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[bookmark: _Toc409428202]Summary



		Ovarian cyst/mass on Imaging (USS/MRI/CT) in Post-Menopausal Woman
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		Apparently simple asymptomatic cysts < 3cm



Should be commented on by reporting practitioner and dismissed in the report as insignificant, not requiring any further follow-up or investigation

		

		Apparently simple asymptomatic cyst  ≥ 3cm 



Reporting practitioner to review available previous imaging and if lesion unchanged over 12 months report as not requiring any further follow-up unless clinically indicated



If further clarification is required (eg after CT scan) recommend TVS ± TA USS is requested by referrer



		

		Complex cysts and symptomatic cysts of any size



Recommend Ca125



Consider referral



2WW referral if meets criteria



Benign gynaecology if does not meet 2WW criteria
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		Simple cyst ≥ 3cm – 5cm

		

		Simple cyst  ≥ 5cm
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		Ca125 ≤ 35 



Consider conservative management



TVS ± TA USS and Ca125 in 4-6/12

		

		Ca125 >35



Consider

2WW referral

		

		Ca125 ≤ 35



Consider referral to benign gynaecology clinic

		

		Ca125 >35



Consider

2WW referral
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		Resolved 



Discharge

		

		No change



TVS ± TA USS and Ca125 in 4-6 months

		

		Change in features or rise in Ca125



2WW referral
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		No change after 10-12 months

Discuss with woman

 Discharge from follow-up OR 

Consider referral to benign gynaecology clinic

		

		

		

		





1. Aim/Purpose of this Guideline



1.1. This guideline is for use by clinicians in radiology, primary care and secondary care who are involved managing patients with ovarian cysts after the menopause (defined as more than 12 months since last menstrual period).



1.2. Ovarian cysts are frequently diagnosed in post-menopausal women, the incidence is estimated to be 5 – 17% and they may or may not be associated with symptoms. The majority of ovarian cysts are benign. This guideline aims to help determine which patients are most appropriately managed conservatively in primary care, which women should be offered referral to a gynaecologist, and which women should be referred on the two-week wait pathway.



1.3. This version supersedes any previous versions of this document.


1.4. Data Protection Act 2018 (General Data Protection Regulation – GDPR) Legislation 



The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to process personal and sensitive data. The legal basis for processing must be identified and documented before the processing begins. In many cases we may need consent; this must be explicit, informed and documented. We can’t rely on Opt out, it must be Opt in.



DPA18 is applicable to all staff; this includes those working as contractors and providers of services.



For more information about your obligations under the DPA18 please see the ‘information use framework policy’, or contact the Information Governance Team rch-tr.infogov@nhs.net









2. The Guidance



2.1. Ovarian cysts are considered to be “simple” if they are anechoic, with smooth thin walls, posterior acoustic enhancement, no solid component and no internal flow on colour Doppler ultrasound. One thin septation, less than 3mm in thickness or a small calcification in the wall of the cyst is almost always benign, and cysts with these characteristics are treated as “simple”.



2.2. Transvaginal and transabdominal ultrasound scans are recommended for the assessment and monitoring of ovarian cysts in post-menopausal women, whilst recognizing that either route may be unsuitable for some women (eg in cases of central obesity or vaginal stenosis).



2.3. Further clarification regards the characteristics of ovarian cysts diagnosed on cross-sectional imaging (eg MSK protocol MRI, non-contrast CT scan) is usually best obtained with ultrasound. The reporting practitioner will advise on the best option for follow-up imaging in the report. Where further investigation is appropriate, it is the responsibility of the original referrer to organize any further investigations that may be suggested.



2.4. Simple cysts less than 5cm in diameter are very unlikely to be malignant, to become malignant or to undergo cyst accident (eg torsion). There is little evidence (and no consensus amongst experts) to guide thresholds for which cysts should be acted upon and which should undergo surveillance, at what interval and for what duration.



