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1. Introduction 

Background: Health Strategy 

TIle Health Strategy Shaping a Healthier Future announced a fundamental 
reorientation of the Irish health system. It indicated that the planning and 

delivery of services would be reshaped so that prevention, treatment and care 
services would be more clearly focused on improvements in health status and 

the quality of life. It also placed increased emphasis on providing the most 

appropriate forms of care. 

The Health Strategy identified three major sources of premature mortality, ic 

deaths among those aged under 65 years as follows: 

• 'cancer 

• cardiovascular disease and 

• accidenLs. 

It noted that much of this premature mortality is preventable, and set out 

medium·tenn tmgets for addressing the three major causcs above. The mcdium
term target for cancer is to reduce the death rate from cancer in the under-65 

age group by 15 per cent in the ten-year period from 1994. 

" I', _ ,.; I :" • _. 

The Strategy also identified six major risk factors associated with premature 

mortality. Those most li~el)' to influence the incidence of cancer include 
smoking, alcohol and nutrition and diet. The Health Strategy set very specific 

targets to reduce these risks. 

The Need for a National Cancer Strategy 

The effect of cancer on health status in Ireland is striking: 

• the disease accounts for about one-third of all deaths in those aged 
under 65. This means that cancer is the cause of about 7,500 deaths in 

Ireland each year. 

• an average of about 18,000 new cases of cancer are recorded annually 
in Ireland. 

• in 1995 alone there were over 49,000 hospital episodes due to cancer. 
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Some of the trends in cancer are giving cause for concern in Ireland: 

• Ireland has a higher mortality from cancer than the average for EU 
countries. 

• on the basis of epidemiological data available to date, there appear to 
be some regional disparities in both the death rate and incidence (ie 
new cases) of cancer, even after taking differences in age profile into 
account. Further analysis will be undertaken to determine the nature 
and implications of this information. 

A range of health promotion, screening and early detection programmes are 
already in place, or are in the process of development, but there is a need for 
further initiatives in these areas to ensure that the aims of Shaping a Healthier 
FutuTe are met. 

Treatment services for cancer in Ireland compare very well with standards in 
other countries. However 

• the organisation and delivery of services must be given a clear focus so 
that finite resources are deployed to b<;st effect; 

• services must be reorganised to ensure greater co-ordination and more 
effective communication; 

• some services must be distributed more evenly throughout Ireland, so 
that patients have easy access to the full range of services; and 

• specialist palliative care services must be developed further to ensure 
the best quality of life for those needing such care. 

A National Cancer Strategy is needed now to build upon the steps taken under 
Shaping a Healthier Future and to ensure that Ireland has a high quality cancer 
service throughout the country. The Minister for Health established a Cancer 
Strategy Group last year to: 

• outline the epidemiology of cancer in Ireland and internationally; 

• assess the impact of cancer on Irish people and on the health services; 

• examine the current provision of cancer services; and 

• make recommendations [or the future organisation of the service. 

The Minister has taken" fuil account of the Group's views in bringing forward 
this Strategy and gratefully acknowledges their work. The Minister also 
acknowledges the significant contribution of the professional and other bodies 
which made written and oral submissions to the Cancer Strategy Group. 

The consultative process on women's health which followed publication of the 
discussion document Developing a Policy for Women's Health was a very useful 

--------------------------------------------------------------------------



Objectives 

clement in the preparation of this Cancer Strategy and informs its thinking on· 
cancer services. The Minister.also consulted wilh a number of cancer specialists 
on how best cancer services should be organised and thanks them for their 
valuable input. 

The two principal objectives of this Cancer Strategy are: 

• to take all measures possible to reduce rates of illness and death from 
cancer, in line with the targets established in Shaping a Healthier 
Fut" re; and 

• to ensure that those who develop cancer receive the most effective 
care and treatment and that thei~ quality of life is enhanced to the 
greatest extent possible. 

Underlying these objectives· is the need ror a high quality, patient-rocused 

service. The nalUre or the discase requires extraordinary and cOIllinuing 
sensitivity on the part of staff, with an understanding or pmients' need for good 
communicat.ion in the face or rears aboUl a lire-threatening condition. 

With this in mind, the Strategy is aimcd in particular at ensuring: 

• effective prevention and appropriate screening services; 

• good diagnostic practice; 

• errective primar), carc; 

• well de\'cloped trcatmcm services; 

• responsive counsclling and rollow-up for patiems; and 

• clear communication between medical staff and patients. 

l1lC specific objectives in relation to kcy clements of the Cancer Strategy are as 
rollows: 

• Prevention 

• Infonnation 

to prevcnt canccrs for which a cause is known or 
sllSpected .. 

to incrcase awareness and improve knowledge of the 
cause or cancers among proressionals and the public, 
so as to prO\·ide patients and theh: ramilies with clear 
information on all trealnlcnl options available. 

• Early Detection to provide screening services of proven value in 
prevention and early detection. 
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• Access 

• Quality 

• Treatment 

• Co-ordination 

• Cost
effectiveness 

• Research and 
Education 

to ensurc that all patients have accc·ss to an cquiLable. 
effecLive service wiLh a uniformly high quality of care. 
wherever they live. 

to prolong and improvc the qualiLy of life of those 
diagnosed wilh cancer in a manner which isscnsitive 
Lo Lheir needs and fears. 

to cnsure thaL lreaLments are provided appropriaLely 
and adminislered safely in accordance wiLh 
cstablished best praclicc. TreatmCnLs mUSl be aimcd 
at cure wherc possible or failing this. effective disease 
cOnLrol and palliaLion. The patienL should be cared 
for in a comprehensive way. This involvcs carl)'ing 
OUl appropriale clinical and other invcsLigations. 
providing care for complications arising from the 
diseasc and its treaLmCnL. and offcring appropriate 
emotional. social and psychological support for 
paLicnts and families. 

to ensure cO-ordination of all cancer scnrices, 
including primal)' care. hospital care. rchabilitation 
and palliative care. 

to ensure all serviccs are provided in a cost-effective 
nlanner. 

to promole arrangemenLs for appropriate research 
and education among sLaff providing cancer services. 

The 5lhllegy aims to rcorganise cancer services so as LO: 

• identify the best use of resources available; 

• maximise the benefiL LhaL can be gained from· existing resources; and 

• channel addiLional resources to besL use. 



2. Epidemiology of Cancer 

Introduction 

This chapter describes the baseline epidemiological informatjon regarding 
cancer in Ireland and compares our performance with other coumries. It 
divides the information between deaths from cancer (mortality) and level of 
illness from the disease (morbidity) with particular reference to the number of 
new cases each year (incidence). In the Irish comext, we are particularly 
concerned with the high rates of morbidity and mortality from cancer 
compared to the EU average, and with some apparent variations in both illness 
and deaths from cancer in different parts of the country. 

What is Cancer? 

Cancer describes about two hundred different diseases which affect organs or 
systems throughout the body. Each form of cancer is unique in terms of its 
development, cause and response to treatment. Cancer is a disease of cells, the 
building blocks that form the tissues and organs of the body. Cells normally 
reproduce themselves by dividing in an orderly fashion, enabling growth and 
repair of the body tissues to take place. 

If this function is disrupted, an uncontrolled growth of cells may occur causing 
a swelling or tumour. The tumour may be benign or malignant. Benign tumours 
usually remain contained within a localised area and, after treatment (such as 
by surgical removal) do not generally cause any subsequent problems. 

Cancers or malignantlumours, on the other hand, can spread to nearby organs 
or tissues. Cancer cells can break off the original tumour and may be carried 
in the blood stream to dis tam sites in the body where they may form new 
tumours, called metastases or secondaries. Whenever cancer cells spread to vital 
organs such as the lungs or liver, they may affect the normal function of these 
vital organs. Then cancer becomes a life-threatening disease. 

The investigation and treatment of cancer is muh.i-disciplinary. Cancer is 
diagnosed on clinical examination, by endoscopic examination or by specific 
radiological examinations. Small fragments of a cancer (biopsies) or FNA 
cytology specimens are examined microscopically by a histopathologist or 
cytopaLhologist to identify the precise cancer type. After a cancer has been 
surgically excised, its extent of spread and degree of aggressiveness arc also 
defined by the histopathologist. 1l1is provides important information for 
further treatment and the patient's prognosis. 
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Cancer Mortality 
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International Comparisons 

Cancer is the second leading cause of mOrlality in Europe. II accounts for aboUl 
one quarter of all deaths. In the European Union alone, there are about 1.3 
million new cases of cancer every year and more than 840,000 deaths from the 
disease. The number of new cases occurring each year is rising and it is 
anticipated that overall mortality in the EU will increase over the next fifteen 
years in the absence of effective strategies for prevention and treatment. 

Ireland's mortality from cancer compares unfavourably with that of the EU 
average.' While our de~th rate from cancer has declined by almost ten per cent 
in the under-55 age group since 1970, it is still above the EU average and our 
mortality rate for the overall population (ie including those aged over 55) has 
been rising slightly since the late 1970s. This overall rise in cancer mortality is 
due in part to the fact that our population is ageing, but any increase in deaths 
from cancer must still be addressed to whatever extent possible. 

The main sources of our above-average mortality compared to the EU are in 
cancers of the lung, breast and colo-rectum. Deaths in Ireland from lung cancer 
have started to fall, mainly due to a decline in mortality in men, bUl mortality 
from this cause is increasing among women. Deaths from both colo-rectal 
cancer and breast cancer have risen ,slightly in recent years. 

Trends in Ireland 

Cancer is responsible for approximately 7,500 deaths in Ireland each year. This 
constitutes one-quarter of all deaths every year. Table I illustrates the most 
common types of cancer as,a source of mortality in 1994. As noted earlier, lung 
and colorectal cancer are the single biggest causes of cancer-related deaths, but 
breast cancer is also significant; in women it is the leading cause of death from 
cancer in Ireland. 

There appear 1.0 be statistically significant regional variations in Ireland in the 
number of deaths from various types of cancer. When data on the frequency 
of cancer deaths in individual counties and health board areas are examined, 
and differences due purely to age variations are taken into account using a 
Standardised Mortality Ratio (SMR),' the following trends emerge: 

• Death rates from cancer are significantly higher in the Eastern Health 
Board area than in the rest of the countr),. 

I Shaping a Ilea/thier Future: A strategy for efftv:tive heaJlhcare in the 19905 (SL"l.lioncry Office, Dublin: 1994). 

2 h is imponam lO Lake account of differences in _age struclurc between regions when comparing death rates. 
Higher rates of death would be expected in regions \'o11h an older population: these I11l15[ he allm"'cd for 
before \-aJid conclusions can be drawn. The SMR is based on II comparison of obser.'cd ami expeclcd deaths 
in a gh'en population, An SMR of greater than 100 indicated excessi\'e mOrlalit)', while one of less than 100 
indica led that mortaliTY was les'> than ..... ould be expected for Ihat population, Tem of stali5tical signifirnncc 
were mso applied. 



TABLE 1 

Deaths from Cancer, ]994 

Type of Cancer Number of Deaths % of Total Deaths 

Digestive SysLcm* 1,921 26.2 
Lung 1,538 20.9 
GenilO-urinary 1,138 15.5 

Breast 661 9.0 
Lymphalic/Blood 551 7.5 
Stomach 410 5.6 
All other cancers 1,124 153 

Total 7,343 100.0 

Source: CSO Vital Statistic.~, 1994 (AUglLSt, 1995) 

*The digeslive system refers to a group of organs including the colon and rectum; as noted in 
the text lung cancer is [he most common individual cancer as a cause of neath. 

• Death rates from cancer are significantly lower in the Southern, 
Western and North Western Health Board areas. 

• Death rates for the major types of cancer show statistically significant 
variations between regions, as illustrated in Table 2 below. In general 
the least favourable areas are on the Eastern seaboard, while those in 
the Southern, Western and Nonh Western areas of the country fare 
much better. (Death rates for some of the rarer cancers also show 
noticeable variations between regions, but the low numbers involved 
make interpretation less reliable. Table 2 therefore focuses on deaths 
from the major cancers). 

TABLE 2 

Variations by H~alth Board Area in Cancer Mortality, 1990-1994 

Type of Cancer Significantly high (in Significantly low (in statisticaJ 

statistical terms) terms) 

Lung EHB MWHB, NWHB, SHB, WHB 
Digestive EHB, NEHB MWHB, NWHB, WHB 
Colo·Reclal EHB !\'WHB 
SLOmach EHB, NEHB MWHB,SHB 

Source: Department of Health. Den"vedfl'Om csa Filal Slatistirs, 1994 (August, 1995) 

Note: Care must be taken in interpreting the data since it is dependent on accurate recording 
of the cause of death on death certificates. 

These variations arc significant, but the data alone cannot explain the reasons 
why death rates from different types of cancer should differ to the extent shown 
in Table 2. A similar pattern of regional variation is observed in the incidence 
(rate of new cases) of cancer, as discussed below. 
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Incidence of Cancer 

An important indication of the epidemiology of a disease is irs incidence, i.e. 
number of new cases observed in a given period. The Irish dar.a arc drawn from 
the National Cancer Registry which first produced national incidence data in 
respect of 1994. The data should be interpreted with caution because there may 
be some small duplication in registering new cases (in the region of 5 percent) and 
only a single year of analysis is available to date. Ideally an aggregar.e of several 
years' data would be used so that longer term trends could become clear,. but 
there is confidence that the data arc representative of-the actual incidence of 

cancer in Ireland.' 

The following main trends in the incidence of cancer in Irc1and arc observed: 

• Approximately 18,000 new cases of cancer were registered in 1994. 

• There appear to be some noticeable variations in the incidence of the 
major types of cancer between different counties in Ireland. As shown 
in Table 3. Dublin and Cork have a statistically significant higher 
incidence of certain cancers, while individual counties elsewhere 
(mainly in the south-east and west) have significantly lower incidences. 

As nOled earlier, rhis data must of course be interpreted with caurion. Further 
examination will be necessary before clear conclusions can be drawn from it. The 
first report of the National Cancer Registry. to be published later this year, will 
contain additional information on the incidence of cancer. 

TABLE 3 

Variations by County in ~he Incidence of Cancer, 1994 

Type of Cancer Significantly high (in Significantly low (in statistical 

statistical terms) terms) 

Skin Dublin, Cork, Kerry Carlow, Kilkenny, Limelick, 
Leitrim, Ma}'o, Offal)', 
Tipperary, \Vex[ord. 

Breast Cork, Sligo Kilkenny, \Vexford. 

Lung Dublin Cavan, Kilkenny, Roscommon. 

Colon - Kildare. 

SOUTce: Department oj Health. Derived from National Cancer Registry data. 

Conclusion 
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It is clear that Ireland faces a number of challenges in relation to cancer. Our 
mortality and morbidity rates from the disease are above tl,e EU average and 
there appear to be noticeable regional variations which merit further analysis. 

~ TIle illro~m;uion concurs h··ilh data on mortality from a similar time pCliod. TIle (bta on \\'hich the trcnds 
in incidence afC drawn relate to the rrequency of cases ami slandardi..sed il/rir/nlce meios for cach coumy in 
lrcJ;;md. The principle of stand .. rdiscd incidence ratios is similar to S~IRs. Tests of slalistical significance havc 
been applied to the data, 



The information in Ihis chapter does not answer the question as 10 why these 
variations exist. Rather it highlights areas of the country which have a particular 
problem with cancer. The information also enables managers to tailor 
prevemion and treatment strategies to their catchment populalion. Further 
research will be undertaken to determine the aetiology of these variations in 
cancer. Ireland will give a high priority to supporting EU initiatives on 
research into the causes of regional variations in the incidence and prevalence 
of cancer. 

