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Informalintroduction

Topic. This short paper summarises some of my research data on national cancer controlprogrammes.ItfocusesonthecaseofEngland,whichIcomparewithFrance in my ongoing doctoral dissertation. The theoretical period of observation stretches back to the early 1970s, but my main angle of analysis concentrates on a particular policy initiative, the NHS Cancer Plan, published in September 2000 by the Department of Health, and its most recent sequel, the Cancer Reform Strategy, announcedin2006andfinalisedasapolicydocumentin2007.Myresearchquestions pertaintotheemergenceofcanceronthepoliticalagenda,themethodologyofhealth planning,andtherelationshipbetweencancercarereformandhealthcarereform.

Introduction

The health policy case study presented in this paper concerns the successive policy initiatives that affected the English cancer sector from the mid-1990s onwards. The research problem that is stressed throughout the paper pertains to the relationship betweenthesereformsandthewider,structuralevolutionsoftheNHS,bothfeatured in Table 1. To some extent, the organisational and political dynamics of reform were indeeddifferentatthecancersector-levelandathealthsystem-level. Outline.Thefollowingpapercoverstwomajoraspectsofcancercarereform.Itfirst explores the organisational logic of recent reforms, as embodied in two major policy 1 Note on a methodological dilemma. It remains unclear to me how best to theorise the parallel yet distinct evolution of the cancer sector and the English general health services policy. Frameworks that address the differences between the global and the sectoral levels of publicpolicy(JobertandMuller),orbetweenpolicy'subsystems'(SabatierandJenkins-Smith, Howlett and Ramesh) might fit, although an approach based on medical specialization and fields might eventually reveal more adequate [START_REF] Pinell | Champmédicaletprocessusdespécialisation[END_REF], since the empirical backbone of suchdifferenceswas,andis,theprofessionalfieldofoncology.Somehistoricalinsightsonthat matterappearinPickstone (2007).
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documents,knownasthe'Calman-Hinereport'(DepartmentofHealth1995)andthe NHS Cancer Plan (Department of Health 2000). It then turns to the political factors thatconstrainedthedraftingofanationalcancercontrolprogrammeinEngland.The publishedviewsofpolicyinsiderssuchasRobertHaward(2002)madeuptheprimary material for this preliminary work on the English cancer sector, along with policy documentation and pilot interviews within the voluntary sector and the specialised media.

Comparison.Aparticularlyproductiveapproachtotheseresearchquestionsconsists in asking them comparatively within similar yet differentiable national settings. The main limitation of this paper, on top of the rather tentative nature of most of its arguments,ishencethatsuchcomparisonisrestrictedtodatafromtheFrenchcancer sector, and that comparisons will be drawn asymmetrically, with no intention of presenting both cases in identical levels of detail. 2 Further research is needed to produceasystematiccomparisonfrombothnationalcases.

Organisationalchallengesforcancerservices

Theguidinghypothesisinthispaperisthatreformsandcurrentpolicytrendsinthe cancersectorarebestunderstoodagainsttwowidertrendsofhealthservicespolicy:

1. The internal market. First, one has to consider the historical context of the NHSReview3 thatwasledduringthepremiershipofMargaretThatcherunder the title Working for Patients (Department of Health 1989), and which then passedintolegislationwiththeNationalHealthServiceandCommunityCare Act, coming into effect on 1 April 1991. All accounts collected so far4 seem to
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indicate that, at the very fundamental level of modern cancer care, the core principles perceived as required to articulate clinically efficient cancer care pathways contradicted the foundational logic of market models promoted by Conservativegovernmentsforthedeliveryofpublicservicessuchashealthand education. 5 Specifically,thenationalpolicyreportsthataddressedthedelivery of cancer treatment in England seemed to run counter the experimental substitutionofmarketforcestocentrallyplanneddecision-makingasthemain driver for health care decision-making, advocating instead for a state-led programmatic approach to cancer services. In that respect, it seems that the principalmechanismguidingthedevelopmentofservicesatthemesolevelof the cancer sector in the past decades was negative policy learning 6 from the macrolevelreformsofthehealthcaresystem.