2.5. It is recommended that simple, asymptomatic cyst of less than 3cm diameter noted on imaging should be commented upon by the reporting practitioner and dismissed in the report as insignificant, not requiring any follow-up or further investigation.



2.6. When simple, asymptomatic cysts between 3cm and 5cm in diameter are noted on imaging, the reporting practitioner should review any available prior imaging to determine whether the lesion has been noted previously. If the lesion has been present for more than 12 months, then the report should indicate that no further follow-up or further investigation is indicated.



2.7. Most simple cysts less than 5cm in diameter will resolve spontaneously. Others may reduce or fluctuate in size or persist. Around 10% may increase in size.



2.7.1. Provided the serum Ca125 result is less than or equal to 35 iu/ml conservative management is appropriate in the first instance. Women should be offered a repeat ultrasound assessment and serum Ca125 after a 4-6 month interval.

2.7.2. If the lesion has resolved, the woman can be reassured and discharged from surveillance.

2.7.3. If the lesion appears to be static, another assessment can be offered after a further 4-6 month interval. If the lesion is again stable after 10-12 months of surveillance the woman should be reassured. She can be discharged, or in some cases she may wish to consider surgery, in which case she should be offered a consultation in the benign gynaecology clinic.

2.7.4. Cysts which show an increase in size or change in morphology or where a rise in Ca125 is noted during surveillance should be referred on the two-week wait pathway.



2.8. Simple cysts with diameter more than 5cm and a normal serum Ca125 are most likely to be benign. They may be an increased chance of cyst accident at some point in the future, and they may be more likely to continue to grow or to cause symptoms. Referral to the benign gynaecology clinic to discuss management options should therefore be considered, if otherwise appropriate.



2.9. Women with simple cysts of any size and a serum Ca125 of more than 35 iu/ml should be referred on the two-week wait pathway (2WW), if otherwise appropriate.



2.10. Non-simple/complex ovarian cysts of any size should be assessed with application of colour Doppler to solid areas and papillary projections.



2.10.5. If complex cysts are associated with a serum Ca125 more than 35iu/ml then a two-week wait referral should be initiated.



2.11. Women with cysts of any size which are apparently symptomatic (regardless or morphology or Ca125 result) may benefit from referral to a gynaecologist for further discussion. If the patient meets the criteria for the two-week wait clinic, then this referral pathway should be used.



2.12. [bookmark: _Toc282432477]The subsequent management of ovarian cysts in post-menopausal women in terms of additional investigations and interventions, including surgery should be line with the Royal College of Obstetricians and Gynaecologists Green Top Guideline number 34 “The Management of Ovarian Cysts in Postmenopausal Women”.




3. Monitoring compliance and effectiveness 

[bookmark: _Toc222052648][bookmark: _Toc282432479]

		Element to be monitored

		Unfortunately given the current IT capabilities within the wider NHS, is not possible to monitor this complex system as a whole, as it encompasses care provided for women in primary care, Peninsula Ultrasound, RCHT Radiology department, RCHT Gynaecology department including peripheral clinics and RCHT gynaeoncology services.



Vetting does take place for:

Radiology requests

Gynaecology referrals

2WW referrals.

Any requests/referrals not meeting the criteria set out in this document will be rejected during the vetting process





		Lead

		Not applicable



		Tool

		Not applicable



		Frequency

		Not applicable



		Reporting arrangements

		Not applicable



		Acting on recommendations  and Lead(s)

		Not applicable



		Change in practice and lessons to be shared

		This guideline involves very little change from the status quo.

Some minor changes are recommended for colleagues in radiology. The lead radiologists for gynaecology are already aware of the changes and will be responsible for dissemination to colleagues in their department.

The wider O&G Workforce will be informed of the new guideline once it had been ratified in directorate and published on the intranet.

KCCG (and Peninsula Ultrasound) will be informed that the RMS will need to be updated once the guideline is fully ratified.







