 10,000 live could be saved.  This is the strategy’s 

ambition.  To achieve this:- 

 incidence of preventable cancers needs to reduced 

 improve access to screening so that more eligible people are reached 

 diagnose cancer earlier so that available treatments are more effective 

 ensure all patients have access to the best possible treatment. 

To put these figures into context, in 2000 it was thought that 1 in 3 people would 

get a cancer diagnosis at some point in their lives based on incidence, prevalence 

and mortality trends at the time.  However this is changing, by 2020 it is more 

likely to be close to 1 in every 2 people. 

More recently the Independent Cancer Taskforce has published Achieving World –

Class Cancer Outcomes, A Strategy for England 2015 -20205 which includes a 

series of initiatives across the cancer patient pathway. The NHS has committed to 

delivering the Taskforce’s strategy by 2020.  It has placed cancer at the centre of 

the Five Year Forward View with the publication of Achieving World-Class Cancer 

Outcomes: Taking the strategy forward6 in May 2016.  The six key areas are:- 

 prevention and public health 

 earlier and faster diagnosis 

 patient experience 

 living with and beyond cancer 

 Investment in a high-quality, modern service; and 

 Commissioning, accountability and provision 

                                                            
5http://www.cancerresearchuk.org/about-us/cancer-strategy-in-england   
6 https://www.england.nhs.uk/ourwork/cancer/strategy/  
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https://www.england.nhs.uk/ourwork/cancer/strategy/


Solihull Cancer Needs Assessment 2016   Page 6 
 

Progress already made in improving cancer outcomes has meant altered 

estimates of cancer survival.  People diagnosed with cancer now live 10 times 

longer than they did 40 years ago and half of people diagnosed in England and 

Wales in 2010-2011 are predicted to survive for on average  10 years following 

diagnosis 7. 

According to figures released by Macmillan Cancer Support8, 2.5 million people 

are living with cancer in 2015 and this is will rise to 4 million by 2030.  In local 

terms this means ~8000 people in Solihull are now living with cancer and this will 

rise to 12,000 in 2030  

Around 1 in 4 of these survivors faces poor health and possible disability following 

treatment.  Survivors could also suffer physical and psychosocial consequences 

that are long term and adversely affect their lives. 

A recent Macmillan Cancer Support Report9 examines cancer care and support 

over the past 40 years and shows how attitudes have changed.  Previously a 

cancer diagnosis was thought to be a death sentence but for many now, this is 

not the case. 

Local context 

Solihull Metropolitan Borough is a mostly affluent borough on the outskirts of 

Birmingham.  The borough is made up of two urban areas, one more affluent, the 

other more deprived as measured by national deprivation systems and large rural 

areas.  The local Clinical Commissioning Group (CCG) is coterminous but covers a 

larger population, as Solihull is a net importer of patients (~210,000 residents 

compared to ~240,000 registered patients). 

Both the borough and the CCG have an older population, 47% and 46% 

respectively compared to 43% nationally who are aged over 45 years.  10% of the 

                                                            
7 Statistics fact sheet , Macmillan Cancer Support , January 2015 
8 Statistics fact sheet , Macmillan Cancer Support , January 2015 
9 Cancer :Then and Now, August 2016 

population (20,600 people) are aged over 75.  This is set to rise to 23,000 by 2020 

and 35,000 by 2039, a 72% increase. 

Cancer (all causes) is the biggest killer in Solihull accounting for ~650 deaths, 30% 

of the total deaths in any year in Solihull whereas circulatory disease deaths 

number ~550, 26% of all death 

The aim of this report is to look at the current and future needs of the Solihull 

population in the light of updated policy and statistics. The report will also help to 

understand local risk factors and examine ways to reduce incidence and mortality 

from cancer and aid provision of life enhancing services to those living with and 

beyond cancer 
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Skin* Prostate Breast Lung Colorectal Melanoma Bladder Oesophageal Stomach Cervical

England 182.99 179.54 166.4 77.41 77.23 23.69 18.96 15.15 12.1 9.58

Solihull 254.29 249.72 178.4 71.57 76.65 32.48 19.89 12.91 14.4 11.02
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Incidence and Prevalence – All Cancers 
Incidence 

 
 More than four in ten cases of cancer could be prevented by lifestyle 

changes, such as not smoking, maintaining a healthy weight, cutting down 

on alcohol consumption, eating a healthy, balanced diet, being physically 

active , avoiding certain infections (e.g. HPV) and staying safe in the sun.  

Occupation can also contribute to the development of some cancers. 

 

 On average between 1995 and 2014 there were ~1100 new cases of 

cancer (incidence) diagnosed each year in Solihull.  Over the same period 

there was a 50% increase in the number of new diagnoses. In 2014 the 

incidence was 1385 new cases. 

 

 The chart above shows cancer incidence over time in Solihull for both 

males and females for all cancers (excluding non melanoma skin cancer)10 

and all ages expressed as a directly standardised rate to enable 

comparison with England. 

                                                            
10 Compendium of Health Indicators, NHSCIC 

 

  Males are more likely to be diagnosed than females but rates for both 

males and females have increased over time in line with England.  

However the incidence rates for both males and females in Solihull are 

currently significantly higher those recorded for England. 

 

 When looked at by site, the three cancers that give rise to the highest 

incidence are skin (non melanoma), prostate and breast. This applies to 

both all ages and <75s11 

 

 The incidence rates of skin and prostate cancer are significantly higher 

than those for England but the rates for other sites are similar to England.  

This could be because Solihull has a more cancer aware population that is 

willing to go to their GP with concerns about skin and prostate problems 

                                                            
11 Compendium of Health Indicators, NHSCIC 
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Breast Prostate Skin* Colorectal Lung Melanoma Oesophageal Bladder Cervical Stomach

England 141.48 117.62 106.31 48.24 47.52 18.89 9.64 9.61 9.38 6.48

Solihull 148.91 173.33 156.65 48.81 46.53 26.96 9.95 6.64
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 By numbers alone, 3 in 10 new diagnoses are for non melanoma skin 

cancer for both males and females, prostate cancer accounts for 3 out of 

10 newly diagnosed male cancers and breast cancer accounts for 3 in 10 

female cancers.  

 Two in 10 newly diagnosed male cancers (all ages) involved the digestive 

system (colorectal, oesophageal and stomach).  For females this is nearer 

1 in 10. The proportions are lower for people aged under 75 

 For both males and females (all ages and under 75), lung cancer accounts 

for just over 1 in 10 newly diagnosed cancers.  

 

Ward maps12 show Standardised Incidence Rates (SIR) where England = 100.  

Areas shaded blue have an SIR below 100, the remaining wards are over 100 

with specified intervals. 

 

 

                                                            
12 Local Health, PHE 

Incidence of all cancers  

2007 – 2011 by ward 

Maps show differences 
across wards but do pose 
questions as to why there are 
these differences.  Charts 
with confidence intervals 
show no significant 
difference across wards for 
incidence of all cancers but 
show statistical significance 
for those wards with an SIR > 
100 for lung cancer. 
 

 

Incidence of lung cancer 

2007-11 by ward 

 

 

 

 

Note: For all maps SMR 100 and 

less =       followed by specified 

intervals > 100 

 

 

Range: 49.3 – 204.9, Interval above 

100 = 26.3 
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2005-06 2006-07 2007-08 2008-09 2009-10 2010-11 2011-12 2012-13 2013-14 2014-15

England 0.7 0.9 1.1 1.3 1.4 1.6 1.8 1.9 2.1 2.26

Solihull 0.8 1.1 1.2 1.5 1.6 1.9 2.1 2.34 2.56 2.77
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Prevalence of all cancers

Prevalence 

 The prevalence (the number people with existing cancers, old and 

new but excluding non melanoma skin cancer) is measured by the 

percentage of patients registered with a GP practice who are 

included on the practice cancer list. 