Page 13 



3. Health Promotion 

Introduction 

Chapter Two discussed the main details of cancer mortality and morbidity in 
Ireland. It noted that our cancer rates were relatively high by reference to.the 
EU average, and that certain areas of the country appeared to have statist.ically 
increased levels of the disease. 

While it is accepted that the cause of most cancers is multifactorial, there is 
strong evidence that lifestyle and environmental factors play an important 
role, Smoking and diet are the two key areas where most initiatives have been 
directed within the Department's Health Promotion Unit to date. However, 
further emphasis will now be placed on focused and sensitive health promotion 
programmes to ensure their effectiveness. To combat this disease a multi
sectoral approach is necessary where cancer prevention is on every agenda in 
every sector. 

This chapter discusses the role that health promotion must playas part of a 
~omprehensive response to cancer. It reviews the approach that is already in 
place, and sets out a range of further health promotion initiatives that will be 
taken as part of the National Cancer Strategy. 

The Context 

Last year the Department of Health published a national Health Promotion 
Strategy. Its overall objective is to effect a significant improvement in the health 
status of the people of Ireland by 'making Ihe healthier choice Ihe easier choice'. 
This involves greater knowledge and commitment on the part of the individual, 
and the creation of an environment which supports those who want to pursue 
a healthy lifestyle. 

Cancer wa~ identified in the Health Promotion Strategy as a key national 
priority for disease reduction. The strategy also documents a profile of lifestyle 
risk factors in relation to smoking, alcohol and diet and sets out targets for 
monitoring progress. 

Risk Factors 
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Cancer specialists and researchers believe that a combination of factors play an 
important role in the development of cancer. Genetics, viral infections, 
environmental factors as well as one's lifestyle beh,i\iours, all play key roles in 



the development of cancerous growths. It is estimated that tobacco, alcohol 
and diet, the three major lifestyle risk factors, contribute to two-thirds of all 
cancers in Europe. Other facLOrs such as exposure to cancer.causing 
substances, ultraviolet rays and radiation also carry a risk of cancer. It is 
important that the public be made aware of the scope for preventing many 
cancers by making appropriate lifestyle changes. 

Smoking 

• Over 6,000 deaths each year in Ireland are directly attributable LO 
smoking (both from cancer and other diseases). 

• Smoking is a major causative factor in almost 90% of the 1,500 deaths' 
from lung cancer which occur each year. . 

• Smoking is also a risk factor in cancers of the mouth, head and neck, 
throat, oesophagus, bladder, pancreas, kidneys and cervix. 

• An increasing proportion of cancer deaths among women is due 10 lung 
cancer. 660 women in Ireland died from this type of cancer in 1994. 

• Passive smoking is now recognised as a proven lung carcinogen in 
humans. 

Alcohol 

Diet 

• There is substantial evidence of an increase in cancer risk LO the mouth, 
pharynx, oesophagus, larynx and sLOmach due 10 regular alcohol 
consumption. 

• There is also a strong association with the risk of primary liver cancer 
and a moderate association with cancer of the large bowel and the 
female breast. 

• It is not currently possible LO identify the upper limit of complete safe 
regular alcohol consumplion, so moderation is advised - 'less is better'. 

• The combined consumption of tobacco and aicohol considerably 
increases tlle risk of upper respiraLOry and alimentary tract cancer by a 
factor of 10·100 in heavy smokers and drinkers. 

• A higher consumption of vegetables and fruits is consistently -
although not universally _ associated with a reduced cancer risk at most 
sites. The association is most marked for cancers of the digestive system 
such as oesophagus, sLOmach, colon, rectum and pancreas. 

• The consistently lower rates of many forms of cancer reported in 
Southern European countries has been linked to the Mediterranean 
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Lifestyles 

diet which is typically lower in total fat, higher III fish, olive oil, 
vegetables, fruit, fibre and cereals. 

• Diet and/';r obesity has been associated with cancers of the colon, 
rectum, and the female breast. Some of the mechanisms to explain this 
link are thought to be hormonal, alcohol and dietary habits. 

• 11,ere is some initial evidence implying that a total caloric imake of 
over 40% which is made up of fat, may act as a risk factor in some 

cancers. 

Ufestyle and risk factors are known to playa significant role in the development 
of many cancers. Information on lifestyle from a range of surveys gives some 

cause for concern: 

• While the percemage of smokers in the Irish population has fallen from 
43% in the 19705 to around 27% today, the figure is much higher within 

certain sub-groups of the population. 

• Fibre intake generally fell well below the lower limit of the 
recommended range of 25-35 grams per day in the Nalional Nutrition 

Survey' 

• Fat imake was above the National Nutrition Survey target of 35% of 
food energy for 71 % of women and 60% of men." 

• Two.thirds (63%) of adult men and nearly half (48%) of adult women 
were overweight.' 

Existing Programme of Health Promotion 
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Given the importance of lifestyle factors in the aetiology of cancer, it is 
importam to ensure that our health promotion progranlmes arc well focused, 
sensitive and sustained. The programmes can then show a considerable 
dividend in adding quality to life and reducing premature mortality. 

Much is already being done. The existing programmes arc described briefly 
below. These are followed by a series of new initiatives which will build upon 

the work already in progress. 

European Union 

The Department of Health endorses the EU's European Code Against Cancer. 
This is a simple set of recommendations by which people can help significamly 
reduce their own risk of cancer. The Department also supports the European 
Week each year (the second week of October) which. promotes a specific aspect 

of cancer prevention. 

I.U Irish National Nutrition Survey, 1990. 



Department of Health 

A National ConsultaLive CommiLLee on Health PromOlion chaired hy the 
Minister of State aL the Departmem of Health was eSLahlished recently. It is 
adopLing a mulLi-sectoral approach WiLh a high-level intersecLoral and expert 
representation, including the Irish Cancer SocieLy. Since cancer is one of the 
key issues idemificd in the Health Promotion StraLegy iL will he an important 
area in the work of the Consultative CommiLtee. 

Health Boards 

Health Boards have taken· a numher of initiatives with the support of the 
Department of Health. These if!clude the development of: 

• Health promotion funcLions in most Boards; 

• Anti-smoking centred policies and programmes; 

• Community nutriLion programmes; 

• Nutrition programmes integrated into general practice units; 

• Health educaLion maLerials at primary and secondary school levels; and 

•. Specific materials for cancer prevention. 

General Practitioners 

General practitioners are becoming increasingly involved in health promotion 
in relation to cancer risks. In addition to opportunisLic health promotion 
activiLies, they are also taking a proactive part in such areas as: 

• Smoking clinics; 

• Promoting awareness of self-examination for breast cancer in women 
and tesLicular cancer in men; and 

• Advising on risk avoidance for patients with a family history of cancer. 

Voluntary Agencies 

The Department works in partnership with the Irish Cancer Society in 
developing healLh promoLion iniLiaLives largeted at cancer prevention in: 

• Smoking; 

• Sun Exposure; and 

• Early detecLion programmes for women and men 
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Smoking 

The Health Strategy Shaping a Healthier Future set a target of reducing the 
percentage of those who smoke by at least one percentage point a year so that 
more than 80 per cent of the population aged fifteen years and over are non
smokers by the year 2000. The Strategy identified a number of means of 
achieving this target, and an action plan to reduce the incidence of smoking is 
now under way. It consists of: 

Diet 

• extending the environmental controls over tobacco; 

• reducing the allowable budgets for advertising of tobacco products and 
sponsorship by tobacco manufacturers and distributors; 

• continuing and intensifying multi-media anti-tobacco campaigns and 
health education programmes; 

• the launch of a Voluntary Code on Smoking in the Workplace. (This 
was developed by the Health Promotion Unit of the Department of 
Health with the support of the Irish Cancer Society, the Irish Heart 
Foundation and the Health and Safety Authority and endorsed by the 
Irish Congress of Trade Unions and the Irish Business and Employers 
Confederation); and 

• continued action by doctors and other health professionals to 
encourage a decrease in smoking: 

The publication of the Nutrition Health Promotion - Framework for Action by the 
Health Promotion Unit in 1991 outlines a five year action plan aimed at 
improving the eating habits of the Irish population. As part of this plan, people 
are encouraged to increase fibre intake, reduce fat, drink alcohol in moderation 
and mainiain appropriate weight through healthy eating and regular exercise. 
Implementation of the framework involves: 

• Promotion of tile Healthy Eating Guidelines; 

• Promotion of the annual National Healthy Eating Week; 

• Development of Nutrition Education Programmes for specific target 
groups; 

• Development of Healthy Catering Policy in workplaces; 

• Maintenance of the National Nutrition Surveillance System; and 

• Support for National Conferences in nutrition and related areas. 



Further Action in Health Promotion 

This Cancer Strategy will build upon the initiatives already taken in the area of 
health promotion, with particular emphasis on a multi-sectoral approach. 
Cancer prevention needs to be part of every agenda in every sector. 
Intersectoral co-operation between govemmellldepartments, voluntary 
organisations and commercial enterprise is essential to the succesS of health 
promotion. The Department of Health will continue to encourage, co-operate 
and participate in this process. 

The epidemiological data in Chapter Two points clearly to the need for a 
regional focus in health promotion. Strdtegies targeted at specific groups at 
local level afford opportunity for greater effectiveness. With this in mind the 
following approach will be taken; 

Coordination of health promotion activities 

• Health boards will be encouraged to establish the intersectoral 
consultative commillees proposed in the Health Promotion Strategy. 
Such committees wiII enhance the existing cCHlperation at local level 
and between the Department and the health boards. Some boards have 
already established local health promotion commiLtees, and most health 
boards have now appointed dedicated Health Promotion Officers, using 
seed funding from the Department's Health Promotion Unit. The 
appoinunent of dedicated staff will give impetus to local developments, 
and these will be supported as far as possible by the Health Promotion 
Unit. 

Data collection, monitoring and evaluation 

• A national database for prevalence of the main risk factors is urgently 
required. To date, smoking pallems are the only annual figures· 
gathered. Greater information on why and how people decide to 
change or not to change lifestyle habits would enable the Health 
Promotion Unit of the Departmelll of Health and other agencies to 
design more appropriate and effective health promotion programmes. 
Discussions on establishing a data base are now taking place with a 
number of interested panies, including the Directors of Public Health 
and the Department of Health Promotion in UCG. It will be important 
to ensure that the data collected are comprehensive and comparable to 
similar surveys in other parts of Europe. 

• The monitoring and evaluation of health promotion 
initiatives/programmes is a necessary and integral step for all future 
developments to ensure quality control, programme effectiveness, 
health benefit and cost effectiveness. Evaluation is now an illlegral part 
of the campaigns and programmes initiated by the Health Promotion 
Unit. 
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Smoking 

• Since smoking is a major factor in lung cancer, a reduction in smoking 
through cffective policics offer substantial benefits to the Irish 
population. There is strong evidence from the WHO regarding thc link 
between tobacco advertising and the rate of smoking in the community. 
Ireland already has among the most stringent controls over tobacco 
advertising in the EU, including a complete ban on radio and tele\;sion 
advertising, significant controls over advertising in the print media and 
a cap on advertising budgets. As Ireland is a small, open economy, a 
complete ban on tobacco advertising would not be effective unless it 
was in the context of a similar ban in Olher countries whose publications 
circulate widely here. Such a ban within the EU has been under 
consideration for several years. Ireland will continue to press for an 
EU-wide approach to banning advertising of tohacco products. 

• There is mounting e\'idence about the negative effccts of passive 
smoking. Countering the problem of passive smoking requires thc 
enforcement of em;ronmental comrols, with continuous monitoring 
and regular review to ensure that protection is givcn to thc majority of 
the population, i.e. those who do not smoke. With this in mind, the 
Governmcnt introduced new regulations, effective from 1 January 1996, 
which further prohibit or restrict smoking in various public areas and 
facilities: 

• With the exception of designated areas for staff or patients, 
smoking is now completely prohibited in a wide range of 
locations such as buildings owned or occupied by the State or 
State bodies, schools, food preparation areas in hotels and 
restaurants, supermarkets, places of emertainment such as 
cinemas. and theatres, indoor sports cenlres, hospitals and other 
health facilities, doctors' and dentists' waiting rooms, public 
areas in banks and building societies, hairdressing salons, public 
transport and taxis. 

• There are. restrictions on smoking in other areas. A no-smoking 
area of at least a specified size must now be provided in certain 
places. In the case-of psychiatric hospitals the area is at the 
discretion of managemem, while in trains, aircraft and 
passenger ferries, and the arrivals and departures areas in 
airports and harbours two-thirds of the seating must be 
deSignated as non-smoking areas. 

• In restaurants, canteens, cafes and snack bars the no-smoking 
area was until rccently at the discretion of the managclllcnl. 
However, since 1 May, 1996 the area has to be either at least 
one·half of the seating area or at least one-quaner of the scating 
arca where the health board is satisfied that the ventilation or 



Conclusion 

other system is adequate to prevent circulation of tobacco 
smoke into the no-smoking area. 

• Health professionals, panicularly general practitioners anc\ nurses who 
arc well placed to suppon patients through lifestyle change, have a 
m'\ior role to play in communicaling anI i-smoking messages. A valuable 
initiative would be the provision of appropriate training in patient 
counselling techniques as pan of their continuing education and 
training. The Irish College of General Practitioners deals with smoking 
cessation in their Continuing Medical Education groups in the context 
of health education generally. The College is currently developing 
proposals for a training module on smoking cessalion as part of 
providing wider skills training to general practitioners. 

Alcohol 

• A National Alcohol Policy was recently launched by the Minister. The 
objective of the policy is to reduce Ihe general level of alcohol 
consumption in the population in order to reduce the prevalence of 
alcohol-related problems. The policy will have a valuable contribution 
to increasing infonnation and awareness of the link between regular 
alcohol consumption and certain cancers. 

Nutrition 

• Support for the ongoing implementation" of the Nutrition Health 

Promotion - Framework Jor Action programme will be continued. 

Skin Cancer 

• Skin cancer will be the target of a strong preventive fOCllS, given the 
high morbidity rales in Ireland and the low adherencc.lo sun protection 
behaviours among the Irish population. The European initiativc this 
year is on skin cancer. The Health Promotion Unit of the Department 
of Health has been working closely with the Irish Cancer Sociel y on 
programmes aimed at preventing skin cancer. 

Health promotion will fonn pan of an integral cd approach to the National 
Cancer Strategy. The fact that so much of Ireland's premature mortality is 
prevel1lable must be at the forefront of health promotion policy. So too must 
the fact thaI cancer is the single biggest cause of dealh in those aged under 65 
years (and the second largest cause of death in the whole populalion as a whole). 

The heahh promotion programmes currently in place have been effective in 
encouraging healthier lifestyles and in raising ,1Ivareness of health risk factors. 
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The National Cancer Strategy will build upon the present approach to health 
promotion by: 

• placing further emphasis on multi-sectoral coordination; 

• developing information systems 'for the monitoring and evaluation of 
health promotion programmes; and 

• taking a series of initiatives in such areas as smoking. alcohol and 
nutrition. 