4. Equality and Diversity 



4.1. This document complies with the Royal Cornwall Hospitals NHS Trust service Equality and Diversity statement which can be found in the 'Equality, Inclusion & Human Rights Policy' or the Equality and Diversity website.



4.2. [bookmark: _Toc282432480]Equality Impact Assessment

The Initial Equality Impact Assessment Screening Form is at Appendix 2.

[bookmark: _Toc315270813][bookmark: _Toc286403271]
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		Date document is uploaded to Document Library



		Date Valid To:
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Appendix 2. Initial Equality Impact Assessment Form



		Name of the strategy / policy /proposal / service function to be assessed 



The Management of Ovarian Cysts After the Menopause Clinical Guideline 1.0





		Directorate and service area:

Primary Care

Radiology

Gynaecology

		New or existing document:

New



		Name of individual completing assessment: 

Sophia Julian



		Telephone:

Ext 3215



		 1. Policy Aim*



Who is the strategy / policy / proposal /

service function aimed at?

		Clinicians involved in the management of  ovarian cysts after the menopause



		2. Policy Objectives*



		To standardise the initial clinical management of  ovarian cysts diagnosed after the menopause



		3. Policy – intended Outcomes*



		To standardise the clinical management of  ovarian cysts after the menopause



		4. *How will you measure the outcome?

		There are no plans to measure the outcome



		5. Who is intended to benefit from the policy?

		Post-menopausal people with ovarian cysts



		6a Who did you consult with





b). Please identify the groups who have been consulted about this procedure.

		Workforce 

		Patients 

		Local groups

		External organisations

		Other 



		

		x

		

		

		

		



		

		

Discussed at a meeting of the RCHT Gynaecological Cancer Team on 4th September 2019. Minutes of meeting can be supplied on request.



		What was the outcome of the consultation?

		The existing NSSG Guideline (currently in use from the Radiology “Shared Drive”) was ratified with some minor changes, as per the minutes of the meeting.



This Guideline was approved







		7. The Impact

Please complete the following table. If you are unsure/don’t know if there is a negative impact you need to repeat the consultation step.









		Are there concerns that the policy could have differential impact on:



		Equality Strands:

		Yes

		No

		Unsure

		Rationale for Assessment / Existing Evidence



		Age

		

		x

		

		The guideline will apply to all post-menopausal people with ovaries regardless of age.



		Sex (male,

female, trans-gender / gender reassignment)

		

		x

		

		The guideline will apply to all post-menopausal people with ovaries regardless of how they identify.



		Race / Ethnic

communities /groups

		

		x

		

		Any information provided should be in an accessible format for the patient’s needs – i.e. available in different languages if required/access to an interpreter if required



		Disability -

Learning disability, physical

impairment, sensory

impairment, mental health conditions and some long term health conditions.

		

		x

		

		Those patients with any identified additional needs will be referred for additional support as appropriate -  i.e to the Liaison team or for specialised equipment. 

Written information will be provided in a format to meet the family’s needs e.g. easy read, audio etc



		Religion /

other beliefs

		

		x

		

		The guideline will apply to all post-menopausal people with ovaries regardless of religion or other beliefs.



		Marriage and

Civil partnership

		

		x

		

		The guideline will apply to all post-menopausal people with ovaries regardless of marital/civil partnership status



		Pregnancy and

maternity

		

		x

		

		This guideline will not be applicable to people that are pregnant



		Sexual

Orientation,

Bisexual, Gay,

heterosexual, Lesbian

		

		x

		

		The guideline will apply to all post-menopausal people with ovaries regardless of sexual orientation



		You will need to continue to a full Equality Impact Assessment if the following have been highlighted:

· You have ticked “Yes” in any column above and

· No consultation or evidence of there being consultation- this excludes any policies which have been identified as not requiring consultation.  or

· Major this relates to service redesign or development





		8. Please indicate if a full equality analysis is recommended.

		Yes 

		

		No

		x



		9. If you are not recommending a Full Impact assessment please explain why.





		



Not indicated



	



		Date of completion and submission

		



19th November 2019

		Members approving screening assessment 



		

Policy Review Group (PRG)



‘APPROVED’ to be added here once reviewed at PRG.