 Since 2005 the % prevalence has increased at least threefold for 

both England and Solihull but the increase is more marked in Solihull13. 

 This increase could be because Solihull GPs are better at recording cancer 

patients or it is showing that Solihull truly has more people living with 

cancer than England possibly through early detection and faster 

treatment which leads to better survival rates 

 

 

                                                            
13 Quality and Outcomes Framework, NHSCIC 

Key points 

Incidence of cancer increasing 

Incidence higher in males than females 

Overall Incidence in Solihull significantly higher for both males and females when 

compared to England 

Incidence of non melanoma skin cancer and prostate significantly higher in 

Solihull than England 

Prevalence of all cancers increasing  

Solihull’s prevalence rate increasing faster than England’s 
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 71.7 72.4 72.4 72.1 72.2 72.2

Solihull 72.1 74.1 74.2 73.9 74.2 72.7
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Breast screening rates

Cancer Screening programmes  

Screening is the process of identifying people who appear healthy but may be at 

increased risk of a disease or condition. 

Breast screening 

The NHS Breast screening Programme uses breast X-rays (mammograms) to 

screen all women aged 50-70 registered with a GP.  Women may be called as 

early as age 47 and as late as 73 depending on the screening round.  

Invitations for screening are sent every 3 years 

 

In England, women who are at higher risk of breast cancer due to family 

history or inherited faulty genes can be screened earlier (e.g. from age 40) 

and more frequently (e.g. annually).  Women over 70 are not routinely invited 

but may be screened after consultation with their GP. 

 Between 2009/10 and 2014/15 Solihull’s breast screening rates were as 

good as or better than those for England14.  Between 2010/2011 and 

2013/14 Solihull’s screening rates were significantly higher than those 

recorded for England 

 However this overall picture hides wide variation across the borough.  

Solihull Females 50-70 screened for breast cancer in last 36 months (3 

year coverage, %)by GP practice  2014/15 

 
The control chart15 above shows 11 practices have significantly higher coverage 

than the England average and the coverage for a further 9 practices is significantly 

below average.  Half of Solihull practices are above the England average of 72.2%.  

The Solihull average is 72.7%  

 

                                                            
14 Public Health Outcomes Framework, PHE 
15 Cancer services, fingertips PHE 
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% screened for breast cancer aged 50-74: 2014/15 

Solihull average

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 75.4 75.5 75.3 74.1 74.3 73.5

Solihull 76.4 75.5 74.9 74.1 74.9 75
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Cervical cancer screening uptake (all ages)

Plotting screening data by individual practice shows that:- 

 There is a 44% difference in coverage between the highest and lowest 

performing practices 16 

 62.5% of practices achieve the national target (70%) for breast cancer 

screening 

 

 Of the practices whose screening rates are significantly above the Solihull 

average only one is in the north of the borough. 

 

 Six of the practices that have coverage significantly below the Solihull 

average are located in the North of the borough 

 

 

                                                            
16Cancer services, fingertips, PHE 

Cervical screening 

Women between the ages of 24 and 64 are offered cervical screening 

through the NHS every 3-5 years.  Women aged 25 and 49 are screened 

every 3 years whilst women aged 50 -64 are tested every 5 years. 

 The percentage of women taking up the invitation for screening at 

the appropriate interval is similar to that seen for breast screening i.e. 

3 out 4 women17.  This proportion has been consistent since 2009/10. 

Over this time screening uptake in Solihull in 3 out of 6 years has 

been similar to that seen for England and in the other 3 years has 

been significantly above England. 

Solihull Females 25-64 attending for cervical screening in target period (3.5 or 5.5 

year % coverage) 2014/15 

                                                            
17 Public Health Outcomes Framework, PHE 
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Solihull average

As with breast screening there is variation across the borough between practices, 

although the differences are not so marked.  This may be because GP practices 

are responsible for testing whereas breast screening is carried out by another 

NHS organisation. 

 

Females 25-64 attending for cervical screening within target period by GP practice 

2014/1518 

 
 

 There is a 16% difference between the highest and lowest performing 

practices in Solihull19. 

                                                            
18 Cancer services, fingertips, PHE 
19 Cancer services, fingertips, PHE 

 37.5% of practices reached the national target of 80% 

 The Solihull average is 75%, significantly above the England average 

 Only 1 of the practices that have an above average coverage is in the 

north of the borough. 

 The coverage in 5 practices in the north of the borough is significantly 

below average 
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 40.2 51.4 57.4 58.8 58.3 57.9

Solihull 57.4 58.4 60.1 61.3 60.2 60
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Bowel cancer screening

Bowel screening 

 The NHS Bowel Cancer Screening Programme (BCSP) offers screening 

every 2 years to all men and women aged 60 to 74. Eligible people are 

first sent an invitition and expanatory leaflets  followed by another 

letter containing all the necessary materials to carry out and return 

an a faecal occult blood (FOB) screen.  People with a postive test are 

offered a colonoscopy 

 In addition, bowel scope screening is now being rolled out to all 

people  aged 55 in England.  By March 2015, two thirds of screening 

centres were offering this test 

 The rate of bowel screening (FOB) in Solihull has been significantly 

higher than that for England since 2009/10 and has been consistently 

at or above 60% (the national target) for the last 3 years20.  This 

performance does however mask cross borough variation. 

 

 

Solihull Persons screened for bowel cancer in last 30 months (2.5 year % coverage) 

2014/1521 

 
The majority of practices have coverage that is similar to the England average 

(53.5%).  Nine practices have coverage that is significantly above the average and 

5 practices are significantly below average. 

 

 

                                                            
20 Public Health Outcomes Framework, PHE 
21 Cancer services, fingertips, PHE 
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% screened for bowel cancer 60-69; 2014/15

Solihull average

 44% of Solihull practices reached the national target of 60% 

 However there is a 25% variation between the highest and lowest 

performing practice. 

 Only 1 of the practices that had coverage significantly above  average 

was in the north of the borough 

  All 6 of the 14 practices with significantly low coverage are in the 

north of the borough 

 

Prostate Cancer screening 

There is currently no screening for prostate cancer in the UK.  This is because it 

has not been proved that the benefits would outweigh the risks22. 

                                                            
22 NHS Choices, http://www.nhs.uk/Conditions/Cancer-of-the-
prostate/Pages/Prevention.aspx  

Routinely checking all men for their prostate specific antigen (PSA) levels is 

controversial amongst the medical community, although many men may be 

offered this test as part of private annual health checks. 

The reasons for the controversy are:- 

 Unreliable tests which have a high level of false positives and false 

negatives 

 The side effects of some treatments are potentially so serious that men 

put off having treatment until its is absolutely necessary 

 Over-diagnosis i.e. men being diagnosed with a cancer that will cause no 

symptoms and is not life threatening 

 Over-treatment i.e. men being treated for a cancer that is unlikely to be 

harmful. 

Because of these concerns, instead of a national screening programme there is 

and informed choice programme; prostate cancer risk management for healthy 

men aged 50 and over who ask their GP about PSA testing.  Men are then given 

good Information as to the pros and cons of the test.  If after discussion with their 

GP they go ahead with the test it is provided free by the NHS. 

Screening and deprivation 

Analysis at practice level for all cancer screening indicates that there is a gap in 

coverage linked to deprivation and this needs further investigation as to the 

reasons why people do not present for screening and whether these reasons can 

be addressed. 