4. Screening and Early Detection 

Introduction 

Prevention of cancer is among the primary goals in any strategy on the disease. 
While screening and early detection should not be seen as part of prevention, 
they are key elements of any strategy to reduce the prevalence of cancer in 
Ireland. It is vital that Ihe resources available be channelled towards screening 
and detection programmes of proven value; otherwise there is a danger that 
time and effon will be wasted on initiatives that have little or no impact on the 
prevalence of the disease. It is sometimes difficult to make choices about 
priorities for screening, and 10 identify the groups that will most benefit from 
them, but these decisions are crilical to the development of an effective cancer 
screening policy. 

This chapler discusses the most appropriate approach to take in relation to 
screening for different types of cancer. Current screening programmes are 
concentrated on identifying cancers of the breast and cervix since these have 
been shown to be effeclive, but screening for other types of cancer is also 
considered below. 

Basic Principles 

Screening and early detection have been shown to help reduce mortality and 
morbidity from some cancers. It is only in til esc cancers that screening 
programmes should be considered. Screening can be undertaken either on an 
opponunistic basis or through organised programmes. Opportunistic screening 
may be of some value to the individual, but may be less efficient in identitying 
cancers in a given population than an organised programme directed at a target 
group. 

For an organised screening programme to allain its potential it must adhere to 

certain clileria regarding specification of objectives and protocols for follow·up 
of participants. Under the National Cancer Strategy, the following criteria will 
underpin cancer screening programmes funded by the public system: 

• Aims and objeclives of screening programmes must be clearly stated 
and include targets for compliance and reduction of mortality. 

• Steps to ensure a high compliance must be specified so as to maximise 
the potential for reducing mortality. 
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• Protocols for screcning, follow·up and referral must be devised and 
adhered to for quality assurancc. 

• Results must be fully documeIllcd in a way that assists evaluation of Ihe 
effectiveness of the screening programme. 

• Design and evaluation of screening programmes must take accouIll of 
clieIll satisfaction \\~th the programme itself, the communications 
process surrounding it and the psychological impact of false positivc 
results.' 

Ideally, a screening programme should be supported by an appropriate dala 
base. This would include a population register enumerating each individual in 
the target population and a computerised information system containing a call 
and recall facility to issue personalised screening invitations. TIlere is no 
population register of this type in Ireland at preseIll and a number of questions 
would have to be addressed in its development. These include data protection 
issues and the length of time and resources required to develop such a large 

data base. 

However, another key requirement of any screening programme - a 
population.based surveillance system - has already been developed for cancer. 
The National Cancer Registry has been colleCling data on a national basis since 
1994 and its first national repon is expected in the near future. This \\~ll be an 
essenLial data base for evalualing the ouLconles of cancer screemng 

programmes. 

TIle main issues and plans relating 10 screening for different types of cancer 

are examined below. 

Screening for Breast Cancer 
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TIle incidence of breast cancer in Irel'md is among the highest in Europe with 
over 1,200 new cases diagnosed each year. Hereditary factors, alcohol, increasing 
age and late first pregnancy, nulliparity,' late menopause, previous benign or 
malignant breast disease, as well as living in Westem developed countries are 
mentioned as some of the influences which can increa,e the risk of breast cancer. 
As the causes of breast cancer remain to be establishcd, it is not known how it 
can be prevented. Emphasis is thcrefore placed on detection at the carliest 
possible stage, through physical examination, mammography (as part of a 
screcning programmc involving appropriate clinicians) ,u1(1 early treatment. 

There are approximatcly 660 deaths annually from breast cancer. The 
Department of Health's Discussion Document Deuelaping a Policy for Women's 

I A/aile pruilivt' resuh is one which incorrectly detects Ihe presence ora disease or condition. 

2 Refers to [he number of women who h::Jxe had no pre"ious live or still binhs. 



Health reports that aboUl 20 to 30 per cent of deaths from breast cancer in 
women over the age of 50 could be prevented if a quality mass screening 
programme was established for women between 50 and 64 years, bUl that there 
was no evidence to support mammography screening for women aged under 
50. 

In Ireland, a pilot programme of screening for breast cancer was established in 
1989 by the Mater Foundation. Known as the Eccles Breast Screening 
Programme, its objectives were 

• to evaluate the impact of mammographic screening on morbidity and 
mortality from breast canccr in Irish women; and 

• to address the feasibility and potential' value of a national breast 
screening programme. 

The Eccles programme had a breast cancer detection rate of 7.9 per 1,000 
screened in the first round. This indicates that the prevalence of breast cancer 
in the' target population was among the highest in the EU. The Eccles 
programme successfully demonstrated that a mammography screening 
programme is feasible in an !t;sh seLLing. 

The Report on the programme was submitted to the Minist~r for Health last 
year and work to extend breast cancer screening on a phased basis to women 
in the 50-64 age group has commenced. The Minister allocated £600,000 for 
this purpose in 1995. A total of £1.1 million was available for the programme 
in 1996, including money carried forward from 1995. As noted in the 
Discussion Document Developing a Policy for Women's Health the expert advice 
available to the Minister stre"sses the importance of building up expertise in 
this area gradually, so that the programme will be of the highest quality and 
of proven value. 

With this in mind, the Department of Health has set up a project team to advise 
it on implcmentation of breast screening for women in the 50·64 age group. 
The project team will: . 

• consult with a number of agencies on the question of establishing a 
national population register. This is being done in co-operation with 
the Data Protection Commissioner; 

• set out the terms of reference and suggested membership of the 
national steering commiLLee for the programme; 

• 

• 
• 

review staffing and capital requirements; 

investigate the best location for the program,~e; 

advise on the struClures necessary Lo ensure quality assurance; and 

• advise on the health promotion/awareness campaign that must 
accompany such a programme. 
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Cervical Screening 
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Cervical Cancer accounted for 61 deaths. or almost one per cent of all cancer 
deaths in 1994. Although it is commoner in older women. about 60 per cent of 
deaths from ccrvical cancer in 1994 occurred in women 'under the age of 65 
years. 

The exact cause of cervical cancer is unknown. However. the Human Papilloma 
Virus types 16 and 18 as well as cigaretle smoking are considered lO be among 
the risk faclOrs. Cervical cancer is more common among sexually aClive women. 
Cervical screening i'nvolves screening for the pre·malignant condition Cervical 
Intraepithclial Neoplasia (CIN) which may be asymplOmatic and usually 
precedes cervical cancer. Treatment of eIN is almost 100 per cent successful 
in preventing cervical cancer whereas treatment of cancer of the cervix has 
an overall 5 year survival rate of less than 60 per cent. 

Developing a Policy JOT Women's Health states that while cervical screening is 
simple. quick and relatively inexpensive. nOl all women respond to requests lo 

atlend for screening. It has been found that women from the lower socio
economic groups may fail to do so. II is mainly among the latter groups that 
deaths from cervical cancer occur. 

Experts in the Europe Against Cancer programme recommend that women 
between the age of 25-60 should have a cervical smear regularly and that they 
should participate in organised screening programmes where available. This is 
the target population in any programme of cervical screening that may be 
developed in Ireland. 

At present. cervical screening in Ireland is primarily opportumsllc. Some 
women may be screened more often than necessat),. while others are never 
screened. There is general agreement that opportunistic screening, while being 
of benefit to the individual, is not effective in reducing overall mortality in 
the population. This can only be achieved by a population screening 
programme which requires a population register. 

The Department of Health has been working with health professionals to 
develop a comprehensive policy on cervical screening. An expert commillee 
under the chairmanship of the Chief Medical Officer reviewed all a'pects of the 
service and submilled its report to the Minister for Health. Among its main 
recoffilnendations were: 

• A national cervical screening programme based on an age/sex register 
should be established and screening offered to women in the 25-60 age 
group. Its objective should be to reduce the prevalence of, and mortality 
from. cervical cancer in the target population. 

• Cervical smears should be available free of charge under the General 
Medical Service. 



• The minimum interval between screenings should be five years. but with 
two screenings willlin twelve months for women entering the 
programme if they have never had a previous smear. 

• A system of call/recall should be established to ensure uptake in the 
target population and to aid evaluation of the programme. 

• An expert adviso!]' committee should be set up to oversee the 
establishment. implementation and monitoring of the cervical screening 
programme. 

• The Director of Public Health in each health board area should have 
overall responsibility for the cervical cancer screening programme and 
for its evaluation. 

The repon makes a number of oll,er recommendations in relation to 
laboratories, personnel, training ,md arrangements for efficient provision of 
services and speedy results of tests. 

As indicated in the Health Strategy Shaping a Healthier Future and the Discussion 
Document Developing a Policy for Womell's Health llle Minister will reorganise 
screening selVices for celVicai cancer taking account of llle expert group's 
recommendations. Among the concems will be to improve access by women 
to cervical smear tests imd to inform women in the 25-60 age group of the 
benefits of screening ,md of the appropriate intervals at which these should 
take place. 

As part of improvements in cervical screening the Minister will take the 
following steps: 

• In order to contribute to the debate among experts in the area, the 
Repon of the Working Pany on Cef\~cal Screening (1995) will be 
published in the near fUlure. 

• Arrangements will now be made to prepare the ground for a national 
programme of cervical screening. The target date for commencement 
of a national programme \\ill be not later than 1999, or earlier if 
resources permiL. 

• Pending establishment of an organised cervical screening programme •. 
laboratories which fulfil the criteria for participation in such a 
programme will be assisted in every way possible to deal willl backlogs. 
(It is important that laboratories do not develop waiting lists longer 
than one month. Given that the abolition of charges in public 
laboratories has increased uptake, a system of monitoring and control 
is all the more imponant). 

Page 27 



Screening for Other Cancers 

Page 28 

Bowel and Prostatic Cancers 

Screening techniques for bowel and prostatic cancers are not yet suniciently 
developed for population screening, although recent reports suggest that 
techniques for the former may now be more advanced. There will have to be 
continued emphasis on research, particularly through the use of pilot projects. 
The prognosis of patients with bowel cancer is poor when the tumour has 
spread beyond the wall of the bowel. There has therefore been considerable 
interest in early detection through screening, and strong emphasis on patients 
with symptoms attending their doctor at an early stage. 

It is not yet clear that screening for occult blood in stools or digital rectal 
examination/sigmoidoscopy for colorectal cancer would lead to a reduced risk 
of death amongst those participating in such screening programmes. Similarly, 
digital rectal examination, screening for prostrate specific antigen (PSA) or 
transrectal ultrasound are not yet recommended as techniques for population 
screening for prostatic cancer. 

A random study of prostate cancer screening involving 200,000 people in five 
member states of the EU was started in 1993 following the positive results of a 
feasibility study co-funded by the European Commission between 1989 and 
199\. The results of the'study, which is being co-ordinated by the Universities 
of Rotterdam, are expected in 1998. The co-ordination of this trial is financed 
by the Europe Against Cancer Programme. 

Skin Cancer 

Cancer of the skin accounted for 102 deaths in Ireland in 1993. Non-Melanoma 
Skin Cancer (NMSC) is the most commonly occurring malignancy in a white· 
skinned population. Risk f."lctors for skin cancer include sun exposure and 
having a fair skin type (which burns easily). 

Skin cancer develops slowly and usually manifests itself in those aged 60 or over 
in Ireland. The disease is curable in the early stages. Another form of skin 
cancer, Malignant Melanoma, is rare but increasing in incidence. It is linked to 
sunburn, especially that acquired during childhood. 

Prevemion and reduction of skin cancer can be achieved by a vigilant approach 
to sun exposure and artificial forms of UV radiation. Utilising sun protective 
clothing and creams as well as early detection can reduce deaths from skin 
cancer. Early detection of melanoma can be facilitated by consulting a physician 
if a mole changes shape, size or colour. 



Population screening for skin cancer has not been shown to be effective and 
is therefore not recommended by experts. However, early detection 
programmes for malignant melanoma arc to be encouraged as there is good 
evidence imernationally that prognosis is related to thickness of the lesion. 

Europe Against Cancer has designated 1996 towards the prevention and early 
detection of skin cancer. A melanoma control programme requires a co
ordinaled and sustained strategy involving a wide variety of agencies at nalional 
and local level. As there is a long latcnt period between exposure and 
development of skin cancer, the impact of prevention slrategies would be not 
become apparent for some years. 

Occupational Health and Cancer Prevention 

. Conclusion 

The Health and Safety Authority has responsibility for initiatives in 
occupational health. Almost four per cent of all cancers are attributed to 
occupational environment. Chemicaljinduslrial processing can be associaled 
with cancer of the lung, bladder, nasal cavities, leukaemia, skin and kidney. It 
is important that health and safety regulations should be strictly followed, to 
prevent exposure to known canccr-causing substances. In line with the National 
Cancer Strategy, the Health and Safety Authority will continue to give a high 
priority to cancer prevention and early detection . 

Under the National Cancer Strategy, screening and early detection will continue 
to form a vital elemem of the programmes 10 combar cancer mortality and 
morbidity. The approach set out above is concerned with largeting screening 
campaigns at areas of proven value. Screening programmes will be directed 
towards carefully idemified target groups and towards the types of cancer in 
which early detection is possible. 

Specific initiatives have been put in place, or will shortly be established, in the 
areas of screening for breasl cancer and cervical cancer. In addilion the scope 
and advisabilily of further screening initiatives will be kept under review, based 
on evidence from Ireland and abroad. In each case, screening services funded 
publicly will accord with the criteria set out earlier in this chapter. 
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Appendix 4.1 European Code Against Cancer 
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Chapters three and four have dealt with health promotion, screening and early 
detection issues. Many of the main messages of these chapters are encapsulated 
in the Revised European Code Against Cancer which was adopted in 1995. 

Certain cancers may be avoided and general health improved if you adopt a healthier 
lifestyle. 

1. Do nOl smoke. Smokers, SlOp as quickl)' as possible and do nOl smoke in the presence of 
others. If you do nO[ smoke, do riol tfy it. 

2. If you drink alcohol, whether beer, wine or spirits, moderate your consumption. 

3. Increase your daily inmke of \'cgcrables and fresh fruil. Eat cereals with a high fibre contem 
frequemly. 

4. Avoid becoming oven ... eighr, increase physical aClivity and limit intake of rallY foods. 

5. Avoid excessh'c exposure [0 me sun and avoid sunburn especiaJJy in children. 

6. Apply suictly r~lations aimed at preventing any exposure (0 known cancer causing 
substances. Follow all health and S~fCLY instructions on substar:tccs which may cause cancer. 

More cancers may be cured if detected early. 

7. See your donor if you notice-a lump, a sore which does nor heal (indurling in the mOllth), 
a mole which changes shape, size or colour, or any abnormal bleeding. 

8. See your doctor if you have persisLcm problems, such as persislem cough, persistent 
hoarseness, a change in bowel or urinary habits or an unexplained weight loss. 

For women. 

9. Have a cervical smear regularly. Participate in oQ,J'fmised screening programmes for cervical 
cancer. 

10. Check your brcas[s regularly. Panicipate in organised maml1lobJ"faphic screening 
progrnmmcs if you are O\'cr 50. 



5. Cancer Treatment Services 

Introduction 

Treatment for cancer is provided at all levels of the health service. Responses 
to cancer span the full range of early detection, treatment and care services 
and cannot be regarded as separate from the rest of the health care system. 
TI,is chapter eXllmines the existing treatment services for cancer in this light. 
The main elements of the services are considered below, and the more detailed 
approach to treatment of indil'idual types of cancer is set out in the appendix 
to the chapter. 

