Perceptions of the cancer care left undone in primary and community

services: a mixed methods evaluation

Abstract

Primary and community care in the United Kingdom are under increasing workforce
and time pressures. How these pressures effect the delivery of cancer care has
rarely been explored. This service evaluation aimed to elucidate some of the views
of the workforce in this sector of what work in cancer care is left undone, and what
they would like to be able to offer more of. An exploratory sequential design was
taken including a questionnaire and interviews asking primary and community care
staff in London about their workload in cancer care. Surveys were analysed using
descriptive statistics. The evaluation revealed a perception from primary and
community care that there is work in cancer care that is currently being left undone.
64% of the workforce across all professions reported that they worked 10 or more
hours of unpaid overtime per week. Respondents identified psychological care for
people with cancer, and bereavement care for families and carers of people with
cancer as the most common areas that were left undone. They would like to do more
proactive work, in place of the current reactive “fire-fighting” they are doing. For
example, signposting available services to people with cancer and access to
nutritional support. There was a desire for acknowledgement of the time and
workforce pressures in primary and community care, and how these are hindering

the delivery of care for people with cancer.
Keywords: cancer care, workload, workforce, primary health care, community care,

workforce policy

What is known about this topic
. Workload of cancer care provision in primary and community care is well

recognised, yet has rarely been explored.

What this paper adds



. This evaluation reveals some of the views of the workforce in this sector of
what cancer care is left undone.

. Primary and community care staff would like to offer more support in
psychological care, bereavement care and to be involved with more proactive cancer
care.

. A foundation on which to base further research for improved cancer care

delivery and coordination.

Introduction

The consequences of cancer and cancer treatment remain an understudied area of
health care (Macmillan, 2013). However, the number of people in the United
Kingdom (UK) living with and beyond cancer is increasing and is set to double from
more than 2 million in 2010 to 4 million by 2030 (Macmillan, 2012). The role of
primary and community care’s workforce in caring for people during and after their
cancer treatment is becoming well recognised, however, exactly what this role
involves in practice is unclear (Hobbs et al., 2016). An improvement in the quality
and availability of primary care data is needed in the UK, amongst other European
countries (European Commission, 2018). Workforce challenges threaten primary and
community care, and may result in shortages in care for people with cancer (PWC).
There is evidence to suggest associations between care left undone in nursing and
patient outcomes (Recio-Saucedo et al., 2017). This evaluation aimed to elucidate

what work is currently left undone in caring for PWC in primary and community care.

Between 2006 and 2016, 34% of all cancer diagnoses in England were from a two
week wait referral and 26% were from an urgent or routine General Practitioner (GP)
referral (NCRAS, 2016). As survivorship and end-of-life care become a greater focus
of cancer care, primary and community care’s part in this requires further definition.
Long-term follow up for PWC is looking to be increasingly more primary care

practitioners’ role (Rubin et al., 2015). However, recent research has found that



intensifying pressures on general practice have resulted in cuts in the number of
routine appointments, and stress levels and burnout having consequences for

patient care (Cogora, 2018). These consequences have not been studied in detail.

Moving care from hospitals to primary and community care has long been a policy
goal for the National Health Service (NHS) (Department of Health, 2006). However,
achieving this is reliant upon a stable workforce. The Kings Fund reported in 2018
“The workforce challenges in the NHS in England now present a greater threat to
health services than the funding challenges.” (Kings Fund, 2018). The number of
nurses working in community health services and primary care in the UK has faced a
long-term decline and has been identified as a key area of concern. Community
trusts rank last among all NHS trusts in staff stability in England (Health foundation,
2019). The number of district nurses has declined by 45% since 2009, and over the
same time period the number of nurses in community services fell by 14% (Nuffield
Trust, 2018). The number of GPs has fallen by 1.6% over September 2017 to
September 2018. However, the number of general practice nurses has been
expanding over recent years and there has been a small increase in advanced
practice nurses and pharmacists based in general practice (Health Foundation,
2019). Workload in primary care has been described by NHS alliance as “undoable”
(HCHC, 2016). Gaining insight into the work that primary and community care staff
do and cannot do is essential in understanding what these workforce shortages and
gaps might mean for workload and delivery of care.