To some extent, the explanation for this finding can be derived from the structuralcharacteristicsofthepathologyunderscrutiny:thesheercomplexity of cancer (due, among other factors, to the variety of sites on which multiple types of malignancies can develop) and the resulting complexity of cancer treatment (a range of therapeutic strategies scattered among medical specialties) cancelled the background assumptions behind a market vision of health care-such as perfect information and negligible transaction costs regarding the demand and supply of medical goods. 7 Two organisational SomeguidingprinciplesforthisresearchwereextractedfrompilotinterviewsinLondon,May 2007. 5 The successive Secretaries of State in office during the NHS Review were John Moore (June 1987-July1988)andKennethClarke(July1988-November1990),thenfollowedbyWilliam Waldegrave (November 1990-April 1992). As far as the personal characters of the three Ministers were concerned, the authority with which they (especially Kenneth Clarke, who accelerated the Review's implementation; Webster 2002) intended to lead their reform of the NHS clearly affected its further developments, insofar as the lack of local experimentation of internalmarketsystemsthroughpilotprojectswasanimportantlineofcriticismheldagainst theGovernment'saction(Klein2006,p.157). 6 Thishypothesisstartswiththeobservationthatofficialsmakedecisionsonthebasisofpast policyexperience,andthat,generallyspeaking,'politicalinteractionhasconstitutedaprocess of social learning expressed through policy' (Heclo 1974, p. 306); see [START_REF] Freeman | LearninginPublicPolicy[END_REF] for a reviewoftheliterature.

7 From the rather large literature on the organisation of cancer care written by medical professionals themselves (published in the form of short articles, letters and editorials in medical journals such as the British Medical Journalor Clinical Oncology), it appears that the centralisation of services is persistently perceived as a necessity induced by the scarcity of technicalequipment:meansofradiotherapytreatmentordiagnostictoolsbasedoncomputed tomographicimagerysimplycannotbecomeavailableinallhospitals.Theoppositionbetween system-specific and cancer-specific reforms did not start with the internal market: the
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properties of cancer care will be detailed to provide some empirical justification to that general statement: the spread of cancer networks promoting collaboration over competition (Section 2.2), and the de facto cancellation of the purchaser-provider split within them (Section 2.3). Managerialaspectsofhealthcarereformweremoresuccessfulintopervading cancercare,eventhough,asdiscussedinSection2.4,theuseofauditingand guidelines can serve professional activities in parallel to exerting professional control.

Modernisation.

The second influence on policy-making for cancer services comes from New Labour's modernisation agenda, which has been a topic of general inquiry from the overall perspective of government, governance and publicmanagementreform(Newman2001;PollittandBouckaert2004)aswell as from the perspective of health services policy. 8 Sections 3.2 and 3.3 on the role of evidence and consultation in policy-making show that cancer was following,ifnotanticipating-aswasthecaseinFrance-changesthataffected all policies in European health care states. Finally, to further comparison between the cancer sector and European health care reform (Freeman and Moran2000),Section3.4brieflycoversissuesinfundingandbudgeting.

Competitionandcancernetworks

A distinctive feature of the economic vision carried by the NHS internal market was the disaggregation of medical supply into provider units, composed of hospitals and community services. Intended competition between these supposedly homogenous units, however, disrupted cancer clinical pathways which spread over the equipment andstaffofhospitals,duetothedistributionofspecialistsanddifferinginvestmentsin expensive technology. In that sense, 'the market was particularly detrimental to coordinatedcareacrossorganisationalboundaries,asitgeneratedcompetitionbetween hospitals,therebydiscouragingcollaboration'(Haward2002,pp.89-90).

AccordingtotherecommendationsoftheCalman-Hinereport,whichitselfdrewfrom a 1994 report by the Association of Cancer Physicians, 9 the dominant mode of organisation was instead to become the hub-and-spoke logic of cancer networks (Department ofHealth 1995, §4.1.1),with cancercentresandcancerunits connecting fundamental logic of cancer services organised around radium since the beginning of the century(Pickstone2007)alsocontradictedthedevelopmentofdistricthospitalsinthe1970s.