Types of Cancer Treatments 

After the preventive and screening stages, there are three main forms of 
treatment for cancer, used separately or in combination: 

• surgery; 

• radiotherapy; and 

• chemotherapy. 

These may be followed by, or provided in cOl1iunction with, rehabilitation and 
palliative care. Rehabilitation and palliative care are discussed in Chapter Seven. 

Surgery 

Surgery is the primary curative treatment for the m~ority of cancers. It may be 
used as a primary curative treatment in many early cancers and also plays a 
significant role in the treatment and palliative care of certain advanced cancers. 
Cancer surgery is often combined with radiotherapy or chemotherapy either 
before or after operation. 

Surgical treatment of cancer is provided in all acute hospitals and forms a 
considerable part of all surgeons' practice. Details of the role of surgery in 
cancer treatments are contained in Appendix 5.1. 

Radiotherapy 

Radiotherapy involves the lISe of high energy rays to kill cancer cells in the part 
of the body being treated. The rays concerned may be x-rays, or gamma rays 
produced by a radioactive source. Radiotherapy may be delivered either 
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ex/email)' using a machine to produce x-rays or gamma rays, or in/email)" 
involving the placclllcnl of a radioactive source inlo the lUIHour "rca. 

TIle principle underlying radioLherapy is thai cancer cells are more sensiLive 10 

radioLherapy Ihan normal cells and are killed al a greaLer raLe. Any normal cells 
LhaL arc affecLed may ,-ecover and repair Lhemselves. In order LO minimise 
damage Lo normal cells it is impOrLam thaL the therapy is very carefully 
comrolled and direcLed exacLly at the LUmour area requiring Ireatment. 

In Ireland, radioLherapy is provided, aL a specialisl level, in two health board 
areas - the Easlern and the Southern. There is also a number of outreach 
clinics that provide radiotherapy in other parLs of the country. 

Chemotherapy 

Chemotherapy involves treatment of canCer cells using drugs called cytotoxic 
agents. The drugs are used to destroy or comrol cancer cells in established 
lumours. They arc also used when there is a high likelihood of secondary spread 

of the cancer to other sites of the body. 

Cytotoxic drugs destroy cancer cells by inlerfering wilh their ability to grow and 
divide. Nonnal healihy cells may also be a[[ecled, and it is Ihe damage to these 
cells thaL causes side-effects for patiellls. Fortunately, normal cells recover 
quickly and the side effects of treatmem are usually temporary. 

Chemotherapy is usually administered by injection or by varying lengLhs of 
illlravenous infusion. TIlere are Illany differem types of chemolherapy drugs, a 
combinaLion of which is somel imes necessary to produce the desired effecr.. 
Chemotherapy often involves a course of LreaLment, during which lime Lhe 
patienl mUSL be under careful supervision in order to delect. unwarramed side 

crfects of Lreatment. 

More detailed information on each of the Iypes of Lreatmem 'above, and their 

use in the case of differenL forms of cancer, is conlainecj in the appendix. 

Treatment Services 
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Treatment for cancer is provided in I\\'O main settings: prilllmy care and hospital 
care. Hospital treatment is provided on an in-patient, day case and out-paLient 
basis, and may be divided broadly between services commonly provided in most 
acuLe general hospitals and the more specialised Lreatments requiring multi
disciplinary teams that are found in a smaller number of locations. 
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Primary Care 

Primary health care is the starting point of cancer services. It begins with health 
promotion activities, and is followed up by programmes of screening aimed. at 
early detection. It then provides community-based care and support for people 
with cancer, and stretches through to rehabilitation and palliative care. 

General practitioners play a key role in providing primary care services, in 
conjunction with a wide range of community care services. TIlese.include: 

• nursing services, including public health nursing ·and home care 
palliative care nursing; 

• social services; 

• rehabilitation; and 

• palliative care. 

TIle voluntary sector makes a significant contribution to the provISIon of 
primary care cancer services, particularly in relation to health promotion, 
support and self-help groups, counselling services and palliative care. 

Hospital Services , 

Hospital services for cancer treatment are provided through a network of acute 
hospitals, including general, regional and major teaching hospitals. However, 
since the treatment and management of cancer is multi-disciplinary in nature 
and may involve any of the specialties or subspecialties in medicine or surgery, 
there are variations between the different health board areas in the availability 
of specialist services. 

Surgery and chcmotherapy are widely available at the secondary care level, but" 
because of the unsystematic development of specialist cancer therapies there 
are variations around the country in the adequacy of the services provided. For 
example, public specialist medical oncology services are largely confined to the 
Eastern Health Board area, apart from sessions provided by medical 
oncologists, radiation oncologists and haematologisL~ in a number of other 
centres. Specialist oncology services at consultant level are provided for adults 
in St. Vincent's, the Mater Misericordiae and St.james's Hospitals_ 

In addition to the services for cancer described above, a network of diagnostic 
mammography units has been developed at secondary care level. Access to 

them is on thc basis of need as assessed by a general practitioner or specialist. 
Allied to this initiative, specialist breast clinics for their catchment area have 
been provided in a number of hospitals. Similar clinics in thc UK have provcd 
effective in providing the full mnge of services ("or women with breast cancer, 
including modern diagnostic services, high quality surgical treatment, medical 
oncology and radiotherapy, specialist nursing services and paramedical support. 
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Cenain more specialised treatments for cancer are prm'ided in a limited 
number of hospitals. These include radiotherapy, bone marrow therapy and 
specialist paediatric oncology. Specialist paediatric oncology services are 
provided at Our Lad)"s Hospital Crumlin, but paediatric patients are also 
referred to Musgrave Park Hospital, Belfast for LOtal body irradiation in 
preparation for bone marrow transplant. Ultimately it is intended to provide 
this service in St: Luke's Hospital as part of the comprehensive uPh>Tading of 
facilities there. 

Our Lady's Hospital, Crumlin is the major referral centre for paediatric 
oncology in Ireland and is responsible for the care of a large proportion of all 
children with cancer in this country. It provides chemotherapy, bone marrow 
transplants and other treatments, catering for up to 200 children at anyone 
time. 

lllCre are two public centres for radiotherapy in Ireland - St Luke's Hospital, 
Dublin and Cork University Hospital. There are also two recently constructed 

. small private radiotherapy units in Dublin at the Mater Private Hospital and St 
Vincent's Private Hospital. 

Radiotllerapy is a very specialised area with high-cost, advanced-technology 
equipment. In addition to the high technology treaU11ent, planning and 
dosimetry equipment, substantial support services are provided. These include 
the pro\~sion of medical physicists, treatment planning! dosimetrists, 
therapeutic radiographers and nursing staff with training in oncology, technical 
and engineering suppon staff. For these reasons, a high throughput of patients 
is required so that specialist staff can develop and maintain the level of skill 
necessary for a quality service . 

. These considerations mean that, to date, radiotherapy services have been 
concentrated in a small number of locations serving a population large enough 
to ensure sufficient throughput, to maintain quality and to justify the costs 
involved. This may lead to difficulties for patients who have to travel relatively 
long distances for radiotherapy, but the nature and cost of the service does 
not make provision possible beyond a selected number of centres. The policy, 
therefore, has been to develop radiotherapy services in selected sites. 

The largest single investment in cancer services in recent years is currently in 
progress at St. Lukc's Hospital. The facilities thcre will be brought up to the 
highest standards and will serve to enhance greatly the level of treatment and 
comfort for patients allending the hospital. Development of the site involves a 
complete upgrading of accommodation and equipment at a cost in excess of 
£15 million. This includes the provision of three new linear accelerators and a 
new simulator for planning of treatment. The upgrading project is scheduled 
for completion in early 1997. 



The recent establishment of formal managment links between St. Luke's 
Hospital and St. Vincent's Hospital, Dublin are aimed at maximising the 
benefits of close cooperation between a specialist site and an acute general 
hospital. 

Specialist Cancer Nursing Se11Jices 

Specialist cancer nurses are important members of multi-disciplinary teams for 
the more specialised forms of treatment. These specialist nurses usually 
function in a consultative capacity with patients and their relatives, other nurses 
and members of the multi-disciplinary team. As a result of their specialist 
knowledge and expertise, they have an important role in preventing and 
managing the side-effects of cancer and its treatment, and in the provision of 
psychological support. 

Some of the specialist nurses provide services such as the administration of 
cywwxic drugs. At present, there arc specialist cancer nurses working in the 
area of medical oncology, radiation oncology, surgical oncology, breast care, 
stoma care, palliative care (both community and hospital-based), bone cancers 
and head and neck cancers. 1l1ere are also specialist oncology liaison nurses 
working in a number of tertiary centres. 

Trends in Utilisation of Hospital Based Cancer Services 

Two important trends emerge in the utilisation of hospital services for cancer 
patients. The first is the apparent variations in usage of hospital treatment 
services between different parts of the country. The second is the growing use 
of day care seI"\~ces since the early 1990s. 

Admission Rates for Cancer Treatment 

Chapter Two pointed to apparent differences in the incidences of certain types 
of cancer between health board areas, and concluded that further examination 
would be necessary before their significance, if any, could be determined. 
Similar issues arise in the case of hospital admission rates for cancer. Analysis 
of data from the Hospital In-Patient Enquiry (HIPE) for the years 1992 W 1994 

suggests that admission rates to public hospitals seem to vary quite noticeably 
between health board areas, even after standardisation for differences in age 
proftle. Neither is there always a clear link between the incidence and mortality 
of different types of cancer in a particular health board area and the rate of 
hospitalisation of its residents for those cancers. 

This issue will be examined further to establish whether the apparent 
differences in approach to hospitalisation are significant. Further details on 
the incidence of cancer will shortly be available from the National Cancer 
Registry, and this will be an important source of comparison with HIPE when 
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reviewing admission rates for cancer treatment. Among the Issues to be 
considered in relation to each region will include: 

• accuracy of the data; 

• demographic trends; 

• level of social support available; 

• availability of consultant and other staffing; 

• practices relating to referral of patients for the more specialised services 
(such as radiotherapy and specialist oncology); and 

• organisation and management of services. 

An important consideration is that the data available at present refer only to 
publicly funded hospitals, since HIPE is not recorded by the private hospital 
sector. This underlines the need to encourage private hospitals to participate 
in HIPE, so as to ensure a complete epidemiological picture. 

Use of Day Care 

Data from HIPE indicates that in 1995 there were over 49,OOO.hospital episodes 
due to cancer, of which 19,000 were day cases. The day care figure has grown 
significamly in recem years. However, data for 1992 should be interpreted with 
caution because of relatively low coverage of day cases on HIPE at that stage. 
The number of in·patient episodes for cancer also grew in the early 1990s and 
peaked in 1994. The main trend is towards day case treatmem instead of in· 
patient' sef\~ces, particularly in the case of chemotherapy. 

Table 1 shows the trend towards use of day care in public hospitals in the 
treatment of people with cancer for the period 1992 to 1995. 

TABLE I 

Utilisation of Public Hospital Cancer Services, 1992-1995 

Year In·PaLiem Day Case Total 

1992 23,523 (80.2%) 5,819 (19.8%) 29,342 

1993 28,862 (76.5%) 8,855 (23.5%) 37,717 

1994 30,314 (66.0%) 15,611 (34.0%) 45,925 

1995 29,887 (60.7%) 19,312 (39.3%) 49,199 

Source: Hospital In Patient Enquiry 

Conclusion 
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This chapter has described the main treatment services in Ireland for people 
with cancer. It illustrates that there is already an extensive range of treatment 
services for cancer. Suhstantial investmem is in progress to bring about planned 



improvements in them. However, some significant challenges remain. These 
include: 

• how best to provide a co-ordinated, patient-focused service; 

• how to ensure a consistently high-quality service, based on best practice, 
through our. the country; and 

• how to harness the resources available 10 produce as effective and 
efficiem a service as possible that is capable of adapting quickly to 

changing needs. 

These and a range of· other issues are addressed in the next chapter, 
concemrates on the improvements that will be made to the struclure of the 
existing services and the philosophy that will underpin them. 
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Introduction 

This appendix describes Ihe application and effectiveness of the Lreamlcnt modalities in cancer. 
Over the past len to twenty years there have been significant advances in the diagnosis and 
treatment of cancer. New approaches under e\"3l~atio~ include chemoprcvcnlion, the use of 
biomarkers and the identification of predisposing genes for man}' of the common cancers. For 

many people however, prevention is Dot,a possibility and the goal is to identify the canccr at 
the earliest possible stage and to apply curative therapy. 

The possible objectives of treatment are: 

(i) 10 eliminale all Ihe cancer and rid Ihe palient of Ihe disease; or 

(ii) 10 retard Ihe progression of the disease and prolong sun'ival; or 

(iii) (0 eliminate or relieve the symptoms of the disease and by doing so [a enhance the 
quality of life of those people "1th cancer. 

Palliative care is an import....1.nt dimension of cancer care, paniculary in eliminating or relieving 

the symptoms of those at an advanced progressive stage of illness. 

In the medical litcraLUre, treatment rjJects may be measured objectively by a ''3.riety of means. 
Prolonged survival-may be registered as an increase in the percentage of patients surviving at a 

given lime following the onset of treatment. These common measures include. the percentage of 
people alive at one, three, five, ten and fifteen yea~ after diagnosis. 

Other means of registering treaunem effects include measurement of the tumonr size, its 
characteristics and an assessment of spread to other arcas of the body. Objective critcl;a have 

been defined by the '''lHO which measure the response {Q treatment using specific clinical 

crileria. 

There are Illany factors ..... hich·influence prognosis. These include in particular, the stage at which 

the cancer was detected and whether or not the cancer had spread to other organs. This makes 
comparisons of differing treatment modalities ,'ery difficult. In recent years the use of 

chemotherapy has become more pre\'3Jent and there is an increasing prnctice of combining all 
modalities of cancer treatmem leading to qualitatiye, as well as quantitative, improvements. 

Before treatment commences, it is important that there is an assessment of the patient which 

invoh'es a thorough medical examinalion and relevant diagnostic laboratolT and radiological 

lechniques. This will provide an assessment of the tumour, i£s local extension into surrounding 

tissues and any distant spread. 

Prognosis in Cancer 

Table 5.A summarises the resuhs of a European Cancer study, sho\\ring five-year sun.'i''al.rales 
for aduh cancers diagnosed between 1978 and 1985. The information is gl,"en by main types of 
canccr and is broken down between males and females. It is imponant to nOlc.that the data in 
Table 5.A refer ·to cancers at all stages - both early and ad,·anced. The prognosis for those 
diagnosed at an early stage is considerably beller. ~d\'ances with~n the past ten years h.we led to 

imprm'ed outcome, especially for patients with leukaemia. 



TABLE S.A 

Five-Year Relative SUn'i\'al for Adult Cancers Diagnosed in Europe, 1978-1985 

Males % 5.year Survival Females % 5-ycar Survival 

Testis 85 Corpus men 72 

Penis 68 Breast 67 
Hodgkin's Disease 66 Hodgkin's Disease 67 

Larynx 57 Lar)'lLx 62 

CLL 46 Ccn;ix 59 

Kidne), 45 Oral ca\'iLy 53 

Colon 43 Vulvaj\41gina 52 

Bone 43 CLL 51 

Oral cavil)' 43 Kidney 45 

Nasophal]'lLX 38 Bone 45 

Rectum 36 TonbTUc 43 

Tongue 36 Oropharynx 42 

Orophar)'nx 29 Colon 41 

CMU 19 RectulU 40 

Hypophal)'Jl.x 19 Nasopharynx 37 

ALL* 17 Ovary 32 

SlOmach 17 CML* 21 

Brain 14 H),pophal)'nx 20 

Lung 8 ALL* 20 

A~IL' - i Stomach 19 

Oesophagus 5 Brain 15 

Pancreas 3 Lung 10 

AML* 7 

Pancreas 5 

Oesophagus 5 

NOles: ALL: Acme L)"Illphoid Leukaemia; A~IL: Acme tI.-l),eloid'Leukaemia; CML: Chronic 

Myeloid Leukaemia; ell: Chronic Lymphoid Lcubcmia. 