 

This data does not imply poor clinical practice on the part of the GPs but is more 

indicative of the area in which the practice is located and their catchment 

population.  The reasons for non attendance for screening are complex but could 

include access to the offered service due to  time of appointment, difficulty 

getting to the location, childcare issues and low realisation of the importance if 

the tests 

http://www.nhs.uk/Conditions/Cancer-of-the-prostate/Pages/Prevention.aspx
http://www.nhs.uk/Conditions/Cancer-of-the-prostate/Pages/Prevention.aspx
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Screening and ethnicity 

 

An internal report showed only weak correlation between cancer screening and 

ethnicity23.  The chart below shows bowel screening but similar charts were 

presented for breast and cervical screening but these showed less variation. 

 

 

Screening and disability 

A recent study of screening uptake in people with physical and learning 

disabilities found that people in these groups were less likely to have attended 

screening.  The reasons for this anomaly need to be investigated.24 

 

                                                            
23 Dr Zafar Gul, Cancer screening, Jan 2016 
24 LD commissioning lead, SMBC, (Data not published) 

Key points 

Solihull breast cancer screening coverage is the same as England  

Cervical and bowel cancer coverage is significantly above coverage seen for 

England 

Wide across borough variation in screening 

Lower levels of screening coverage is linked with deprivation 

No discernible link between screening coverage and ethnicity 

People with disabilities less likely to be screened 
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 1,643 1,808 1,978 2,165 2,397 2,708

Solihull 1,962 2,038 2,349 2,518 2,902 3,313
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Rate of patients referred within two weeks

Early Diagnosis 
The earlier a diagnosis is made, the better the outcome for the patient but this is 

reliant on the patient presenting with symptoms early. 

The Cancer Plan 2000 gave patients whose GP suspects a cancer diagnosis, the 

right to be seen by a specialist team within 14 days of referral.  To be accepted on 

this urgent referral pathway the patient needs to meet certain criteria as set out 

in NICE guidelines25.  These guidelines have recently been updated to lower the 

threshold for investigation or referral (NG12 replaces CG27 and some 

recommendations in CG121), a 3% positive predictive value (PPV) is used instead 

of 5%. 

 Two week wait (TWW) referrals for both England and Solihull have 

increased since 2009/1026 

                                                            
25 https://www.nice.org.uk/guidance/ng12  
26 Cancer services, Fingertips PHE 

 The TWW referrals for Solihull have been consistently significantly higher 

than that for England over this same time and have increased at a faster 

rate than those for England. 

 Recent changes in guidelines could result in increased referrals 

 Analysis of TWW referrals for four main cancers by practice shows a 

possible sevenfold difference in rates across the borough.  

 Three of these four cancers are associated with mortality.  The referral 

rate for suspected lung cancer is low across all practices; referrals for 

suspected breast cancer are higher but show less variation; suspected 

bowel cancer referrals are slightly lower but are more varied and referrals 

for suspected skin cancer are the highest but also show variation27.  

 The reasons for such variation are likely to be complex but there does 

appear to be a link with deprivation, with practices in the more deprived 

areas referring less than practices in more affluent areas. 

                                                            
27 Dr Zafar Gul, Cancer screening, Jan 2016 

https://www.nice.org.uk/guidance/ng12
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 10.8 10.3 10 9.4 9 8.2

Solihull 9.3 10.4 10.6 11.1 9.1 7.7
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Conversion rates in Solihull with Socioeconomic Deprivation (2014) 

Conversion rate

Solihull GP's Average Conversion rate %

WM GP's Average Conversion rate %

Socio-economic deprivation (% of population income deprived) 2014
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% of all TWW referrals

TWW referrals resulting in a cancer diagnosis

 Only a proportion of referrals for suspected cancer will result in an actual 

diagnosis so the conversion rate i.e. the number of referrals that result in 

a cancer diagnosis, gives more insight into clinical practice 

 With the exception of 2012/13 which was significantly higher, the 

conversion rate for TWW referrals for Solihull has been similar to that for 

England since 2009/10. 

 For both England and Solihull there has been a reduction in conversion 

rate since 2012/13.  This reduction has been more marked for Solihull 

(11.1% in 2012/13 to 7.7% in 2014/15). 

 Compared to its statistical neighbours in 2014/15, Solihull’s conversion 

rate is similar to 3 out of 5 neighbours but significantly lower than those 

for North Somerset and Eastern Cheshire 

 When conversion rates are looked at by GP practice there is a fourfold 

difference between the “best” and “worst” performing practices. 

 Six out of 10 of the practices in the north of the borough have an above 

average conversion rate but when socioeconomic deprivation is taken 

into account there appears to be no link between the two across Solihull 

 However the problem with using conversion rates is that populations who 

present late are easier to diagnose therefore a conversion rate may not 

be a reflection of clinical practice but a result of late presentation28. 

                                                            
28 Cancer services, Fingertips, PHE 
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2009/10 2010/11 2011/12 2012/13 2013/14 2014/15

England 42.4 43.7 45 46.3 47.4 48.4

Solihull 41.7 43.2 45.7 42.7 45.7 44.3
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An additional aspect of early diagnosis is the detection rate i.e. the proportion of 

new cases treated.  Of additional interest is the proportion of these that were 

referred through the TWW route 

 Solihull’s detection rate through TWW has been similar to that for 

England since 2009/10 but in two years (2013/13 and 2014/15) it was 

significantly lower 

 The detection rate by practice ranges from 23% to 67% but when 

confidence intervals are applied (not shown) the differences are not 

significant, except for a couple of minor instances 

 There is a weak, inverse link between detection rate and deprivation 

(R2=0.3) i.e. in more affluent areas there are possibly more cases treated 

through the TWW route29 

 Conversion and detection rates can be plotted on a quadrant plot to 

ascertain whether a practice has a high/low conversion rate with a 

high/low detection rate and the implication for this on clinical practice. 
                                                            
29 Cancer Services, Fingertips, PHE  

o High conversion and high detection  - an indicator of good clinical 

practice 

o Low conversion and high detection  - may be overusing the TWW 

pathway 

o High conversion and low detection – may not be using the TWW 

referral pathway enough 

o Low conversion and low detection  - may be poor at case 

selection , implying poor clinical practice 

 Results need to be interpreted with caution 

The following chart shows all practices in England with a Solihull practice 

highlighted in red which is in the low conversion, low detection category30. 

                                                            
30 WMCIN Dashboard v2 Jan, 2016 
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Each practice in Solihull can be identified using this chart so it could be a useful 

tool to explore different clinical practice and opportunities to maximize outcomes 

for patients. 

 

 

 

 

 

Key points  

Two week wait referrals increasing for both Solihull and England 

Solihull’s two week wait referrals consistently significantly above those 

for England since 2009/10 

Across borough variation 

Appears to be a link between low two week wait referrals and deprivation 

Conversion rate not linked to deprivation 

Low conversion and detection rates for Solihull  
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Emergency presentation rate England Solihull IMD

Emergency diagnosis 

 Over time the rate of emergency presentations in Solihull i.e. those 

persons diagnosed with cancer via an emergency route has been similar to 

England31 

 In the last two years the rate of emergency presentations has reduced for 

both Solihull and England  

 When presentation data is looked at by practice using control charts, with 

only a couple of exceptions, performance clusters around the England 

average 

 As seen previously there is wide variation across practices, a 100 fold 

difference between best and worst (22.2 – 233.8/100,000) 

 There appears to be no association between emergency presentation and 

deprivation 

                                                            
31 Cancer services, Fingertips, PHE 

Control charts: Emergency presentations; Other presentations /100,000, 

2014/15 

 

 

 

 

 

 

 

 

 

 

 



Solihull Cancer Needs Assessment 2016   Page 21 
 

Emergency admissions with cancer 

This is the number of people /100,000 population (crude rate) of inpatient or day-

case emergency admissions with a diagnostic code that includes cancer 

Compared to Statistical neighbours 

 

Solihull has the highest rate of emergency admissions with cancer in its 

comparator group.  When looked at by practice 20 out of 31 practices have 

admission rates significantly above that for England. 