Evidently, primary and community services are understaffed, but what this, amongst
a multitude of other factors means for the delivery of care for PWC is understudied.
What work is being left undone, and which patients are being missed? This
evaluation, as part of a larger study, aimed to gain insight into what work the
healthcare professionals themselves believe is being left undone in cancer care. It
explores where primary and community care identify challenges to delivering cancer
care and potential reasons for these, and areas they would like to be able to do
more. The hypothesis was that pressures in primary and community care are
resulting in some cancer care being left undone. ‘Care left undone’ has previously

been used interchangeably with ‘missed care’ and can refer to care either partially or



fully omitted, due to a number of reasons (Ausserhofer et al., 2014, Ball et al., 2014;
Ball et al., 2016).

Methodology

Study Design

This is an exploratory service evaluation that used mixed-methods (Bowling, 2014;
Moule and Goodman, 2014). The initial views of the workforce were explored, before
conducting a questionnaire and interviews. As part of a larger study of soft system
modelling (an approach to organisational process modelling) (Checkland, 1989) of
London cancer services, a focus group was carried out with primary health care
professionals in London on their work with PWC. The focus group included GPs, and
registered Nurses including practice nurses. This focus group, along with a review of
the literature in the area exposed that workforce and time pressures meant there
was a perception that work in cancer care was being left undone. This was the

motivation for this evaluation.

A previously validated self-completed questionnaire was utilised to gain responses
from a variety of roles in primary and community care (Leary et al., 2018; Stewart et
al., 2018). The workload questionnaire was based on a previous evaluation of the
work left undone in oncology nursing (Leary et al., 2013). It consisted of questions on
caseload related to cancer, unpaid overtime, time for development and education, as
well as free-text boxes on what care they would like to be able to offer and the
challenges of delivering care to PWC. It was distributed through Health Education
England’s (HEE) weekly London newsletter over a six week period, which was sent
by email to approximately three hundred recipients, clinical and non-clinical, and was
accessed through an online link. Participants were invited to take part in the
interview at the end of the questionnaire. Participant information sheets were
provided to participants interested in interview, and informed consent was obtained

by those that did take part. The interview guide is available in Box 1.

Interviews (Feb 2019) were used to gain a deeper understanding of some of the
respondents’ views. The interviews were semi-structured interviews that were audio

recorded and carried out by telephone by the first author (JL), as face-to-face



meetings were harder to coordinate with practitioners’ busy schedules. Interview
duration was on average one hour. Interview questions covered participants’
personal experiences and views of their involvement in cancer care, and sought to
gain a deeper understanding of their experience. The interview guide was developed
by two of the researchers and was internally reviewed and pilot tested. Interviews
occurred after questionnaire completion, therefore respondents had the opportunity
to reflect on their questionnaire responses in the interview. As interviews were
carried out by telephone, field notes were made during interviews. This mixed-
methods approach allowed for a deeper understanding of the respondents’ views

and opinions.

Analysis

The quantitative data from the questionnaire were summarised using descriptive
statistics in Excel. Responses were compared across professional groups and only
minor differences in viewpoints were found. Interviews were transcribed and
Thematic Analysis (Braun and Clarke, 2006) was carried out to analyse transcripts
using NVivoTM (Version 10, QSR International). Descriptive integration involved
merging the quantitative and qualitative data to make comparisons and for deeper
understandings to emerge. Methods triangulation ensured rigour and allowed for

testing consistency in the different data sources (Patton, 1999).

Ethics
This was subjected to review from the NHS Ethical Committee Health Research

Authority. It was reviewed proportionately and considered to be an evaluation.

Participants were provided with a participant information sheet prior to involvement,
and written consent was obtained from all those who took part in both the
guestionnaire and interviews. Participation was voluntary and participants were

reminded that they were free to withdraw at any point.

Results
The results of the questionnaire are presented alongside the interview data to allow
for comparison. Interview responses allow depth and further detail to some

guestionnaire responses. The themes are broken down broadly into activities that



are not able to be carried out, and challenges to cancer care delivery. Questionnaire
guotes are presented in bold and interview quotes in italics to provide further clarity

between the data.

Questionnaire completion:

The questionnaire was sent to an estimated 300 people. The questionnaire received
92 responses: response rate= 31% and completion rate 100%.

A breakdown of respondents’ roles and how long they had been working in primary
or community care can be found in Tables 1-2. Ten or more completed
guestionnaires were received from the following professional groups: General
Practitioner (Partner), General Practitioner (Salaried), District Nurse (SPQ),

Advanced Nurse Practitioner.

Interview completion:
Seven interviews were carried out with two District Nurses (DN), one Advanced
Nurse Practitioner (ANP), one Care Navigator, one GP (partner), one GP (salaried)

and one GP (locum).