As noted in the text, the data above are for cancer at all stages, whether early or advanced. The 

(ive·rear survival rate for Lhose diagnosed at an early stage is far ueller. 

*Since 1985 there have been major imprm·emcms resulting from chemotherapy and bone 

marrow transplantation in ALL, A~'IL and CML. 

SouTce: Coebergh, JWW Chapter 18, Sllroival of Callcer Patients in Ew·ope: The Euroca1l~ Study (IARC 

Scientific Publications No. 132, Lyon, 1995) 

Methods of Treatment 

There are three main methods for treating cancer - surgery, radiOlherapy and chcmOlhcrapy. 

Table 5.B'summarises the role of these treatments in the main lypes of cancer. h uses Ihe resuhs 

of the European Cancer Study referred (0 eOtrlier, but includes a number of modifications La 

reOect improvements since 1985. 
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TABLES.B 

Role of Common Treatments for Survival among Cancer Patients 

Tumour Surgery Radiotherapy Chclnolherap), 

TonbTtlc +++ +++ 
Mourn +++ +++ 
Pharynx +++ +++ 
Oesophagus + ++ + 
Stomach ++ + 
Colon +++ ++ 
Rectum +++ ++ +++ 
Pancreas + ++ + 
Nasopharynx +++ + 
Larynx ++ +++ 
Lung (NSC) ++ ++ +/-
Lung (SC) + ++ +++ 
Bone +++ ++ ++ 
Breast +++ ++ ++ 
CervLx uLeri ++ +++ 
Corpus Ulen +++ ++ 
O\'ary --- ++ -t±tc 

Vuh'a +++ + 
Tcsris ++ ++ +++ 
Penis +++ + 
Kidney ++ 
Brain ++ ++ 
Hodgkin's Disease - ++ +++ 
Non-Hodgkin's 

Lymphoma ++ +++ 
Leukaemia - + +++ 

Key 
-: No relevance; +: relevant in <25% of patients; ++: rciC\'aOl in 25-50% of patients; +++: relevant 
in >50% of patients. NSC: Non small cell. SC: Small cell. 

Sourre: Modified and updated from Corbergh, jlVlV Chapler 18, SlIroival oj Cancer Patients in Europl': 

The Ellromre Slud.y (IARe Scientific Puh/icatiom No. 132, LyOII, 1995) 

Surgery 

Surgcl}' is lhe most common form of treatlllcnt foi" lhe great majority of patients with cancer. 
Some lypes of cancer require high-lcchnolobry facililics with a learn of surgcons from differem 
specialties and, as norcd earlier, surgcry is often combined with radiolhernpy or chemotherapy. 

In common with OIher lypes of Ire'\lIlICill. surgery for cancer has undergone significant changc 
in recent YC(lfS. :\1odcrn surgical tcchniqucs havc reduced opcrnlivc mortality and POSl-opcl<ui\'e 
morbidity. Advances in assessment of palicms for surgery Itnd refinements in techniques havc 
contributed lO improvemcnts in palicm olltcome. 

The roles of surgcry in the Ireall1lCIll of cancer can be classified as diagnostic. staging an~ 
therapeutic. 

Diagnostic; most patients slispected of having canccr are rcfclTed to a surgcon for 
confirmation of !hc diagnosis. Diagnosis takes the fonn of biops)' or rCIllO\-a1 of tissue for 



Jaborarory analysis. This allows the type of disease (0 be identified anel is cliLical in the 
planning of trcatmem. 

Staging: assessment of the extelll of disease and confirmation on exclusion of local or distant 
spread is a most importam exercise in the care of patients. It facilitates the planning of 
merap)' and is the most definitive indicator of the appropriateness of the ,'ariolls modalities 
in auelllpting to clire the patient. 

Therapeutic: surgical trealment offers the besl prospect of cure for many cancers. In addition, 
surgical treatment often plays a large part in the trcatmelll of advanced disC"dse by relieving 
complications or preventing distressing symptoUls. 

TIle surgeon also has an important role in helping LO guide and co-ordinatc the coursc of ther.tpy 
through the patient'S illness, LOgelher with the paticlll's general practitioner and other health 
professionals. 

Ra<fio,herapy 

Radiotherapy can be used in lip 10 half of all patients ,,'110 develop cancer eveT)' year. It has a 
potentially curative role in two-thirds of these patients and a palliative role in the remainder:. 

Radiotherapy is also llsed in combination with surgery for many cancers. The role of r.tdiornerapy 
is under cominuQlIs evaluation and audit and clinical trials are particularly importam in deciding 

on the appropriate balance of treatlllcnts for many cancers. 

The role of radiotherapy is dctennincd by the radio-sensitivity of the tumour and partly by the 
probability that the tUlllour is well localised. I-lead ami neck tumours and cervical cancer often 
fulm these_ conditions and radiotherapy has a "m<tior role in their I re'Hmenl. Early lymphomas, 
prostate canCel" and lung cancer also respond wcll to radiotherapy. Radiotherapy has a 

complementary I:olc to surgel)' in the treatment of breast cancer, rectal cancer and soft tissue 
sarcomas. It also has an important role in pain and S),llIplOlll relief, panicularl}' bOlly pain or 
when the patient bleeds from their Illngs as a result of the disease. 

R..ldiotherapy can be combined sllc(,cssfully with chemotherapy for some tumours, but for most 
tumours the clinical effects of comhined therapies have been disappoillling. The risk of toxicity to 
thc patient has been shown (Q be increased especially when drugs and radiation arc administered 

simultaneously. However, increasingly' they are used together in panicular clinical situations 10 
achieve tumour erndic.nion without rcson to potentially IllUlilating surgery. This approach has 
been very successfully applied to selected cases of cancer of the 1arrn. ... and mallY patients can 
now a,'oid lal)·ngcclOlhy. ~1uch of current research revolves around improYing the sensitivity of 

tumours to radiotherapy. Prediction of indiyidual tumour radiosensitivity is imponant in 
determining the appropriate radial ion dose and the effecti"e choice of lreatlllenl. Research has 

been directed ill increasing the scnsith'it)' of the tumour to radio~llCrapy through a "aricl), of 
mechanisms and the resulLs of dinicaltrials are awaired. 

Orher re.:;enr advances in radiotherapy include the use of computed tomobrraphic scanning and 
magnetic resonance imaging. Ncw im ... ging has had a profound effect all radiOlhcrapeutic 
practice and incrc<lsed the effeclivcllcss of therapy. Thcre ha,'e also been advances in rhe 
developmclU of linear accelermor design which allow for more precision in radiation treatmel1l. 
This i::; impon.1Il( because the limiting factor in the dose of radiation is the volullIe of nonnal 
tisslle within Ihe overall targel volume. If the dose of radi;Hion lu the tumour could be increased 
and normal tissue excluded, this may either reduce the lisk of nOfmal tisslle damage or allow 
escalation of the radimion dose and the increased likelihood of a successful outcome of Lhe 

treatment. 
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The development of three-dimensional imaging and of compulCf control over a range of 
treatment machine parameters now allows for mllch more precise targeting of the individual 
lUmours. Research has shown th.ll a dose eSGllation of the order of 10 per (em IIl"Y impro\'c 
local comrol by between ten and twenty per cent. This demonstrates the potential of radiotherapy 
for improving sur'\'ival from cancer O\'cr the coming decades. 

The table below summarises the main roles of radiotherapy. divided between curative and 
palliative functions. 

Clinical Roles fOI" Radiotherapy 

Potentially Curative Role Head and Neck Cancer 
Cervical Cancer 
Hodgkin's Disease and Non-Hodgkin's Lymphoma 
Bladder Cancer (Surgery has the. major curath'c role) 
Prostate Cancer 
Ea rly Lung Cancer 
Seminoma 
Anal and skin cancer 
Some Brain Tumours including Medulloblastoma 
Thyroid Cancer 

Multi-Modality, Potenlially Curative Breast Cancer 
TreatInclll Rectal Cancer 

Cancer of the Head and Neck 

\"hole Body Radiotherapy before marrow transplant 
Soft Tisslle Sarcoma 

Palliative Radiotherapy Pain, especially Bonc MClasl3ses 
Spinal Cord Compression 
Venolls-I.ymphatic Obstnlction 
Bleeding, Lung. Renal 

Chemotherapy 

Chemotherapy im'oh'cs lIsing C)'lolOxic drugs in Ihe IreallUcnl of cancer. These drugs act 
primarily by aITecting tissues where cells divide rapicUy. as in the case of tumours. Thc difficulry 
in treatmenL is Ihal, as in rndiotherapy, normal ceUs and tissue may also be affected. 

While nm all tumours contain rapidly dividing cells, [hose which have a rapid dividing Lime are 
more sensitivc to chemotherapy and r.idiolherapy. CYlOtoxic drugs cannot differcnLiatc ben .... een 
cancerous and norm ... 1 cells, making normal cells which are dh'iding rapi~ly (cg those in bone 
marrow, ga'itrointcslinal tract and scalp) prone 1O toxicity, This results in side-effccts such as risk. 
of infection, bleeding, anaemia, nausea ,md \'omiting, hair loss· and, ulcerated mouth. 

However, major advances have been made in recent years in the prevention and management of 
sideeffects of chemotherapy. Most patients no longer expeIicncc nausea and/or \'ollliting. 

Even small tumours contain man)' millions of cells and, where disease is resistant or bulky, it is 
difficuh to ensure widcspread cure or the cancer by using cytotoxic agents. The purpose of 
Ireaunent may be curative, i.e. aiming to rid the paticnt of cancer, or palliative, aucmpting to 
eliminat~ or relieve the palicm's symptolils of the disease. 



Chemotherapy may be combined with radiolherap)' or surgery, or a combination of all three Illay 
be used. Prior 10 receiving chemotherapy, it is important that the patiem undergoes a full clinical 
assessment so !hat the long lenn prognosis can be ascertaine<1 and pOlen·tial benefits and risks 
are explored. 

Outcomes depend on the lype of cancer, whether me tumour is sensitive [0 cytotoxic agents, 
and the extent of me cancer. Outcome also depends on the patient receiving the optimal dose 
of chemotherapy. 

A significant recent advance has been the advent of adjlwant chemotherapy, particularly for 
breast and colo-rectal cancers. The treatment has shown encournbring results. There is also a 
trend towards high dose'chemotherapy with peripheral blood stem celltransplamation for some 

cancers. 

The table below summarises the main types of tumours for which chemotherapy can be used, 
ranging between those which are highly responsive and those which arc less responsive. 

Treatment of Tumours by Chemotherapy 

Highly Responsive: 
Acute leukaemia 
Lymphomas: Hodgkin's 
Non-Hodgkin's Lymphoma (Intermediate and High grade) 
Multiple Myeloma and Non Hodgkin's Lrmphoma (Low grade) 
Testicular 
Bone Tumour (osteogenic sarcoma and Ewing's Tumour) 
Ovary 

Breast 
Small cell lung 
Colon/recla] 

Less responsive 

Bladder 
Sarcoma 
Non-small ceU lung 
Melanoma 
Prostate 
Upper gastrointestinal 

In recem years, large scaJe screening of compounds with potential anti cancer activity has been 
performed and this has identified several ne ..... chemotherapeUlic agents with biological acth·jIY. 

This approach is likely to produce new drugs that may substanti'llly reduce the toxicity associated 
with treatment. More speci~c ami cancer treatments, directed ror example against nuclear targets 
or membrane and cytoplasmic targets, are likely to be identified with the hope of imprO\'ed 
sun·ival rates. 

The management of cancer patients is likely to change significantly in the next nllmber of years. 
For example, there have been major advances which may lead to the application or molecular 
biology in the fight against cancer. Medica] understanding on the disease process whereby a 
series or derects in the genes that accelerate cancer growth, oncogenes and in those thm slo ..... down 
cellular turnover, tumour suppresser gelles, has increased in recent years. The production or 
vaccines against cancer and other rorms of gene therapy may have a positive impact on the 
treatment of patients with cancer in the rmure. 
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Multi-disciplinal)' Cancer Care 

Optimal lreaul1criL for the patient with cancer involves rapid access to an efficient multi
disciplinary p-robrrammc of care. Essential components of this are di~gnqslic pathology and 
radioiobl)' services and surgical expertise LO provide a diagnostic, staging or curative scn:ice. 
Appropriate introduction of Olher disciplines such as medical oncology. radiotherapy and 
palliath'c care requires a full understanding of cancer and a breadth of vision which must be 
fostered and developed. 

The MinisLcr is cOlluniucd to developing and structuring the sen"ice LOwOlrds facilitating the 
applicalion of different Lreallnenl modalities and multi-disciplinary care as appropriate. This 
patient-focused approach will offer the individual with cancer lhe besl chance of cure and qualilY 

or lire. 



6. Development of Cancer Treatment Services 

Introduction 

The organisation and provision of a patient focused, high quality cancer service 
must include an integrated approach to treatment services. Chapter Five 
described these services as currently pr0\1ded. This chapter reviews the main 
challenges facing cancer treatmclll services, describes the principles thal must 
underpin them and sets out the main clements of a reorganised treatment 
servIce. 

It is clear that this integration of cancer sen1ces must span prevention, early 
detection, treatment, rehabilitation and palliative care. Chapters Three and 
Four have dealt with screening and preventive services, while Chapter Seven 
will address rehabilitation and palliative care. :This chapter deals primarily with 
treatment services, but the linkages with other elements of the sen'ice arc 
critical, and must be to the fore in any. reorganisation of Sel'\1Ces. 

Major Challenges 

As shown in the previous chapLer, there is already an extensive treatment 
sen'ice for people with cancer, and considerable investment is in progress to 
bring about funher improvements: However, some significam challenges 
remain. They include the following key issues: 

• At present, treatment sen'ices are' not always well co-ordinated between 
or within primary and hospital-based levels of care. Cancer lreatmem 
services must be reorganised to ensure that they meet the needs of 
patiems as cfficiemly and effectively as possible. 

• There is a need for greater emphasis on an evidence-based approach to 
the use of new or altemative therapies in cancer treatment. This is vilal 
if patients are to receive the most appropriate treatment and care in 
line with best practice. 

