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SERVICE SPECIFICATION FOR

A CANCER AWARENESS MEASURE 

COMMERCIAL IN CONFIDENCE

Date: 4th August 2015

	Service
	Cancer Awareness Measure
Hastings and Rother Clinical Commissioning Group is seeking to commission an agency/agencies to establish a baseline for population awareness of cancer in Hastings and Rother using the Cancer Awareness Measure (CAM)


	Commissioner Lead
	Hastings and Rother Clinical Commissioning Group

	Period
	One year from contract award

	Date of Review 
	Monthly during the life of the contract


	Definitions
	· Service User refers to patients and other service users
· Commissioner refers to CCG(s) and other commissioning partners where relevant
· Provider refers to the organisation who will deliver the service
· Service refers to the service in this specification


	1.
	Population Needs


	1.1
	National and local context and evidence base
In May 2014, H&R CCG Governing Body received a report produced by East Sussex Public Health Department about reducing health inequalities in the CCG area1.  This report brought together a range of previously published joint strategic needs assessments into a single document to inform the CCG of action it could take to address the health inequalities in the area.  The report suggested 7 key areas for investment and provided associated details of the health needs by CCG locality area.  In July 2014 an Action Plan2 was submitted to the Governing Body which responded to those suggested areas with proposed interventions and associated investment recommendations. The key focus of the Action Plan is health improvement and empowering patients to take control of their own health in line with the strategic direction embodied in East Sussex Better Together.
Cancer is one of the main contributors to inequalities in life expectancy in Hastings and Rother.  Cancer incidence and prevalence rates are both significantly higher than England, with colorectal and lung cancers in particular showing significantly worse outcomes.  The main cause of premature death is cancer, which is responsible for almost twice the number of deaths due to circulatory disease.  
In order to address these inequalities, the Healthy Hastings and Rother programme recommended a focus on promoting awareness, early diagnosis and early treatment of cancer.  In order to achieve this, the Action Plan proposed undertaking a cancer quality improvement programme and a Cancer Project Group was formed to lead this work.
In 2007 the NHS Cancer Reform Strategy3 published by the Department of Health emphasised the importance of raising awareness of cancer early warning signs and risk factors within the general population.
Cancer tends to be diagnosed at a later stage in Great Britain than in other countries with comparable health care systems.  Too many cancer patients are diagnosed once the disease has already spread when there are fewer treatment options.  This is one of the reasons why UK survival rates are worse than in some other parts of the world.  It has been estimated that if cancer survival rates in Great Britain matched the European average, then 6000-7000 deaths could be avoided each year.4  In addition, early deaths from cancer shown a strong correlation with deprivation.  
It has been established that there are three things that can make a significant difference to late diagnosis: public awareness and attitudes, awareness and behaviour of health professionals and better access to the best diagnostic tests.4   In 2012 Cancer Research UK published a report “Delay Kills”4 which focused on the problems of early diagnosis.  The report showed that public awareness of signs and symptoms of cancer is low: more than three-quarters of the people asked to list possible warning signs and symptoms of cancer failed to mention pain, coughing or problems with bowel and bladder.  Even when people recognised signs they thought might be serious the survey found that nearly 40 per cent said they might delay getting symptoms checked out because they would be worried about what the doctor might find.  And more than 25 per cent might delay because they would be worried about wasting the doctor’s time. 
As described in Section 1 above, the Healthy Hastings and Rother Action Plan aims to address variations in cancer outcomes.  The Cancer Project Group reviewed work being done by other key agencies both locally and nationally, including Public Health, the Strategic Clinical Network, NAEDI, the development of the Macmillan Cancer Decision Support Tool and the Department of Health’s Improving Outcomes: a Strategy for Cancer Fourth Annual Report.  
As a result of this review, the Cancer Project Group now wishes to commission a local Cancer Awareness Measure for Hastings and Rother in order to provide a measure of cancer awareness in the CCG area.  
Awareness and Early Diagnosis: The Core Hypothesis5
Low public awareness and /or negative beliefs about cancer