8 ForageneralreviewofmodernisationwithinBritishhealthpolicy,seeAlvarez-Rosete(2008);

for an illustration through mental health services, see 6 and Peck (2004). For a comparative assessment,seeNewmanandKuhlman(2007)andMartinPowell'spaper'ModernisingHealth CareinEurope,'presentedattheESPANETAnnualConferenceinVienna,2007.

9 Asforcomprehensivecancerpolicyframeworks,theideaofassemblingcancernetworkswas notnewtothe1990s:theRoyalSocietyofRadiographershadalreadysuggestedthemin1979.

ESPANETdraft1 7/18 theirrespectiveservicesandspecialistteams. 10 Whilesomepractitionerswereableto experiment delivery networks as soon as 1996 (16 transitional networks existed in 2000),thegeneralisationofcancernetworksoccurredonlywiththeNHSCancerPlan, amountingtotheformationof34networksencompassingallEnglishcancerservices byApril2001.

Cancellingoutthepurchaser-providersplit

Thepurchaser-provider split, asthecornerstoneof the'internal market'(atermthat did not trigger much enthusiasm even among the Secretaries of State in charge of implementingit;Ham2000,p.28-sq.),wasaparticularly.ThecreationofNHSTrusts wouldenablecompetitiononlyifachangeinpurchasingandprovidingpatternscould occur,whichwasfarfromthecaseinmanyinstances.Equipmentthatwascrucialto cancer treatment (radiotherapy) and diagnosis (imagery) required resource pooling amonghospitalsinsteadofprovidercompetition,asembeddedintheinternalmarket [START_REF] Haward | Commissioning Cancer Services[END_REF]. Similarly, the preference for a proliferation of district hospitals over larger units of care delivery ran counter the centralised model of care built around radiotherapy(Haward2002;Pickstone2007).

TheCalman-Hinereporttook,initsrecommendations,averydifferentdirectionthan the internal market by having 'both purchasers and providers re-examining their patternsofcancercare'(DepartmentofHealth1995, §2.5),whichtranslatedinpractice intoaformofcoordinationbetweenbothpartiesthatsupportedthelogicofcollective planningovercancertreatmentsandwentlargelycountertotheWalrasianprinciple ofmarketequilibriumthroughpricefixation.

Managerialism,professionalidentitiesandclinicalautonomy

A last dimension of organizational change related to the internal market pertains to thepossibilitythatthereformmighthavealteredprofessionalroleswithinthemedical sector. Data collected during the introduction of the reform suggested that clinical directors were effectively expressing a dual 'bureaucratized' identity, hybridizing managerial and clinical values into a single professional entity that did not keep administrativeandmedicalworkroutinesseparated,andeventradedthelatterforthe former ones at times [START_REF] Kitchener | The "Bureaucratization" of Professional Roles: The Case of ClinicalDirectorsinUKHospitals[END_REF]. Such modification in professional identities mightbeunderstoodprimafacieasavictoryfortheConservativeadministrationsthat insisted on introducing managerial notions such as performance and auditing within medicalpractice.However,thereareatleasttwowaystosuggestthattheintroduction ofmanagerialismwithinthemedicalfieldmightbeinterpreteddifferently:

1. First,eveninsituationswherepractitionersmighthavetoacceptnewformsof professionalscrutiny,thisdoesnotmeanthattheynecessarilylosetheability to enforce these controls themselves within their professional field. In that sense,'evidence-basedmedicinemay,inasimilarwaytoclinicalaudit,become appropriated and distorted by the still powerful medical professionals. This would involve hospital doctors protecting their autonomy by ensuring that practice developments continue to be largely internally driven rather than externallyimposed'(Kitchener2000,p.146;seealsoRosenandMays1998).