By Practice 

  

The NHS RightCare Commissioning for Value Focus Pack for cancer and tumours32 

looks at non-elective spend and for those sites examined it is skin, breast and 

haematological that have above average spend ;£350, £330 and £1696 

respectively per 1000 population.  This could be seen as a proxy for the number of 

emergency admissions. 

 

                                                            
32 https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/mids-east/#11  

Solihull 

 

https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/mids-east/#11
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Treatment 
Treatment depends on the site and extent of the cancer at diagnosis.  The main cancer treatments available are surgery, radiotherapy, chemotherapy, hormone therapy, 

biological therapies, bisphosphonates and bone marrow and stem cell transplants. Complementary and alternative therapies are also used by some people with cancer. 

Treatment options are explained on various websites e.g. those for Macmillan support or Cancer Research UK (CRUK) 

 
The above chart summarises the cancer pathway with the time patients can expect to be seen and treated. 33 CCGs are monitored against these standards though the NHS 

CCG Outcome Indicator Set34 

 

                                                            
33 Progress in improving cancer services and outcomes in England https://www.nao.org.uk/report/progress-in-improving-cancer-services-and-outcomes  
34 NHSCIC Indicator Set, CCG OIS 

http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/Surgery
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/Radiotherapy
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/Chemotherapy
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/HormoneTherapy
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/BiologicalTherapy
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/Bisphosphonates
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/BoneMarrowAndStemCellTransplan
http://www.cancerresearchuk.org/about-cancer/cancers-in-general/treatment/ssNODELINK/ComplementaryAndAlternativeThe
https://www.nao.org.uk/report/progress-in-improving-cancer-services-and-outcomes
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The cancer treatment waiting times chart above 35shows that all Solihull patients 

receive their first treatment and subsequent drug treatment within 31 days.  This 

is slightly better than for England overall.  Second or subsequent treatment, 

radiotherapy and surgery, are just under 100%but still above England.  A similar 

picture is seen for 62 days except for % consultant upgrades which is just below 

that for England. (62 day waits include 31 day waits) 

At the start of the year, Solihull’s 31 day wait was below that for England but the 

proportion of patients treated within 31 days climbed to 100% by year end. 

 

 

                                                            
35 https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/  

 

 

 

 

 

 

 

 

Key points 

Emergency presentations have decreased since 2009/10 for both England and 

Solihull 

Solihull’s emergency presentation rate has been similar to England since 2009/10 

Wide variation in emergency presentation across the borough but differences 

with only a couple of exceptions, are not significant because of small numbers 

Solihull has the highest rate of emergency admissions with cancer in its 

comparator group 

More Solihull patients are treated within 31 and 62 days regardless of treatment 

than those across England overall 

Only 62 day wait for 1st treatment from consultant upgrade is less than England 
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The following charts are produced by RightCare; Commissioning for value36 and 

show various risk factors and treatment steps that may affect the pathway, for 3 

main cancers, breast, lower GI (colorectal) and lung.  Solihull is compared to the 

average of 10 similar CCGs.  The confidence intervals show if the indicator is 

significantly different from the average only if they do not cross zero 

Each indicator is shown as the % difference from the average and is also colour 

coded.  Green is better, red is worse and blue needs local interpretation e.g. a 

low prevalence may indicate that a CCG genuinely has a lower number of patients 

with a condition or it could mean that comparator CCGs have better processes in 

place to identify and record cases. 

All three pathways include some risk factors such as deprivation, smoking 

prevalence, successful quitters and level of obesity.  For Solihull, overall 

deprivation, smoking prevalence and obesity are all lower than 10 similar CCGs 

but are coded as open to interpretation.  Generally although to be lower is good, 

as in other areas this will mask across borough variation.  The difference between 

Solihull and 10 similar CCGs is that Solihull has one of the largest gaps nationally 

between its most deprived and most affluent populations. 

 

 

 

 

 

 

 

 

                                                            
36 https://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/midlands-
and-east-of-england/#11  

Summary table 

Significantly lower Significantly higher 

Emergency presentations 
– lung cancer 

Breast screening 

Non elective spend – 
lung and lower GI 

Bowel screening 

Deprivation* Successful quitters 16+ 

Obesity prevalence 16+* Primary care prescribing 
spend – breast* 

 Elective spend – lower 
GI* 

 Urgent GP referrals (all 
cancer)/100,000 pop* 

*Requires local interpretation 

Highlighted areas are where Solihull is significantly better than the 10 comparator 

CCGs. 

The other items in the above table are those that require local interpretation but 

are deemed opportunities for improvement. 

Other items on the Solihull’s pathway charts are not significantly different from 

the comparator CCGs but may still offer some opportunity for improving patient 

experience 

 

 

 

 

https://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/midlands-and-east-of-england/#11
https://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/midlands-and-east-of-england/#11
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 1 year survival rates for all cancers together have improved over time37 

 In 1998 Solihull’s 1 year survival rate for each age group was significantly 

higher than that for England but by 2013 this was no longer the case for 

15-99 and 55-64 age groups 

 A similar picture is seen when 3 main cancers, breast, lung and colorectal 

are combined (not shown). 

When each site is looked at separately, breast cancer has the best survival rate of 

the 3, followed by colorectal and then lung (97%, 78% 37% respectively). 

                                                            
37ONShttps://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/con
ditionsanddiseases/datasets/table10to161yearcancersurvivalbyclinicalcommissioninggrou
pinenglandwith95confidenceintervals 

 
The differences between survival rates for Solihull and England are very small. 

Below is a chart of 1 year survival rates for E&W produced from data supplied by 

Cancer Research UK.  Solihull survival rates should be similar. 
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1 year cancer survival by stage at diagnosis  

The earlier a cancer is detected the better the chance of survival.  This is proved 

by analysing the survival rates by stage at diagnosis38.  Staging is a system that 

describes how big a tumour is and how far it has grown.  It is important because it 

helps a team decide what treatment is needed (see previous section). 

 For all sites analysed, 1 year survival after diagnosis at stage 4 is markedly 

reduced compared to a stage 1 diagnosis 

 Some sites show a graduated 1 year survival depending on stage (bladder, 

lung, ovarian and uterine) 

 Other sites showed smaller differences between 1 year survival after 

diagnosis at stages 1-3 but a marked reduction in survival after diagnosis 

at stage 4 (breast, colorectal, kidney, melanoma and prostate).   

 Generally men diagnosed at each stage have better survival from bladder 

and colorectal cancer than women  

 Generally women have better survival rates at each stage of diagnosis 

from lung and malignant melanoma than men. 

Cancer diagnosis for Clinical commissioning groups (CCGs) is monitored through 

the Outcomes Indicator set (Indicators 1.17 and 1.18).  Solihull CCG is the best in 

its peer group for both these indicators and performs significantly better than 

England. 

Diagnosis at an early stage and possible a better long term prognosis may be part 

of the explanation as to why Solihull has a higher prevalence. 

