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Introduction 
 
Cancer screening saves lives. Breast and cervical screening has saved the lives of thousands of women 
over the past twenty years, while the new bowel cancer screening programme for men and women 
has the potential to save thousands more. 
 
In 2007, Cancer Research UK and our partner charities1 launched Screening Matters, a nationwide 
public campaign aiming to get three million more people into cancer screening, reduce variation, 
reach out to those not attending and provide the best possible screening programmes. More than 
100,000 people signed a pledge supporting the campaign and committing to attending screening when 
invited.  
 
In early 2008, over 9000 of our campaigners wrote to their MP asking for details about screening in 
their area.  Substantial numbers of MPs contacted their local Primary Care Trust (PCT) and we 
received responses from 115 of the 152 English PCTs, many of them sharing useful examples of good 
practice. We are very grateful for the commitment of our campaigners, MPs and PCTs to improving 
cancer services and promoting screening. 
 
This report aims to provide a snapshot of the way the cancer screening workforce is being managed 
in the English NHS. It sets out the methodology, background, findings, conclusions and 
recommendations based on the responses provided to Cancer Research UK by PCTs. The report’s 
findings are structured as follows:  

 
1. Workforce planning structures and responsibilities  
2. Breast screening programme 
3. Bowel cancer screening programme 
4. Cervical screening programme 

 
This report is accompanied by a partner report: “Increasing uptake of NHS cancer screening 
services” – please use the contact details on the back page to obtain a copy. 
 
 

                                                 
1 Beating Bowel Cancer, Bobby Moore Fund, Bowel Cancer UK, Breakthrough Breast Cancer, Breast Cancer Campaign, Breast Cancer Care and Jo’s 
Trust  



Background: Screening coverage performance by PCTs2
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In the year to 31 March 2007, the national coverage3 rate for breast cancer screening was 76%, up 
0.1% on the previous year. Coverage at a national level has remained consistently around 75% over 
the past five years.  

 
Worryingly, 39 of the 152 PCTs (26%) did not achieve the national minimum coverage standard of 
70%. The majority of these underperforming PCTs were found in London, but there are obvious 
issues in several other areas of England, including West Essex, North Lincolnshire and Blackpool. 
More positively, 38 PCTs attained coverage rates of 80% or more.  
 

Cervical screening coverage
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Cervical screening 

 
 
 
 
 
 
 
 
 
 
 
 
 
In the year to 31 March 2008, the national coverage rate for cervical screening was 78.6%, down 
0.6% on the previous year.  
 
Over the past decade, the trend has been downwards with the 2006, 2007 and 2008 rates dropping 
below the national minimum standard of 80%; younger women are a group of particular concern. 
Targeted action must be taken to reverse this trend, particularly as the new HPV vaccination scheme 
may mean that women wrongly believe that regular smear tests are not necessary. 
 
88 of the 152 PCTs (58%) did not achieve the national minimum coverage standard in 2008. Again, a 
significant number of these underperforming PCTs were found in London, but there are serious 
problems in many other areas of the country. 

                                                 
2 All screening performance statistics are taken from http://www.ic.nhs.uk/statistics-and-data-collections/screening  
3Breast screening coverage is the proportion of women resident in the screening target area (excluding those ineligible for screening) who have at least 
one recorded test result in the previous three years. 

http://www.ic.nhs.uk/statistics-and-data-collections/screening
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Overview of the cancer screening workforce 
 
The NHS in England currently provides three cancer screening programmes: breast screening, 
cervical screening and bowel cancer screening. Each of these programmes is organised differently and 
this is reflected in the way the workforce for each programme is managed. The Cancer Reform 
Strategy published in 2007 sets out the expectation that workforce decisions be made at the local 
level to take account of local requirements. ‘In general, workforce development and the 
commissioning of training programmes is the responsibility of Strategic Health Authorities (SHAs) 
and PCTs and should take account of local needs and circumstances’.4 However, there are national 
standards in place for workforce planning. As per the NHS Cancer Plan published in 2000, each 
Cancer Network should have a workforce strategy in place.5  
 
The Cancer Reform Strategy also outlines the expectation that collaboration should be an important 
part of stronger cancer commissioning6: ‘PCTs will need to work in closer partnership with other 
PCTs and their supporting practice based commissioning and specialised commissioning 
arrangements, taking strategic decisions to shape how and where care is best delivered’.7 This 
represents a shift away from the contracting model adopted in the early stages of the internal 
market, which focused on cost and volume.  
 