Late presentation to GPs
Delays in primary care (awareness/attitudes/access to diagnostics)
Late referral to hospital
Delays in secondary care
More advance disease at diagnosis
Poor survival rates
Avoidable deaths

	
	

	2.
	Outcomes


	2.1
	NHS Outcomes Framework domains and indicators6
The service will align with the following NHS National Outcomes Framework domains:
Domain 1:   Preventing people from dying prematurely
1.4 Under 75 mortality rate from cancer:
i) One- and ii) Five-year survival from all cancers
iii) One- and iv) Five-year survival from breast, lung and colorectal cancer
The service will align with the following Call to Action priorities:6
· Reducing the number of years of life lost from treatable conditions
The service will align with the following priorities and ambitions from Everyone Counts Planning for Patients:6
· Better data to support the drive to improve services
· Higher standards and safer care
· Securing additional years of life for the people of England with treatable mental and physical health conditions
And with the following key measure6: 
· Reducing health inequalities to ensure that the most vulnerable in our society get better care and better services to bring an acceleration in improvement in their health outcomes


	2.2
	Public Health outcomes7
The service will align with the following Public Health Outcome framework domains:
Domain 2: Health improvement
2.19 Cancer diagnosed at stage 1 and 2
2.20 Cancer screening coverage
Domain 4: Healthcare public health and preventing premature mortality
4.5 Under 75 mortality rate from cancer
And the following outcome measures:
· Increased healthy life expectancy i.e. taking account of the health quality as well as the length of life
· Reduced differences in life expectancy and healthy life expectancy between communities (through greater improvements in more disadvantaged communities)


	2.3
	Locally defined outcomes8
The service will align with the following CCG Key Health Priority for cancer:
· Reducing unnecessary unplanned admissions
The service will align with the following local priorities as defined in the East Sussex Public Health Department Report on Reducing Health Inequalities in the CCG area1  and the subsequent Action Plan2  Other priorities may be agreed as the service develops:
· maximising equality of access to services
· addressing areas where health and wellbeing outcomes in Hastings and Rother are significantly worse than national averages
· improving awareness, early diagnosis and early treatment of cancer

	
	

	3.
	Scope


	3.1
	Aims and objectives of the  intervention
The CAM is a validated research instrument which measures levels of cancer awareness, explores risk factors for poor cancer awareness and develops and evaluates interventions to promote cancer awareness.
The objectives of the CAM are:
· To provide an accurate assessment of the level of awareness and understanding of cancer in H&R CCG 
· To provide data which will improve understanding of what information needs to be communicated and which will therefore inform the focus of campaigns, interventions and new services
· To provide a baseline against which the impact of campaigns, initiatives, service re-design and other interventions can be evaluated.  The commissioners may choose to repeat the CAM survey in the future to assess whether interventions have had the intended result
· To support the cancer strategy by raising public awareness of cancer, encouraging screening uptake and early reporting to GPs as well as working with Primary Care to improve early diagnosis and treatment and improve prompt referral
· To align with and support the work of the CCG’s new Cancer Quality Improvement Service (CQIS).  The CQIS will offer additional expertise and capacity to GP practices in order to improve early diagnosis and treatment rates and the management of patients with possible cancer, and the data obtained from the CAM will support this
· To align with the work of the CCG’s Social Marketing Programme which includes a focus on raising cancer awareness, and the CAM will provide vital data for this initiative.  The data will enable the Social Marketing provider to scope, implement and evaluate a life-stage behaviour change initiative to encourage early reporting of signs and symptoms of possible cancers, and to evaluate the effectiveness of this intervention by providing a baseline.


	3.2
	Intervention description
The Cancer Awareness Measure (CAM) is a validated research instrument.  It was developed by Cancer Research UK in collaboration with University College London, Kings College London and Oxford University to help measure levels of cancer awareness, explore risk factors for poor cancer awareness and develop and evaluate interventions to promote cancer awareness.  It has been used in national population surveys in 2008 and 2010.  As well as the general CAM there are also tumour specific CAMS. 
The CAM consists of a validated set of questions designed to reliably assess cancer awareness.  It identifies the level of awareness of cancer risk factors and signs and symptoms in a local population.  The stages of the survey are:
· Definition and agreement of the sample frame/target audience for the CAM
· Data collection
· Interviewing: interviews are conducted face-to-face.  Only one person per household is interviewed
· Data entry: the data is analysed locally and also transferred to the UK data archive
· Analysis: each question in the CAM is analysed using descriptive analysis.  More detailed analysis is conducted making links between the variables.  A report is then submitted to the CCG.


