BAD written evidence to the All Party Parliamentary Group on Skin Enquiry into Skin Cancer Services February 2008
PROVISION OF SKIN CANCER SERVICES ACROSS THE UK

Executive summary

I. The incidence of skin cancer, both melanoma and nonmelanoma skin cancer (NMSC), is rising throughout the world, with NMSC being the most common of all cancers and combined they account for almost one third of cancer. For melanoma alone, the annual increase was estimated to be between 3 and 7%, with mortality rates increasing less quickly. These estimates suggest a doubling of rates every 10–20 years. 
II. Melanoma is the fastest rising cancer in the UK, and causes 1,800 deaths per annum and is more prevalent than cervical cancer.  Early detection of melanoma vastly improves survival rates. 

III. A major deficiency in data collection emanates from the fact that most skin cancer registries throughout the UK do not collect complete data on non-melanoma skin cancer (NMSC).  Cancer tumour registries should be encouraged to follow the examples in N Ireland and the South West Region in collecting data on NMSC. However, even these registries are deficient and they only count the index case for each skin cancer, whereas many patients develop multiple NMSC carcinomas, leading to an under registration by about one third. The fact that many patients will have more than one skin cancer reinforces the benefit in collecting data sample numbers, in order to obtain a true reflection of the workload.

IV. Increased resources, both in terms of personnel and of finance, will be required to meet the demands that the management of these tumours will place on health services. Efforts must be re-doubled to make skin cancer prevention effective and to tackle influences on climate change. 

V. The increased risk of skin cancer is particularly important in organ transplant patients, who are now living longer as a result of better immunosuppression and is becoming a significant workload burden for dermatologists involved in their care. Specific clinics for monitoring skin cancer in such patients are recommended especially in centres with large transplant centres.
VI. The National Institute for Health and Clinical Excellence (NICE) was established to correct inequalities and inefficiencies in health care, including unacceptable variations and to eliminate the failure to provide patients with optimum care for the treatment of common diseases. Among our greatest concerns is that  general practitioners continue to excise skin cancers outside NICE guidelines. Audits consistently show that general practitioners (GPs) reach unacceptable levels of incomplete excisions of basal cell, squamous cell carcinomas and melanomas and there are reports of GPs referring incomplete melanomas being referred non-urgently for wider excision.  It is also of concern that many general practitioners do not adhere to NICE guidelines, failing to attend at least four MDTs per annum and keep a logbook of forty cases per annum.  This should be mandatory in all cases. 
VII. Where GPs wish to perform surgery on BCCs, then they must follow the NICE guidance,  operate on “low risk” tumours, carry out more than forty cases per year, and attend MDTs at least four times a year. 

VIII. A large number of benign skin lesions are referred to secondary care. This may reflect a combination of difficulty in diagnostic skills and a lack of willingness to treat benign lesions in primary care due to reduced incentivisation through the new GP contract.
IX. Commissioners have a duty to ensure that NICE the guidelines are followed by all practitioners treating skin cancer.  Attendance and development of MDT’s is mandatory.  The adherence to NICE guidelines and MDTs is patchy around the country.  Some areas have very active MDTs, while in areas the provision is patchy, and in regions such as Wales, Scotland and Northern Ireland, MDTs are virtually non-existent.  Of particular concern is that certain large private providers such as ICAT services are known not to have their work audited/examined by MDTs.
X. Cancer screening clinics are being overwhelmed by large numbers of benign lesions. General practitioners should be encouraged to treat benign lesions including pre-malignant conditions such as solar keratoses with topical agents and cryotherapy thereby avoiding the need for referral of these conditions to secondary care. GPs need education in the diagnosis of these lesions.
XI. Each regional Strategic Health Authority area should have excess to a Mohs’ micrographic service.
The evidence

SETTING THE SCENE -- Epidemiology – Skin cancer a rising tide or A Tsunami? 

The incidence of all types of skin cancer has more than doubled over the past decade, as a result of social changes including increased UV light exposure from both sun and artificial sources (Diepgen 2002). Skin cancers now constitute the most common group of cancers in the UK with approximately 75,000 registered cases in England and Wales each year, representing nearly 30% of all cancer registrations (Hoey 2007). The incidence of skin cancer, both melanoma and nonmelanoma skin cancer (NMSC), is rising throughout the world, with NMSC being the most common of all cancers and combined they account for almost one third of cancer. The Northern Ireland Cancer Registry (NICR) recorded a greater than 60% increase in the overall number of skin cancer samples processed by local pathology laboratories and a 20% increase in the number of patients. These data highlight the fact that many patients will have more than one skin cancer, which reinforces the benefit in collecting data for both patient and sample numbers in order to obtain a true reflection of the workload.

Cancers Diagnosed: 1993-2003 Northern Ireland 
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Nonmelanoma skin cancers (NMSCs) constitute more than one-third of all cancers in the U.S. with an estimated incidence of over 600 000 cases per year.  NMSCs are the most common malignancies occurring in the white populations each year. The standardized ratio of BCC to SCC is roughly 4 : 1.2 
The incidence of NMSC (BCC and SCC) is 18–20 times greater than that of malignant melanoma. However, incidence data of high epidemiological quality on NMSC are sparse because traditional cancer registries often exclude NMSC or are at least incomplete (Hoey 2007; Melia 1994).

In white populations in Europe, the U.S., Canada, and Australia the average increase of NMSC was 3–8% per year since the 1960s (Diepgen 2002). The rising incidence rates of NMSC is probably due to a combination of increased sun exposure or exposure to ultraviolet (UV) light, increased outdoor activities, changes in clothing style, increased longevity, and ozone depletion (Diepgen 2002). The Incidence also increases with age; the incidence of BCC in individuals over 75 years old was approximately 5 times higher than that of individuals between 50 and 55 years old, and for SCC approximately 35 times higher. While the incidence of all skin cancers increase SCC increases more rapidly than does BCC.

(a) Basal Cell carcinomas.

The Northern Ireland Cancer Registry (NICR) suggests the mean annual male and female age-standardized incidences over the period were 94 and 72 per 100 000, respectively (Hoey 2007). 

Underestimation is likely to be higher in the elderly as they are more likely to have experienced multiple tumours, and to have tumours diagnosed clinically without pathological verification in every case. Therefore, underestimation of BCC incidence may increase over time as the population ages. Other studies suggest that the 3-year cumulative risk of a subsequent BCC after a first BCC is around 45%.  As incidence data, by definition, should not include re-biopsies, re-excisions or recurrences of existing tumours, histopathology data may, in any case, provide a more complete picture of the clinical workload associated with management of NMSC (Hoey 2007, Goodwin 2004).