• There is a lack of specialist medical oncology SeI'\1CeS, other than those 
provided in the Eastem Health Board area. Sessions are provided by 
certain professionals such as medical oncologists, radiation oncologisL', 
haematologists and,histopathologists, but some patients living outside 
the EHB area must lravel long distances for specialist medical oncology. 
This gives lise to, inconvenience for patients, longer waiting times and 
a less effective service. It also runs counter to the principle outlined in 
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Shaping a Healthier Future that each health board area should have a 
self-sufficiency in regional specialties_ 

o As noted earlier, there are some variations between health board areas 
in utilisation of publicly funded hospital services for cancer which do 
not seem to be very closely related to incidence or prevalence of 
particular types of cancer. These apparent differences merit. further 
analysis_ 

These are the principal challenges that must be addressed now in order to 

ensure that treatment services for people with cancer are provided in a co
ordinated and effective way_ 

Basic Principles of Treatment Services 

The revised arrangements for delivering cancer treatment services will be 
underpinned by the following principles: 

• The services must be patient-centred and capable of responding 
effectively to the needs of patients and their families_ 

o The services must be of uniformly high quality throughout the country_ . 

o The services should be based on an integrated multi-disciplinary 
approach, determined by patient needs rather than by accidents of 
domicile, location of services or traditional patterns of referraL 

o Most of all, services must be based on current best practice, using the 
therapeutic regimens and organisational arrangements that are likely to 
yield the best results. Services must be flexible so that they can react 
quickly to reflect changing evidence regarding best practice and 
organisational _arrangements. 

Key Requirements 

Page 46 

In line with the basic principles above, the proposed reorganisation of cancer 
treatment services will be designed to meet a number of key requirements. 
These are: 

o A concentrated approach to identifying and implementing best 
practice throughout the country. The spread of best practice is likely to 
offer the single biggest dividend in terms of improved morbidity and 
mortality for those diagnosed with cancer. The emphasis on best 
practice will include: 

o' Development of Tealistic protocols for diagnosis and treatment: These 
should be applicable across disciplines (such as oncology, 
surgery and radiotherapy) so as tei ensure a coordinated 
approach to treatmenL. In this regard the Department has 



recently published guidelines for the safe administration of 
cytotoxic medical preparations for cancer patients. The 
guidelines were drawn up by a multi.professional group 
representative of public health medicine, oncology. surgery, 
radiotherapy, pharmacology, nursing oncology and the 
Department of Health. 

• Agreement between cliniclam as to which t)'Pes of cancers can best be 
treated where: It is critical that all patients be treated in the 
location that offers the best chance of success. This requires 
thaL all hospitals must identify the types of cancer which they 
arc best able to Lreat. Just as importantly, there must be 
agreemcnt about the types of canccr which would be 
inappropriatc to particular hospitals because of size, expcrtise 
or other factors. 

• Agreement regarding the mzn11IlUm and maximum caseloads for 

clinicians: There is growing recognition of the need to ensure 
that the number of patients treated by clinicians for ccrtain 
cancers is set. within agreed limits; clinicians muSl have a 
caseload sufficient to build up an expertise in that type of 
cancer, while not placing too heavy a burden on any individual. 
Only in this way can the highcst quality of care be assured. 

• Encouragement of medica I and nUl:<ing training and education bodies 

to give cancer appropriate emphasis: Undergraduate and post 
graduate students must be givcn a solid grounding in cancer 
prevention, treatment and palliative carc. This must be an 
integral pan of training at all levels. Bodies such as the medical 
schools and the Irish Cancer Society have an important role to 
play in this regard. 

• WeU organised, co·ordinated treatment services which are structured 
to take full account of the type of cancer involved and the complete 
needs of patients. This must include agreed arrangements for referring 
patients quickly to tlle most appropriate point of care (whether primary 
or hospital-based). 

• Emphasis on developing close links between general practitioners and 
all levels of care. The general practitioner plays a central role in 
referring patients with cancer to the most appropriate point of 
treatmem, and must be assisted in doing so without delay. 

• Rapid communication on the status and progress of each patient 
throughout the system. This includes ensuring that the patient's general 
pr,!ctitioner is kept fully informed of progress. Witllin the hospital 
selling there should be one clinician with overaU and continuing 
responsihility for every individual patient. This would aid 
communication between the paticl1l and all clinicians involved. 
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• Clear information for patients and their families so that all aspects of 
their treatment and care are fully explained in a sensitive and 
comprehensible way. 

• A revised structure for cancer treatment services which is strongly 
patient·focused, coherent and based on best practiCe. It must be flexible 
and capable of absorbing new developments in the treatment and care 
of cancer in a cost-effective Inanner. 

• Provision for evaluating the effectiveness of cancer services. It is vital 
that the arrangements for providing cancer treatment services should 
be evaluated periodically LO ensure that they are meeting the needs of 
patients in the most appropriate manner. This requires that evaluation 
of the services be an integral element· of any revised arrangements. 

In summary, a structure is needed which emphasises good communication, a 
strong patient focus and services based on agreed best practice. 

New Structure for Cancer Treatment Services 
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With these principles. and key requirements in mind, the Minister proposes 
that cancer treatment services should be reorganised in the manner outlined 
below. In doing so, he has consulted widely with health professionals in the 
lield of cancer. He has also taken account of the views of the Cancer Strategy 

Grout) which he established last year to advise, among other issues, on the 
organisation of cancer services in Ireland. 

The Minister proposes that the structure of the cancer treatment services in 
Ireland should be centred around a system of 

• primary care services; 

• regional services provided by designated groups of hospitals with a 
remit to treat specific cancers according LO agreed proLOcols and best 
practice; 

• supra-regional services responsible for treating the full range of cancers 
and for providing the more highly specialised therapies not available in 
the regional services; and 

• a national co-ordinating function to act as a unifying link between all 
levels of the service. 



The proposed stmcLUre and main features of the services are set out below. 

Primary Health Care 

The importance of primary health care as the starting point of cancer services 
was noted in Chapter Five. It pointed to the continuum of services ranging 
from health promotion activities. to programmes of screening, to cummunity
based care and support for people with cancer, and on to rehabilitation and 
palliative care. 

In the primary care selting, the part played by' general practitioners III 

prevention, screening, initial diab'J1osis, and patient managelTICnt is paranl0unt. 
In addition to diagnosis and treatment of individual patients they have an 
important role in identifying patients at greater risk for different forms of 
cancer and for arranging selective screening and counselling. They also have a 
role in arranb>ing or providing treatment, rehabilitation and palliative care for 
patients. 

General practitioners must be fully involved at all stages of a patient's treatment, 
and they must have a close link with hospital-based cancer services so that they 
can refer patients for appropriate treatment without delay. 

Other health care personnel are involved in health promotion in the prevention 
of cancer, screening, counselling and care -of individuals in uleir own 
community. These services arc very imponant in ensuring that people are 
properly informed, educated and encouraged to take responsibility for their 
own health. Community based health personnel, such as general practitioners, 
public health nurses and the services of voluntary organisations must continue 
to playa pivotal role in being UlC closest point of contact for many people 
affected by cancer. In particular, public health nurses playa key function in 
ensuring continuity of care and in providing palliative care. 

The Department and the health hoards will take the following sleps in 
developing the role of primary care in cancer services: 

• General practitioners and hospital specialists will be encouraged to 
agree on and implement guidelines for the management, referral and 
discharge of cancer patients so that a full imegration of patient care 
occurs. 

• Specialists, in conjunction with general pracLIlIoners, will be 
encouraged to develop guidelines for the management of individual 
cancers and for symptom conlrol. 

• Hospitals will be required to establish clear procedures for ensuring 
speedy referral by general practitioners of patients to the most 
appropriate point of diagnosis and treatmenL 
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• Primary care personnel witl be encouraged to develop further their 
communication with hospital colleagues and voluntary organisations to 
ensure best outcomes of care and support. In particular, general 
practitioners must be kept fully informed of decisions regarding the 
treatmenL and care of patients. Regular joint clinical conferences 
between' general practitioners and relevant hospital personnel are 
essential. 

• Hospitals will be requested to notiry patients of the names and 
addresses of local Public Health Nurses, voluntary organisations and 
other appropriate contaclS on discharge from hospital so that they are 
futty aware of the type of support available to them. 

• Close liaison will be promoted between public health nurses,general 
practitioners and others in primary care to ensure cOnLinuity of care 
for patienLs. 

Hospital Services 
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At hospital level, the revised organisational structures involves the 
establishment of regional services based on designaied groups of hospitals, and 
three supra-regional services responsible for providing the full range of cancer 
services for a defined catchment area. There must be very close co-operation 
between the supra-regional and regional services. Co-operation would be 
furLher assisted by a national forum representative of all service levels which 
would act as a focal point of communication on policy for cancer treatmenL 
services. 

The details of these elements are. set out below. 

Regional Services 

The first level of hospital-based treatment services for cancer should be 
organised around regional seroices in designated groups of hospitals. The 
regional seroices would be responsible for organising an appropriate cancer 
treatment service for the region and would be led by one of the hospitals_ 

Regional Director 

Each regional service should have a Regional Director (RDl, appointed on a 
part-time basis for a period of up to three years, with responsibilit), for 
organising and auditing the region's cancer services on a continuing basis. The 
person should be of sufficient standing, and therefore at consultanL level, to 

ensure that the job can be carried out effectively. The RD should be afforded 
sufficicnL support and facilities to enable him or her to remain clinically active 
while serving in the post. ' 



The RD should, on behalf of the health board, prepare a cancer plan for the 
region reflecting the principles set out in this Cancer Strategy. The plan should 
be submilled for approval by the health board. As part of the plan, the RD 
should examine the need for, and appropriate distribution of, cancer related 
services. The Regional Director would have a vital role in determining priorities 
for the region: all proposals for additional funding to develop services would 
be made through the Director. 

Among the RD's ongoing functions should be to promote the use of protocols 
in line with this Strategy. This would include developing protocols for general 
practitioners [or referral to and from hospitals, and for referral to palliative 
care. The RD should also be involved in continuing medical education and 
liaison with supra-regional level sen'ices and general practitioners. 

The role of specialist cancer nurses in the organisation of services IS very 
important. The RD should liaise closely with. them so that their experience and 
skills are used to best effect as part of an integrated service. To this end the RD 
should, when developing a plan for the region, examine the scope for 
appointing a director of nursing oncology services for the region to liaise on 
the organisation of services and to guide the development of nursing oncology. 

Se11Jices at hospital level 

A key requirement is that each hospital must bring together its cancer services 
into a single cohesive entity. The service would not necessarily be on the one 
campus, but would operate as a co·ordinated entity. The hospital would be 
required to develop a planned programme of diagnosis, treatment and care for 
each patient with cancer. Each hospital should design.ue an appropriate 
clinician as Coordinator. of cancer services within the hospital so as to ensure a 
cohesive approach. 

Role of Regional Semices 

TI,e role of the regional services would be: 

• to provide a multi-disciplinary cancer service within the regional group 
as appropriate, while referring upwards to a supra-regional senoice as 
necessary; 

• to refer patients without delay to the most appropriate hospital and 
form of treatment; and 

• to help to develop and apply protocols in cof!junction with the supra
regional services. This would include: 

• linking in with supra·regional level to ensure a co-ordinated 
approach to cancer services and 
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• identifying the types of cancers which each hospital. within the 
regional service should and should ·not provide. 

In essence, each hospital should develop its cancer services within the 
protocols and structure devised by the Regional Director in consultation with 
the hospitals and professions. II is critical that the regional services have close 
links with the supra·regional services, primary care facilities and palliative care 
so as to ensure rapid systems of referral, diagnosis and effective managemenl. 

TIle larger hospitals within the regional services would manage the more 
common cancers such as those of the breast, bowel and lung, and would be of 
sufficient size.to suppOrt a clinical team with staff and facilities lO manage these 
cancers. Many of the smaller hospitals would not have the specialist staff or 
volume of cancer-related work to cater for certain cancers, since a minimum 
critical throughput of patients \\~th different forms of cancer is necessary lO 
provide effective care. Nonetheless, these smaller hospitals must form an 
integral part of the regional service. In particular they enable more patients lO 
be treated close lO their home where this is possible, 

All hospitals providing regional cancer services must have adequate diagnostic 
facilities to enable them to manage the type of cancers for which they are 
responsible under agreed protocols. In addition, specialist out-patient clinics 
should be available in designated smaller hospitals and these should have 
appropriate back-up from clinicians and specialist cancer nurses. 

The Regional Director of cancer services will need to examine selected hospital 
services and facilities without delay. In particular the RD· should examine 
hislOpathology staffing and facilities in the region, and advise on allocation of 
resources whereappropl;ate. 

Regional cancer services should have an important role in research. In 
conjunction with the supra-regional services, they should be involved in the 
development of diagnostic and support services, with an active involvement in 
clinical trials. 

Supra.Regional Services 

In order lo ensure the greatest possible integration and co-ordination of cancer 
services, it is proposed to define three catchment arcas - one each in Cork, 
Dublin and Galway, within which a set of supra.regional services would be 
pr0\1ded. TIlCse would provide diagnostic treatment and management expertise 
relating lo all types of cancer and would also prO\~de the more highly 
specialised therapies which cannot be provided at regional level. 

The supra-regional service should provide the full range of multi-disciplinary 
specialist diagnostic techniques and therapies: specialist surgery (including 
plastic and reconstructive surgery), medical oncology (with haemalOlogy 



suppon), radiotherapy, rehabilitation and specialist palliative care. However, as 
discussed later in this chapter, radiotherapy would, for the present at least, be 
confined to the existing two locations. Certain rare cancers would be treated in 
one location only. 

The supra-regional service would be organised around a major teaching hospital 
or group of such hospitals. It is not necessary (or feasible) to locate all supra
regional services on one site, but close collaboration between clinicians and 
management teams from different sites will be essential to ensure that they 
function effectively. 

Appendix 6.1 sets out the proposed organisation of cancer treatment services 
at regional and supra-regional level. It indicates the hospilals around which the 
regional cancer services should be organised; these hospitals will co-ordinate 
Lhe work of the other hospitals in the region. 

It is proposed that each of the Lhree supra-regional services would be headed 
by an overall Director, responsible for co-ordination of services and for 
communicaLion between all levels of the service - bOlh communiLy and hospital
based. As in the case of the Regional Directors described earlier, the overall 
Directors should be appointed on a part-time basis for a period of up to three 
years. The POSI should be occupied by a clinician of standing, aL consulLant 
level, with adequate support to carry out the task effecLively. 

In Dublin, Cork and Galway Lhere should be a single Director or" the regional 
and supra-regional services, as shown in Appendix 6.1. In Dublin the existing 
group of hospitals would be involved in providing both the regional and supra
regional sen'ice.' The Directors of the supra-regional services in Dublin, Cork 
and Galway should be appointed on the same basis as the RDs for all other 
parts of the country. Each of the Dublin hospitals should have a co-ordinator 
of cancer services, who would work closely with the overall Director in Dublin. 

The communicaLions process aL supra-regional level should be. ass is Led by a 
coordinating group for each of the three supra-regional services, representaLive 
of all the hospitals involved and of the disciplines dealing with cancer, including 
clinicians, nurses and paramedical staff. 

A key concern will be to ensure that patients receive the best treatment aL Ihe 
most appropriate location. This underlines the need for close links between 
hospitals providing cancer treatment services at regional and supra-regional 
level. The following arrangements would apply: 

• Supra-regional services should have formal links with regional cancer 
sen'ices. There may be scope for joint appoimmenls of specialists 
between the LWO levels. 

1 Sl. Luke's HospilaJ is the only exception; radiolherapy ,,'ould be.:l slIpra'rebrional sen.ice. 
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• Hospitals providing a regional service may be expected LO refer patients 
. with the less common malignancies to a supra-regional service_ This 
would also be done when the workload in the regional group hospital 
does not justify the management of some types of cancers_ Some 
patients may be treated by the supra-regional services and followed up 
at regional level. 