2. Asecondsuggestionpositsthatpractitionersarecapableofrecyclingexternal constraintsintointernalresources. 11 Usingthesamelineofreasoningusedby Patrick Castel about the effect of evidence-based clinical guidelines on professional autonomy within the cancer sector 12 may be used in the English context to hypothesize that, when doctors were able to take the managerial notionsintroducedbytheinternalmarketintotheirownhands,itthenformed a new strategic asset for them to increase their legitimacy among their peers and support their views while performing common medical tasks such as discussingtherapeuticstrategieswithcolleagues(CastelandMerle2002).

From this viewpoint, the 'alien set of values' (Klein 2006, p. 156) introduced by the internalmarketreformmighthavetranslatedintosomethingelsethanareductionin clinical autonomy and the downplaying of professional groups within the policy process.Theemergenceof'clinicalmanagers'(Llewellyn2001)identicallyguaranteed thatmanagementstayedinthehandsofpractitioners. 13 Anapplicationofthistheory toclinicalguidelinesisprovidedinalaterSectionon'evidencepolitics.' * It might hence be the case that the sub-sector dynamic of cancer was negating the macro-evolutionofthehealthsystemasawhole.Lateron,whentheNHSCancerPlan reiterated most of the policy recommendations of the Calman-Hine report only in a 11 'Internal'and'external'refertothesymbolicfrontiersofthemedicalprofessionalfield.

12 French oncologists working in comprehensive cancer centres protected their way of doing fromhospitalcompetitionbyresortingtoclinicalguidelinesinordertoclaimahigherquality ofcare,anticipatingalargermovetowardsclinicalstandardsintheFrenchhealthsystem.See [START_REF] Castel | Quand les normes de pratiques deviennent une ressourcepourlesmédecins[END_REF]Castel and Friedberg 2004; as well as Patrick Castel's doctoral dissertation (Paris, 2002). For a summary, see his paper 'Recent developments in cancercareinFrance. Competition or coordinatedcare?' at the CHSTM workshop 'Sites and Styles:ExploringtheComparativeHistoryofCancer,'March2007(pages2-3).

13 Somesub-professionaldynamicsarealsoidentifiablewithinthedifferentspecialtiesofcancer treatment.UsingdatafromFranceandfromtheinternationalscientificcommunity,Casteland Dalgalarrondo (2005) observed that paediatric oncologists have been spearheading the trend towardsstandardizationofpractices.
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Thepoliticsofcancercarereform

Issueemergenceandagenda-setting

While NHS reform is, like any other component of the nation's political economy, a systematicconcernforgovernmentsduetobudgetandperformanceissues,reformin thecancersectorrequireitsownspecificexplanatorynarrativetoexplainwhycancer waselevatedontothegovernmentalagendaasandistinctissue. Schematically,twotypesofissueemergencecansummarizetheexperienceofEngland andothercountriesinEurope.

England

1. Policy triggers. In the first case, pressure to act came from policy triggers [START_REF] Weaver | SettingandFiringPolicyTriggers[END_REF]). The publication of comparative cancer survival data by the EUROCAREepidemiologicalstudy 16 effectivelyworkedasaninvoluntarypolicy trigger,whichfiredawarningtogovernmentswithdisadvantageouspositions in survival league tables, namely Britain and Denmark. In the latter country, 

Consultativepolitics

The NHS Review gave a particular profile to health policy-making that generated 'as muchresentmentbecauseof[its]styleasdisagreementoversubstance…thoseinvited tothemeetingswereselectednotbecausetheywererepresentativeoftheprofessional interests (the Royal Commission model) but precisely because they were unrepresentativeintheirsympathyforideasofradicalreform'(Klein2006,p.147).The resulting effect on the medical profession was 'outrage at its exclusion of the policy process' (Klein 2006, p. 154). The Calman-Hine report, being authored by an Expert Group commissioned by the Chief Medical Officers of England and Wales, already indicated a return to the more traditional routines of health policy-making in the hands of professionals. National Service Frameworks, as explained in research by ChristineHoggforthePatient'sForum(seealsoHogg2002),wentevenfurtherinthe institutionalisationoflegitimateviewpointsbyinvolvingpatientsinExpertReference Groups-whichdidnotapplytotheNHSCancerPlaninsofaras,althoughpresented as a National Service Framework, the consultation procedure was bypassed to accelerate its elaboration due to the sense of urgency derived from the EUROCARE data. 