(b) Squamous cell carcinoma

Squamous cell carcinoma (SCC) is potentially a more aggressive skin cancer and is the second commonest skin cancer. In many countries, its incidence is rising. The mean annual male and female age-standardized incidences over the period were 46 and 23 per 100 000, for men and women respectively, giving a male/female incidence ratio of 2 : 1 (Hoey 2007). 

The best existing estimate of SCC incidence in Scotland comes from a prospective survey carried out in Greater Glasgow and relating to March 1995. In this survey, the crude annual incidence rate for both sexes combined of 34·7 per 100 000 (Lucke 1997). 

(c) Melanoma

Malignant melanoma (MM) occurs among all adequately studied racial and ethnic groups. Its incidence is much lower compared to NMSCs but has been rising in fair-skinned populations throughout the world for several decades. The annual increase was estimated to be between 3 and 7%, with mortality rates increasing less quickly. These estimates suggest a doubling of rates every 10–20 years. Cutaneous malignant melanoma is the most rapidly increasing cancer in white populations. MM, although far less common (around 10% of skin cancers) than NMSC, is the major cause of death from skin cancer and is more likely to be accurately reported and diagnosed than NMSC. The NICR suggests an average annual male and female age-standardized incidences over the period were 10 and 13 per 100 000, respectively, giving a male/female incidence ratio of 0.8 : 1 (Hoey 2007). 

UK Malignant Melanoma statistics
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Every year more than 8,900 cases of malignant melanoma are diagnosed in the UK, accounting for 3% of cancers. (Cancer Research UK) 

http://www.cancerhelp.org.uk/help/default.asp?page=141
Malignant melanoma causes over 1,800 deaths each year in the UK. It is the fastest rising cancer in the UK.

This compares to cervical cancer which accounts for 2% of all cancers in the UK per annum (Cancer Research UK).  http://www.cancerhelp.org.uk/help/default.asp?page=138
Conclusions
It is obvious that this rate of skin cancer places great strains on the healthcare systems in treating them in a timely fashion, particularly in the light of government cancer targets. Melanoma is the fastest rising cancer in the UK, and causes 1,800 deaths per annum and is more prevalent than cervical cancer.  Early detection of melanoma vastly improves survival rates. 

The observed rise in skin cancer may be in part due to increased sun exposure. However, the number of new cases of skin cancers will continue to rise, largely reflecting demographic changes within society.  

Increased resources, both in terms of personnel and of finance, will be required to meet the demands that the management of these tumours will place on health services. 

Efforts must be re-doubled to make skin cancer prevention effective and to tackle influences on climate change. 

GAPS IN SERVICE PROVISION

(A) Problems of Registration – Cancer registries. 
NMSC is the most common of all cancers. However, few U.K. cancer registries routinely collect complete data on NMSC (Hoey 2007).
The collection of data on NMSC is often omitted because of the large number of tumours involved. As a result, robust epidemiological data on NMSC are sparse.  Reporting of skin cancers, in particular NMSC, is limited by the European code of practice which requires that only the first skin cancer is registered for each tumour type. Many patients have more than one NMSC, but these subsequent tumours will not be registered. Thus, skin cancers are subject to significant under-registration. Data from the Northern Ireland Cancer Registry (NICR) suggest that the numbers registered officially by the NICR underestimated the true incidence of BCC by 33% (95% confidence interval 29–38%) (Hoey 2007). This compares with data published by Lucke (1997), who report an under-recording of BCC by 31% in the Greater Glasgow area in 1995. The incidence figures reported in this paper must be considered in the context of approximately 30% underreporting.

In the UK two cancer registries are seen as leading the field in this respect, namely the Northern Ireland Cancer Tumor registry and The South West Registry (Dr Julia Verne, Consultant in Public Health Medicine, South West Region- personal communication).
Data collected by the Northern Ireland Cancer Registry (NICR) since 1993, has been used to examine the epidemiology of skin cancers, including recent trends in incidence and health service workload. This data will help inform the future development of appropriate skin cancer services. 
(B) Skin cancer in solid organ transplant patients and immunosuppressed patients.
Moloney et al (2006) showed a very high rate of NMSC in renal transplant recipients (RTR) of under 50 years of age with an incidence rate over 200 times that expected in the population. For those RTRs over 50 years of age the rate of NMSC rose even more. These patients require regular surveillance of RTRs, patient education, changing to newer immunosuppressive therapies and the reduction or even withdrawal of immunosuppression when tumorigenesis emerges as a clinical problem. Additionally evidence from Oxford in RTRs found an approximately 10-fold increase in incidence in melanoma. 

Premalignant and malignant epithelial lesions are acknowledged as being the most frequent neoplasia in long-term immunosuppressed patients such as organ-transplant recipients. Paralleling the constant improvement in modern transplant techniques, their incidence increases together with the growing survival time post-transplantation, especially in white-skinned people who have had excessive sun exposure reaching 40% to 60% after 20 years (Eedy 2006, Ulrich 2003). 
Precancerous lesions such as actinic keratoses in transplant patients progress more rapidly into squamous cell carcinomas, showing an increased tendency to metastasize. As it remains impossible to identify and consequently treat those lesions that may progress into invasive carcinoma, the best prophylaxis for nonmelanoma skin cancer in organ-transplant recipients may be the treatment of all existing precancerous lesions. With increasing numbers of long-time surviving organ transplant patients the problem of skin cancer resulting from lifelong immunosuppression becomes a significant workload burden for dermatologists involved in their care (Eedy 2006).

(B) Particularly difficult or rare tumours
At present there is a paucity of services at regional and supraregional level that specialise in the care of high-risk or special groups, for example transplant patients, those with genetic predisposition to skin cancer, those with rare skin tumours (including cutaneous lymphoma) and young people with skin cancer.