Unpaid over time

97% of all professions answered that they worked unpaid overtime each week. 64%
answered that they worked more than ten hours of unpaid overtime per week. Just
3% of respondents said they worked no unpaid overtime. Some 12% worked one to
three hours, 16% worked four to seven hours and 4% worked eight to ten hours. GP
Partners reported the highest level of working more than ten hours unpaid overtime
per week at 80%, and GP Salaried reported the lowest level at 50%. A breakdown of

all the professions’ responses are in Table 3.

1.Work not carried out

Continuing professional development

Questionnaire respondents were asked about whether they had time for continuing
professional development. 65% (60) of respondents answered that they did have
time for continuing professional development, while 21% (19) said that they did not.
The remaining respondents selected “Other” (13) or that this was carried out in their

free time and therefore unpaid. DNs were the profession that had the highest “No”



response (to time for continuing professional development) at 35%, and GPs
(Partner) had the highest “Yes” response at 70%.

When asked “If time and money were no object what educational or
development opportunities would help you care for cancer patients in
primary/community care?” the most popular questionnaire response from all
professions were “Specialist study days” and “A specialist primary care cancer

course” (Table 4).

Additional services

The questionnaire asked what additional services respondents would like to offer to
PWC if money and time were no object. Offering a more joined-up approach with
secondary care was desired, and some responses suggested the creation of a post
to relay concerns or clear up miscommunications between primary and secondary
care. There was a suggestion of cancer care support workers to accompany PWC

from diagnosis through secondary and primary care.

Respondents identified a lack of and the need for patient peer support groups and
suggested “open days” in community services for PWC to meet others. The same

was suggested for families and carers of PWC.

“Group workshops, patients are often less anxious in a familiar setting. Care

for the carers” — ANP

“Psychological support for cancer patients and carers within primary care” —
GP (Partner)

These answers were reflected in the interviews. A lack of clarity for patients on who
to contact during treatment was highlighted by an interviewed GP (salaried):
“‘Sometimes it’s not very clear to patients who they should contact if they’re having
side effects from their cancer treatment, and sometimes it’s not very clear to us

either, what are the expected side effects. So that can be tricky.”



Advanced care planning was described as a substantial part of GPs’ workload with
PWC and was frequently being left too late. One GP (salaried) would like to see

these conversations happening earlier and prior to hospice care involvement.

“I think we should be doing advanced care planning earlier with patients” GP

(salaried)

The support that questionnaire respondents would like to see more of or to have
more training in were psychological and mental health support, more tailored
nutritional support, offering more exercise classes, pastoral care and further 24-hour

services.

“Counselling services or counselling training for nurses, we have great
communication skills and ability to listen and support but sometimes feels

inadequate” — DN

45% of respondents identified a wish to have more time to spend with PWC for
investigating symptoms, supporting their family/carer needs and to provide
counselling. Time limitations were restricting the provision of holistic care, which was

something that they wished to provide.

“Just more time to be more regularly supportive, and also to the families of

affected patients” — GP (Partner)

Answers revealed a need for building positive attitudes to living with cancer and
offering a larger variety of treatments at home, such as a focus on personal care,
and respiratory physiotherapy amongst a call for more tailored care at home.
Respondents highlighted the need for improved financial support and ensuring

comprehensive signposting of all available services.

As this questionnaire question received so many detailed responses, those that were
interviewed were asked to delve deeper into this topic. In particular, two themes of

psychological and bereavement care emerged.



Psychological care

Psychological care and social care was an area that multiple interview respondents
felt they were not doing enough in and would like to be able to offer more for PWC.:
“Psychological care it would probably be the same for both the cancer patients and
not cancer patients, which is more care, the thing that is limiting us at the moment is

social care.” — Care Navigator

“Having social prescribing facilities within CCGs. Because, a lot of the stuff is not

medical.” — GP Partner

‘Just trying to get them an appointment quickly to help them come to terms with their

diagnosis or just somebody to talk to... | don’t know where to refer them to.” — ANP

Psychological care also extended to families, friends, and carers of PWC. An ANP
talked of the difficulty of signposting people who were coming to terms with a recent
cancer diagnosis.

“Some of them had a family member diagnosed as cancer but they were the main
carer and they wanted the help. | just never knew where to signpost them to. | don’t
think that exists.” — ANP

Furthermore, the GPs interviewed commented that after diagnosis, PWC require
guidance in what support is available to them, but GPs are not always able to offer

this, and these support services are variable.