Evidencepolitics

From the analytical angle of objectivity and embedded authority, National Service Frameworksderivedtheirlegitimacyfromotherfactorsinadditiontothescopeofthe consultation process. Their extensive use of clinical evidence shaped the content of NSFs with the objectivity and legal-rational authority associated to evidence-based medicine.Inthatrespect,evidencehereplayedapoliticalroleintheacceptationand adoptionofNSFsasappropriateguidestowardshigh-qualityhealthcareservices.

To some extent, NSFs can also be understood as a product of policy learning. An appropriatedescriptorforpolicy-makingwithinthehealthsectorinthelate1980shad been:'experimental.'RudolfKlein'sdescriptionofthesituationaftertheNHSReview isparticularlytelling:

Therationalmodelofpolicy-making-firstexperiment,thenevaluate,finallydecidemaythusbebased,thecaseoftheNHSsuggests,onaseriesofirrationalassumptions aboutthefeasibilityofapplyingit.Incontrast,ministerialstrategyseemstohavebeen based -no doubt unconsciously -on a very different model of rationality in policymaking. This sees policy-making itself as an experiment -the testing of theory by puttingitintopractice.(Klein2006,p.158) Thepolicydocumentationfromthesubsequentdecadesuggeststhattherewasindeed asense,fromthe1990sonwards,thatthepastcontainedmanyoftheseexperimental policies. In the cancer sector, however, professional guidance remained the cornerstoneofservicedelivery.Earlieron,theCalman-Hinereporthadsuggestedthat 'Professional bodies should urgently develop guidance on the level of expertise and supportrequiredtomanagethecommonercancers'(Recommendation6).Attheend ofthe1990s,theCancerOutcomesGroupledbyRobertHawardhadhencedeveloped afull-fledgedseriesof'ImprovingOutcomes'standardizedprotocolsforseveraltypes ofcancer,providingthecancerfieldwithaclinical'goldstandard'(forananalysisof theroleofclinicalguidelines,TimmermansandBerg2003;seealsoDaly2005).

Expenditurepolitics

Defining an optimal level of health expenditure for the NHS had been deemed impossible by successive Royal Commissions, until the Wanless Inquiry proposed to usecomparativeexpenditurestatisticsfromotherWestEuropeancountries,National ServiceFrameworksandprospectivecalculationsofcostsinducedbydemographicand technologicalevolutions(Klein2006,p.220).

AcrucialaspectoftheNHSCancerPlanwasthatitvirtuallyring-fencedanadditional budgettobespentoncancerservicesoverthefirstthreeyearsofimplementationfor thePlan(DepartmentofHealth2000, §18).Theinitialpromiseofthegovernmentwas to spend £280 million in 2001-2002, £407 million in 2002[START_REF] Timmermans | The Gold Standard[END_REF], and £570 million in 2003-2004(Department of Health 2000, §11.3). From there on, political contention couldbeexpectedfromthreesides:

1. Adequate spending. First, whether the "cancer budget" was being spent accordinglytowhatthePlanhadrecommendedwasopentoquestion.Parallel reportsfromtheNationalAuditOfficeandtheCommitteeforPublicAccounts scrutinized public spending and concluded that investment targets had been effectively met (National Audit Office 2005b, §1.10), which is a separate issue fromothertargetsbeingmet. There will be no return to the old centralised command and control systems of the 1970s. That approach stifled innovationandputtheneedsofinstitutionsaheadoftheneedsofpatients.Butnorwill there be a continuation of the divisive internal market system of the 1990s. That approach which was intended to make the NHS more efficient ended up fragmenting decision-making and distorting incentives to such an extent that unfairness and bureaucracybecameitsdefiningfeatures.(DepartmentofHealth1997, §2.1)
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ReformswithinthecancersectoratthetimeoftheCalman-HinereportandtheNHS CancerPlantendtoshowthatcentralised'commandandcontrol'wassuitableatleast during the programmatic phase of policy-making, in order to establish the organisationalstandardsbywhichcancerclinicalpathwaysshouldbeorganised.The market, then, was perceived as divisive among the large networks of collaboration required for the efficient treatment of cancer. Further to this change of style in organisationalprinciples,therewasagradualchangeofstyleinthepoliticalresources mobilized during the conception of national cancer control programmes. Both observationsmakeupthetwomainresultsofthispaper. 

Coda

Two-levelgamesinhealthpolicy

Aslaterpolicytrendsshow,however,the'marketmodel'alternativeremainedexactly that: an alternative solution for policy-makers. An interesting development since the abolition of the internal market by the Labour government (Department of Health 1997) has indeed been its gradual exhumation from the policy graveyard in the past years,from2005onwards(Klein2006,ch.8).Akeyargumentintheinitiationofthe CancerReformStrategyindeedliedinthenecessityfortheorganisationofthecancer sector to take stock of the wider structural changes associated with the NHS. The Strategyitselfisaveryrecentpolicydevelopment,withitsmainframeworkdocument published in December 2007. Its content and focus on adapting the sub-sectoral dynamics of cancer services to 'patient choice' and other macro-level innovations showsthatthe'two-levelgame'betweenthehealthsectorandthecancersub-sector 30 continues to define the making of health policy for that specific pathology. Other medical conditions with equally strong defining social properties -such as a reasonably large epidemiological base, a body of specialised health professionals and voluntary sector organisations, idiosyncratic forms of treatment and a certain degree of institutionalised autonomy within clinical and research facilities -might express identical adjustments, which would then justify for the linguistic image of the 'twolevelgame'tobedevelopedintoamorecoherentanalyticalframework.

  both Left and Right governments), as several institutional arrangements incitedpolicy-makerstothinkofhealthcareandpublichealthmoreintermsofnationalplans. ThecorrespondingnotionsofplanningintheFrenchcontext,planificationanddirigisme,seem toapplycorrectlytotheevenmorestatistturntakenbyhealthpolicy-makersatthetime.In generalterms,governanceintheFrenchhealthsectorisfragmentedandlargelydysfunctional, and the French public health regime has been historically weak in comparison to the British one. From the viewpoint of ministerial units, national health programmes might have been conceived as an attempt to restore some coherence to the agenda of the General Health Directorate(DirectionGénéraledelaSanté,DGS),inaparallelefforttotheétatisationofhealth system regulatory policies through the National Union of Health Insurance Funds (Union Nationale des Caisses d'Assurance-Maladie, UNCAM) and the Hospitals and Health Services Directorate(DirectionGénéraledel'Hospitalisationetdel'OrganisationdesSoins,DHOS).
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	Timeline	
	1988 Jan	MargaretThatcherannouncesministerialNHSReview.
	Jul	SocialServicesdetachedfromDHSS
		KennethClarkeappointedasSecretaryofStateforHealth.
	1989 Jan	WorkingforPatientspublishedalongwithseriesofworkingpapers
	1991 Jan	NationalHealthServiceandCommunityCareActcomesintoeffect.
	1995 Apr	'Calman-Hinereport'published.
	1997 May Labourgovernmentelected.
	1998 Dec	EUROCARE2comparativesurvivaldatapublished.
	1999 May Number10cancersummit.
		MikeRichardsappointedasNationalCancerDirector.
	2000 Sep	NHSCancerPlanpublished.
	2001	Labourgovernmentre-elected.
	2004 Mar	FirstNationalAuditOfficereportontacklingcancerinEngland.
	2005	Labourgovernmentre-elected.
		MimicmarketmechanismsreintroducedwithintheNHS.
	2006 Aug	King'sFundreportrecommendsupdatingtheNHSCancerPlan.
	Nov	CancerReformStrategylaunchedatBritainAgainstCancerConference.
	2007 Dec	CancerReformStrategypublished.
	Table1.ChronologyforNHSinternalmarketandcancerpolicies,1988-2007.