This EIA will not be uploaded to the Trust website without the approval of the Policy Review Group. 



A summary of the results will be published on the Trust’s web site. 
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Ovarian Cysts in Post Menopause Minutes.docx
Ovarian Cysts in Post-Menopausal Women

4th September 2019

1530

Radiology Seminar Room



Miss J Borley, Consultant Gynaecological Oncologist

Dr C Keaney, Consultant Radiologist

Miss K Galaal, Consultant Gynaecological Oncologist

Ms S Bishieri, Associate Specialist in Gyanecology

Dr A Liddicoat, Consultant Radiologist

Mr J Roche, Medical Student

Dr S Thorogood, Consultant Radiologist

Miss S Julian, Consultant Gynaecological Oncologist



· A presentation on “The Management of Ovarian Cysts in Post-menopausal Women at RCHT” as delivered by SJ and this was followed by a group discussion:



· The 3 guidelines in current use were reviewed

· It was noted that the PMB Guideline does not have a start or review date or evidence base

· The NSSG Guideline was due for review in February 2018 and has therefore expired

· The evidence cited in the RCOG guidelines was reviewed with respect to the “1cm cut off” to trigger surveillance of ovarian cysts and it was agreed that the RCOG position is not evidence based 

· There is currently no evidence to help to determine the size of unilocular cysts that should be reported on or actioned in terms of follow-up, including the frequency and duration of follow-up.



·  ST confirmed that Peninsula Ultrasound are currently using the NSSG Guideline

· SJ confirmed that KCCG are using the NSSG Guidance on the RMS (Referral Management System)

· ST confirmed that unilocular ovarian cysts measuring less than 5cm with a normal Ca125 are being managed in Primary Care

· KG advised that she had recently conducted that an informal survey of units in the region, and confirmed that responders appeared content with the NSSG Guidance

· JB preferred that unilocular cysts of any size, with normal ca125 should be referred to benign gynaecology, rather than on the 2WW pathway

· JB raised the potential issue of inconsistencies in reporting vs ignoring small ovarian cysts < 3cm

· JB raised the possibility of changing the guidance to channel referrals for ovarian cysts increasing in size during surveillance, but with a normal Ca125 away from the 2WW pathway to benign gynaecology



· It was unanimously agreed by the group that the NSSG Guideline was the preferred pathway, with some updates:



· The guideline will refer to cysts 

· Unilocular cysts  ≥ 3cm with normal Ca125 should be referred to benign gynaecology rather than on the 2WW pathway

· The suggested follow-up interval will be 4-6 months to allow clinical flexibility and to harmonise with the RCOG Guideline

· The duration of follow-up will be updated to 10-12 months for the same reasons

· Cysts  ≥ 1cm seen on ultrasound or cross-sectional imaging will be commented on by the reporting practitioner, and dismissed in the report as insignificant if they are <3cm and apparently simple



· It was agreed that the 12 PMB patients whose USS requested have been rejected will be re-instated by ST, and if the findings are stable, they will be discharged by SYB



Actions:



· SJ to amend the NSSG Guideline as above and circulate to team members present at the meeting

· [bookmark: _GoBack]The amended guideline will be submitted by SJ for inclusion on the RCHT intranet and to the NSSG for consideration of ratification 
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COVID19 GRACE v5.docx
GRACE COVID-19 Guidelines	Version 5.1	08/04/2020

GRACE Centre clinics/ prioritisation and COVID-19 Triage



Version 5 – 08/04/2020

Authors: Jo Morrison; David Milliken; Alison Cooper



Principles

· No-one should be seen, if under quarantine for symptoms or symptoms within household, unless emergency admission – delay by 2-3 weeks, depending on circumstances.