	3.3
	Methodology
Sample frame/target audience for the CAM:  This survey is intended to measure population awareness of cancer in 45-74 year olds. A representative sample will be selected as measured by deprivation quintiles and the age (45-59 years and 60-74 years) and gender split within the quintiles. Please see Appendix 1 for guidance.  The final sampling frame will be agreed with East Sussex Public Health. 
Sample size: 1,500-2,000 to be agreed with East Sussex Public Health
Data collection: the survey instrument to be used for data collection is the CAM, the terms for use of which will be strictly adhered to.
Interviewing: interviews will be conducted face-to-face.  Only one person per household should be interviewed.
Data entry: a coding sheet is supplied with the CAM.  Data should be stored and analysed in either SPSS or EXCEL.  
Analysis: each question in the CAM will be analysed using descriptive statistics.  Initial analysis should identify whether there are any differences in response in relation to age, gender and deprivation.  More detailed analysis should then be conducted making links between the variables.  The format of the dataset, the detail of the analysis and reporting arrangements will be agreed with East Sussex Public Health and CCG commissioners.


	3.4
	Population covered
The total population of the H&R CCG area is 180,000.  The seven most deprived wards in East Sussex are in Hastings Borough and 29 of the Lower Super Output Areas (LSOAs) in H&R CCG are among the most deprived 20% of LSOAs in England. These are concentrated in Hastings and St Leonards. H&R CCG has an older population structure than England and projections suggest that the percentage of older people will continue to increase. Hastings has a much younger population than Rother, and is more deprived and has poorer health. 
Compared to England, Hastings residents have significantly worse life expectancy at birth; the wider determinants of health are significantly worse for a range of indicators and many lifestyle factors are worse, particularly smoking rates, levels of alcohol and substance misuse, and the risk of obesity related illnesses. There are high levels of many chronic diseases within H&R CCG, relatively high rates of cancer and high rates of accidents, injuries and falls. There is also high mental health need, particularly in Hastings. The main causes of premature death under 75 years of age are cancer and cardiovascular diseases. In Hastings, the main cause of the life expectancy gap between the most and the least deprived areas is cancer for women whereas for men it is due to external causes (particularly suicide and undetermined injury), circulatory disease and cancer; in Rother the life expectancy gap for women is largely due to circulatory diseases and cancer, and for men it is circulatory disease.  


	3.5
	Interdependence with other services/agencies/projects
The CAM will align with and support the work of the Cancer Quality Improvement Service (CQIS) currently being procured.  The CQIS will offer additional expertise and capacity to GP practices in order to improve early diagnosis and treatment rates and the management of patients with possible cancer, and the data obtained from the CAM will be invaluable in the implementation of this service.
The CAM will align with the work of the CCG’s Social Marketing Programme which includes a focus on raising cancer awareness, and the CAM will provide vital data for this initiative.  The data will enable the Social Marketing provider to scope, implement and evaluate a life-stage behaviour change initiative to encourage early reporting of signs and symptoms of possible cancers, and to evaluate the effectiveness of this intervention by providing baseline data.