  Policy entrepreneurs. In the second case, the issue of cancer care emerged becauseaparticularsetofpolicyplayersexertedpoliticalpressureoverpolicymakers,advancingsolutionsalongtheirdemandforactionandcatchingmedia attention. Each country tends to follow its own dynamic of cancer patient mobilization.22 23 In England, the voluntary sector was less instrumental in producing the NHS Cancer Plan than it was at producing the Cancer Reform Strategy, announced by Secretary of State for Health Patricia Hewitt in November2006attheannualBritainAgainstCancerConferenceorganisedby theAll-PartyParliamentaryGrouponCancer.24 

	2.	nationalcancersurvivalperformanceappearedtobe'markedlypoorer'thanin
		the rest of Western Europe; As a consequence, a Cancer Steering Committee
		wassetupin1998andtwoNationalCancerPlanswerepublishedin2000and
		2004(Appel2004;Haward2008;Pedersen2006).
		InBritain,theresultsoftheEUROCAREstudy(magnifiedbytheirmentionin
		an OECD economic survey of Britain published in 2000) 17 were surprising
		enough for an workshop of international experts to be convened at the
		DepartmentofHealthtoelucidatewhetheritsdatawereactuallyreliable.Asit
		occurred, experts agreed that the gap between Britain and the Continent was
		definitelyreal,andthatitshouldbedealtwithurgently.Asaresult,TonyBlair
		himself announced an 'action plan' for cancer at a top meeting with cancer
		expertsonThursday20May1999at10DowningStreet,appointinglaterinthe
		sameyearamedicaloncologist,PrMikeRichards,asNationalCancerDirector
		withresponsibilityfordraftingandimplementingthePlan. 18 Laterintheyear,
		more pressure on the executive came from the 'Costs of Cancer Care'
		conference 19 by the All-Party Parliamentary Group on Cancer. 20 Finally,
		accordingtooneinsider,itwastheparticularlydramatic'MavisSkeet'caseofa
		cancer patient who died while waiting for care during the winter 1999 that
		promptedgovernmentalactioninhealthservicespolicybyattractingextremely
		negativemediacoverage. 21
	17 OECD2000;mentionedinSmee(2008,p.92).Smeeobservesthat,interestingly,theprevious
	surveyfrom1994hadonlyunderlinedtheremarkablecost-efficiencyoftheNHS;toexplainthis
	changeinfocus,detailedhistoriesofBritishhealthpolicyshowthatattentiontoqualityofcare
	was driven by remarkable fiascos, such as the one that triggered the Bristol Royal Infirmary
	Inquiryof1995(see,e.g.,Baggott2004).
	14 ThegovernmentwashelpedinthistaskbythepublicationofareportonTheworkforceand
	training implications of the Calman-Hine report, jointly issued by the King's Fund, Macmillan 20 TheGroupmaintainsstronglinkswiththethirdsectororganisationsinvolvedincancercare
	CancerReliefandtheCancerResearchCampaignin1997. andcancerresearch.ThedominantplayersatthetimeweretheImperialCancerResearchFund
	15 Clearly,then,whatcouldbesensedfrom1995onwardsinthecancersectorbecameageneral andtheCancerResearchCampaignledbyGordonMcVie(bothorganisationslatermergedto
	principle of health service configuration in the early 2000s, indicating a further change in formCancerResearchUK).WithintheGroup,themainparliamentaryadvocateforcancercare
	governmentalrationalityregardingtheprinciplesofpolicy-making.SeeSection4. inthepastyearshasbeenDrIanGibson,LabourMPforNorwichNorthsince1997,whohasa
	16 EUROCARE is a research programme funded by the European Commission since 1989 that professionalbackgroundasaresearcherinmolecularbiologyandcancergenetics.Professional
	connects cancer registries throughout European Member States. Its role as an involuntary knowledgeofcancerandcancertreatmentarehencesharedattributesonallsidesoftheBritish
	policy trigger illustrates the indirect impact of European decisions onto national health cancerpolicycommunity.
	policies, even though the organisation of national health systems have remained a state 21 AccordingtoStevens(2008,p.108),theMavisSkeetcasedirectlytriggeredBlair's'Breakfast
	prerogative (for a similar view, see Trubek et al. 2008). Several observers commented at the withFrost'wishofaligningBritain'spublichealthexpenditurewiththeEUaverage(seeKlein
	timeontheuseofEUROCAREasameansofbenchmarkingbetweencountries,butnomajor 2006fordetailsontheannouncement).Inthewinter1999,theNHSwasthenfacingincreased
	controversyemergedonthatmatter.EUROCAREproduceditsfourthwaveofresultsin2007. delaysinsurgicaloperationsandanA&Ecrisisfollowinganoutbreakofflu.
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'PM'scancerdrive"dependsoncash",'BBCNews,20May1999.