· Droplet risk and minimal COVID-19 in genital tract. 

· Universal precautions with masks, gloves and aprons for all staff. 

· Gown with sleeves and goggles for person doing procedure (OP hysteroscopy or LLETZ), unless downgraded by Trust.  Note BSCCP suggest “Gloves and apron for diagnostic colposcopy (and ideally a FFP3 mask, if performing treatment)”.

· Normal surgical mask, gloves and apron for other procedures and seeing patients, if COVID-19 negative.

· [bookmark: _GoBack]All patients who can be seen without direct contact should be seen via telephone/video appointment, wherever possible.

· If need to see, deliver best and most complete service at first face-to-face appointment to avoid repeat visits, where at all possible, whilst balancing against risks to staff.

· Telephone/video appointments in set clinic slot, so patient knows when and can have someone listen in with them, if able.

· Ideally need videoconferencing available so can have remote support from friend/family, especially if self-isolating.



PMB

GPs to perform clinical examination prior to referral, as per normal PMB guidelines, if possible.

Triage by USS.

Endometrial thickness < 4 mm 

· If no lesion seen by GP and endometrial thickness <4 mm  

· Video/telephone appointment, and then PIFU for 6/12. 

· For clinical exam in GRACE, if continued bleeding in that time.  

· After 6/12 will need re-referral, if further symptoms.

· If not examined by GP and ET <4 mm

· Video/telephone appointment

· Clinical decision to determine appropriateness of patient to come in for clinical examination and management depending on whether patient high risk group for COVID-19. Joint RCOG/BSGE/BGCS guidelines suggest speculum examinatuion required, although risk of lower tract genital cancer ~1% [footnoteRef:1] (see Appendix 1) [1:  Gredmark T, Kvint S, Havel G, Mattson L. Histopathological findings in women with postmenopausal
bleeding. BJOG 1995;102:133-136.] 


· Anyone not seen face-to-face, for PIFU for 6/12. For clinical exam, if continued bleeding in that time.  

· After 6/12 will need re-referral, if further symptoms. 

Endometrial thickness ≥4 mm

· See in PMB clinic for clinical exam and attempt pipelle +/- outpatient hysteroscopy depending on COVID-19 restrictions and staffing. Pipelle biopsy (see Appendix 1)

At hysteroscopy:

· Place Mirena, if suspicious (unless hormone-receptor positive  breast cancer) 

Follow up after biopsy

· Inform patient that will have telephone appointment with results and record in letter that will call, even if bad news.

· Make telephone appointment for results, so given at set time.

· If cancer, will need to be seen after telephone appointment by consultant in face-to-face clinic to determine, if treat with Mirena and await or surgery  (ideally after CT CAP +/- MRI if considering conservative treatment)  

Hyperplasia Follow-Ups 

· Video/telephone appointment. 

· If further bleeding - will need to see +/- sample in clinic.

· If no further bleeding – defer 3/12 in first instance and put on pending list.  





Colposcopy

These are largely young patients and are low risk from COVID-19, although risk of spread to staff. Combine maternity appointment with colposcopy, if pregnant. 

High grade smears/glandular abnormalities 

· Multiple biopsies, if unable to perform LLETZ in GRACE.  Ideally would do ‘see and treat’ unless a very good reason not to (pregnant/need GA for LLETZ) (see Appendix 2)

· Threshold for GA should be very high, as very unlikely to have DSU slots.

Low grade smears

· See, if capacity and patient low risk for COVID-19 (<70 and no high risk underlying conditions).

· If no capacity to see send a deferred appointment, as per NHS Cervical Screening Programme (Colposcopy  Initial Guidance during the coronavirus (Covid-19) pandemic - Version 1.0 (31st March 2020) – see Appendix 2), suggested.  “Prioritise activity taking into account the general principles above and the local situation. Providers will be aware that rescheduling appointments carries with it the risk that a small number of individuals may have a delay in diagnosis, which could be clinically significant.”

