
NHS England Call for Evidence on the new 10 Year Plan for the NHS: Cancer 

Response by the Blood Cancer Alliance 

Introduction 

The Blood Cancer Alliance (BCA) is a growing coalition of charities and organisations representing patients with blood 

cancer across the UK.  

Blood cancers are the fifth most common type of adult cancer, the most common cancer amongst children and the 

third biggest cancer killer, and these cancers claim more lives every year than breast or prostate cancer. However, 

these cancers are widely unknown, and crucially, the current Cancer Strategy fails to address the specific needs of 

those living with one of its 100+ types.  

As an alliance, we are united by our goal to improve the experiences and outcomes of all blood cancer patients and 

believe that effective engagement with policymakers is vital if we are to achieve that shared goal. We therefore 

welcome this opportunity to respond to NHS England’s Call for Evidence as part of your development of the new 10 

Year Plan for the NHS, and specifically in respect to the provision of cancer care. We are very much encouraged by 

NHS England’s ambition to take a long-term view of cancer care provision.  

We have included further information that might be of interest in the Appendix at the end of this document. 

Responses to NHS England Questions 

1. What are your top three priorities for improving cancer outcomes over the next five and ten years? 

We believe that three key steps should be taken to improve blood cancer outcomes: 

• The inclusion of blood cancer within the Cancer Dashboard to ensure that blood cancers can be considered as a 

single cohort alongside the other four common cancers. 

• The adoption of improved mechanisms by which blood cancer patients’ particular challenges can be factored into 

treatment appraisal processes, alongside greater utilisation of real world clinical data.. 

• A step-change in the psychological support made available to blood cancer patients both before and after 

treatment. 

2. What can be done to ensure: 

a. More cancers are prevented? 

As blood cancers are not associated with lifestyle issues and therefore largely irrelevant to the 240,000 people living 

with this disease, we do not focus on prevention. 

b. More cancers are diagnosed early and quickly?  

A national education programme both in relation to the public and GPs could secure earlier testing and help to address 

the challenge of late diagnosis within blood cancer. We support the new multi-disciplinary diagnostic centres being 

piloted by the Government. However, we are unaware of the extent to patients being diagnosed with blood cancer 

are being referred. 

c. People can maintain a good quality of life during and after treatment? 

Ensuring blood cancer patients can access specialised and tailored support is critical to achieving this. This includes 

ensuring national initiatives, such as the Recovery Package, are adaptable to meet blood cancer patients’ complex 

needs. 

Blood cancer patients have vastly varying experiences of diagnosis, treatment, care and recovery. The reality is that 

this can lead to a strong sense of isolation among blood cancer patients. In the case of some blood cancers, such as 

chronic lymphocytic leukaemia, patients can be put on ‘watch and wait’ instead of receiving treatment following their 

diagnosis. In the case of some chronic blood cancers, patients are told that treatment is available, but not curative, 

and that their cancer is a long-term condition. Such examples can take a strong psychological toll on patients. Given 



that patients can live with blood cancer for many years, we believe there needs to be greater consideration as to how 

to make psychological support available to them for their entire journey, rather than simply part of a post-treatment 

recovery package. 

We support the Government’s characterisation of mental health and cancer as priorities. However, we remain 

concerned about the lack of clarity and joined-up thinking. For example, currently there is no data on the number of 

people with cancer accessing the Improved Access to Psychological Therapies. Furthermore, worryingly the 3,000 

mental health nurses in GP surgeries do not receive any training in blood cancer. We would be keen for data to be 

made accessible to determine the proportion of those with blood cancer who are reliant on mental health treatment 

and additionally for training to be provided to all mental health nurses. 

d. People with cancer have a good experience of care?  

Care Co-ordination 

Care co-ordination is very challenging for blood cancer patients, particularly as they move between local and specialist 

haematology teams, and also between haematology and oncology. Cancer Alliances should be vehicles for better care 

co-ordination, allowing patients to move seamlessly between care providers. Additionally, a Clinical Nurse Specialist 

should also be available to every blood cancer patient to help them negotiate their complex care needs. This is not 

currently the case and should be addressed within the 10-year Plan.  

Data 

There are many types of blood cancer – more than 100 - covering a spectrum of ‘relatively common’ to ‘extremely 

rare’. All have complex names that do not reference the key factor that they have in common – that they are cancers 

of the blood. This makes it challenging for patients to understand that they have a blood cancer, and for policy-makers 

to consider this patient cohort as one group.  

Data reporting is often broken down by specific blood cancer, creating a challenge for these patients to be considered 

as a single cohort that require specific provision in cancer planning.  We therefore ask that blood cancer is included in 

the Cancer Dashboard to help guide CCGs. The dashboard currently only tracks the four most common cancers, and 

therefore excludes nearly half of all cancers diagnosed in the UK and more than half of the cancer deaths in the UK. 

NCAG also suggested this in its 2017 report to the Department of Health and Social Care, and to the CEOs of the NHS 

and PHE.  