• Where appropriate, highly specialised services, including those for rare 
cancers, should be located in just one supra-regional service_ This might 
arise in such cases as the genetic aspects of cancer_ 

• While cancer treatments are available in all major hospitals, there will 
continue to be one supra-regional referral centre for paediatric cancer. 
Decisions on locating such services will draw as appropriate on the 
principles of external review, evidence-based medicine and the need to 
maintain links with other centres. 

• Nursing care in the supra-regional services (and at the. regional level, 
above) should be planned under the direction and guidance of nursing 
staff with post-registration training in oncology, who have developed 
specialist skills in the administration of cytotoxic chemotherapy, breast 
care, SLOma care, management of lymphoedema, rehabilitation, 
palliative care, counselling and support. 

The balance of practice between supra-regional and regional levels will vary 
across the country, reflecting the distribution of the local population, existing 
services and local expertise. This balance would be expected to change over 
time as new treatments become available. These are likely to be' costly and 
technically demanding at first and therefore may initially be delivered only by 
a supra-regional service. With further developments, 'new treatments may be 
provided within the regional services, but decisions LO do so must be based on 
careful evaluation, taking account of changes in practices and available' 
resources. 

The supra-regional services will have an important role in the areas of training, 
education and research. In this regard it is expected that: 

• The supra-regional services will undertake education and research at 
undergraduate and post-graduate level. They should have an important 
role in continuing professional education, clinical audit and an 
evidence-based approach LO medicine. They should be responsible for 
the coordination of clinical trials and audit and should liaise closely with 
regional service in this regard. 

• All doctors training in oncology should have experience in the 
management of patients attending a supra-regional or regional service. 
All specialists treating cancer should take part in continuing medical. 
education. 



• Supra-regional services should provide postgraduate trammg courses 
for nurses wishing to specialise in this area and should forge links With 
universities in providing such specialist nurse education_ 

, Radiotherapy Services 

In the context of supra-regional services, the Minister has carefully examined 
the question of siting a third radiotherapy centre in Galway and has taken 
expert advice on the matter. A critical requirement for radiotherapy is that the 
volume of patients be sufficient to maintain the high level of medical and 
technical expertise needed for such a high-technology unit. Expert advice is 
that, to be viable, a tertiary service incorporating radiotherapy facilities should 
serve a minimum population of 650,000. The western region (i.e. the' areas 
covered by the Western and North Western Health Boards, Clare and parts of 
Counties Longford and Tipperary) is 620,000, falling somewhat short of this 
figure. In addition, as noted in Chapter Two, the incidence and mortality rates 
for cancer in the western region appear ,to be low by comparison with the 
national situation. 

There are already significant development projects in St. Luke's and Cork 
University Hospital at present, which involve additional funding and which will 
allow for increased and speedier throughput in these centres. 

There may be scope for developing radiotherapy in Galway in the future. The 
case for it will be kept under review in light of demographic trends, costs and 
expert advice. In particular there may be merit in developing links with 
Northern Ireland to explore the scope for co-operation in the provision of 
radiotherapy services. The larger catchment area that this would offer might 
provide a case for the level of investment necessary to establish a radiotherapy 
facility in Galway. 

National Co-ordination of Cancer Treatment Services 

One of the principal concerns in reorganising cancer services is to ensure that 
developments in best practice can be adopted nationally on an agreed basis to 
the benefit of patients. There is also a concern that services for the diagnosis, 
treatment and care of cancer are properly co-ordinated throughout the country. 
With these requirements in mind the Minister proposes the establishment of 
a national forum on cancer services to act as the focal point of communication 
and co-ordination_ The forum should be mulLidisciplinary and representative' 
of all levels of service (both community and hospital-based) and of the health 
boards' Departments of Public Health. It will also have consumer 
representation. 
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The role of the forum would· be to: 

• act as a unifying link across a1llevel~ of cancer services for the purposes 
of planning and delivery; 

• help ensure co-ordination of services; 

• act as a focal point for best practice and the development and 
implementation of protocols; 

• promote evaluation of the effectiveness and quality of cancer services; 
and 

• help co-ordinate research into cancer in conjunction with the Health 
Research Board. 

It is proposed that the group should meet on a quarterly basis to review 
. developments in services and agree on a common approach to issues that are 
best addressed nationally. The group would therefore play an important role 
in promoting good communication at all levels of cancer services in Ireland. 

The Regional and Supra Regional Directors of Cancer Services should have an 
input into the work of the national forum. While it would notbe necessary for 
each of them to be a member of forum, they should be represented on it, and 
should be fully involved in its work to promote co-ordinated services . 



Table 6.1 below now summarises the .main clements of the proposed 
reorganisation of services. 

TABLE 6.1 

Proposed Reorganisation of Cancer Services: Main Elements 

Primary Care 

Regional Sen'ices 

Supra-Regional Sen'ices 

National Forum 

CPs and cancer specialists to agree on guidelines [or 
management, referral and di.scharge of cancer patients 

Clear procedures to enable speed)' referral by CPs 10 most 
appropriate pain! of diab'1losis and lreaLmCm 

Closer links between hospitals and community-b<tscd services, 
parlicularly in relation 10 follow-up of discharges 

Greater co-ordinalion and integration of comlllunity-based 
cancer services 

Regional groups of hospirals La organise cancer [rcatment sen'ice 
for rCf.,llon 

Regional Director [0 dc\'clop a cancer plan for the region, for 
health board apprm"al 

Regional Director 1O organise and audit cancer services in region 
and develop protocols with CPs for referrals [0 hospitals and 
palliati\"e care 

Each hospiml 10 draw its cancer services together in one entit), 
(not necessarily on same campus) under n CoordinalOr 

Supra-rebrlonal services (in Cork. Dublin and Galway) to provide 
the full r.mge of cancer sen.·ices but with pro\'ision for 
concelllration in fewer cenlres for radiotherapy and rare cancers 

Director of supra-regional services to be responsible for co
ordination of services and communication" One Rebrlonal/Supra 
Regional Director for Cork. Dublin and Galway 

Mulridisdplinary co-o~dinating group represcnlati\"c of all 
hospitaJs in the supl<l-rcgjonal sen.·ice 

Multidisdplinat), national group. including consumer 
represemarion, to act as coml,!!unicalion point belween all levels 
of cancer service 

National forum 10 promote protocols, adoption of best practice 
and evaluation of sen;ces 
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A; Supra.Regional Services 

To be organised in three centres, around: 

• Dublin 

• Cork 
• Galway 

B: Regional Services 

To be organised around the hospitals below. These hospitals will co-ordinate the work of lhe 
other hospitals in the.region. 

Eastern Region 

To be organised around [he 
existing group or hospitals in 
Dublin 

South Eastern: Rigion 

Waterford Regional Hospital 

Mid Western Region 

Limerick Regional 

Southern &gion 

Cork University Hospital 

Norlh We.stern Region 

Sligo General 

Midland &gion 

Tullamore 

Westem Region 

University College Hospital, 
Galway 

North Eastern Region 

Cavan/Monaghan 

Note: Each regional service would be led by the hospital shown in bold type. In the'case of 
Dublin, the supra-regional senrice and the regional service for the area will be provided by the 
existing group of hospitals and would be beaded by a Director. Cork and Galway would also 
have one Director for regional and supra-regional semces. 



7. Rehabilitation and Palliative Care 

Introduction 

This Strategy has stressed the imporLance of organising cancer sernces in a 
continuum, ranging from health promotion to screening and early detection, 
to treatment services, to rehabilitation and palliative care. This chapter deals 
with the last two elements, with particular reference to the importance of 
palliative care for all patients with active and progressive disease, which is no 
longer responsive to curative treatment. 

Rehabilitation Services for Cancer Patients 

For the purposes of cancer, rehabilitation can be defined as the restoration of 
patients with residual defects as a result of their disease or its treatment, to as 
normal a functional state as possible. The central focus of cancer rehabilitation 
is a programmed attempt to achieve sufficient improvement in functional, 
physical and mental capacity to allow life to be lived as fully as possible. 

It is increasingly recognised that speedy recovery from illness and improved 
quality of life result from an active rehabilitation programme at primary and 
secondary and tertiary stages of treatment. Rehabilitation is beneficial to all 
patients with cancer and not just those who may be cured. It is an integral part 
of patient care and take many forms, such as 

• self care; 

• carer support; 

• psychological support; 

• physiotherapy; 

• occupational therapy; 

• dietetics; 

• speech therapy; 

• patient education and health promotion; 

• appliance fitting; 

• nursing services; 

• community liaison; 
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• support groups; 

• sexual health including infertility, early menopause and sexual 
difficuhies; and 

• practical help, such as SlOma care and managemem of lymphoedema. 

National and local voluntary support groups play an importam pan in the care 
of cancer patiems both in and out of hospital. The philosophy behind many 
voluntary groups is 10 prO\~de patie11l suppor! by people who have already been 
through the same type of cancer. There is growing evidence of the need for 
psychological supports for cancer paliems and their families 10 assist them to 
return to activities of daily living with the potemial for full and productive 
lives. There are also social issues 10 be addressed, including unemploymem and 
finances. 

Many voluntary groups have developed expertise in providing support and 
counselling 10 patiems and their relatives. These organisations are making an 
excellem contribution to the quality of life of cancer patients in Ireland. Good 
selection, training and support of volunteers is \~tal if groups arc to be able 10 

offer a professional service. As with other aspects of the cancer sef\~ce, it is 
\~tal that quality assurance applies 10 voluntary groups. 

Under this Cancer Strategy, the following principles will guide the approach to 
rehabilitation services: 

• Rehabilitation must be seen to be proactive. It should be instituted at 
the onset of treatment and form a part of the initial and cominuing 
treatment plan. 

• The role of hospitals and general praculloners in the provision of 
rehabilitation services will be emphasised. This must be done as part of 
the philosophy of providing an imegrated service for all people with 
cancer. 

• Health agencies which provide supports to voluntary groups will be 
responsible for ensuring that the groups' activities meet health needs 
and support implementation of the Cancer Strategy. This will involve 
evaluation by the health agency concerned. 

Palliative Care 
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Palliative care has been defined as: 

'the continuing aClive total care of patienlS and their families by a multi
professional team at a time when the medical expectation is not cure and 
the primary aim of treatment is no longer 10 prolong life. The goal of 
palliative care is the highest possible quality of life for both patient and 



family. Palliative care responds La physical, psychological, social and 
spiritual needs. If necessary it extends La support in bereavement.' 

- EU Europe Against Cancer Committee 

Palliative care is therefore concerned primarily with the quality of life. It is not 
limited to certain types of illness or La certain age groups, and it applies to all 
places of care such as hospitals, hospices (such as long term care units), home 
care (invohing a network of palliative care nurses who work closely with general 
practitioners) and other community sellings .. 

Palliative care should not be perceived as being exclusivel), limited La patients 
in the last weeks or days of life; it has much to offer at the earlier stages of 
illness, both for the patient and his or her family. Terminal care is a continuum 
of palliative care and usually refers to the management of patients during the 
final few days or weeks of life. 

A distinction is made between a palliative care a/Jproach and specialist palliative 
care services. The palliative care approach, which aims La promote both physical 
and psychosocial wellbeing, is a vital and integral part of all clinical practice. 
Indeed, much of the workload of cancer spedalisL~ and general practitioners is 
concerned with adopting a palliative care approach. 

Specialist palliative care sel>'ices-are those services with palliation as their core 
specialty. A signi!icam proportion of patients (though by no means all) will 
require specialist palliative care input. The Medical Council has recently 
approved palliative medicine as a distinct medical specialty. 

Palliative Services. 

Palliative Care Sen·ices are at an earl)' stage of devclopmcm in hospitals in 
Ireland. A numbcr of hospitals have mcdically Icd specialist palliative care 
teams. while others are developing links with local hospice/home carc services. 
At present there are a number of Consultant specialists with joint appoilllments 
between in-patient specialist palliative care units and general hospitals. 

While a number of acute hospitals in Ireland have palliative care nurses on 
staff, the majority liaise with such nurses in hospices or alternatively have 
palliative care nurses jointly appointed with their local hospice. There arc four 
in-patient hospices staffed by multi-professional tcams offcring spccialist 
palliative care. 

Thc voluntary sector plays an important role in the provision of palliative care 
sCl>'iccs, particularly through the Irish Hospice Foundation and some twenty 
independent hospice support groups throughout the country. The IHF has 
taken the initiative in funding a number of specialist palliative care sisters. The 
Irish Association for Palliat ive Care. represcntative of the hospices. 
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management and professions providing services for cancer patienLs, has also 
done substantial work in lhis area. 

TIlC support of the Irish Cancer Society has been critical to the development 
of palliative care services; it plays a vital role in developing home care services, 
and funds a large number of specialist home care nurses throughout the 
country. It has also been involved in an educational programme for 
professionals encouraging the dissemination of the principles of palliative care. 

General Practice and Palliative Care 
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General practitioners have played an important role in the provIsIon of 
palliative care for cancer patients. Under the General Practice Development 
Fund, the Minister introduced a national programme in September, 1993 to 
improve palliative care provided by general practitioners for seriously ill 
patients in the community, including those with cancer. 

The scheme applies to general practitioners who provide domiciliary palliative 
care for the final phase 'of tcmlinal illness in accordance with a treatmenL 
programme approved by the health boards. This programme includes: 

• 1l1anagcmenl and treatrnenl of pain; 

• administration of any other concurrent therapy to maximise the quality 
of the person's remaining period of life; 

• support and counselling of immediate family and other carers; and 

• co-ordination, organisation and liaison with senrices such as districl 
nursing, ·specialist· palliative care services and social services. 

The Minister has made a total of £1.1 million available during the years 1994, 
1995 and 1996 for the provision of this important service by general 
practitioners. In addition he has made a further £75,000 in each of these years 
to support initiatives in the training of general practitioners so as to improve 
their expertise in palliative care. 

Preliminary evaluation of the scheme indicates that it is proving successful in 
meeting the needs of patients requiring palliative' care, including those with 
cancer. The Minister has.recently asked each health board to carry out a formal 
re\'iew of the scheme to assess its effectiveness and the scope for extending it 
further. TI,e emphasis will be on seeing how best to improve linkages with 
hospice nursing teams and other personnel providing palliative care. 

In addition to the scheme provided under the General Practice Development 
Fund, the Irish College of General Practitioners organises a course in modular 
form for general practitioners in palliative care. TI,e College appointed a Fellow 
in Palliative Care Skills recently to organise and disseminate the course 



throughout its Continuing Medical Education networks. The Fellow will also 
evaluate and reline the course and assist in the development of ICGP policies 
on palliative care. The College adopted a policy document, The Role of t"e 
General Practitioner in Palliative Care in September, 1994. 

Development of Services 

It must be acknowledged that to date the development of palliative care services 
in Ireland has been somewhat· sporadic. The principles for development of 
palliative care as set OUt in this chapter therefore aim to address this problem, 
so that the future development of palliative services will best meet the needs 
and personal preferences of patients with cancer or other long-term conditions. 

Underpinning the approach to the development of palliative care will be the 
following elements: 

• relief for patients of pain and distressing symptoms to the greatest 
extent possible; 

• an integrated approach 'to all aspects of care (including physical, 
psychological, social and spiritual aspects) so that patients can be helped 
to come to terms with lheir own death in whatever way that is 
appropriate to them; 

• support systems to enable patients to live as actively as possible and to 
help families cope with their illness and death. 