The information below provides a brief outline of the way the workforce for each screening 
programme is organised.  
 
Breast screening   
 
The NHS Breast Screening Programme was set up by the Department of Health in 1988. The 
programme is nationally coordinated, but locally delivered, with around 80 breast screening units 
across the UK.8 In England the majority of PCTs take the approach of the London PCTs, which 
organise their breast screening services through a consortium approach with a lead PCT.9  
 
The workforce for the breast screening programme includes assistant practitioners, radiographers, 
advanced practitioners and radiologists. The assistant practitioner and advanced practitioner roles 
were introduced to radiotherapy in 2001 and to clinical imaging in early 2002.10 They form part of a 
new ‘four-tier’ model of service delivery which aims, among other things, ‘to widen the routes of 
access to clinical careers and improve recruitment and retention of the health professions’.11 
Assistant Practitioners perform general radiographic duties, under the supervision of a qualified 
radiographer. Radiographers are now trained to become Advanced Practitioners and eventually 
Consultant Practitioners. Advanced Practitioners train to take on roles traditionally carried out by 
Radiologists, for example, film reading, ultrasound, biopsies and counselling. 
 
The introduction of these roles was in part a response to the changes to the age range for breast 
screening included in the NHS Cancer Plan and subsequent Cancer Reform Strategy. The NHS 
Cancer Plan resulted in an extension at the top of the breast screening age range to include women 
from 50 to 70. As a result of the Cancer Reform Strategy the age range will extend at both ends of 

                                                 
4 Department of Health (2007) Cancer Reform Strategy, 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/dh_081006 p. 125. 
5Department of Health (2000) NHS Cancer Plan, 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009609, p. 95. 
6 Ibid, p.111. 
7 Ibid, p.110.  
8 http://www.cancerscreening.nhs.uk/breastscreen/#how-org  
9 Health Select Committee (2008), Behind the Screen: Breast Screening Uptake and radiotherapy waiting times in London, 
http://www.london.gov.uk/assembly/health_ps/2008/mar12/item07a.pdf p.14. 
10 Department of Health (2003), Radiography Skills Mix: A report on the four-tier service delivery model, p. 7. 
11 Ibid, p. 11. 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/dh_081006
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4009609
http://www.cancerscreening.nhs.uk/breastscreen/#how-org
http://www.london.gov.uk/assembly/health_ps/2008/mar12/item07a.pdf
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the spectrum to include women aged 47 to 73. This change is being introduced on a gradual basis 
from April 2008. 

Cervical screening  

 
The NHS Cervical Screening Programme was also set up by the Department of Health in 1988. The 
programme is delivered locally at the primary care level. More than 100,000 people are involved in 
cervical screening. They include the doctors and nurses who take the samples in GP surgeries and 
community clinics, the pathologists who review them and the people who run the computer 
systems.12 Liquid based cytology13 was recently rolled out across all PCTs in England and is expected 
to reduce the numbers of inadequate specimens and the need for repeat tests.   
 
Bowel cancer screening   
 
The NHS Bowel Cancer Screening Programme is currently being rolled out nationally and is 
expected to be complete in 2009.14 Unlike the cervical screening programme, GPs are not directly 
involved in the delivery of the programme. The call and recall service is operated at a national level 
by programme hubs. Each programme hub has responsibility for up to 20 local screening centres, 
which provide endoscopy services and specialist screening nurse clinics for people who receive an 
abnormal result.15  
 
Local screening centres achieve accreditation through a process overseen by the Joint Advisory 
Group on GI Endoscopy (JAG). This requires centres to demonstrate compliance with agreed 
criteria as set out by JAG, and to undergo a formal JAG accreditation visit.16 Individual colonoscopists 
must also meet specified quality standards in order to qualify to take part in the screening service. 
 