The incidence of cutaneous lymphomas is 0·4 per 100 000 per year but, because most are low-grade malignancies with long survival, the overall prevalence is much higher (Whittaker 2003). Approximately two-thirds of primary cutaneous lymphomas are of T-cell origin (cutaneous T-cell lymphoma, CTCL), of which the majority are mycosis fungoides. It is recommended that all patients, possibly with the exception of those with early stages of mycosis fungoides, should be reviewed by a multidisciplinary team (MDT) which should include a dermatologist, a clinical or medical oncologist, and a dermatopathologist or pathologist with considerable experience of the diagnosis and management of primary CTCL. Most CTCL can be treated with combinations of photochemotherapy (PUVA), α-interferon therapy,  superficial radiotherapy,  chemotherapy regimens, extracorporeal photopheresis, total body electron beam (TSEB therapy) and humanized chimeric monoclonal antibody.
The vast majority of cutaneous lymphomas and indeed cutaneous sarcomas can be managed successfully by local and specialist MDTs.  Cancer Network organisations have incorporated expertise for both haemato-oncology and sarcomas (Slater 2008, personal communication).  These are in accordance with NICE guidelines. 
The value of tertiary referral for lymphoma is clearly stated in NICE in relation to facilities such as Total Electron Beam Therapy and photophoresis.

There does, however, appear to be a continuing medico-political pressure to ensure that all lymphomas (and perhaps even sarcomas) should receive tertiary referral.  This, from the available evidence, seems unnecessary and may be inappropriate for many patients in terms of convenience and distance travelled.

However, it must be acknowledged that some rare skin cancers (sarcomas and neuroendocrine tumours) may benefit from the input of a tertiary referral opinion and this should be available to the clinician if felt appropriate. 
Conclusions
Most skin cancer registries throughout the UK do not collect complete data on non-melanoma skin cancer (NMSC).  Cancer tumour registries should be encouraged to follow the examples in N Ireland and the South West Region in collecting data on NMSC. However, even these registries are deficient and they only count the index case for each skin cancer, whereas many patients develop multiple NMSC carcinomas, leading to an under registration by about one third.  

A great increase in the rate of skin cancer is observed in immunosuppressed (solid organ transplant) patients.  These patients are now living longer and are exhibiting signs of skin cancer.  Immunosuppression increases the risk of NMCC, particularly SCC, but also melanoma. In renal transplant patients, the cumulative incidence of developing skin cancer, calculated by life table analysis, increased progressively from 7% after 1 year of immunosuppression to 45% after 11 years and to 70% after 20 years. 

These skin cancers are particularly important, as they tend to progress rapidly. More people will survive cancer and live longer on active treatment. Specific clinics may be needed in centres with transplant units to screen for such cancers. 

 Longer term solid organ recipients should undergo regular surveillance by a dermatologist. Few clinics exist for the provision of this important service outside Oxford and Edinburgh. Most complex cancers, including lymphomas and sarcomas can be dealt with within a local strategic Health Authority. However, for some cases, where local services are not deemed to be sufficiently specialised, then the facility to refer to a tertiary referral centre should be available. 

Primary / secondary care interface – Skin cancer in primary care
The major concerns are incompleteness of surgery and the inadequate use of histological examination in the presence of poor diagnostic accuracy. The NICE guidelines reported that for all skin tumours, the proportion biopsied in primary care ranged from 1.2% to 17% (NICE 2006).
Lack of adherence to clinical guidelines leads to poorer clinical outcomes and is known to be low among general practitioners (O’Malley 2007). Reasons for failure to adhere to guidelines include lack of awareness and inertia. 
A significant factor is that NICE requires GPs treating low risk skin cancer to be accredited in skin cancer surgery and to attend the MDT. The framework for providing accreditation and monitoring the primary care activity is the responsibility of the PCT. PCTs are reluctant to invest in these aspects of the NICE IOG as they will be hit by costs at 3 levels:

· The cost of the provision of accreditation 

· The cost of monitoring primary care cancer services

· The cost of a shift in where skin cancer is treated from non-accredited heterogeneous primary care settings to accredited skin cancer settings as originally described in the Calman Hine Cancer services plan and subsequently in the NICE IOG.

These costs represent an obstacle to PCTs where they have a conflict of interest in the provision of cancer services and meeting the improvement in quality of care described in government healthcare policy since 1995.

Provider efficiency profiling and central electronic data of cancer tumour registries may help identify weak performers. For local translation to occur, time must be protected for primary and secondary care clinicians to attend MDTs.

There are indications that this standard NICE guidelines ar not being adhered to particularly in Scotland, Wales and Northern Ireland (see Regions below). 

Incomplete excisions of basal cell carcinoma

In the UK, a proportion of BCC excisions have been performed by general practitioners (GPs) in the community. Studies consistently highlight a high rate of incomplete excision of BCCs by GPs compared with consultant dermatologists. There was a significant difference in the rate of complete excision between consultant dermatologists and GPs but not between consultant dermatologists and specialist registrars/clinical assistants (Dabrera 2007). The general surgical teams excised too few BCCs to be compared fairly with other operators (Dabrera 2007).
GPs did achieve lower rates of complete excision (up to 50% in some studies) than specialist dermatology staff. A possible reason for this is that GPs may have less experience of dermatology than consultant dermatologists (Dabrera 2007). A robust knowledge of dermatology is necessary for a doctor to competently diagnose and manage skin cancers such as BCC. However, dermatology specialist registrars and clinical assistants work under consultant dermatologists' supervision, benefiting from their experience.

A number of audits carried out in line with NICE Improving Outcomes Guidance needs reference have reviewed the delivery of skin cancer treatment in both primary and secondary care. The most important end-point when excising a skin cancer is to ensure that removal is complete and that no tumour has been left behind. Completeness of excision is evaluated by histopathologists on the submitted specimen of tissue. Their reports therefore allow an accurate comparison to be made between operators of different experience. Completeness of excision is a marker of technical competency.

In a survey from three different centres compiled by the BAD, a total of 279 skin cancers excised in Primary Care showed that only 38% complete excision margins and compares poorly with excision margins achieved in secondary care. This survey suggests that inferior surgical or diagnostic skills are leading to tumours not being treated in accordance with NICE guidance on the management of skin cancer. Reports from other areas in the UK suggest that these are by no means isolated findings.

 Incomplete excisions of Squamous cell carcinoma

Squamous cell carcinoma (SCC) is the second commonest cutaneous cancer and its incidence is rising; multiprofessional guidelines for the management of primary cutaneous SCC were published in 2002 (Motley 2002).  

In an audit of how these SCC guidelines were being adhered to, it was found that for SCCs, 50% were referred by their general practitioner (GP), with 24% being referred by other specialists. In only 38% patients was SCC suspected by the referring doctor (Batchelor 2006). 