	3.6
	Contacts and interdependencies
It is expected that the provider will have mutually dependent working relationships with CCG teams and other organisations relevant to the delivery of the service.  The provider is also expected to demonstrate a commitment to collaborating effectively and developing excellent working relationships with partner organisations, other professionals, services within healthcare, social care and the voluntary sector and patients and the public in order to achieve agreed outcomes.  
This will include, but is not limited to:
· H&R CCG staff, for example:
· Healthy Hastings and Rother Programme Team
· Service Redesign and Innovation Team
· Primary Care Team
· Communications and Engagement Team
· Community Pharmacists
· H&R GP clinical leadership
· H&R GP Cancer Lead
· H&R Cancer Commissioning Lead
· H&R GP membership
· Cancer Strategic Clinical Networks
· Patients and the public
· East Sussex County Council Public Health Department

	
	

	4.
	Service Standards


	4.1
	Standards
The provider will be able to demonstrate compliance with the following standards:
· The provider will ensure that the “Terms of Use for the Cancer Research UK Cancer Awareness Measure” are strictly adhered to
· The service will be delivered based on robust evidence and best practice
· All agreed work will comply with relevant aspects of NICE guidance 
· Statutory health and safety requirements and, where relevant, the Equality Act
· The service will deliver outcomes against agreed objectives through robust evaluation methodology, utilising PHE Standard Evaluation Frameworks as appropriate


	4.2
	Workforce
The Provider must:
· Ensure that employment law and best practice is adhered to, to provide assurance of suitably experienced staff, supervision, performance management and personal development
· Evidence safe recruitment that is legal and follows good practice in line with relevant national guidance
· Evidence that its workforce is competent and appropriately skilled and experienced.  


	4.3
	Information Governance
The following paragraphs define the relationships and terminology that will be used in this section of the specification.
Data Controller / Data Processor Relationships
To support overall information governance and to build trust and confidence, it is important that roles and responsibilities are clearly understood by all partners involved in the sharing of personal data.  Risks will be reduced (as well as penalties if found to be at fault) by defining, agreeing and establishing:
· Who will be responsible for certain aspects of the information sharing process
· Who is responsible for the processing of the data
· Who has overall responsibility
The definitions below will help to decide on roles and responsibilities for the processing of data.
Data controller
An organisation who (either alone or jointly or in common with other organisations) determines the purposes for which and the manner in which any personal data are, or are to be, processed.
Data processor
Any organization/person (other than an employee of the data controller) that processes the data on behalf of the data controller.
Processing
In relation to information or data, this means obtaining, recording or holding the information or data or carrying out any operation or set of operations on the information or data, including:
· organisation, adaptation or alteration of the information or data
· retrieval, consultation or use of the information or data
· disclosure of the information or data by transmission, dissemination or otherwise making available, or alignment, combination, blocking, erasure or destruction of the information or data.
Information Sharing
Information sharing is essential in order to promote health and welfare and for wider public protection.  It is therefore important that patients trust the NHS and providers commissioned by the NHS to keep their information confidentially and securely and to share it appropriately, maintaining the privacy of the individual and sharing information with the aim of delivering better services.

Data Sharing Agreements
A Data Sharing agreement to share information will be drawn up by the provider in order to define the Data Controller and Data Processor responsibilities. The data to be shared will be defined and agreed, setting out the necessary details to share relevant information appropriately and securely.

The data sharing agreement must address the following issues:
· Do Data Controllers/Data Processors understand why an agreement is needed and what its purpose will be?
· Are the context and scope of the agreement clearly defined and understood?
· Are the responsibilities of individual members of staff clearly defined and understood?
· Are the purposes for which information is required clearly defined and are the information requirements fully explored and understood?
· Has due consideration been given to the legality of sharing the information and its use once shared?
· Will the information be safe during transfer and after sharing?
· Have the appropriate communication channels been identified to ensure that the agreement and the consequences of sharing are known by the relevant people?
Records Management 
The provider will implement and maintain an Information Asset Management infrastructure that includes Information Asset Registers and mapping of all data flows where Personal Confidential Information is processed.  Arrangements in relation to creation, storage and destruction of records will be documented by the provider and this will include clear indications around retention policies and transfer of records at the end of any commissioning arrangement.
Anonymisation and Pseudonymisation
Any provider or data controller of personal data is expected to comply with the provisions of the Caldicot2 recommendations.  Where data is not being used for a primary purpose, e.g. for a clinical purpose, unless explicit consent has been gained then the data controller is expected to only make that data available in either a fully anonymised or pseudonymised dataset.  These formats ensure that all identifying data has been removed from a dataset and replaced with a unique code. Pseudonymisation allows for a unique code that can later be used to re-identify an individual by a clinician with a legitimate relationship with the individual.
In the event that it is subsequently proposed that Personal Data is to be used within the delivery of this contract, the relevant legislation and statutory guidance will be followed by all parties.