The age range for bowel screening is currently 60 to 69. The age range will be extended to 75 from 
2010, as set out in the Cancer Reform Strategy.  Piloting of the age extension will be undertaken in 
five sites in England during 2008/2009. 

 
12 http://www.cancerscreening.nhs.uk/cervical/index.html#organised  
13 A new way of preparing cervical samples for examination in the laboratory 
14 As of July 2008 the bowel cancer screening programme had been rolled out in 100 of England’s 152 PCTs. See 
http://www.cancerscreening.nhs.uk/bowel/roll-out-in-pcts-july-2008.xls for more information. 
15 http://www.cancerscreening.nhs.uk/bowel/index.html#how-organised 
16 http://www.thejag.org.uk/jag/Whoareyou/JAGforunits/tabid/59/Default.aspx 

http://www.cancerscreening.nhs.uk/cervical/index.html#organised
http://www.cancerscreening.nhs.uk/bowel/roll-out-in-pcts-july-2008.xls
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Findings 
 
1. Workforce planning structures and responsibilities  
 
The majority of PCTs provided some information about the way they plan their cancer screening 
workforce. The evidence suggests PCTs employ a range of models to address workforce issues.  
 
A number of PCTs play an active role in shaping the workforce requirements of their local screening 
services in line with the World Class Commissioning model.17  
 

This year for the first time, the PCT is responsible for leading on a system wide workforce 
planning programme which will include colleagues from the Acute section, Mental Health, 
local community providers, and for Cambridgeshire, the County Council. As a result we 
will have a really robust workforce plan that really links all health and social care systems.  
(Cambridgeshire PCT) 

 
The PCT is working with the Cancer Network and the SHA through the Eastern Locality 
Group in order to actively plan for the future workforce needs of all our cancer screening 
programmes, including the recruitment of breast screening radiographers and radiologists, 
and the accreditation of colonoscopists. Knowsley PCT is not a lead or host commissioner 
for any of the Hospital Trusts that deliver local cancer screening services. 
(Knowsley PCT) 
 
The PCT works with local service providers to monitor the local screening programmes, 
including workforce provision and are continually monitoring capacity and demand to 
ensure that they have an acceptable level of staff.  
(Northamptonshire PCT) 
 

Many of the PCTs that identified a role for themselves in the planning process worked in partnership 
at different levels or created sub-regional commissioning groups which provide a forum to address 
workforce issues.  
 

The trust collaborates with other PCTs and hospitals in South Yorkshire to ensure that the 
most effective use is made of skills and resources within the area. PCTs come together in 
a sub-regional commissioning group, the Commissioning of Screening Services Advisory 
Committee (COSSAC), which looks at all screening programmes and identifies and 
tackles problems across the area.  
(Barnsley PCT)  
 
Any future re-design of services which may require an increase in the numbers of staff or 
a change to the way of working would be brought to the East Sussex Health and Social 
Care Workforce Strategy and Education Commissioning Partnership.  
(East Sussex Downs and Weald PCT) 

 
Working in multidisciplinary groups at the local level was mentioned as a way to ensure all relevant 
stakeholders are involved in workforce planning.  
  

Each of the current screening programmes is overseen by a multidisciplinary group which 
includes representation from the PCT and the appropriate service provider. These groups 
meet periodically to monitor uptake and to discuss issues around programme delivery 
and development, including staff resources.  
(Cumbria PCT) 

                                                 
17 http://www.dh.gov.uk/en/managingyourorganisation/commissioning/worldclasscommissioning/index.htm
 

http://www.dh.gov.uk/en/managingyourorganisation/commissioning/worldclasscommissioning/index.htm
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Bowel screening is being implemented across Herefordshire and Worcestershire via a 
joint PCT approach. All aspects of the screening programme, including workforce planning 
are being handled by a multidisciplinary group consisting of representatives from 
clinicians, PCT commissioners and appropriate representatives for both Hereford 
Hospitals NHS Trust and Worcestershire Hospitals Acute Trust in respect of training and 
workforce aspects of the programme. Breast and cervical screening workforce needs are 
handled by the relevant teams within the Trusts.  
(Herefordshire PCT) 

 
At the other end of the spectrum, some PCTs place the responsibility for workforce planning 
squarely with the providers of screening services. As the providers have to demonstrate a suitably 
qualified workforce to be accredited to deliver a screening programme, the PCTs devolve 
responsibility to them.   
 