Establishing the diagnosis of SCC is essential in order to adhere to the multiprofessional guidelines, but this is generally done poorly by GPs. Morris et al. (2002) found only 7·3% of patients referred to a dedicated skin cancer clinic by their GP with suspected SCC had this confirmed and 56% of SCCs were referred as BCCs. This low level of suspicion of SCC by the referring doctor was confirmed an audit, particularly in view of the fact that only 9% of new referrals were made on the 2-week wait proforma. 

It seems from this audit and many others that accurate diagnosis is paramount and this can come only with better education of GPs. This is not easy when they are exposed as little as two weeks dermatology during their training and they have so many other pressures.

The BAD considers that this is a serious patient safety issue and should be urgently addressed. PCTs should be required to demonstrate that governance procedures are adequate to ensure the delivery of NICE/IOG guidelines for the management of skin cancer in the community.
Incomplete excision of melanoma
A similar picture pertains to melanoma. In a study conducted in the North-East Thames Region, the diagnostic accuracy of the GPs was low in that an accurate clinical diagnosis was made in only 17% of cases (Khorshid 1998). This is comparable with previous reports on diagnostic accuracy of GPs for malignant skin lesions and slightly better than the data published from a similar study in south-east Scotland in 1992. 

Incompleteness of excision is to be avoided wherever possible in the management of melanoma because of theoretical concerns that metastasis may occur during a traumatic surgical procedure such as curettage and because of the inadvisability of leaving primary tumours behind for any longer than is necessary. 
The importance of surgical pathology is obvious in the management of skin lesions. The absolute necessity for routine examination of all excised specimens has been referred to frequently in the literature especially in the context of GP skin surgery.  It is clear, however, that the clinical practice of most GPs is different. In another study, more that two-thirds of the specimens removed in a surgical day theatre by GPs were not submitted for examination (Slater 1991).

There is a concern, about the poor diagnostic accuracy and the relatively high percentage of lesions incompletely excised. The pitfalls of minor surgery without histological confirmation of diagnosis are clear. If an unsuspected neoplasm is excised then in the absence of histological evidence of adequate excision the tumour may be left behind to recur subsequently. Such events are not infrequently the subject of litigation when for example skin tumours have recurred locally after the initial specimen was discarded. Slater reports four such cases in the previous 10 years in his practice (Slater 1991).  This is of particularly concern in melanoma, which may have a fatal outcome. 
Role of primary care in the management of actinic keratosis and In situ squamous cell carcinoma
Precancerous lesions of the skin are common. Prevalence studies have demonstrated that approximately 25% of the population aged 60 years and older have actinic keratosis (AK). Most patients with precancerous skin lesions can be managed by their general practitioner (GP).  The management of precancerous skin lesions differs from the management of lesions in all other organs in that many skin lesions are treated without there being a cytological or histological diagnosis.

For instance, AK and areas of Bowen’s disease may be treated using non-surgical methods such as topical drug treatment or cryotherapy. Patients with precancerous lesions of the skin are extremely numerous and these lesions tend not to progress. This makes them particularly amenable to care in the community. However, GPs have decreased the treatment of these conditions, mostly citing difficulty of Health and Safety rather than lack of payment for this change in practice. Topical fluorouracil (5-FU) cream may be helpful in the management of selected in situ squamous cell carcinomas (Bowen disease), but diagnosis is important first. 
As a result, many dermatologists are treating relatively trivial skin lesions in secondary care. This may be due to a change in the GP contract, reducing payment for these conditions and perhaps with Health and Safety issues. 
Difficulty in diagnosis of skin lesions.

· In a recent audit carried out throughout Wales (Logan RA, Personal communication), the  All Wales Case mix survey clearly identified the difficulty that GP’s have in diagnosing benign skin lesions, especially seborrhoeic warts and naevi, which end up being given inappropriate priority at the expense of more serious disorders.  Anecdotal evidence suggests that this is a widespread problem throughout the UK.

· This audit showed that SCC was most commonly misdiagnosed by GPs.

GPs should refer suspected serious skin cancers directly to an specialist without biopsy and where there is doubt about the diagnosis the patient should be referred to the hospital dermatology department.

Urgent skin cancer referrals made using the 2-week wait criteria in England, (which reflect MM and SCC outpatient workloads but exclude precancerous lesions and BCC), accounted for approximately 12% of all 2-week wait referrals with the remainder being benign lesions.  

“Low risk BCCs”
It should be possible for some patients with low risk BCC to be diagnosed, treated and followed up by a doctor working in the community (general practitioner or general practitioner with a special interest (GPwSI) provided they are a member of the local MDT. All patients with skin lesions which are suspicious of higher risk basal cell carcinomas, and all other skin cancers, including all suspicious pigmented lesions and skin lesions where the diagnosis is uncertain , should be referred to a hospital specialist, usually a dermatologist. NICE guidance states that general practitioners or GPwSI’s should not treat such skin cancers in the community. 
Conclusions

It is a matter of concern that a general practitioners continue to excise skin cancers in isolation. Audits consistently show that general practitioners (GPs) reach unacceptable levels of incomplete excisions of basal cell, squamous cell carcinomas and melanomas there are reports of GPs referring incomplete melanomas non-urgently for wider excision.  This is unacceptable and dangerous practice.

It is also of concern that many general practitioners do not adhere to NICE guidelines, failing to attend at least four MDTs per annum and keep a logbook of forty cases per annum.  This should be mandatory in all cases.

It is important that all providers of cancer services should participate in developing and monitoring agreed network guidelines and facilitate clinical engagement.  The Care Quality Commission should under take an improvement review of cancer in 2009 to assess progress on implementing the IOGs.  The regulator should be expected to take action against trusts, which continue to under take work for which they are not designated by their SCG and only fully compliant IOG services should receive payment.

Cancer screening clinics are being overwhelmed by large numbers of benign lesions. General practitioners should be encouraged to treat benign lesions including pre-malignant conditions such as solar keratoses with topical agents and cryotherapy thereby avoiding the need for referral of these conditions to secondary care. GPs need education in the diagnosis of these lesions.
GPs could remove strain on secondary care resources by doing more follow-ups on BCCs and SCCs following their surgery in secondary care. 

Where GPs wish to perform surgery on BCCs, then they must follow the NICE guidance, , operate on “low risk” tumours, carry out more that forty cases per year, and attend MDTs at least four times a year.
Cryosurgery may be used for patients with clinically well-defined in situ tumours (Bowen’s disease and AKs). 