The decision on the location of care (such as home, hospice or hospital) to 
offer patients requiring palliative care is critical. The implications of each type 
of care must be examined carefully in each case, based on the needs of the 
patients. However, palliative care must be viewed as a therapeutic approach to 

be delivered in the best possible way irrespective of location. Most palliative 
services are likely to be in a primary care setting; this means that close liaison 
between primary and secondary care services will be vital. 

In developing palliative care selvices, the following principles will be adopted: 

• patients should be enabled and encouraged to express their preference 
about where they wish to be cared for and where they wish to spend 
the last period of their life; 

• selvices should be sufficiently flexible and integrated as to allow 
movement of patients from one care setting to another depending on 
their clinical situation and personal preferences; and 

• the ultimate aim should be for all patients to have access to specialist 
palliative care services where these are required. It is recognised that 
patients with an advanced progressive diseast:: will not be able to travel 
long distances for services. 

The importance of developing appropriate specialist palliative care services is 
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fully recognised_ Some patients who are at an advanced stage of their disease 
may present with difficult problems of symptom control and complicated 
family-related issues_ A significant minority of patients (though by no means all) 
will require specialist input. The structured development of specialist palliative 
care sen."ices in acute hospitals would 

• offer appropriate specialist input at a critical time for patients and their 
families; 

• help focus on maximising quality of life; 

• provide the support needed to help patients 10 return home, with 
. reassurance for families who may have fears about bringing home a 

relative for continuing care; and 

• prO\'ide a linking service to community based teams so that general 
practitioners will be encouraged to refer patients at an early stage. 

It is clear that since palliative care is a new and evolving specialty, awareness of 
the needs of patients and their families is still growing. The Health Strategy 
Shaping a Healthier Future undertakes that the continued development of 
palliative care services 'will be promoted in a structured manner'. The 
discussion above illustrates that this will require careful planning with inputs 
from a broad range of disciplines, both professional and voluntary. To this end 
the Minister will ask the national forum proposed in Chapter Six to provide 
detailed advice on the development of palliative care services nationally_ 

In parallel with this process, the following initiatives in the development of 
palliative care services will be taken: 

• all health boards will be asked 10 draw up a set of priorities for the 
development of palliative care services in their area; 

• the proposed supra-regional cancer services discussed earlier m this 
Strategy will have a consultant-led palliative care service; 

• there will be.a programme of phased development of specialist palliative 
care in regional cancer services, in consultation with the health boards 
and others involved in palliative care. 

The National Forum will also be asked 10 address a number of ke)' personnel 
and training issues in the provision of. an effective palliative care service. These 
include the need for: 

• carefully selected and adequately trained staff from medical, nursing 
and allied disciplines; 

• the inclusion of palliative care in the under-graduate and post-graduate 
curriculum for all doctors, nurses and allied health care professionals; 
and 

• formal systems for ensuring full communication between staff and other 
agenCies. 



8. Cancer Research 

Introduction 

Effective management of cancer requires a fuller understanding of its causes, 
better approaches to its management, a clearer definition of the efficacy of 
various modalities and interventions and co-ordination of the efforts of the 
many groups and individuals involved in the field of cancer. 

There has been a major effort to address these issues internationally over the 

last fifty years. The steady advances that have been achieved have (lowed from 
research in the areas of epidemiology, screening and prevention, cell and 
molecular biology, clinical trials and, more recently, trials of targeted screening 
and chemoprevention. These efforts must continue if progress is to be 
maintained. Ireland must play its pan in this area. 

Areas of Research in Cancer 

The major areas of research 111 the field of cancer may be summarised as 
follows: 

• Epidemiology 

• Primary prevention 

• Basic science 

• Clinical research and clinical trials. 

It is useful to consider brie(ly how research in each of these areas can be applied 

in a practical way. 

Epidemiology 

As mentioned in Chapter Two, the spectrum of cancer in Ireland is similar to 
that in other European countries. Nonetheless, within Europe, and possibly 
within Ireland, regional differences exist. Definition of such differences is 
important and, with the availability of dala from the National Cancer Registry, 
it will be possible to achieve a greater understanding of their causes. It may also 
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be possible to use the findings to recommend modifications to the environment 

or lifestyle which may help to reduce the incidence of cancer. 

Irish participation in projects such as the (EPIC) programme' co-ordinated 
by the !ARC' will be given a priority. 

., ' 

Primary prevention 

Ireland has a higher proportion of younger people than many other EU 
countries. Unfortunately, the dominant role of tobacco in cancer causation has 

not yet been fully recognised by young people, and too many still take up the 

smoking habit. Modifying lifestyle in this respect seems to be extremely difficult; 
effective means of doing so must be found to limit exposure to tobacco and 

other carcinogens. Much research has to be done in this area. 

Another recent area of interest is the interaction between the environlnent 

and genetic composition, known as ecogenetics. There is an obvious association 

between pale skin and sun exposure in the development of skin cancer. 

However, this is just one area; much more is likely to be learned through 

research about gene-environment interactions which will be of relevance in the 

field of cancer. 

Secondary prevention (screening) 
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To date screening for ~ancer at a pre-invasiye or early invasive stage has been 
the subject of much study. As noted in Chapter Four, results indicate that such 

a strategy. is effective in reducing deaths from breast cancer (in older women) 

and celvical cancer. 

Recently there has been an increasing ability to identify the 5-10 per cent of 

people who have an inherited risk of developing common cancers such as 

breast, bowel, ovary or prostate. Screening strategies should be much more 

successful in cohorts such as these, with the management options of focused 

screening, prophylactic surgeIJ' or preventive treatment with drugs for 
individuals found to have a high risk. 

Proof of the efficacy of such strategies will need to be confirmed. Ireland should 

playa full role in these studies, particularly given its homogenous society and 
large extended families. 

I European i'rospccli\'c II1\'csligaliclIl imo C:lIlnT and NUlrilion. 

'Imcrn:uional Agency for Rcsc:trch'oll Cancer. 



Basic Science 

Basic science research has been a major activity in Ireland, particularly in cell 
and .molecular biology, and much of the funding provided by a range of key 
bodies' has been devoted to it. There is very valuable North/South co-operation 
in exchanging information on research, particularly through the Irish 
Association for Cancer Research and the Irish Blood Club. 

Recently there has been an effort to achieve a greater balance between 
laboratory and clinical research, and to promote better understanding between 
the two fields. It is hoped that these efforts will help to translate the benefits 
and lessons learned in the laboratolJ' in a more efficient way to the patient -
the so-called bench to bedside approach. Efforts to support cancer research will 
work especially to further this approach. An example of the collaboration that is 
possible between fields is the current research on acquired genetic mechanisms 
underlying cancer and the work to translate these into effective cancer 
therapies. 

'. J.' 

Clinical· Research and Clinical Trials 

Clinical research is the study of the natural history of the cancer process in 
humans and the assessment of efficacy and toxicity of treatment. Clinical 
research helps to identify and develop the best types of cancer care. In addition, 
it fosters an academic environment suitable for the training of health care 
professionals. The yardstick of clinical research is critical scrutiny; systematic 
application of clinical research is the pathway to clinical excellence. 

The major types of clinical research include: . 
, ; -' _ '. ~ I, t,. " i "I ' 

• retr'1spective reviews involving analysis of patients treated for a certain 
disease in a previous time period. These reviews can be used to gain a 
preliminary assessment of the value and toxicity of a particular 
treatment approach and to determine if that approach warrants 
prospective evaluation. 

• prospective trials designed to evaluate the potential value of clinical 
treatment techniques. Clinical trials are important for all types of cancer 
treatment, and not only for drugs. They have produced valuable 
conclusions regarding the most appropriate forms of treatment in 
cancer. 

• health services research concerned with evaluating such elements as 
standards of care, quality of life and functional outcome. Some 
elements of this go beyond clinical research itself, but the same 

~ Including the Hcallh Research Board. the lIni\'l~l"'ihics. the Cancer Research Ad\'anCCIllCIIi Board 0'[ the 
Irish Cancer Socictr. the Sl. Luke's InslillllC foi' Cancer Research, the Bone Marro\\' LCllkacmia Tnlst, the 
Research Foundation :11 Olll' Lady'S Hospiwl Cnuulin. (lnd the Children'" Leukaemia RC5carch Pr·~jcCl. 
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stringent methodology is required. Clinical trials play·an important role 
in different aspects of health services research. 

The human face of cancer and the individuals affected by it should never be 
ignored in providing cancer services. Ideally, therefore, the knowledge gained 
in the treatment of individual patients should be used to further the treatment 
of all. This is best achieved by realising that cancer therapy is constantly 
developing and by adopting the principle that, ideally, each patient's therapy 
should be viewed as a tl~erapeutic trial which should ultimately be subjected to 
audit and analysis. 

Over the last twenty-five years or more, some patients have been treated in the 
context of controlled clinical trials. Such trials have been based on the results 
of basic research and the development of new surgical techniques, new surgical 
and radiation equipment and new drugs and approaches. Major developments 
have flowed from such trials, leading to better cure rates in many of the 
common cancers and the acceptance of the efficacy of adjuvant therapy in 
cancers such as breast and colon cancer. 

I :. 

There is evidence that patients treatei i~ the cli~icaltrial setting have a better outcome 
overall. Progress in the area of clinical tn·aLI is slow; greater success in the tmatment of 
established malignanc), will depend on a rigid application of the available therapeutic 
modalities and the proper testing of h)'potheses. 

In Ireland, lack of personnel and organisational factors have meant that 
participation in clinical research and entry of patients in clinical trials has been 
limited to date. This needs to be addressed now, in the context of the 
reorganisation of cancer services proposed in this Strategy. Cancer research 
must be structured so that the undoubted scientific and clinical talents available 
are used to the best advantage of patients. A major advantage in the pursuit of 
clinical research in Ireland - and of course in the. care of patients - is the 
excellent specialist oncolob'Y and general support in medical and paramedical 

disciplines. 

Co-ordination and Development of Cancer Research 
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There is now a clear case for establishing a more formal and co-ordinated 
approach to cancer research in Ireland, with particular reference to clinical 
research. The Minister is strongly committed to assisting the co-ordination 
and development of clinical research in cancer and will take appropriate 
steps, in conjunction with the relevant health professionals, to help bring this 
about. 

What is required is a focal point for multi-disciplinary, multi-institutional clinical 
research which commands the support of all involved. It must be seen as a 
neutral body, demonstrably independent of all hospitals and individual 



professionals in the research field. It should be linked with the national forum 
on cancer described in Chapter Six. 

The Minister proposes that a Cancer Clinical Research Unit be established 
within the Health Research Board. Its purpose would be: 

• to provide an infrastructure for a multi-disciplinary, multi-institUlional 
approach to clinical cancer research; 

• to focus clinical research in a way that contributes to the knowledge 
and treatment of the most common cancers in Ireland; and 

• to assist participation in collaborative clinical research with other 
countries, and in particular in EU countries and co-operative groups. 

The Minister is commilled to supporting an initiative of this kind. The 
Department of Health, in conjunction with the Health Research Board, will 
invite proposals from those in the field of cancer research on how best to pul 
such a system in place. The HRB will then hold discussions with relevant health 

.professionals on the detail of a Cancer Clinical Research Unit, including the 
basis on which it would operate and its relationship with the national forum 
proposed in Chapter Six. 
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9. Conclusions 

Aims of the Cancer Strategy 

The aim of this Cancer Strategy has been to review the extsllng range of 
preventive, treatment and palliative services relating to cancer in Ireland, and 
to set out the Minister's plans for their further development and improvement. 
This has been done in the context of the Health Strategy Shaping a Healthier 
Future and in particular the targets established for cancer in that document. 

The initiatives signalled in this Cancer Strategy relating to health promotion, 
screening and early detection and treatment! curative services are being put in 
place in the context of the Health Strategy's medium term target: 

to reduc,:, the death rate from cancer in, the under-65 age group by fifteen 
per cent in'the ten-year period from 1994. 

This will be a difficult target to reach in the face of current trends in cancer 
mortality and morbidity in Ireland, but the Minister is com milled to bringing 
about the improvements set out in this Cancer Strategy so that the target can 
be achieved in the timescale set down, 

The Existing System 
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The services, currently in place for the prevention, early detection, treatment 
and palliation of cancer" are already s\lbstantial. They enjoy significant 
advantages from 

• commiLLed and well qualified staff; 

• a slrong and hard-working volulltal)' sector; and 

• a range of developments already in progress which will improve the 
present services considerably. 

The commitment of individual families and friends in glVlllg practical and 
emotional support to those with cancer must also be acknowledged as a critical 
factor in our response to the disease, 

However, this Cancer Strateb')' has identified a number of serious challenges 
facing us, Cancer is the greatest cause of death among those aged under 65 
years and the second largest cause of death in the population as a whole. This 
is quite apart from the level of long-term illness to which it gives rise, 



This Strategy pointed to a number of features that give cause for concern. These 
included the following issues: 

• Ireland has a higher mortality from cancer than the average for EU 
countries; 

• the disease accounts for about one-third of aU deaths in those aged 
under 65, with an average of 18,000 new cases each year; and 

• there is a clear need to reorganise treaunent services so that existing 
and additional resources can be channelled to best effect. 

Cancer: The Response to a Challenge 

Having reviewed the challenges posed by cancer and the scope for improving 
cancer services, this Strategy comains the following commitments and 
initiatives: 

• Research will. be undertaken into the causes of the apparent variations 
. in rates of can'cer morbidity and mortality between different parts of 
the country. Further analysis of differences in hospitalisation rates 
across the country will also be carried out. 

• Health promotion will form a key element of an integraled approach to 
the Strategy. The Minister will build upon existing initiatives by placing 
further emphasis on multi-sectoral coordination and taking a series of 
initiatives in slich areas as smoking, alcohol and nutrition. 

• Screening and early detection progmmmes will continue to form a 
critical part of the drive to combat cancer mortality and morbidity. 
Screening programmeS will be targeted towards the types of cancer 
where early detection is possible. Specific initiatives in breast screening 
and cervical screening are in the course of development. 

• Cancer treatment services \ ... ·ill be reorganised lIsing an integrated model 
of primary and hospital care. There will be a structured network of 
regional and supra-regional services, with an emphasis on closer links 
with prilnal1' care. There will be a national forum on cancer ser\'ices to 
provide a focal point for communication and co-ordination of services. 

• Significant additional i"esources have been devoted La cancer services in 
recent years, including a major upgrade of St. Luke's Hospital which is 
in progress. There are also plans for the development of cancer 
treallllenl senrices in a number of other sites. 

• The proposed Regional Directors o[ cancer services will be asked to 
prepare a plan for the development of cancer services in their region. 
This will form the basis for a phased development o'f services and for 
greally improved co-ordination of existing provisions. 
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• There will be further development of specialist palliative care services 
to ensure that the needs of patients with cancer and other long-term 
serious illnesses are met in the last period of"their lives. Palliative care 
services will be integrated with other community and hospital-based 
services. and health boards will be asked to draw up priorities for the 
development of palliative services in their area. The Minister will also 
ask the national forum to provide detailed advice on the development 
of palliative care services nationally. 

• The Minister will support an initiative to co-ordinate and develop 
clinical research through the establishment of a Cancer Clinical 
Research Unit within the Health Research Board. Its purpose will be 
to provide a·multi-disciplinary. multi-institutional approach to clinical 
research in a way that benefits patients to best effect. 
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