                                                            
38 NHSCIC, CCG OIS 
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Five Year survival: Persons  

5 year survival for local areas are not routinely reported so 5 year data for the 

local cancer network is analysed instead39.  BBC in this context refers to an area 

team that includes Solihull CCG. 

 5 year all cancer survival for Birmingham and the Black Country (BBC) has 

increased over time in line with England’s for all 3 ages groups 

 The latest data (2009) shows England’s 5 year survival was significantly 

higher than that for BBC for age groups 15-99 and 55-64. 

 5 year survival for BBC’s 75-99 age group was similar to England. 

 5 year survival analysis for 3 main cancers combined (breast, colorectal 

and lung) show that survival has increased for both England and BBC. 

 The rate of increase is the same for both England and BBC for each age 

group but survival in the 55-64 year age group for BBC was consistently 

significantly below that for England over the period 1998-2009. 

                                                            
39 ONS as above 

 Between 1998 and 2009, 5 year survival in the 75-99 age group for the 3 

cancers combined in BBC was above that for England but was only 

significantly higher for a short period between 2002 and 2006. 

 

 
No trend data for five year survival rates were available at smaller geography 

than England for the 3 cancer sites separately 

 5 year survival rates for the 3 sites have increased since 1998. 

 As with 1 year survival, breast cancer has the highest survival rate 

followed by colorectal and lung. 

 5 year survival from breast and colorectal cancer survival increased by 9% 

from (77% to 86% and 48% to 57% respectively) since 1998; and lung 

cancer increased by 4% (6% to 10%). 
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colorectal bladder lung oesophageal prostate stomach

England 53.8 57.1 8.1 12.5 76.9 17.3

Birmingham and Black country 56.4 53.4 8.1 8.9 86.3 12.7
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When 5 year survival rates from various cancers are analysed by gender40 it 

shows:- 

 BBC’s rates for breast and cervical cancer are similar to those for England. 

 BBC’s survival rates for prostate cancer are significantly higher  

 BBC’s male survival rates for oesophageal and stomach cancer are 

significantly lower than those for England 

 BBC’s female 5 year survival rates are similar to those for England all 

selected cancers 

 

                                                            
40 NHSCIC, Indicator Portal, Compendium of Health Indicators 
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Data from Cancer Research UK shows that:- 

 There is a more dramatic reduction in all cancer net survival between 1 

year and 5 years than between 5 years and 10 years. 

 Overall net survival is 50% at 10 years.  However this increased survival 

may not be problem free41. 

 Only 25% of survivors this long after diagnosis and treatment are likely to 

have good health 

 1, 5 and 10 year survival rates for testicular cancer are exceptionally good  

 Breast and Hodgkin’s lymphoma show similar falls between 1 and 5 and 5 

and 10 year net survival  

 The remaining 17 of the main cancers show larger falls in net survival 

between 1year and 5 year than between 5 and 10 years. 

                                                            
41 Cancer: Then and Now,  August 2016 Macmillan Cancer Care 

 

 

Key points 

1 year and 5 year survival rates increasing 

More people surviving longer  

Increases linked to earlier diagnosis 

Cancer survivors may suffer with other ill health conditions 
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Estimates of future survival 

To estimate the number of 1 year cancer survivors by site for Solihull, national 

non standardised rates for 1 year survival for various cancers were applied to the 

Solihull incidence42434445.  The chart shows estimated numbers and % of total for 1 

year survival. . Non melanoma skin cancer and prostate cancer have been 

excluded from the analysis. 

 
 In 2013 there were estimated to be 750 one year cancer survivors (excl. 

non melanoma skin cancer and prostate) 

 Breast and bowel cancer were estimated to account for a third of these 

survivors 

These survivors should be added to practice cancer registers.  At the same time 

the number of people dying from cancer, are removed from the registers.  An 

                                                            
42NHSCIC 
43 ONS survival statistics 
44 Cancer research UK 
45 Cancer stats 

estimate of future net numbers of cancer patients on practice registers was made 

using the following method. 

1. Net survival (%) supplied by ONS for all cancers (excl. non melanoma skin 

and prostate cancer) were applied to Solihull incidence and a linear trend 

used to project numbers up to 2020 for each cancer. 

2. Cancer mortality (excl. non melanoma skin cancer and prostate) was 

projected to 2020 in the same way.  

3. Incidence numbers were then adjusted for mortality to produce an 

estimate of net survivors and these numbers then also projected to 2020. 

The net result is that by 2020 the numbers of patients added to cancer registers 

i.e. those living with and beyond cancer are expected to increase by ~ 670 a year.  

These numbers exclude non melanoma skin cancer and prostate cancer as before. 

 

If this is compared to actual numbers on registers, it is noted that the increase 

seen each year is around 500 a year so there is a discrepancy.  If numbers on 

cancer registers increase as they have to date then by 2020 there could be an 

estimated 9250 people on registers but because of this  estimated discrepancy 

numbers could be even higher and closer to the 12,000 mentioned earlier. . 
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Mortality Rates 

 

 Mortality rates from all cancers/all ages has reduced since 1995 by 19% 

for England and 24% for Solihull 

 Premature mortality (<75) for both England and Solihull has reduced by 

30% 

 England and Solihull have similar mortality rates whether looked at by age 

or gender 

 Males have a higher rate of mortality than females. 

When the numbers of deaths are looked at:- 

 There appears to be an upward trend in all age cancer deaths and a 

downward trend in cancer deaths for people aged under 75. 

The implication therefore is that older people are more likely to die from cancer 

than was previously the case.  This is partly due to progress made in reducing 

deaths from other causes such as heart disease and stroke and partly because of 

the increase in the number of elderly people in the population 
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 Causes and proportions of Solihull cancer deaths are similar for all ages 

(not shown) and <75s  

 The largest proportion of premature deaths in the 5 year period 2011-

2015 were for digestive system cancers (includes oesophageal, stomach 

and colorectal) 

 Second largest proportion of deaths was for respiratory and intra-thoracic 

organ cancers (main cause lung) 

Deaths covered by these two chapters account for 52% of all premature cancer 

deaths and 50% of all deaths.  These deaths are potentially avoidable because 

there is a strong link with lifestyle.  

 

 

 

 

All cancer mortality all ages by ward 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Range: 64.3 – 144.3, interval 11.1 

Standardised Mortality Ratios (SMRs) for Chelmsley Wood, Smith’s Wood 

and Kingshurst and Fordbridge are significantly higher than all wards 

shaded blue, except Bickenhill and Castle Bromwich. There is no significant 

difference between wards shaded green, orange or red. 

Note: For all maps SMR 100 and less =       followed by specified intervals > 

100 = 
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All cancer mortality under 75 by ward 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Range : 69.4 – 149.8, range 12.5 

SMRs for Chelmsley Wood, Smith’s Wood and Kingshurst and Fordbridge are 

significantly higher than all wards shaded blue except Meriden, Olton and 

Bickenhill.  There is no significant difference between wards shaded green or red 

These maps show an unequal burden of mortality linked to deprivation 

 

 

Mortality and deprivation 

Cancer deaths have been analysed by area to see if there is any link to 

deprivation.  Directly age standardised rates for all cancers for the regeneration 

area (Chelmsley Wood, Kingshurst and Fordbridge and Smith’s Wood) were 

significantly higher then non-regeneration areas and the Solihull average for all 

ages and <75s. 