“It’s so variable from trust to trust. Some patients get a cancer nurse specialist, some
get some psychology support.. some get nothing, have had zero support from
anyone. Signposting...that takes the patients to be proactive, and when they’ve just
had a diagnosis of cancer or going through cancer treatment it’s very tough for them
to be motivated to go to the centre, pick up the resources, read them and then

proactively know where to go.” - GP Locum

Bereavement care
Work associated with caring for the bereaved was reported varyingly in the

interviews. All three GPs interviewed commented that there was no plan in place for



bereavement (from any illness not just cancer). This meant GPs spent a lot of time
locating available care that was difficult to find, or hard to access and meant that
people sometimes went without bereavement care:

“There is no practice policy for that, that’s just what individual GPs do.” — GP
Salaried

“There is no set plan. Sometimes, | find I'm a bereavement counsellor GP,

particularly if | know the patient well enough.” — GP Partner

One GP reported: “We do have a commissioned bereavement service but they can’t

access it for six weeks, so for the first six weeks they are ours.” — GP Locum

This was explained by six weeks of grieving being formally recognised as natural,
and if after this time help is still needed, then a bereavement service would be

offered to them.

Interviewed GPs felt as though they were offering bereavement and psychological
care without having specific training on it, meaning that things could be missed.

“We spend a lot of our time providing psychological support when actually we’re not

experts in this” - GP Locum

A DN talked of constrained budgets and staffing shortages effecting bereavement

care delivery:

“We do a general bereavement visit, just to see how they’re coping. That’s pretty
much straightaway... not further down the line. At the minute, we’ve got a ‘three visit’
rule.”— DN

2. Challenges in cancer care delivery

Questionnaire respondents were asked about the day-to-day challenges of caring for

PWC, and how this affected workload. Time pressure was a frequent answer; there
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was not enough time in appointments to provide people with all the necessary
information and making referrals and chasing up of results was time-consuming.
Furthermore, time pressures meant that priorities were with supporting patients with

“acute needs”.

“To do it properly requires a lot of time which | just don't have day to day. It
can leave you feeling that you have given suboptimal care to those who need it
most.” — GP (Partner)

“Difficult to give patients and families the time that they need and deserve” —
DN

The unpredictability of the work involved with cancer was reported to create large
unanticipated and unplanned for workload, and delays in care for other patients.

“Can create a lot of unplanned work due to changing condition and speed of

deterioration. Very rarely do visits go to plan” — DN

These themes was reflected in the interviews as well. One DN interviewed would like
to see more allowances and understanding of the amount of time that is required to
deliver safe, comprehensive care, and to account for the unpredictability of caring for
PWC:

“Time is the biggest issue: so acknowledging that you’re going into wound care but,
actually, because it’s a cancer patient, it may take a lot longer because they’ve got
other issues going on. The acknowledgment that these visits...have more follow-up,
whether that’s admin stuff and onward referrals, or, once their wound’s healed, they

may need support afterwards.”- DN

Obtaining and setting up care at home was reported as a challenge. Another
interviewed DN reported that “/t can actually be that people don’t get the care until
they’ve officially died.” — DN

Two of the GPs interviewed reported that they would like to offer more proactive care
rather than the current reactive care. One suggested that having more time would
enable them to be more informed and prepared, and as a result, to deliver higher

quality care.
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“I guess the long-term work that | do looking after our survivors | would say we’re
very reactive...and it would be nice to think that there was a service somewhere
where those people had long-term follow up in the impact that their cancer had upon
them.” — GP Salaried

“I think that GPs are so overwhelmed and overworked being reactive to a system
that is permanently on the urgent-urgent, because we’re always trying to fix things
that are broken with a little plaster that we don’t get time to be proactive. We're fire-

fighting.”- GP Locum

Workforce pressures, capacity issues and resource limitations were also mentioned
as challenges in questionnaire responses across the different professional groups, in

particular understaffing.
“We are under doctored.” — GP (Partner)

“Short staffing and high complex patient volume” — DN

This too was reflected in the interviews, where delivery of care was also described
as dependent on having enough resources and capacity. A care navigator spoke of
aiming for all services to be running at 80% capacity, so there is some leeway when
there is high demand:

“When things go wrong or when people end up in the wrong places it’s often
because the right place was full. The problem is the systems are all so tight, you
think the best thing is for them to come into the community hospital, but you haven't
got any beds...because every last bed has been filled with somebody who’s been
shunted out from the main hospital.” - Care Navigator

Being able to respond to crises at any time of the day and week was identified by an
interviewee.