· Defer for up to 6 months (letter 1 – see Appendix 2):

· Individuals referred following a positive HR-HPV test and inadequate cytology at the 24 month repeat test

· Individuals referred following 2 consecutive HR-HPV test unavailable or inadequate cytology results or combination of the two

· Problem taking a screening test in a primary care setting 

· Individuals referred following a persistent positive HR-HPV test and negative cytology 

· Defer for up to 3 months

· Individuals referred following a positive HR-HPV test and borderline changes in squamous cells or low-grade dyskaryosis

Smear/polyp clinic referrals

· Unless thought suspicious by GP – Write to patient with appointment deferred up to 6 months (see Appendix 2 - letter 4) via pending list.

PCB <35 years

· see Appendix 1

· Telephone appointment 

· Reassure them that a cervical cancer is extremely unlikely, if they have an in-date negative cervical screening test.

· Elucidate whether they have any risk factors for a sexually transmitted disease. If such risk factors exist, they should be seen in primary care or a Sexual Health Clinic for further investigation and management.

· Check smear Hx up to date and normal: 

· if up to date and normal, and nil suspicious seen by GP on speculum, delay by up to 8 weeks (unless ample clinic capacity) and place on pending list. 

· If not up to date then needs speculum exam, swabs and smear, if not done already. “Women who do not have an in-date negative cervical screening test need to be seen for a speculum examination to exclude cervical cancer and for a smear to be taken; depending on local circumstances, this could be in primary or secondary care” (see Appendix 1).

PCB >35 years 

· Telephone appointment 

· Check smear Hx up to date and normal: 

· Reassure them that a cervical cancer is extremely unlikely if they have an in-date negative cervical screening test.

· Elucidate whether they have any risk factors for a sexually transmitted disease. If such risk factors exist, they should be seen in primary care or a Sexual Health Clinic for further investigation and management.

· Women who do not have an in-date negative cervical screening test need to be seen for a speculum examination to exclude cervical cancer and for a smear to be taken; depending on local circumstances, this could be in primary or secondary care. 

· Need to see as 2WW, but prioritise those without in-date cervical screening, if very limited capacity. (see Appendix 2 )



Ovarian cysts

All need USS and CA125 (can be done at GP surgery) so we can triage.  Cannot triage without USS and CA125 so will need to send patient request card and arrange USS as first visit, if not already done.

Low RMI

· Telephone appointment in a clinic slot and arrange FU accordingly.

High RMI

· CT CAP, complete markers and clotting

· Write to patient at triage – need stat letter - stating that will be called with results (good or bad) and suggest have someone who can join them on that video/telephone call for support at time of video/telephone appointment.

· Give patient video/telephone clinic appointment at set time (e.g. new gynae onc clinic)

· If need biopsy - arrange remotely and follow up with results in video/telephone appointment.  Explain that will call with results (good or bad) as before.

· If need surgery urgently (within next 4 weeks) then will need face-to-face and ensure POAC can be on same day.

Vulva 

· See if the patient has a lesion. 

· If no lesion:

· Do not accept referral (does not meet criteria) and ask patient to be seen in primary care for 4/52 FU if continuing symptoms. 

· Re-refer if the patient develops a nodule/ulcer on lesion or specific painful spot.  Consider patient emailing photograph to secure trust email and up-loading to EPRO/Stryker GRACE drive, if patient consents to this.  Suggest email clinical photography consent to patient to complete and send back with photos.