The Trust does not employ breast screening radiographers or radiologists, or bowel 
screening colonoscopists. Our screening programmes are contracted out and it is the 
responsibility of any contracting organisation to plan their workforce to meet contractual 
requirements.  
(Devon PCT) 

 
2. Breast screening 
 
The breast screening programme appears to face a significant challenge in terms of planning and 
meeting future workforce needs. PCTs consistently identified several workforce issues, in particular, 
problems with staff recruitment and retention and their impact on the ability of local breast screening 
services to meet Screening Round Length (SRL).18 These issues have been recognised as long standing 
national problems and the evidence suggests that further action is required to effectively resolve 
them.  
 
Staff recruitment and retention 

A number of PCTs reported that their breast screening units are adequately staffed at present. 
However, a higher number of PCTs have experienced recruitment problems over the past year and 
are taking action to address this.   

[W]ork is being carried out across all PCTs and Central and East London Breast 
Screening Services (facilitated by McKinsey & Company) to identify and take forward a 
range of projects to improve patient experience, increase uptake and improve staff 
satisfaction/retention.  
(City and Hackney PCT) 

 
As mentioned previously, two new tiers were introduced by the ‘four-tier’ model of service delivery 
to help increase radiographic workforce capacity. The evidence indicates that this new structure has 
helped to address staff shortages. The importance of the skill mix introduced by the ‘four-tier’ model 
was suggested by several PCTs. 
 

The Kent and Medway Breast Screening Units now use Assistant Practitioners (in addition 
to Radiographers) who are trained to undertake routine screening mammograms on the 
mobile units and at the base units. Although this is an approximate mix of skills which 

                                                 
18 Screening round length is the interval between the date of a woman’s previous screening mammogram and the date of her next first offered 
appointment. Round length is measured by the percentage of eligible women whose first offered appointment is within 36 months of their previous 
screen. The national minimum standard is ≥ 90% and the target is 100% of women to be screened within 36 months. For more information see NHS 
Screening Programmes (2008) Achieving and Maintaining the 36 Month Round Length, http://www.cancerscreening.nhs.uk/breastscreen/publications/nhsbsp-
gpg10.pdf, p.1.   

http://www.cancerscreening.nhs.uk/breastscreen/publications/nhsbsp-gpg10.pdf
http://www.cancerscreening.nhs.uk/breastscreen/publications/nhsbsp-gpg10.pdf
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helps to alleviate recruitment problems, there is a maximum number that can be 
employed as they work alongside a Radiographer at all times (i.e. a mobile unit cannot be 
staffed by two Assistant Practitioners).  
(Medway PCT and Eastern and Coastal Kent PCT)  

 
However, PCTs are still experiencing recruitment problems and some have highlighted the 
limitations of the focus on skill mix. In particular, they suggest the career pathway for Assistant 
Practitioners is limited and they emphasise the length of time it may take to fully train a team in line 
with the ‘four-tier’ model.  
 

There is a skill mix in the department and we have assistant practitioners who take 
screening mammograms and are supervised by radiographers. This type of post has 
limitations as there is no career pathway unless they become a radiographer and only 
time will tell if these assistant practitioners stay remain in breast screening. Skill mix is 
not the entire answer, training radiographers to help radiologists robs the radiographic 
pool. Attracting clinicians can also affect the total clinical pool. Radiographic assistants are 
excellent but need to work with fully trained radiographers.  
(Leicestershire County and Rutland PCT)  
 
The skill mix required to deliver a high quality breast screening service has been 
considered closely in the past two years, working towards teams containing radiographers, 
radiologists, and assistant practitioners. It can take up to 12 months from recruitment to 
skilled breast screening practitioner, so teams are still in the process of delivering their 
final configurations.  
(Manchester PCT) 

 
The importance of recruitment issues within the breast screening programme is illustrated by their 
reported impact on SRL. Some PCTs identified short term staff shortages with difficulties in meeting 
SRL. The evidence also suggests that a shortage of trained staff can amplify the impact of unexpected 
factors on SRL.  
 