 

 Lung cancer was the only site looked at where the mortality rate was 

significantly higher for the regeneration area when compared to non-

regeneration areas and Solihull average.  This applies to all ages and <75s 

 Mortality rates for the other cancers did not show significant differences 

between regeneration areas, non-regeneration areas and the Solihull 

average 

 Mortality rates for <75s for all cancers, oesophageal, colorectal and lung 

cancers are approximately half those seen for all ages implying no age 

gradient for these conditions. 
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 Breast cancer mortality appears to be slightly more likely in the under 75 

population 

 Mortality rates for prostate cancer for <75s is only a quarter of that seen 

for all ages implying that prostate mortality is more common in older age 

groups 

 

Mortality and ethnicity  

Initial studies indicate no link between cancer deaths overall and ethnicity as the 

proportion of cancer deaths for people not born in the UK is similar to the 

proportion of people in the underlying population46 

 

Mortality and disability 

Links between disability (physical or learning) and cancer is difficult to establish 

because the nature of the disability will not be mentioned on the death certificate 

                                                            
46 Zafar’s report 

unless it was a contributory factor in the death and with cancer this is unlikely to 

be the case. 

Estimates of future mortality numbers 

 Numbers of annual deaths from cancer have increased since 1995. The 

projected change is from ~500 in 1995 to nearer 600 in 2020, an increase 

of 18% 

 At the same time the number of people dying under 75 has reduced. 

 If these trends continue the number of older people dying of cancer is set 

to increase by ~100. 

 These older people are likely to have other co-morbidities which could 

increase the complexity of the care that they will need 
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Palliative and end of life care 
Palliative care 

NHS Choices47 states that “End of life care includes palliative care. If you have an 

illness that can’t be cured, palliative care makes you as comfortable as possible, 

by managing pain and other distressing symptoms. It also involves psychological, 

social and spiritual support for patients, their families or carers.  This is called a 

holistic approach, because it deals with you as a "whole" person”.  Palliative care 

can be delivered in a number of settings e.g. home, a care home, a hospital or a 

hospice by a variety of professionals such as a GP, community nurses, social 

workers,  care workers and spiritual care professionals. 

 
 The majority of people on a palliative care register are likely to be those 

receiving care for cancer.   

 The percentage of patients on a practice list who are receiving palliative 

care is very small but has increased three-fold since registers started 

 

                                                            
47 http://www.nhs.uk/Planners/end-of-life-care/Pages/what-it-involves-and-when-it-
starts.aspx  

End of life care 

End of life care is an important part of palliative care for people who are nearing 

the end of their life.  Mostly this applies to people who are considered to be in 

the last year of life and aims to help people to live as well as possible and die with 

dignity48. The Department of Health published an End of life Strategy in 200849 

with the aim of promoting high quality care for all adults at the end of life. 

Alongside this strategy a gold standards framework (GSF) 50exists for all people 

delivering end of life care. The aims of the framework are to improve the:- 

 •quality of care for all people nearing the end of life, in line with their 

preferences. 

 •coordination and collaboration within and between teams. 

 •outcomes that matter to people, particularly reducing unwanted crises 

and hospitalisation, enabling more to live well and die well in the place 

and manner of their choosing. 

 

Place of death 

End of life care includes allowing someone to die in the place of their choice.  

There is a need to understand how and where people die, particularly in respect 

of cancer.  To ensure a compassionate and dignified end of life, services and 

support should be available for people to die in the place of their choice whether 

that is their own home, a care home, supported housing, in a hospice or in a 

hospital 

                                                            
48 https://www.mariecurie.org.uk/help/terminal-illness/diagnosed/palliative-care-end-of-
life-care  
49 https://www.gov.uk/government/publications/end-of-life-care-strategy-promoting-
high-quality-care-for-adults-at-the-end-of-their-life  
50 http://www.goldstandardsframework.org.uk/  

http://www.nhs.uk/Planners/end-of-life-care/Pages/controlling-pain-and-other-symptoms.aspx
http://www.nhs.uk/Planners/end-of-life-care/Pages/what-it-involves-and-when-it-starts.aspx
http://www.nhs.uk/Planners/end-of-life-care/Pages/what-it-involves-and-when-it-starts.aspx
https://www.mariecurie.org.uk/help/terminal-illness/diagnosed/palliative-care-end-of-life-care
https://www.mariecurie.org.uk/help/terminal-illness/diagnosed/palliative-care-end-of-life-care
https://www.gov.uk/government/publications/end-of-life-care-strategy-promoting-high-quality-care-for-adults-at-the-end-of-their-life
https://www.gov.uk/government/publications/end-of-life-care-strategy-promoting-high-quality-care-for-adults-at-the-end-of-their-life
http://www.goldstandardsframework.org.uk/
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Cancer mortality - Place of death (2011-2015)
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 Since 2011 cancer deaths in hospital have reduced by 6% from 35% to 

29%.  Although hospitals are encouraged to follow the Gold Standard 

Framework this reducing trend should continue 

 Between 2011 and 2015, hospice cancer deaths increased by 11% (17% to 

28%).  Solihull is fortunate to have a hospice within its boundary and is 

close to other provision so this increasing trend may continue 

 Usual place of residence, which includes own home or a care home given 

as usual address, has reduced slightly (5%) 

 Cancer deaths in “other” places have remained fairly static between 2011 

and 2015 at 11%.  “Other” includes care homes and private addresses 

that are not given as usual address  

 Between 2011 and 2015, 1 in 3 people died in their own home and 1in 3 

died in hospital.  1 in 5 in a hospice and 1in 7 died elsewhere. 

 

Key points 

Men more likely to die than females 

Mortality rate from cancer reducing, both all age and premature deaths 

Solihull mortality rate is not significantly different from that for England (unlike 

incidence) 

Older people more likely to die than people aged under 75 

Digestive and respiratory system cancers are main cause of mortality.  Many of 

these deaths could be prevented by changes to lifestyle.  

There is a high rate of cancer deaths in areas of deprivation, the main cause being 

lung cancer 

Number of people receiving palliative care is increasing 

Cancer deaths in hospital reducing in favour of other options 

2011 2012 2013 2014 2015

usual place of residence 38 35 32 35 33

hospice 17 17 24 23 28

hospital 35 34 32 30 29

other 11 13 12 12 11
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Cancer Spend 

 
The amount of money spent in 2015 on cancer and tumours falls in to the “lower 

than spend with worse outcome” category according to the Spend and Outcome 

Tool (SPOT) tool shown above51 

This equates to £47/ head (see table) which is slightly below the average spend 

for national, commissioning region, NHSE Cluster and deprivation decile.  Highest 

spend is on breast and urological cancers. This spend is slightly higher than 

                                                            
51 Spend and outcome tool v 3.9.361.PHE 

comparators spend.  Spend for lower GI, lung and other cancers is below that for 

comparators, the rest are the same 

 
The SPOT tool shows that Solihull also has an above average DSR for premature 

cancer mortality and for potential years of life lost but 1 year % survival is slightly 

above the national and regional average. 

 

Further analysis using the SPOT tool shows that it is likely that male premature 

mortality is driving the worse outcome seen in the quadrant analysis.  This 

premature mortality also probably contributes to the higher than average 

potential years of life (PYLL) lost as well as the high DSR for neoplasms amenable 

to healthcare. 