[bookmark: _Ref37230672][bookmark: _Ref37231201]Appendix 1
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Joint RCOG BSGE BGCS guidance for management of abnormal uterine bleeding (AUB) in the evolving Coronavirus (COVID-19) pandemic.pdf.pdf

Royal College of @ BRITISH
Obstetricians & "BSGE ST NAECOLOGICAL
Gynaecologists BRITISH SOCIETY for GYNAECOLOGICAL ENDOSCOPY SOCIETY

Joint RCOG, BSGE and BGCS guidance for the management of abnormal uterine bleeding
in the evolving Coronavirus (COVID-19) pandemic

This consensus statement provides a framework for the management of women with abnormal uterine
bleeding (heavy menstrual bleeding (HMB), inter-menstrual (IMB), postmenopausal bleeding (PMB) or post
coital bleeding (PCB)) during the current pandemic. These are frequent symptoms that raise concerns
about gynaecological cancer.

It provides national guidance for contingency planning for individual health care practitioners, service
managers and commissioners to mitigate the effects of reductions in human and physical resources on our
service.

Our objectives are:

1. To reduce the risk of person to person (horizontal) transmission of the virus SARS-CoV-2, which
causes COVID-19.

2. To make the best use of very limited human and physical resources.
Heavy Menstrual Bleeding

e Women with HMB should initially be managed by remote communication. They should be
reassured that the risk of malignancy is negligible?.

e A relevant clinical history should be taken to elucidate the severity of the symptoms, the possibility
of anaemia and the likely cause.

e [f there are no symptoms of anaemia, or if present anaemia is likely to be mild, oral medication
should be prescribed after exclusion of contraindications?.

e Women should be referred to secondary care for further management if:
o The HMB is torrential and / or prolonged.

o Ongoing HMB that has been resistant to NICE recommended oral treatments and is
considered unmanageable by the woman.

o Severe anaemia is suspected.

e Women referred to secondary care should have the following examination and investigations:

o A pelvic examination to identify rectifiable causes (e.g. prolapsed cervical fibroid) and detect
significant uterine fibroids and genital tract cancer.

o An endometrial biopsy to exclude endometrial cancer or atypical endometrial hyperplasia.
o A full blood count to diagnose anaemia.
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e Women referred to secondary care should be managed according to the likely cause and their
preferences. Consider:

o Oral or intravenous iron infusion according to the severity of the anaemia and associated
symptoms.

o Tranexamic acid and a course of high dose oral progestogens to rapidly supress acute
bleeding.

o NICE recommended medical treatments that have not been used including the
levonorgesterol- releasing intrauterine system.

o Gonadotrophin releasing hormone (GnRH) analogues for refractory bleeding despite use of
recommended NICE medical treatments and / or in the presence of significant uterine
fibroids. Consider moving to a 3-month duration injection once patient tolerance of GnRH
analogues has been established or delivery via the nasal route (nafarelin acetate spray).
Addback hormone replacement therapy (HRT) should be considered, once HMB is controlled
if GnRH analogue treatment is to be continued beyond 3-6 months.

e Endometrial hyperplasia and cancer should be managed according to local protocols and national
guidance.

Intermenstrual Bleeding

e Women with IMB should initially be managed by remote communication. Women should be
reassured that IMB is common and symptoms often spontaneously resolve and that underlying
cancer is rarel.

e A relevant clinical history should be taken to elucidate the severity of the symptoms and the likely
cause. Pregnancy should be excluded.

e Where the likelihood of sexually transmitted infection or genital tract cancer is considered
negligible, then management options to discuss include:
o Reassurance.
o Observation with phone follow up to see if the IMB subsides.
o Change in hormonal contraceptives in current users.
o Trial of hormonal contraceptives in non-users.

e Women should only be asked to come for a pelvic examination, preferably in primary care, if:
o Thereis a risk of sexually transmitted infection (take genital tract swabs).
o Cervical cancer is suspected because of associated post-coital bleeding and / or offensive
vaginal discharge.

e Women should be referred to secondary care for further investigation if:
o Cervical cancer is suspected on pelvic examination.
o Endometrial cancer is suspected because of persistent IMB (i.e. occurring for at least 3
consecutive months) in women over 40 years of age who are not using hormonal
contraceptives.
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e Women referred to secondary care may have the following investigations:

o A cervical biopsy.
o A pelvic ultrasound scan and blind endometrial biopsy.