The Southampton and Salisbury programme did not meet the SRL minimum standard in 
the most recent quarter (October – December 2007), with only 21.1% of women invited 
within 36 months of their previous screen. The longer screening round has occurred as a 
result of downtime for moving to new accommodation in June 2007, breakdown and 
replacement of one mobile screening van, and a continuing shortage of radiographers. A 
recovery plan has been developed by the programme.  
(Hampshire PCT) 

 
Local initiatives to address recruitment and retention problems  

Despite the problems experienced by breast screening units, it appears that broad-ranging efforts are 
being made at the local level to address recruitment and retention issues. The Humberside Breast 
Screening Programme in particular has demonstrated a range of tactics to fill its skill gap and recruit 
more staff.  
  

Breast screening is an area where there are significant restraints around the availability of 
suitably qualified radiographers/radiologists. The Humberside Breast Screening Service 
has recruited a number of radiographers over recent months and has enhanced its 
internal training programmes to accredit these individuals with the appropriate skills to 
be able to undertake breast screening. There has also been a review of the skill mix 
within the screening unit to ensure that sufficient support staff with the correct skills are 
in place to ensure that the trained staff can work in an effective manner. Links have been 
made with the Strategic Health Authority regarding the need to amend training 
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programmes to ensure that sufficient, suitably qualified radiographers are coming out of 
the training programmes. Contact is being made with training schools to ensure that the 
area is promoted as an attractive place to come and work. The service has also recently 
recruited extra radiologists and is looking both within the UK and beyond to identify 
suitably qualified radiologists.  
(East Riding of Yorkshire PCT) 

  
A number of PCTs have been actively encouraging hospital trusts to be proactive about recruitment. 
Other PCTs are attempting to tackle the root of the national recruitment problem by attracting 
more people to the profession.  
 

For radiologists we are still training registrars in basic breast imaging hoping to attract 
them to a career in radiology and we have some juniors who are expressing an interest in 
higher specialist training.  
(Leicestershire County and Rutland PCT) 
 
In terms of recruitment, there is a national shortage of radiographers. However, the 
Greater Manchester Breast Screening Programme, delivered by the Nightingale Centre, is 
proactive in offering high quality placements to trainee radiographers and those wishing 
to return to work and recent vacant posts have successfully been filled. There has been a 
historical difficulty in recruiting to radiology posts, but following active promotion of breast 
screening as a career choice there are increasing numbers of individuals with an interest 
in this specialism.  
(Manchester PCT) 

 
Impact of the 2003 age extension on screening round length 

The evidence suggests that several breast screening units across England had difficulties when the 
2003 age extension to the service was introduced as a result of introduction of the 2000 NHS 
Cancer Plan.  
 

For breast screening, round length has been a problem because of a 40% increase in 
workload due to the widening age range and two-view policy, when insufficient trained 
radiographers existed nationally to cope with this.  
(North Somerset PCT) 
 
The extension of the screening age range in 2003, to include women aged 65-70 years 
of age, disrupted the planned service delivery model. This resulted in a failure of the 
programme to meet the national minimum standard of 36 months between invitations.  
(Manchester PCT) 

 
To avoid these problems recurring in the future, the roll out of the new age extension for breast 
screening needs to be closely monitored.  
 
Planning for the introduction of the second age extension 

In spite of these initiatives, some PCTs have expressed concerns about their capacity to maintain 
their current service levels when the new age extension is introduced to include women aged 47 to 
73.  
 

 
The current challenge on staffing is from the expanded age range of women covered by 
breast screening that will commence from April 2008.  
(Rotherham PCT) 
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A number of PCTs have started to plan for the new age extension or have demonstrated that they 
are beginning to consider the implications it will have for the future delivery of their breast screening 
services. This includes reviewing demand and capacity and implementing plans to meet their 
forecasted requirements.  

