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CANCER COMMISSIONING GUIDANCE – published 12 January 2009

A summary

This is a very long document and is electronic only.  It is available at: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_092051 


Introduction

It offers guidance to commissioners examining their local cancer services. It begins by looking at some trends in cancer care and the health service.  It bemoans missed diagnosis in primary care, which it plans to audit.

The bulk of the document goes through various cancers offering PCTs some overview of the problem and setting out the questions they should ask themselves.  The guidance ends by looking at service expansion issues, an aim to manage more cancer care in the community and to strengthen end-of-life care.

Here are some of the "highlights" as they relate to gastroenterology.

Focusing on missed diagnosis of cancer
The National Patient Safety Agency (NPSA) has raised missed diagnosis of
cancer as an important issue. It is, therefore, intended to establish a
National Audit in Primary Care of all patients newly diagnosed with
cancer.

BOWEL CANCER

The Bowel Cancer Screening Programme is now being rolled out across the country, but it will be two years after screening begins in any given area before coverage data become meaningful. In the meantime, Connecting for Health is developing software that will enable PCTs to monitor uptake as well as performance of their screening centres against the key quality standards, which are available at: www.bcsp.nhs.uk <http://www.bcsp.nhs.uk/> .

Key commissioning questions for bowel cancer screening

What is the uptake for bowel screening in the invited population in your PCT?

What proportion of those requiring referral: (1) Is seen at an assessment clinic within two weeks of the faecal occult blood test(FOBT) result? (2) Has their colonoscopy within four weeks of the FOBT
result?

Do >85% accept colonoscopy after a positive FOBT?

Do all screening colonoscopists meet national standards for workload and performance?

What are the detection rates for: (1) Cancer? (2) Adenomas?

What proportion of bowel cancers in the population invited for screening is screen-detected?

If the bowel screening programme has not yet started in your PCT: (1) What are the waiting times for endoscopy? (2) Has your proposed bowel screening centre been Joint Advisory Group-accredited? (3) Have at least two colonoscopists been accredited for bowel screening? (4) When is the proposed start date for screening?

It was, however, considered that colposcopy in cervical screening, endoscopy in bowel cancer screening and the breast screening units could all be better procured at a local level. National tariffs do not yet exist for any of these activities

Commissioners should endeavour to move away from block contracts to an activity-based approach, reflecting the number of people appropriately screened

COLORECTAL CANCER

Approximately 75-80% of patients presenting symptomatically with colorectal cancer will have a surgical resection aimed at cure. There have been improvements in the surgical management of rectal cancer in terms of outcome, as well as a reduction in the abdomino-perineal resection rate with permanent colostomy. Shorter lengths of stay and improved patient experience can be achieved by performing the surgery laparoscopically and/or by early mobilisation and rehabilitation regimes, either of which should result in discharge after about four days post-surgery.

Colorectal cancer is a common disease, which classically benefits from multi-modality treatment. Many patients with rectal cancer, for example, would receive preoperative radiotherapy, surgery from designated and specially trained surgeons and then chemotherapy (depending on the
anatomical stage of disease). Developments in the quality of care and rehabilitation are altering patients' experience and outcomes significantly. It is consequently of major importance that the team treating these patients have suffi cient workload and experience to sustain their expertise.

Key commissioning questions for colorectal cancer 

Does the team treating your patients manage at least 60 new patients each year?

Does each surgeon managing colorectal cancer (excluding emergencies) perform at least 20 curative resections each year?

Is there expertise within the team to offer minimally invasive (laparoscopic) bowel surgery to patients?

What proportion of patients with rectal cancer who are undergoing curative surgery receives pre- or post-operative radiotherapy?

What proportion of rectal cancer procedures are abdomino-perineal resections? (Abdomino-perineal resection to anterior resection rates vary from 3 to 30%, and a norm of 10 to 15% should be expected.)

In what proportion of patients undergoing curative surgery is there leakage at the anastomosis?

In what proportion of patients undergoing curative resection is the circumferential resection margin free of tumour?

What proportion of patients with a diagnosis of colorectal cancer has undergone surgery for the resection of liver metastases? (There is no standard rate but a population-based rate of 50-75 per million is achieved in the best centres.)

How many procedures are undertaken laparoscopically? Does the hospital have an enhanced recovery programme in place?

What is the average length of stay for patients with colorectal cancer with a surgical procedure? (Should be less than seven days, with a median of four days post-operation.)

Does the unit (MDT, centre, network) managing your patients submit data to the National Bowel Cancer Audit (NBOCAP)? (Current data suggest that only about 40% participate.)

OESOPHAGO-GASTRIC CANCERS

The original Improving Outcomes in Upper Gastrointestinal Cancers guidance, published in 2001, estimated that a population of 1 million would generate 250 incident cases of oesophago-gastric cancers and 100 radical resections per year. Subsequent improvements in staging and alternative treatments, including stenting and chemotherapy, however, have reduced the number of resections to 60-70 per million. A much higher resection rate would cast doubt on the effectiveness of staging and case selection. Specialist teams in approved specialist centres should perform all oesophago-gastric surgery.

Key commissioning questions for oesophago-gastric cancers

Is any curative resection performed outside a specialist team centre? (There should be none.)

What are the curative resection rates for gastric and oesophageal cancers? (Overall rates should be about 20-25% for oesophageal and gastric cancer.)

What proportion of patients undergo pre-operative chemotherapy? (The expectation would be 75%.)

What is the average number of lymph nodes removed at radical surgery? (Should be at least 15 for accurate staging.)

What is the average length of stay for patients with upper GI cancers undergoing radical resection?

PANCREATIC CANCER


Pancreatic cancer is difficult to treat. Radiotherapy has little place and the benefits of chemotherapy are relatively modest, although adjuvant chemotherapy (with resectional surgery) is now well established and offers similar benefits to those in oesophago-gastric cancer.

Most patients present when the disease is beyond cure. Palliative care is central to managing these patients.

Commissioning patient information services
A clear focus on improving patient experience is still limited as very few datasets or metrics are currently available to drive up improvements or measure success. To this end, a suggested baseline assessment of infrastructure capacity to deliver the patient information agenda has been developed. Work to establish information metrics will begin in 2008. 

Key commissioning questions for patient information services 

Can the service provider demonstrate through audited records that at least 80% of patients receive information about their diagnosis?


Do patient records identify that information has been: * offered to patients? * accepted or declined? *dispensed by a named healthcare professional? 

Is there an appropriate auditable system in place that can identify the stage within the pathway when information was offered/received? 

Is there an appropriate range of information available at the key stages of the patient pathway? (As demonstrated in the core national information pathways (from August 2008).) Local provider reporting systems Can the provider demonstrate through patient surveys that at least 80% of
patients can recall being given information on discharge? Patient surveys