Access to psychological support 

We would once again raise the need for improvement in provision of tailored psychological support for blood cancer 

patients throughout their cancer journey – both at the point of diagnosis, during treatment and following treatment. 

While we recognise that the recovery package does suggest access to generic cancer support, however, we do not 

believe this will meet the specific needs within blood cancer. We would welcome recognition within the 10-year Plan 

that much better provision of psychological support needs to be made for blood cancer patients, recognising the 

unique difficulties they face.  

Local implementation of national initiatives  

New national cancer policies and initiatives are usually dependent on local NHS infrastructure for delivery to the 

patient. We urge NHS England to consider how local NHS infrastructure can be supported to give patients timely access 

to any new initiatives being rolled out as a result of the new 10-year Plan. This could include Cancer Alliances taking 

responsibility for ensuring initiatives are adopted at local level.  

3. How can we recruit, train and retain the workforce to deliver the changes we need and priorities you have 

shared?  

Clinical Nurse Specialists 

We know from our patients that access to a Clinical Nurse Specialist vastly improves their experience of care. We 

believe NHS England should focus on ensuring these roles are funded and recruited for in order to secure a more 

positive experience for blood cancer patients and improve care coordination. This is in line with Recommendation 61 

of the current Cancer Strategy.  



MDTs 

The complexity of blood cancer treatment and recovery also requires specialist multi-disciplinary teams (MDTs) to be 

assembled for patients depending on their disease, treatment and symptoms. The rarity of some blood cancers means 

that these teams must be assembled from different specialist care centres across the UK. New technology can make 

it significantly easier for such MDTs, and we would urge NHS England to consider the role of digital innovation in 

improving access to MDTs, and also in care co-ordination, within the 10-year Plan. This would support the 

implementation of Recommendation 40 of the current Cancer Strategy, which is focused on the development of 

national or regional MDTs for low volume/high risk cancer patients, many of whom will be blood cancer patients.  

An example of how this can bring benefits is a system being piloted within Chronic Lymphocytic Leukaemia (CLL) in the 

United States – the CLL Society Expert Access programme. IT solutions have been introduced to give better access to 

CLL-specialist haematologists for non-specialist CLL haematologists treating CLL patients, regardless of geography. This 

solution was introduced following research conducted by the Mayo Clinic demonstrating that access to a CLL specialist 

haematologist improved survival rates. We would be happy to provide further information on this initiative.   

4. How can we address variation and inequality to ensure everyone has access to the best diagnostic services, 

treatment and care?  

Cancer Alliances, care pathways and commissioning 

We believe the establishment of the Cancer Alliances via the current Cancer Strategy was an extremely positive step. 

They have a strong role to play in reducing national variation in care and services, and we support their ongoing 

progress in this area. For example, Anthony Nolan’s recent report, ‘Recovery after transplant: Who cares?’ identifies 

variation in post-treatment services for patients undergoing allogeneic stem cell transplantation as a curative 

treatment for blood cancer. The creation of clear patient pathways in stem cell transplantation, and in all blood cancer 

treatment in general, would help to address issues of postcode lotteries for care provision. Moreover, measures to 

address fragmentation in commissioning between local and national commissioners would also help to address 

variation in access to services suffered by blood cancer patients with complex needs across the UK.   

Equality of access 

Within blood cancer, we would support the roll out of education programmes within Black, Asian and Minority Ethnic 

communities to ensure information about symptoms, how to access treatment, and how to access recovery services, 

is equally available to all.  

Access to treatment 

Access to new treatment innovations is critical to blood cancer patients and improving survival rates and minimising 

after-effects of treatment is largely dependent on this. Unlike treatment of solid tumour cancers, blood cancers are 

often not treatable using surgery or radiotherapy. Only 11% and 12% of blood cancer patients respectively were 

treated through radiotherapy and surgery. This is in contrast to the treatment methods used for other cancers.  For 

example, 55% of breast cancer patients are treated through radiotherapy and 77% through surgery.  This means that 

blood cancer is more dependent on the development of new drugs, and being able to access them, in order to continue 

improving patient outcomes. As such, we warmly welcome the recent announcement that a CAR T-cell therapy will be 

made available to paediatric ALL patients via the NHS. We congratulate NHS England for the work that has taken place 

to ensure access to such a ground breaking and costly treatment. 

However, members of the Blood Cancer Alliance feel that access to new medicine policy often feels very detached 

from cancer policy-making, which represents a failure to recognise the importance of this issue for blood cancer 

patients. For example, the current Cancer Strategy does not prioritise treatment and access to medicine, and this could 

be due to the lack of consideration of blood cancer patients as a significant patient cohort. Between April 2013 and 

March 2015, 51% of patients accessed drugs that were appraised by the National Institute for Health and Care 

Excellence (NICE) but not recommended for routine NHS commissioning because they did not meet its clinical and/or 

cost-effectiveness thresholds. We strongly urge NHS England to recognise that access to treatment and medicines is 

of central importance to blood cancer patients by addressing this issue in the new 10-year Plan. The current Cancer 

Strategy reflects the importance of this in Recommendation 31, and we would support continuation of this work, and 

better alignment between NICE and commissioners.  