 

Cancers Local National

Commiss

ioning 

Region

NHSE 

cluster

Deprivation 

deci le

Cancers and tumours £47 £49 £50 £48 £56

Mortality from cancer, >75, DSR, Persons 129 123 124 139 117

Potential years of life lost - Neoplasms 665 626 647 665 636

% One-year survival from all cancers 69% 68% 68% 67% 69%

Z score

Breast, 7

Urological, 7

Lower GI, 4

Heamat., 4

Upper gi, 3

Gynae
, 2

Skin, 2Lung, 1

Head & Neck, 1

Other, 16

Cancer spend (£)by site 2015
Total/head = £47

Cancer (with Social Care) 
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Mortality from cancer <75 males 

 
Solihull is only similar to its NHSE cluster for <75 male mortality; it is an outlier 

when compared to the other comparators  

Data from another source52looks at spend per 1,000 age –sex weighted 

population.  Solihull’s overall spend does not differ significantly from the best 5 

                                                            
52 NHS RightCare, commissioning for value focus pack, cancer and tumours May 2016 

CCGs in Solihull’s comparator group; elective spend is significantly higher than the 

best 5 but there is no significant difference in non-elective spend. 

Indicative spend by site is as follows:- 

 

Highest elective spend is for urological cancers, lowest is for head and neck.  Non 

elective spend does not follow the same pattern as elective spend but where 

elective spend is significantly high, non elective in a couple of instances is 

significantly low.  This may indicate less people being diagnosed through a non 

elective route.  Haematological spend is high but incidence is low so this is 

probably a small number of complex cases. 

The RightCare packs include a lot more data to help interpret this spend like 

number of admissions and procedures carried out.  The report also has indicative 

primary care prescribing spend.  All this is supported by “opportunity tables” to 

help where to look to improve the patient pathway. 

  

Selected measures for Solihull Local 

value

Z score

0
Cancers 0.5

Cancers and Tumours £47 1.5

Mortality from cancer, <75yrs, DSR, persons. 129 2.5

Mortality from cancer, <75yrs, DSR, females.           107 3.5

Mortality from cancer. <75yrs, DSR, males.           151 4.5

Potential years of life lost - Neoplasms 665 5.5

DSR (PYLL) from Neoplasms amenable to healthcare 665 6.5

% One-year survival from all cancers 69% 7.5

% Record of stage of cancer at diagnosis 66% 8.5

% cancers detected at stage 1 and 2 48% 9.5

Patients on Cancer Register (CAN001 / CANCER01) 2.6% 10.5

% cancer w ith review  (CAN003 /CAN002 / CANCER03) 93% 11.5
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National Cancer Patient Experience Survey 201553 

This is the fifth iteration of an annual survey that aims to monitor progress on 

cancer care. The information in it is meant to drive local quality improvements; 

aid commissioners and providers of care and inform the work of charities and 

stakeholders who support cancer patients. 

The questions are grouped into 11 overall sections that follow the patient 

journey:- 

 Seeing your GP 

 Diagnostic Tests 

 Finding out what was wrong with you 

 Clinical nurse specialist 

 Support for people with cancer 

 Operations 

 Hospital care as an inpatient 

 Hospital care as a day patient/outpatient 

 Home care and support 

 Care from general practice 

 Your overall NHS care 

Certain questions in the above sections are also included in the Cancer dashboard 

developed by public Health England and NHS England.  The questions are phrased 

in such a way that a low % is a worse experience.  Overall Solihull patients rated 

their experience on a scale of 1(very poor) to 10 (very good) as 8.7. 

 

For most questions, the Solihull patient experience was rated within the expected 

range but the following table shows where this was not the case.  These 

differences are statistically significant.  Response to Q8 is significantly better 

whereas the rest are worse. 

                                                            
53 www.ncpes.co.uk 

 

For the 6 questions that are included in Cancer dashboard the Solihull experience 

was within expected range for 4.  The remaining two were significantly worse. 

These were,  

1. Q37 Always treated with respect and dignity scored 82% compared to 

87% nationally 

2. Q53 Practice staff definitely did everything they could to support patient 

scored 53% compared to 63% nationally 

Survey responses were also analysed by tumour site but numbers were small so 

differences are unlikely to be significant.  However, patients with breast cancer 

gave the largest number of responses (42%) that were below the national 

response followed by 36% of responses below average from colorectal cancer 

patients. 
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Conclusions 

This needs assessment shows that cancer incidence is increasing and mortality is 

decreasing.  One year and 5 year survival is also increasing suggesting early 

diagnosis and subsequent treatment is good in Solihull.  Cancer affects older 

people more and as Solihull has a larger proportion of older people than similar 

areas so it is predicted that more Solihull people will live with and beyond cancer. 

Cancer screening uptake overall in Solihull is good which is no surprise as higher 

socioeconomic groups regard attending screening as part of leading a healthy 

lifestyle.  However there is large variation across the borough.  This gives 

opportunity for improvement in uptake, particularly in lower socioeconomic 

groups. 

Cancer incidence is currently significantly higher in Solihull when compared to 

England for both men and women. This in part may be due to Solihull having 

better systems to identify and record cases as well as having a generally more 

cancer aware population.  However there is cross borough variation.  High 

incidence levels in some wards in the north of the borough are probably due to 

higher levels of reported lung cancer whereas high incidence in Meriden is 

possibly due to increased uptake of screening and subsequent identification. 

Solihull has significantly high levels of new cases of non melanoma skin cancer 

and prostate cancer.  Both could be linked to affluence e.g. with skin cancer 

linked to higher levels of overseas travel at a time when the population was less 

sun aware and high incidence of prostate cancer perhaps linked to the availability 

of private testing.  Other reasons such as the age of the population in high 

incidence areas and the willingness of the population to consult a doctor with 

suspicious symptoms may also influence numbers. 

Early diagnosis of cancer is significantly high in Solihull when compared to 

England so the referral system appears to work well.  However the detection of 

new cases through the two week wait referral for urgent suspected cancers does 

appear to have a weak inverse link with deprivation but the conversion rate does 

not appear to be linked to deprivation, so once in the system patients from north 

and south Solihull are equally likely to be diagnosed.  Only small numbers of 

cancers are detected through emergency presentations 

One year cancer survival has steadily increased since 1998 in all age groups and 

for the main cancers, breast, colorectal and lung, although lung still has a very low 

survival rate compared to the other two.  People diagnosed with 14 out of 20 

major cancers now have at least a 7 in 10 chance of surviving 1 year. 

1 year survival is very dependent on the stage that diagnosis is made.  Solihull is 

good at recording stage and also for diagnosing at stages 1 and 2 (best in 

comparator group for both).Five year survival has also increased steadily since 

1998 and although less than for 1 year there is still at least a 1in 2 chance of 

surviving for 5 years following diagnosis with  13 out of 20 major cancers. This 

reduces to at least a 1 in 2 chance of survival for 12 of 20 cancers at 10 years. 

Treatment is a very important contributor to 1 year survival.  Once diagnosed, the 

majority of Solihull patients are treated within current guidelines. 

Mortality rates have also seen a decrease in recent years, although this reduction 

is not as large as seen with cardiovascular disease.  The mortality burden is also 

unequally distributed across the borough and this difference is mainly due to lung 

cancer.  Other lifestyle linked cancers also contribute to the overall cancer 

mortality rate.  There is good evidence that people with terminal cancer are being 

supported to die in a place of their choice. 

Increased survival rates means a steady increase in the number of people 

requiring on-going support. By 2020 it is estimated that between 9,000 and 

12,000 could be living with cancer in Solihull with a variety of support needs. 

The national cancer survey has highlighted a level of dissatisfaction with services 

prior to diagnosis and post treatment and these concerns need to be addressed.  
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Bladder cancer 

 

 

Incidence and mortality from bladder cancer has reduced since 1995 in line with 

England.  Men are still twice as likely as women to be diagnosed with bladder 

cancer and also twice as likely to die.  This may be due to lifestyle or it could due 

to men being inadvertently exposed to carcinogenic substances through their 

work. Improved health and safety has reduced this as a cause. 