Photographic triage (teledermatology) may be considered to sort out malignant from benign lesions thereby allowing dermatology services to fast-track malignant conditions.
Feasibility of implementation of the NICE guidelines. 
“Knowing is not enough, we must apply,

Willing is not enough, we must do.”

Goethe

The NICE Clinical guidelines (NICE 2006) have been build written by experts from a wide range of disciplines and are based on the eight principles of good guidelines. These eight principles are accountability, consistency, efficiency, feasibility, objectivity, responsiveness, scientific rigour and transparency. The NICE guidelines have the authority of numerous scientific and medical experts (from primary and secondary care) as well as the input of end-users and numerous stakeholders, policy makers, and government bodies. The BAD fully supports the NICE IOG for skin cancer, and feels that they should be supported and implemented: this should lead to improved care for all patients with skin cancer.
NICE was established to correct inequalities and inefficiencies in health care, including unacceptable variations in the uptake of technologies of proven value and to eliminate the failure to provide patients with optimum care for the treatment of common diseases (Rawlins 1999).

Translation of guidelines into clinical practice is not always straightforward. It requires clinicians’ time and resources such as data collection and difficulties in implementation over wide geographic areas. Setting standards for best practices (through guidelines) differs fundamentally from successfully implementing them through clinical quality improvement programmes, which must take place at the local level. 

NICE GUIDELINES FOR TREATMENT OF SKIN CANCER INCLUDING MELANOMA:
Key recommendations in the guidance include: 

· Cancer networks should establish two levels of multidisciplinary teams – local hospital skin cancer multidisciplinary teams (LSMDTs) and specialist skin cancer multidisciplinary teams (SSMDTs). All health professionals who knowingly treat patients with any type of skin cancer should be members of one of these teams, whether they work in the community or in the hospital setting. 

· People with precancerous skin lesions may be treated entirely by their GP or referred for diagnosis, treatment and follow-up to doctors working in the community who are members of the LSMDT/SSMDT. If there is any doubt about the diagnosis, people with precancerous lesions should be referred directly to their local hospital skin cancer specialist – normally a dermatologist, who is a member of the LSMDT/SSMDT. 

· Patients with low-risk BCCs should be diagnosed, treated and followed-up by doctors – either a GP with a special interest (GPwSI), working in the community as part of the LSMDT/SSMDT, or a local hospital skin cancer specialist, normally a dermatologist, who is a member of the LSMDT/SSMDT and to whom they have been directly referred. Where there is doubt about the lesion being low or high grade, the patient should be referred directly to the LSMDT/SSMDT. 

· All patients with a suspicious pigmented skin lesion, with a skin lesion that may be a high-risk BCC, a SCC or a MM, a rare tumour, or where the diagnosis is uncertain, should be referred to a doctor trained in the specialist diagnosis of skin malignancy, normally a dermatologist, who is a member of either an LSMDT or an SSMDT. 

High-risk areas for tumor recurrence include the central face (e.g., periorbital region, eyelids, nasolabial fold, or nose-cheek angle), postauricular region, pinna, ear canal, forehead, and scalp. These should be treated in secondary care (NICE 2006)
This guidance is extensively evidence based and as such is intended to help the NHS move towards better, more cohesive care for skin cancer patients. It is important that wherever people are diagnosed and treated that they have access to the same high quality standard of care from trained professionals. This guidance should ensure improved standards of care for skin cancer patients across the UK and reduce the so called “post code lottery”.  
As all patients with skin cancer, and their carers, should be offered the same quality of treatment, information and support regardless of where the diagnosis is made and treatment is carried out, and regardless of the grade or type of doctor they see (Cancer Reform Strategy 2008). 
Doctors regularly engaged in seeing skin cancer patients or undertaking skin cancer surgery should be mandated to attend the skin cancer MDT as part of their contracted activities, and this should be recognised where appropriate for continuing medical education (CME). Their attendance should be a minimum of four times a year, which should include one audit meeting where patients with skin cancer who are not formally reviewed at MDT meetings are discussed. Better-quality diagnosis and treatment by trained and audited personnel should result in better outcomes for patients.

Any doctor or specialist nurse who wishes to treat patients with skin cancer should have specialist training in skin cancer work, be a member of the LSMDT and undergo ongoing education. All doctors participating in the MDT should have a letter of appointment from the MDT lead clinician. Ideally all doctors, including GPwSIs, treating patients with skin cancer should have attended a recognised skin surgical course. This should be in a parallel clinic with an appropriate hospital specialist, normally a dermatologist, who is a member of the LSMDT/SSMDT. This is considered essential to maintain skills and promote dialogue with the specialist. All doctors and nurses should have regular CPD and would be expected to attend the LSMDT/SSMDT meetings whenever one of their patients is being discussed, and at least four times a year (NICE 2006). In addition, meetings to discuss audit results, guidelines and cancer measures should be arranged twice a year and all team members should attend these at least once year.

Recommendations:

Commissioners of health care must remain focused on these credible, multidisciplinary, unbiased and evidence based guidelines produced on analysis of the scientific facts and interpreted by those knowledgeable to make informed decisions. Commissioners have a duty to ensure that the guidelines are followed by all practitioners treating skin cancer.  Attendance and development of MDT’s is mandatory.  The adherence to NICE guidelines and MDTs is patchy around the country.  Some areas have very active MDTs, while in areas the provision is patchy, and in regions such as Wales, Scotland and Northern Ireland,  MDTs are virtually non-existent.  Well run MDTs will increase the standard of care given to all patients with skin cancer. 

There is an urgent imperative for immediate action to enforce the NICE guidelines in full, and where there is failure to do so impose restrictions in practice or economic sanctions.
The Cancer Reform Strategy (2008) makes it clearer that the NHS will be empowered to offer incentives to drive up the quality of cancer care at a local level and be responsible to the needs of a local population.

Strong commissioning will be particularly important.  The CRS states that in the past, commissioning for cancer services has not been as effective as it might have been.  Clearer view has shown that whilst 25% of networks have demonstrated that effective collective commissioning arrangements are in place, within agreed three year strategy framework for developing future cancer services, a further 25% were found to be struggling in all these areas.

There is a lack of clarity as to how MDT planning meetings are funded / reimbursed both in the NHS, and equally importantly for private patients.