“We don’t necessarily have to have everything seven days, but in terms of the ability
to respond to a crisis you really need to have that to be seven days™ Care

Navigator
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One challenge that was developed upon in the interviews was that of not being able
to offer flexible care. Both DNs that were interviewed spoke of rigid structures that
restricted finding and accessing appropriate care for PWC. They would like to see

more flexibility in acceptance criteria for different services.

“(Patients that) ‘Don'’t tick the boxes’. If you don't fit a box, it’s extremely difficult.
We’re trying to provide the best care that we can possibly give. But there is just
nowhere that you can go to... because everywhere has got their own acceptance

criteria.” — DN

An area where PWC seemed to be falling through the gaps due to rigid structures
was nutrition. An ANP wanted to do more in this area, and to provide nutritional
supplements for PWC, as this was currently not possible if they didn’t meet

requirements.

“I don’t think their nutritional space is very well looked after. They’re always having
problems in getting supplements. If their weight’s not less than whatever it's meant to
be, then you can’t get the nutritional supplements. Often, | find cancer patients
saying that their appetite’s reduced and they’d just like something to sip. But they
can’t get anything on prescription because they don’t reach the requirements

because their weight is fine but it is reducing.” — ANP

Discussion

Summary

All professional groups identified areas where they would like to be providing
improved or different care for PWC that they are currently not able to. From the
guestionnaire, 64% of all primary and community care professions answered that
they worked more than ten hours of unpaid overtime per week, and 35% did not
have time for continuing professional development or carried this out in their own
unpaid time. There is evidence in this evaluation to suggest that the primary and
community care staff did not have enough time or specialised training to deliver the
level of care they would like to for PWC.
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Comparison with existing literature

As an example, GP appointments with PWC would commonly overrun and delay
other appointments. GPs reported planning appointments with PWC before lunch
breaks or at the end of the working day to prevent these delays. This was largely put
down to workforce pressures, appointment times being too short and the
unpredictability of cancer care. This is concurrent with current research: the
traditional model of ten-minute GP appointments in the UK do not allow the best
possible care for patients (HCHC, 2016). There is significant and important work for
PWC that is currently not being carried out by primary and community care: a
demand is not being met (Kings Fund, 2019). It is well recognised that General
Practice is under time pressures and there has been a recent push for reception and
clerical staff to play a greater role in signposting to free up GP time (GP Forward
view, 2016).

Caring for families and carers of PWC frequently came up as care that was left
undone. This concurs with literature in this field: Macmillan (2013) reports that 67%
of carers of PWC experience anxiety and 42% experience depression. Of these,
over 75% do not receive any support, information or treatment. The majority of adults
with mental health issues seek support primarily from primary care (Kings Fund,
2019). In this evaluation, lack of time and appropriate training were the main reasons
for why they were delivering a level of care to this group that they were dissatisfied
with. For all carers in the UK (not specific to PWC) their average quality of life score
decreased from 8.1 to 7.7 (out of 12) between 2012-13 and 2016-17 (Nuffield Trust,
2019). This decline suggests a need for increased care for this group. Additionally,
asking PWC what skills and information would be helpful for their families and carers
to learn could help guide support for this group. There is an unmet demand from
primary and community care that is likely to rise without interventions to increase
staffing levels to enable individuals more time and training in this area. Furthermore,
future research into ‘care left undone’ could be useful in determining whether this is
care that is missed entirely, or care that is rushed, or not carried out to a high
standard (Ball et al., 2014). Care left undone has the potential for moral conflict in
staff, and the impact of care left done in PWC is understudied (Ausserhofer et al.,
2014).
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As was brought up in the interviews, PWC didn’t always fit the specific requirements
for certain treatments, meaning that they could not access some care. Nutritional
support is one example of where rigid structures in accessibility mean that PWC are
perceived to be missing out on appropriate care. In Adams (2011) UK study,
interviews with PWC in primary care revealed views that too much structure was a
threat to individualised and tailored care. Calls for flexibility and less rigidity in access

to care for PWC have been made.

Implications for research and/or practice

Bereavement care was revealed to be inaccessible for primary care to offer for the
first six weeks of bereavement. This is clearly an area where people require care and
are falling through the gaps: steps should be taken to address this group. Staff
reported that as they had no set bereavement care plan in place (for people affected
by the deaths of PWC, or any cause), they spent a significant amount of time
searching for appropriate care for the bereaved. By having a set bereavement care
plan, or a structured source of available resources, time could be saved for GPs (as
one example). The findings suggest that training in bereavement and pre-
bereavement care would be valuable for primary and community staff. Primary care
physician skills in bereavement care have been identified as an area that is
understudied in the literature, and an area that may warrant further research
(Ghesquiere et al., 2014).