 
Preliminary work has been undertaken to plan for the extra workforce/ capacity to meet 
the future plan for the age extension to 73 years for breast screening. The plan includes 
extra recruitment of breast screening staff, ranging from radiologists, radiographers, 
pathologists, surgeons, nurses and administrative staff.  
(Redbridge PCT) 
 
In order to meet the increased need for radiologists/radiographers for Breast Screening, 
the PCTs have already agreed to fund the recruitment of extra staff in advance of the 
new age ranges coming into play. This means that these staff will be fully trained by the 
time the age range changes and enable the unit to meet the extra workload (currently 
estimated as a 30% increase).  
(Blackpool PCT)   

 
Other PCTs are integrating planning for the future expansion of the screening programme with the 
modernisation of the service. A number of PCTs emphasise the role technology will have to play in 
helping them to deal with the increase in demand.19  
 

Future expansion of the screening programme is being planned for as part of the 
modernisation of the service. With digital mammography, barcoding, improved offices 
and working environment as well as improving the skill mix of current staff (e.g. training 
senior radiographers to read mammograms) that is currently being undertaken, it is 
anticipated that the programme will attract a high standard of future recruits.  
(Plymouth PCT)   

 
3. Bowel cancer screening  
 
The bowel cancer screening programme is still being rolled out across England. This limits the extent 
to which workforce planning for the programme can be reviewed. However, the evidence from 
PCTs suggests that the Joint Advisory Group (JAG) accreditation process should meet the demands 
of the programme roll-out. None of the PCTs which responded to our workforce planning questions 
raised any concerns about their ability to identify colonoscopists to complete the accreditation 
process run by JAG.  
 
The majority of PCTs which have not yet rolled out their bowel cancer screening programme have 
indicated they expect to do so without any problems. However, a small number of PCTs have not 
yet met the JAG requirements as they are still improving their symptomatic service.  
 

Work is ongoing between Leeds PCT and Leeds Teaching Hospitals Trust to improve the 
performance of the colonoscopy waiting times. At present waiting times are such that 
accreditation of the service will not be met and therefore the colonoscopists cannot apply 
for accreditation. It is hoped that Leeds will gain accreditation at the beginning of 2009. 
At present Harrogate District NHS Foundation Trust will be the lead screening centre 
and as such colonoscopies will be performed at Harrogate for the screening programme 
until Leeds has accreditation.  
(Leeds PCT) 

 

                                                 
19 Recent research suggests that a single reader accompanied by Computer Aided Detection may be as sensitive as double reading. This may help ease 
pressures on mammogram reading in the future. Details can be found at http://content.nejm.org/cgi/content/short/NEJMoa0803545

http://content.nejm.org/cgi/content/short/NEJMoa0803545
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A number of PCTs have started to make plans for the introduction of the age extension for bowel 
cancer screening. The information they have provided suggests the importance of identifying and 
training staff to meet JAG requirements in time to meet the additional capacity required by the age 
extension.  
 

When the programme extends in 2010, there are a number of options to increase 
colonoscopist capacity; there are currently colonoscopists within the current screening 
centre who will be eligible for accreditation; or, the potential to open another site with an 
additional two colonoscopists, (currently in post but not accredited) may be explored. As it 
stands there will be no need to recruit additional staff, but there will be a need to ensure 
that staff work towards the minimum criteria.  
(Bolton PCT) 
 
The programme anticipates that they will surpass the 450 screening colonoscopies 
needed to merit three screening colonoscopists by 2010 at the latest, as the population 
eligible for automatic invite increases and the number of patients who have polyps 
removed through the programme return for surveillance. This situation is regularly 
reviewed to ensure that any workforce issue is flagged early so appropriate planning and 
action can take place. 
(County Durham PCT) 
 
Currently the bowel screening programme teams keep a log of interested clinicians and 
they are approached as required. Their details are then forwarded to accreditation co-
ordinators who set the ball rolling in terms of application forms etc. 
(Central and Eastern Cheshire)  

 
4. Cervical screening  
 
We did not specifically ask PCTs to provide information about the cervical screening programme. 
However, some PCTs have provided information about the programme which suggests that the roll 
out of the liquid based cytology technique has progressed well.  
 