19 

'UKcancercare"failspatients",'BBCNews,9November1999.

  25 22 Patient organisations certainly played a major role in influencing the course and shape of cancer policies in France, as shown in postgraduate research by Marie Ravier and Sandrine Knobé as well as in personal research. For such dynamics in the United States (where communityoncologistsplayedanimportantroleinspeakingforcancerpatientsduringthelate 1970s), see the paper by Peter Keating and Alberto Cambrosio 'Patients and Protocols' at the CHSTM workshop 'Patients and Pathways: Cancer Therapies in Historical and Sociological Perspective,' October 2005 (pages 8-11), as well as the extensive literature on the politics of cancerand(generally)breastcancerintheUnitedStates.
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Note on comparative case studies. From background readings, it clearly appears that several other countries would make valid case studies, such as Denmark and Sweden in NorthernEurope,orCanadaandtheUnitedStatesinNorthAmerica.OnCanadaparticularly, seeHayter(2005)andhispaper'TheInaccessibleHighway:TheFailureofCentralizedCancer Care in Ontario, 1930-1990' presented at the CHSTM workshop 'Patients & Pathways: Cancer Therapies in Historical and Sociological Perspective,' October 2005. As for the second part of thispaper-thedraftingofnationalcancerplans-Swedenseemstobeaninterestingnegative case, where attempts to draft a national policy for cancer (encouraged by the national thirdsector organisation Cancerfonden) have been hampered by the decentralised nature of the healthcaresystemandoppositionbetweenregional.Regionalhealthsystemscannothowever fullyexplaintheabsenceofnationalstrategies,sincefederalregimessuchasSwitzerlandand Belgiumhaverecentlyengagedintomakingnationalcancerplans.

3 On that historical period, see[START_REF] Ham | ThePoliticsofNHSReform[END_REF],Klein (2006, ch. 6) and[START_REF] Webster | The National Health Service. A Political History[END_REF]; On the internalmarket,seeIsomandKandiah(2002)

.4 Asmentionedinseveralpartsofthispaper,accountsfromtheexistingscholarshiponcancer careandreadingsofpolicydocumentationwillultimatelybetriangulatedwithinterviewdata.

Comparative analysis of cancer patient mobilization is not developed, however patients themselves are actively learning from national experiences in cancer activism through conferencesorganisedbyumbrellagroupsliketheEuropeanCancerPatientCoalition(ECPC) orinternationalorganisationsliketheInternationalUnionAgainstCancer(UICC).

S.Boseley,'Charitieswinfightfornewcancerplan,'Guardian,30November2006. 

Interviewdata,London,2007;NationalAuditOffice(2005b,p.7).

CancerResearchUKthroughtheCancer2020campaignandits250,000+petitionsignatures, andaconglomerateofvoluntaryorganisationswithintheCancerCampaigningGroup.

Interviewdata,London,2007.