 

 

 

 

 

 

 

 

 

 

There are gender differences in 1 year net survival depending on the stage at 

diagnosis.  At all stages, men have better survival rates than women particularly 

at stages 2 and 3, where men diagnosed at stage 3 have better 1 year net survival 

than women diagnosed at stage 2.  
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Range: 72.7 – 122.9 interval 

above 100 = 5.7 
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Solihull incidence for breast cancer has increased and mortality decreased in line 

with England since 1995.  Breast cancer diagnosed at stages 1-3 have a greater 

than 90% net 1 year survival rate, but if diagnosed at stage 4 net 1 year survival 

reduces to just over 60%, emphasising the importance of early detection. 

 

 

Breast cancer incidence by ward 

There is no significant difference 

between breast cancer mortality across 

Solihull wards and no apparent link with 

deprivation/affluence despite higher 

mortality rates seen in some wards in 

the south of the borough. 

 

 

 

 

 

Note: For all maps SMR 100 and less 

=       followed by specified intervals > 

100  
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Cervical cancer 

 

 
 

 

There are small numbers for both incidence and mortality for cervical cancer in 

Solihull.  Solihull’s incidence rate is in line with that for England and both have 

reduced slightly since 1995.  The mortality rate has also reduced for both since 

1995 but Solihull’s rate shows a generally larger reduction. 

 

% net survival is relatively good but female gynaecological cancers have lower 

survival rates than male genital cancers. 
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Incidence rates of male colorectal cancer are similar for Solihull and England have 

increased by about 10% since 1995.  Incidence of female colorectal cancer is 

lower than that seen for males and has remained stable since 1995 for both 

Solihull and England.  Mortality from colorectal cancer has decreased for both 

males and females over the same period for Solihull and England although 

females are still less likely to die from the condition.  This improved picture may 

be due to increased uptake of bowel screening.  

 

Colorectal cancer incidence by ward   1 year net survival statistics show 

relatively good rates if colorectal cancer 

is diagnosed at stages 1-3 but greatly 

reduced chances of survival for both 

males and females if diagnosed at stage 

4. 

There is no significant difference 

between ward incidence and no apparent 

link to deprivation. 

 

 

 

 

Note: For all maps SMR 100 and less =       

followed by specified intervals > 100 = 
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Incidence and mortality of male lung cancer has reduced since 1995 for both 

England and Solihull.  Incidence of female lung cancer is less than that for males 

but has increased since 1995.This may be indicative of changing smoking habits.  

Female mortality has remained stable.  

If lung cancer is diagnosed at an early stage % net survival is far greater than if 

diagnosed at stage 4.  However data from Cancer Research UK shows that overall 

% net survival is poor compared to other cancers 

 

Incidence lung cancer by ward 

Regeneration wards 

(Chelmsley Wood, Kinghsurst 

and Fordbridge and Smith’s 

Wood) have significantly 

higher SIRs than all wards 

except Bickenhill and Lyndon.  

This implies a link between 

lung cancer and deprivation. 
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Incidence of malignant melanoma in Solihull has generally increased since 1995 at 

a faster rate than that seen for England.  This applies to both male and female 

incidence but unlike other cancers there is only a small gender difference.  

However mortality in males is increasing steadily but female mortality has been 

stable since 1995.  

% net survival is relatively good 

even at 10 years post diagnosis. 

1 year net survival rates are 

good for both males and 

females as long as diagnosis is 

made early.  At each stage 

female survival is slightly better 

than that for males.  Diagnosis 

at stage 4 leads to an ~ fall in 

net survival at 1 year of at least 

40%. 
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Incidence of prostate cancer is higher in Solihull than England.  For both areas 

there has been a steady increase in incidence since 1995.  In contrast, mortality 

has reduced at a similar rate for both Solihull and England 

Prostate incidence by ward 

Overall % net survival for prostate 

cancer is relatively good even at 10 

years post diagnosis. 

Prostate 1 year net survival is 100% if 

diagnosed at stages 1-3.  Diagnosis at 

stage 4 leads to a 10% reduction in 

survival at 1 year. 

Knowle ward has a significantly higher 

incidence rate than Kingshurst and 

Fordbridge.  Otherwise, there is no 

difference between wards. 
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Oesophageal cancer 

 

 

Incidence of oesophageal cancer in men has generally risen in Solihull since 1995 

and is now at a similar level as that for England.  For females, incidence over the 

same period has been stable for England and Solihull.  Because of small numbers, 

the Solihull rate fluctuates more but the trend is generally similar. 

 

 

 

% net survival is generally poor compared to other cancers but is in line with that 

for stomach cancer (see later) and is only slightly better than that for lung cancer.  

Data for % net survival by stage not available. 
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Stomach cancer  

 

 

Males are more likely to suffer from stomach cancer than females but incidence 

and mortality rates have been following in both since 1995.  Solihull rates of this 

type of cancer are similar to those for England.  Solihull male mortality appears to 

be slightly higher but is not significantly so. 

 

 

 

 

 

 

 

 

 

Along with other cancers largely affected by lifestyle, % net survival for stomach 

cancer is poor. 
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There is less data published on the following cancers.  

Non melanoma skin cancer 

 

 

Incidence of non melanoma skin cancer is high in Solihull for both males and 

females but mortality is very low and rates fluctuate due to small numbers. 

 

 

Uterine 

 

 

 

 

 

 

 

 

% net survival for uterine cancer is relatively good and is increased by early 

diagnosis 
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Ovarian 

 

Ovarian cancer net survival is not as good as other cancers and this may due to 

difficulty of early diagnosis through the lack of obvious symptoms.  As with other 

cancers, the earlier the diagnosis the better the net survival rate. 

 

Kidney  

 

% net survival for kidney cancer is not as good as other cancers and this may be 

because it appears to be diagnosed at a later stage.  If diagnosed at an earlier 

stage 1 year net survival is good. 
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Hodgkins lymphoma 

Incidence (not shown) and mortality for Hodgkins lymphoma are low and 

numbers in Solihull are particularly low hence the fluctuations in the graphs.  % 

net survival is good even at 10 years post diagnosis. 

 

% net survival for non Hodgkins lymphoma is not as good (80%, 69% and 63% for 

1 ,5 and 10 year respectively) 

Data sources for Appendix 1: Cancers by site 

Incidence: https://indicators.hscic.gov.uk/webview/  

Mortality: https://indicators.hscic.gov.uk/webview/  

1,5 and 10 year net survival:  cruk.org/cancerstats  

1 year survival by stage: 

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/c

onditionsanddiseases/datasets/oneyearnetcancersurvivalforbladderbreastcolorec

talkidneylungmelanomaovaryprostateanduterusbystageatdiagnosis  

Data for Incidence maps:  http://www.localhealth.org.uk/#v=map7;l=en 
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https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/datasets/oneyearnetcancersurvivalforbladderbreastcolorectalkidneylungmelanomaovaryprostateanduterusbystageatdiagnosis
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/datasets/oneyearnetcancersurvivalforbladderbreastcolorectalkidneylungmelanomaovaryprostateanduterusbystageatdiagnosis
http://www.localhealth.org.uk/#v=map7;l=en
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Appendix 2 Comparison with statistical neighbours 

Incidence  

 

Prevalence 

 

Key for charts compared to England           lower………similar……….higher 
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Breast screening 

 

Cervical screening 
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Bowel screening 

 

Two week wait referrals 
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Conversion rate 

 

Detection rate 
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Emergency admissions with cancer 

 

Emergency presentations 
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