The need for more proactive care to take the place of the current reactive work was
highlighted. The fact that obtaining care in the home for PWC sometimes did not
happen until the person has died is a very revealing call for change.

Strengths and Limitations

A strength of this evaluation is that it reveals views and opinions of this workforce on
cancer care that have not been previously explored. The results are not
generalisable to other groups and purely provide insight and depth in to a self-
selecting group of individuals in this evaluation’s experiences of providing cancer
care. Therefore, a limitation is that there is a risk of oversimplifying these views at

this scale. The questionnaire results were compared across professional groups and
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not between groups as only minor differences in viewpoints were found. Sample size
was also a contributing limiting factor to this. The questionnaire was distributed via
HEE London region primary care weekly newsletter of 300 people. One professional
association also distributed the link to the questionnaire through social media but it is
not possible to gauge the reach.

The previously validated questionnaire that this evaluation was adapted from was for

a nurse population.

Conclusion

This evaluation shows that this workforce perceives that there are areas of cancer
care that are being left undone. The areas that primary and community care staff
identified as lacking and needing to be addressed were having more time to be able
to deliver the specialised required care, proactive care, psychological care,
bereavement care and support for families and carers. Shortages in care for PWC in
primary and community care are evident and workforce pressures are increasing.

Steps to address these shortages are critical.

Ethical approval This was subjected to review from the NHS Ethical Committee
Health Research Authority (HRA). It was reviewed proportionately and considered to

be an evaluation.
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Tables

Table 1. Questionnaire respondents

What is your role? Number Percentage
General Practitioner (trainee) 1 1%
Care Navigator 2 2%
Clerical & Admin staff 2 2%
Health Care Assistant 2 2%
Practice Nurse 4 4%
Community Nurse 5 5%
Other 7 8%
General Practitioner (salaried) 10 11%
District Nurse (SPQ) 17 18%
General Practitioner (partner) 20 22%
Advanced Nurse Practitioner 22 24%
Total 92 100
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Table 1.1. Questionnaire “Other” Respondents

Role: Other (please specify) Number

Advanced Clinical 1

Practitioner (Trainee)

Cancer primary care nurse 1

[EEN

Clinical Learning and

Development Lead

Community Matron
Locum GP
Portfolio GP

Total

N RN e
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Table 2. Years worked in primary or community care

How long have you been working in Count Percentage

primary/community care?

Less than 1 year 3 3%
1to 3years 5 5%
4to 5years 11 12%
6 to 10 years 15 16%
11 to 15 years 24 26%
16 to 20 years 14 15%

More Than 20 years 20 22%




Table 3. Hours of unpaid overtime per week

Hours of None 1-3 4-7 8-10 10+

unpaid

overtime per

week

All 3% 12% 16% 4% 64%

professions n=3 n=11 n=15 n=4 n=59

GP 0% 40% 10% 0% 50%

(Salaried) n=0 n=4 n=1 n=0 n=5

GP (Partner) 0% 5% 10% 5% 80%
n=0 n=1 n=2 n=1 n=16

ANP 0% 14% 9% 0% 7%
n=0 n=3 n=2 n=0 n=17

DN 0% 0% 29% 12% 59%
n=0 n=0 n=5 n=2 n=10

25



26



Table 4. Educational and development opportunities

If time and money were no object what educational or Count Percentage
development opportunities would help you care for

cancer patients in primary/community care?

Specialist study days 72 26%
Shadowing acute specialist cancer colleagues 47 17%
Post Registration education short courses 48 17%
Physical assessment 20 7%
Masters degrees/modules 21 7%
Course leading to registration (if not already a registered 6 2%

healthcare professional)

Specialist professional qualifications i.e. SPQ 12 4%

A specialist primary care cancer course 55 20%
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Box 1. Interview guide: Perceptions of the cancer care left undone in primary

and community services

1. Can you tell me about the type of
work you do for people with cancer?

2. If you can recall your workload last
week on a particular day, were you in
contact with a person with cancer?

3. Is there any of your work you think
goes unrecorded or unrecognised?

4. Are you involved in work to do with
preventing cancers and risks of cancers?

5. If time and money was no object
what work would you like to be doing in
cancer care that you are not able to do now?