RAISING AWARENES OF SKIN CanCER AND ITS PREVENTION

The British Association of Dermatologists has recently carried out two public surveys that include aspects of skin cancer.

The first revealed that, worryingly, only half of respondents associated mole checks with dermatologists (50%) and with treating skin cancer (49%). [Ipsos MORI for BAD, 2007]
When questioned more specifically in the second survey [BAD 2008], over a quarter thought that oncologists were the experts in diagnosing and treating skin cancer.

Even more alarmingly, the survey found that one in five people do not realise that it is possible to get a mole checked for free; instead thinking that checks for skin cancer can only be done privately.
The BAD therefore feels that in addition to the general sun awareness messages, more emphasis should be placed on promoting early detection of skin cancer, and where members of the public can seek help should they be concerned about skin cancer. 
Two recent reports should guide such publicity. The first is the government’s recent Cancer Reform Strategy (Dec 2007), which focuses on both early detection and access to high quality treatment. 

The second is the NICE Improving Outcomes Guidance on skin cancer, which gives clear guidance on the referral pathways for people with a possible skin cancer. Specifically, it clearly states throughout that: “All patient with a suspicious pigmented lesion, with a skin lesion that may be a high-risk BCC, a squamous cell carcinoma (SCC)… or a malignant melanoma (MM), or where the diagnosis is uncertain, should be referred to a doctor trained in the specialist diagnosis of skin malignancy, normally a dermatologist… If there is any doubt about the diagnosis, people with precancerous lesions should be referred directly to their local hospital skin cancer specialist, normally a dermatologist…”

The BAD would like to lead a two-pronged educational publicity programme, supported by the Department of Health, based on these recommendations, to address the gaps in public and professionals knowledge surrounding access to care for possible skin cancers.
Health professionals:

A large part of the campaign should focus on educating health professionals - from community pharmacists who are often the first port-of-call for people concerned about their skin, to GPs who refer patients into secondary care - about the importance of early detection, and the required referral pathways as outlined in the NICE guidelines. Pharmacists in particular could use information supplied by the BAD to educate people about checking their moles, and would also benefit from clear, concise information about the referrals of people with suspicious lesions.
The importance of early detection and accurate diagnosis is not only pertinent to melanoma. The campaign would also highlight that BCCs can cause substantial morbidity and require disfiguring facial surgery. These lesions need to be treated correctly the first time when, if treatment is adequate, the cure rate is over 95 percent. However, treatment of recurrence arising from inadequate surgery or treatment is expensive, more extensive and disfiguring and generally has lower cure rates.
Public:

The public arm of the campaign would focus on early detection, self-checking for skin cancer and how to spot the signs of a melanoma, using the BAD’s “ABCD-Easy rules of mole checks” and other such user-friendly and easily memorable materials supplied by dermatologists. It would also advise the public on where to seek help, and who to expect to be referred to should there be any concerns.
The fact that one in five people are not aware that they can have a suspicious mole checked free of charge is of real concern, and could pose a huge obstacle to the early detection of skin cancer in these individuals. 

Conclusions
Comparisons of money spent on Health Promotion / screening programmes. 

Although many skin cancers do not threaten life (basal cell carcinomas), squamous cell carcinomas and melanomas do and malignant melanoma causes over 1800 deaths per annum in the UK. About a third of all cancer is skin cancer, yet proportionately it receives little funding for health promotion and prevention programmes. 

In 2003 in the UK, 8,100 people were diagnosed with melanoma, representing 3% of all cancers.   Although not one of the very commonest cancers, melanoma is important because has the potential to kill young people and may be curable if diagnosed and treated early. 
In comparison 2,700 women who were diagnosed with cervical cancer in the UK in 2004, which accounts for 2% of UK cancer. 

Expenditure on cervical cancer health promotion and screening is vast by comparison with that spent on health promotion for skin cancer and has produced a steady reduction in the death rate for cervical cancer. 

The Cancer Reform Strategy states, “The Department of Health stands ready to fund and support high quality health services research using data generated by the national cancer intelligence network”. Data collection alone for skin cancer is deficient and more resources are needed to research the causation, prevention and treatment of skin cancer. 

Private providers. 

There is no evidence, known to the BAD that private patients receive treatment, which differs in standard to that in the NHS. Where they exist, most MDTs offer a service to private patients as “good will” venture.  MDTs “pick up” private patients through histopathology and discuss these cases in accordance with the normal procedures. This may not be the case if histopathology is sent to a private histopathology laboratory. 

It is of particular concern that some general practitioners or Independent Clinical Assessment and Treatment Centres – (ICATS) are not adhering to the guidance and patient outcomes may be less satisfactory. This applies to the enforcement of GPs attending MDT’s, carrying out excisions for 40 or more BCCs per year, and keeping a log of surgery. This is particularly true in centres in the North of England.

Conclusions
Of particular concern is that certain large private providers such as ICAT services are known not to have their work audited/examined by MDTs.  
Recent developments AND THEIR IMPACT

Topical photodynamic therapy (PDT) with methylaminolevulinate (MAL, licensed) and 5-aminolaevulinic acid (ALA, under application for license) is an advantageous non-surgical treatment modality, which has recently been approved for use by NICE (NICE 2008). PDT combines a pro-drug (MAL or ALA) cream, which is taken up by the skin and converted to a photosensitizer, following which it is activated by a specialist light source. The treatment is selective for cancer cells, due to selective uptake and metabolism of the prodrug, and therefore the treatment modality conveys the advantage of sparing of the surrounding healthy skin. PDT offers the efficacy of tumor clearance with good cosmesis, patient tolerability, and brief healing time compared with conventional surgery. It is particularly advantageous for patients with skin cancer covering a wide area of the skin, or with multiple cancers, or with cancers at poorly healing skin sites, for which surgery is sub optimal. 

First described 1990, PDT has been performed for approximately 15 years in the UK.  Use was initially based on reports of efficacy from a large numbers of case series in NMSC, and good quality multicentre studies have subsequently substantiated the earlier findings. British Guidelines published in 2002 concluded that there is good evidence for the treatment of AK, Bowen’s disease and superficial BCC (Morton 2002). A draft update to these guidelines is currently under review by the British Association of Dermatologists. Several randomised trials of PDT versus standard treatment have been published in the last 5 years, and 5 year follow up studies are now available; these confirm the appropriateness, efficacy and safety of PDT treatment in NMSC.  (Morton, McKenna and Rhodes, BAD draft guidelines, Winter BAD Newsletter, 2007). While PDT is practised at many dermatological centres in the UK, it is unfortunately still not available in many regions, and a large proportion of the population have difficulty in accessing this treatment option. 