	4.4
	Governance
The provider will have:

· An organisational structure which enables delivery of the contracted service
· A plan for the development of its organisational structure and its individual staff within the life of the contract
· The ability to ensure that employment law and best practice are adhered to
· An integrated system of governance (which, where appropriate, incorporates clinical governance)
· Processes that gather and triangulate feedback, including complaints, from a wide range of sources (for advice on current guidelines contact Clive Mellor, Head of Governance and Corporate Affairs at: c.mellor@nhs.net)
· The ability to use feedback to improve delivery and to promote a culture of continual improvement
· The ability to Identify, assess, report, manage, review and escalate risks to delivery and reputation
· Sufficient preparations in place to provide high levels of business continuity
· Appropriate levels of transparency regarding public finance and decision-making
· Robust processes in place to guarantee internal assurance on all the systems of governance
· The ability to provide sufficient evidence to assure the CCG that its systems of governance are robust and are fully deployed across the organisation
· 

	4.5
	Intellectual Property
The CCG will retain all Intellectual Property Rights to any work produced as a result of this contract.


	
	

	5.
	Equality and Diversity


	
	Equality and Diversity
The CCGs are working diligently towards meeting and demonstrating the requirements of The Public Sector Equality Duty (PSED) as detailed in The Equality Act 2010, and in policies relating to equality of opportunity in employment and service delivery.  It is expected that the provider will ensure that all service delivery treats all users fairly, equally and without prejudice across the protected characteristics of the 2010 legislation. 
In doing so, the Provider will be required to demonstrate how the service delivery solution will meet statutory obligations under the Equality Act 2010.

	
	

	6.
	Key Performance Indicators
These are attached in Appendix 1.

	
	

	7.
	Contract length
The effective period of the contract will be 12 months from the date of commencement. 
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GLOSSARY
H&R: 

Hastings and Rother

CCG: 

Clinical Commissioning Group

CAM: 

Cancer Awareness Measure 

NAEDI: 
National Awareness and Early Diagnosis Initiative

CQIS: 

Cancer Quality Improvement Service

APPENDIX 1

KEY PERFORMANCE INDICATORS

	
	Performance/Quality Indicator
	Threshold
	Method of Measurement
	Report due

	1
	Service planning
	Develop a service plan which includes the following:
· Definition of sample frame/target audience to be surveyed
· Definition of sample size to be surveyed
· Assessment of existing resources and assets
· Evaluation of local and national frameworks
· Evaluation of risk
· Timescales and milestones including data collection, interviewing, data entry and analysis
· Definition of SMART objectives for the service as a whole
	Service plan developed and agreed with commissioners.
Service activity reports produced and submitted to commissioners
	Within 1 month of start of contract.
Monthly throughout life of contract.

	2
	Evaluation methodology
(the provider is expected to use PHE Standard Evaluation Frameworks as appropriate)
	Develop methodology for service evaluation, including identification of outcomes and processes.  To include quantitative and qualitative feedback for all elements
	Evaluation methodology developed and agreed with commissioners.
	Within 1 month of start of contract.

	3
	Information Asset Management infrastructure
	Develop an Information Asset Management Infrastructure including Information Asset Registers
	Infrastructure and Registers developed and agreed with commissioners
	Within 1 month of start of contract

	4
	Data sharing
	Develop a data sharing agreement
	Data sharing agreement developed and agreed with commissioners
	Within 1 month of start of contract

	7
	Reporting
	Report findings and conclusions of analysis from agreed evaluation methodology (see KPI 2) 
	Evaluation presentation and written report received by commissioners

	To be agreed

	8
	Evaluation follow-up
	Share evaluation results with stakeholders
	Communication plan agreed with commissioners
Communication plan implemented
	To be agreed
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