Cytology training delivery has been reviewed to ensure high numbers of practitioners 
across the borough. Sample taker training sessions are being organised twice yearly with 
good uptake from practice nurses and increasing numbers of GPs are attending these as 
well. Liquid based cytology training sessions have been organised in preparation for the 
roll out of the new process and cytology courses evaluated and found to be informative 
and a valuable learning resource for sample takers.  
(Dudley PCT) 

 
Several PCTs have suggested that the introduction of liquid based cytology has had some impact on 
the provision of the cervical screening service as new techniques and systems are embedded.  
 

Rotherham recently converted to liquid based cytology for cervical screening, the 
conversion was completed in April 2007. Initially there was an increased turnover time to 
retraining of staff which has now been resolved.  
(Rotherham PCT) 

 
Redbridge PCT also emphasises the need to review the capacity needed in laboratories and for the 
call and recall services in order to meet the two week turnaround for the results of cervical 
screening.  
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Conclusion 
 
From the information available, we can conclude that some variation exists in the approach to 
workforce planning in cancer screening. There are a range of models at work and it appears that 
some PCTs are less involved than others in shaping the workforce for their screening services. It is 
still not clear how well formal workforce planning processes are embedded for the cancer screening 
programmes. However, the overwhelming response we have received from PCTs and the evidence 
they have provided suggests that workforce planning is taken very seriously.  
 
PCTs have highlighted the continuing problems the NHS Breast Screening Programme faces in 
recruiting and retaining staff.  This appears to be a national problem. Some PCTs have found that 
addressing the skill mix in their breast screening units can help to alleviate recruitment problems and 
this has been facilitated by the introduction of the ‘four-tier’ model of service delivery. However, the 
lack of a clear career pathway for Assistant Practitioners may have an impact on staff retention levels. 
The information also suggests that the root of the recruitment problem needs to be effectively 
tackled. The limited pool of trained radiographers and radiologists in England must be urgently 
addressed. Some PCTs have introduced local measures to tackle these problems.  
 
In some cases, staff shortages have impacted on screening round length (SRL) and there is evidence 
suggesting that the introduction of the 2003 age extension to breast screening has also impacted 
upon SRL. This issue has clear implications for planning for workforce needs arising from the age 
extension announced in the Cancer Reform Strategy. Some PCTs have voiced concerns about their 
capacity to deal with the increase in the number of women to be screened as a result of the age 
extension. It is also acknowledged that screening higher numbers of older women places pressure on 
the service. Some PCTs have put in place recovery plans to reverse the problems with SRL.  
 
Limited conclusions can be drawn from the information provided about the cervical screening and 
bowel cancer screening programmes. Cervical screening appears to have progressed well but some 
PCTs have identified a need to monitor capacity as the service develops. Similarly, the evidence 
suggests there are sufficient colonoscopists in place to meet the demands of the bowel cancer 
screening service as it rolls out across England. However, a number of PCTs have highlighted the 
need for steps to be taken at an early stage to ensure that the training and accreditation of further 
colonoscopists is carried out in time to meet the extension of the age range.  
 

Recommendations  
 
• Where appropriate, PCTs should collaborate with others to ensure that workforce planning is as 

comprehensive as possible. 
• Where one service has staff shortages and its neighbours do not, PCTs should consider 

cooperating to fill capacity gaps. 
• Each PCT should play a role in supporting developments in the cancer screening programmes and 

ensuring services are adequately funded. This should not only apply to lead commissioners. 
• Formal workforce planning procedures should be adopted and there should be a local workforce 

plan in place for each of the three screening services.  
• Recruitment issues affecting the breast screening workforce need to be urgently addressed.  
• Consideration should be given to the career pathway for Assistant Practitioners.  
• PCTs should conduct staff surveys to find out why staff leave the screening services and what might 

persuade them to return. 
• Local best practice for dealing with these issues should be shared between PCTs to help them to 

meet the challenges created by staff shortages.  
• Plans need to be put in place now to deal with the forthcoming breast screening age extension.  
• PCTs should act now to ensure sufficient accredited colonoscopists will be in place to 

accommodate the 2010 bowel cancer screening age extension. 
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