Mohs' micrographic surgery

Mohs' micrographic surgery (MMS) offers highly accurate yet conservative removal of BCC with high cure rates for even the most difficult of BCCs  together with the maximal preservation of normal tissues. A review of all studies published suggests an overall 5-year cure rate of 99% following MMS for primary BCC an overall 5-year cure rate of 94.4% following MMS for recurrent BCC. Mohs' micrographic surgery is a relatively specialized treatment, and is undoubtedly time-consuming and available in only about 20 units in the UK (de Berker – personal communication). Mohs' micrographic surgery allows precise definition and excision of primary tumour growing in-continuity, and as such would be expected to reduce errors in primary treatment that may arise due to clinically invisible tumour extension. There is good evidence that the incidence of local recurrent and metastatic disease are low after Mohs' micrographic surgery and it should therefore be considered in the surgical treatment of high-risk SCC, particularly at difficult sites where wide surgical margins may be technically difficult to achieve without functional impairment. Although this method is complicated and requires special training, it has the highest cure rate of all surgical treatments because the tumor is microscopically delineated until it is completely removed. Mohs micrographic surgery is also indicated for tumours: 

·  with poorly defined clinical borders; 

·  with diameters more than 2 cm; 

·  with histopathologic features showing morpheaform or sclerotic patterns; and 

 arising in regions where maximum preservation of uninvolved tissue is desirable such as the eyelid, nose, finger, and genitalia. 
· Each regional Strategic Health Authority area should have excess to a Mohs’ micrographic service. (Motley 2002, Eedy 2002). 
Sentinel node biopsy

The role of sentinel node biopsy remains controversial, especially in the U.K., although more widely accepted as a standard of care in Europe and the U.S.A. A sentinel node biopsy service is available in a few tertiary referral centres in the UK. Patients with detected micrometastatic disease may be offered therapeutic lymph node dissection and interferon alfa-2a therapy. However, this is a relatively high cost intervention and conclusions about the clinical effectiveness vary and to date there is limited evidence suggestive of clinical net benefit and no overall survival benefit. Much more work needs to be done before this can become a recommended standard treatment and disseminated in clinical practice. 

In Scotland a new adjuvant trial for malignant melanoma (AVAST-M) of the VEGF inhibitor, Bevacizumab is opening for recruitment in central Scotland (Prof John Smyth is Primary Investigator).

CONCLUSIONS

Photodynamic therapy should be available in all centres delivering a service to skin cancer patients. This is now a NICE approved treatment.

Each regional Strategic Health Authority area should have excess to a Mohs’ micrographic service.

The role of sentinel node biopsy is controversial but trials should be available and patients recruited into them. 
Some patients with rare tumours may benefit from referral to a tertiary referral centre and resources and the mechanism for such referrals should be supported. 

Research into new modalities of treatment should be encouraged and clinicians encouraged entering patients into clinical trials approved by ethical committees. Reviews should guide the areas where clinic evidence is lacking and promote research into these areas. 

OTHER ISSUES OF CONCERN – EVIDENCE FROM AROUND THE UK
The BAD has asked representatives or key opinion leaders around the UK to outline problems, which may pertain to various regions. These are outlined in this section of the evidence. 
England

In general MDTs are operating better in England than in the other three regions of the UK. 

There is patchy availability of Mohs’ micrographic surgery. For example, it is absent in the North West. 

2. Like other parts of the country, GPs continue to excise BCCs in spite of knowledge of the NICE guidelines. 

3. ICATs services are being developed for example in Liverpool provided by a private company for routine referrals from primary care. Given that SCCs are misdiagnosed and are inadvertently being sent as non-malignant lesions, should we insist that ICATs services should also be under the MDT umbrella. Their doctors too should be forced to attend and contribute to MDTs. 

By comparison:

South East region:

· In the south east of England, there are a high proportion of elderly patients and the incidence of all skin cancers is above the national average. 

· Following the amalgamation of the PCTs there has largely been compliance with the NICE guidelines

· There are very few independent treatment providers

· There are still manpower shortages in dermatology with fewer consultants per head population than recommended by BAD across the region

· Most parts of the south east have established MDTs for skin cancer

· Proper provision of MDTs will require additional resources in pathology, dermatology and all disciplines, as job plans will need to reflect this extra work

· Some cancer networks do not have access to Mohs surgery

Skin Cancer in Scotland

Responsibility for Health Care in Scotland has been devolved to the Scottish Executive and NICE guidelines do not, therefore apply in Scotland. 

Skin Cancer Prevalence (Scotland)
Aging population and increase of organ transplant recipients are contributing to the spiralling rates of non-melanoma skin cancers in particular. Prevalence of malignant melanoma has trebled in 20 years.

Primary /secondary care interface 
Again Scotland reports a problem with over-referral of overtly benign lesions by inexperienced young doctors who have insufficient confidence to diagnose and monitor themselves. 

On the other hand some GPs continue to remove melanoma and squamous cancers without adherence to adequate excision margins and subsequent follow-up action. 

NICE guidelines do not apply in Scotland although members of the Scottish Skin Cancer Group feel that they would help to define the Primary/secondary care interface. They are also keen to endorse the quality issues contained in the guidelines

The Scottish Executive in 2005 funded the production of referral guidelines for several specialities including dermatology (www.pathways.scot.nhs.uk) but circulation and publicity of these was sub-optimal.

Surgical issues
Maintenance of same day tumour service for the majority of patients is often precarious, with gaps in surgical provision within the departments. 

Delays exist in the patient journey when patients need to be referred onwards for wide excisions and sentinel node biopsy for malignant melanoma, or for more extensive surgical procedures for non-melanoma skin cancers.

Not all training departments are equally well served with adequate dermatological surgical training: this should be available more widely pre and post CCT.

Raising skin cancer awareness (Scotland)
There has been helpful publicity surrounding the regulation of sun parlour regulation bill (part of the Scottish Public Health Bill) which is progressing well through the committee stage, with the prospect of adequate enforcement of the proposals to restrict use to over 18s, ban coin operated machines, ensure adequate advice available to clients about potential complications especially those with inappropriate skin type for tanning. 

Public petition submitted for consideration of sun-awareness education in schools: as yet no funding.