With blood cancer patients in mind, while we understand the financial challenges faced within the NHS, we would like 

to see renewed commitment in the 10-year Plan to ensuring patients can access transformative new therapies. For 

example, we would like to see plans for national cancer commissioning that will guarantee timely access to emerging 

new drugs and advanced therapies, such as immunotherapies, when it is proven they offer significant hope to patients 

with poor outcomes.  

Cancer Drugs Fund 

We fully support the continuation of the Cancer Drugs Fund (CDF). The fact that a significant proportion of CDF drugs 

are specifically for blood cancers demonstrates how critical access to new drugs and treatments is for blood cancer 

patients. While we recognise that improvements have been made to the Cancer Drugs Fund to secure temporary 

funding while data on new treatments are established, there is still concern that the patient cohorts within rarer blood 

cancers are still so small that the time frame for temporary short-term funding will not be long enough to gather 

sufficient data. This could lead to new treatments being withdrawn, and never having the chance to move to routine 

commissioning, despite their effectiveness. This creates significant uncertainty and anxiety for patients with rarer 

blood cancers who are seeing positive effects of new treatment. We would urge NHS England to strengthen provision 

for temporary funding of new treatments for rarer cancers within the Cancer Drugs Fund.  

Once again, we would like to thank NHS England for this opportunity to contribute to this Call for Evidence. Should 

you require any additional information, please contact: BloodCancerAlliance@atlas-partners.co.uk  
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Appendix 

Further information on the BCA 

• BCA members  

Our members are currently ACLT, Anthony Nolan, Bloodwise, CLL Support, CML Support Group, Leukaemia Care, 

Leukaemia and Lymphoma NI, Leukaemia UK, Lymphoma Action, MDS UK Patient Support Group, Myeloma UK, 

WMUK. 

• BCA funding 

Whilst we receive funding from the pharmaceutical industry for the work we carry out, we remain wholly independent, 

and that includes our decision-making process.  

General Comments 

• Cancer funding 

The current Cancer Strategy contains 96 commendable recommendations which, if implemented, will benefit many 

cancer patients. When that strategy was created, however, the funding basis for being able to implement all 96 

recommendations was not established, and as such, there has been a lack of clarity as to whether all 96 will be 

implemented, and whether the time frame is realistic. A lack of formal reporting process also makes it is unclear as to 

what progress has been made on these recommendations. We would be supportive of regular updates that provide 

clear guidance on the progress. Additionally, we would urge NHS England to publish details of the funding provision 

being made for the cancer elements of the new 10-year Plan, for as long a time frame as possible, in order for 

stakeholders to feel confident that existing or new proposals will be delivered, and for scrutiny of progress to be 

possible.  

• Specialised commissioning 

There is a perceived disconnect between cancer strategy within NHS England and role of specialised commissioners in 

assisting to deliver that strategy. Blood cancer patients rely heavily on nationally commissioned services and we hope 

that any new proposals or initiatives, particularly with regards to access to treatment, have full support of specialised 

commissioners in order to facilitate timely implementation.  

• Cancer Alliances 

The BCA welcomes the creation of the Cancer Alliances that resulted from the implementation of the current Cancer 

Strategy. We believe they play a critical role in coordination and improvement of patient care and experience. This 

includes the receipt of specific funding to roll-out the cancer recovery package. 

We believe Cancer Alliances could be vehicles for reducing the fragmentation in care that blood cancer patients 

experience, bridging the gaps between oncology and haematology care for example. In order to achieve this, blood 

cancer patients should be well-represented on Cancer Alliances, both in terms of clinical and patient representation. 

We are aware that Cancer Alliances are asked to complete self-assessment forms to mark their progress. In order to 

ensure Cancer Alliances are not prioritising securing progress within solid tumour cancers, based on patient numbers 

alone, we would welcome specific criteria for assessment of progress in improving provision for those with blood 

cancer or any non-solid tumour cancer, and in particular, assessment of whether blood cancer clinicians and patients 

are represented on Alliance boards.  

• Data 

The fragmentation of data on blood cancers remains one of the most significant barriers to better provision being 

made for our patients, or higher priority being given to their complex needs. In part, this is due to blood cancer data 

being collected on a ‘per-type’ basis and not pooled to give an overview of patient experience. In part, it is also due to 

the lack of resource available to care providers to capture accurate and robust data.  We would welcome 

recommendations within the 10-year Plan to address challenges in data provision within blood cancer. If we do not 

address this challenge, then we believe we will continue to face a very significant challenge in securing the recognition 

of blood cancer patients’ needs so sorely needed within policy-making and cancer planning.  