Public-private sector (Scotland)
Private sector work in Scotland the details of cancers removed in the private sector are unavailable for national statistics (ISD) not available for discussion in the cancer network groups. This may not always be in the best interest of the patient. 

Skin Cancer in Wales

· Main problem is in West Wales with no Consultant covering a larger area from Carmarthen northwards.  Service provided by network of GPSI’s under nominal supervision. 
· Moh’s service in Cardiff under pressure to meet 2009 RTT targets because of recurrent uncertainty over re-appointment of 2 Surgical Fellow posts.  As long as they are there, targets can be met.  Problem of increasing numbers of transplant cases, especially in University Hospital – providing adequate surveillance for these patients will require increased investment in network of Skin Cancer Specialist Nurses.

· Very few units running MDT’s as laid out.  Main problem is with timetabling and finding suitable session for main players, as well as funding administrative support for data gathering etc.  Never see GP’s at MDT.  GP’s difficulty with diagnosing malignant and premalignant lesions makes nonsense of suggesting that they should be responsible for dealing with this stage of skin dysplasia.

· Polaroid camera triage project shows considerable promise in improving the accuracy of triage and improved efficiency in patient care pathways, especially skin cancer cases.  The use of this “old-fashioned” technology avoids many of the difficulties inherent in electronic/digital communication.  It also allows preservation of Consultant opinion rather than devolving this work to less well trained and experienced people such as GPSI’s.  

· Other issues of concern – new GP contract has meant that a number of practices who previously carried out cryotherapy have decided not to invest and have stopped doing it.  Therefore increased referrals to secondary care of fairly trivial cases that block the system.
Skin cancer in Northern Ireland.

While a devolved Government is now responsible for health care in Northern Ireland, there is acceptance that NICE guidelines will be implemented locally. At present local hospital skin cancer multidisciplinary teams (LSMDTs) are the main method of standard enforcement of guidelines. Specialist skin cancer multidisciplinary teams are not available in most areas and while dermatologists wish to participate, there is no oncology or plastic surgery input. 
There is no evidence of enforcement of any of the recommendations for GPs and no audit of standards of care for skin cancer patients or training for GPs . One particular and worrying aspect is the lack of GPs being involved in their or being integrated into local dermatology departments. As a result, many GPs excise skin tumours, including melanoma, without having any training or attending MDTs or attending skin cancer specific CPD. These results in incompletely excised BCC, SCCs, and melanoma patients being excised in primary care and are often not referred being referred for specialist advice with an appropriate level of urgency. 
Worryingly there seems to be little interest from the present Health Board commissioners in auditing or enforcing NICE or other guidance in the treatment of skin cancers despite concerns having being raised on a consistent basis by the local dermatologists. Of particular concern is the  regularity with which general practitioners continue to incompletely excise all forms of skin cancer,  not to hold log books or be required to carry out more than 40 cases per annum and do not attend local MDTs. This is common practice and despite having being raised by dermatologists with the Northern Ireland Cancer Networks (NICM),  (http://www.nican.n-i.nhs.uk/?tabid=1458&tabindex=5,) No monitoring or action seems to have been taken. 
Conclusions
Because of devolution there is less uniformity of health care in the four regions of the UK. However, very similar problems exist: There is patchy implementation of regional MDTs in England and they are virtually non-existent in Scotland, Wales and N Ireland. 

General practitioners carry out skin surgery on skin cancers with unacceptable rates of incomplete excision margins. GPs not tend to attend the local MDTs.
A large number of benign skin lesions are referred to secondary care. This may reflect a combination of difficulty in diagnostic skills and a lack of willingness to treat benign lesions in primary care due to reduced incentivisation through the new GP contract.

Scotland is ahead of other areas of the UK in banning the use of coin-operated sunbeds.  

CONCLUSIONS
In conclusion, in view of the data presented it is clear that management of NMSC and MM will impose significant demands on dermatology services and other related specialties in the years ahead. The ageing population in the U.K. will inevitably contribute to a further increase in skin cancer workload. The number of individuals aged 60 years and over is set to rise by more than half by 2030 and it is in this age group that 80% of all NMSCs occur. This will not only affect dermatologists but will impact on the entire multidisciplinary team.
Given audits and studies to date, there is considerable concern about the role of primary care carrying out excisions on any skin cancers, because of the low level of diagnostic ability of many GPs and the increasing evidence of incomplete excisions of tumours. It is suggested that all suspected skin cancers should be referred to secondary care, where appropriate treatment can be given, audited and reviewed by multidisciplinary teams. 

Future planning, in terms of manpower and resources, will prove essential if we are to remain in a position to manage patients with these malignant tumours appropriately, while not compromising the management of other chronic dermatological diseases.
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Mr Berkley Greenwood
All Party Parliamentary Group on Skin 

St James House

13 Kensington Square

London W8 5HD

Dear Berkley 

Following the recent evidence session for the APPGS Cancer Enquiry we at the BAD are concerned that there seems to be a perception that there is a lack of dermatology consultants to support the management of skin cancer. 

The BAD wishes to emphasise that there is currently no lack of specialist dermatology consultant capacity in secondary care, to deal with issues relating to the management of skin cancer. 

Evidence suggests that the wait for an outpatient appointment to see a consultant dermatologist currently stands at 5 weeks in secondary care; this is in line with national 18 week target guidelines. 
Nationally, 100 percent of patients referred on the suspected cancer route are seen within 14 days of GP referral and 99 percent of skin cancer patients are treated within the national 31 and 62 day targets. 

Yours sincerely 

David Shuttleworth

Clinical Vice-President 

BAD Position Statement re ‘Mole Check’ Services.

The BAD believes that non-invasive imaging techniques have a role to play in the assessment of pigmented and other lesions of the skin. As such, they are often helpful in supporting the trained dermatologist in coming to a diagnosis, or deciding whether a specific lesion should be removed or not.

The BAD has not seen any evidence that these imaging techniques, even when supplemented by computer processing and analysis of the images, can replace the experienced clinical opinion of a trained Consultant Dermatologist.

Patients concerned about a mole should, therefore, seek advice from their GP and ask for referral to a Dermatologist if there is concern, all of which can be done ‘free’ on the NHS.
� �HYPERLINK "http://www.performance.doh.gov.uk/cancerwaits/2007/q3/can_7.html"�http://www.performance.doh.gov.uk/cancerwaits/2007/q3/can_7.html�
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