Postmenopausal bleeding

e PMBis ared flag symptom because 5 - 10% of women will have endometrial cancer?. Clinical
management of PMB should be focused on identifying cancer.

e Women with PMB should initially be managed by remote communication to:

o

©)
@)
©)

Confirm the symptom.

Determine if they have any symptoms of COVID-19.

Be informed that a 2 week wait referral to secondary care will be made.

Highlight women who have suspected or confirmed COVID-19 and inform them that they will

not be seen in secondary care until they are no longer infectious (14 days from the onset of
symptoms) to avoid horizontal transmission.

Assess whether hospital assessment can be deferred for COVID-19 vulnerable patients (for
example but not limited to women above 70 years old and women with underlying health
conditions) to reduce the risk of horizontal transmission. This risk needs to be balanced against
the risk of delay in diagnosis or exclusion of a gynaecological cancer on a case by case basis.

e Insecondary care:

A speculum examination should be performed because a normal cervix on speculum
examination in women who have a negative cervical smear excludes cervical cancer.

Measurement of the endometrial thickness (ET) by transvaginal ultrasound scan (TVS) should be
the first line test in accordance with local protocols and national guidance®.

An endometrial thickness (ET) of < 4mm on TVS excludes endometrial cancer, and these women
can be discharged®.

Blind endometrial biopsy alone should be preferred to hysteroscopy if the ET is > 4 mm*
because hysteroscopy requires specific skills and greater use of human and material resources,
including cleaning and sterilising of equipment.

A blind endometrial biopsy that produces an “insufficient sample” should be considered as
normal provided the biopsy device was inserted more than 4 cm beyond the cervical canal?,
although this conclusion should be considered on a case by case basis (e.g. where the
endometrium is markedly thickened, bleeding is heavy and / or there are increased risk factors
for endometrial cancer).

Hysteroscopy may be necessary as part of diagnostic work up for suspected endometrial cancer
where a blind endometrial biopsy has failed or is non-diagnostic, or to obtain a directed biopsy
or conduct an endometrial polypectomy. These decisions should be made on a case by case
basis.
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o Hysteroscopy, blind endometrial biopsy and polypectomy using electrosurgical or tissue
removal systems do not pose an increased risk of transmission of SARS-CoV-2 to health care
workers because the virus has not been identified in the genital tract in women with COVID-19°.
Best practice should be followed to minimise contamination from blood, urine, genital tract
fluids and faeces when conducting any genital tract procedure.

o Infection control practices, including the use of personal protective equipment (PPE) during
diagnostic and operative hysteroscopy procedures should comply with local and national
protocols.

o Whilst all women should be offered a choice of anaesthesia and treatment settings for
hysteroscopic procedures, they should be aware that an outpatient setting avoids hospital
admission, thereby minimising the risk of exposure to SARS-CoV-2. Where an inpatient
procedure is to be undertaken, consider the use of conscious sedation and regional anaesthesia
rather than general anaesthesia to prevent the generation of aerosols.

o Consideration should be given to insertion of a LNG-IUS at the time of blind endometrial biopsy
or hysteroscopy where there is considered a high risk of endometrial hyperplasia or cancer. This
decision should be made on a case by case basis.

o Minimise the number of attendances at health care facilities for women with postmenopausal
bleeding, by offering TVS, clinical history taking, pelvic examination, outpatient hysteroscopy
and / or blind endometrial biopsy at the same visit.

o Defer endometrial surveillance for non-atypical endometrial hyperplasia in women without
abnormal uterine bleeding because the risk of progression to endometrial cancer is low.

o Women in whom a cancer is diagnosed should be referred to a gynaecological oncology MDT
for further management.

o Women in whom a cancer is diagnosed should be sensitively informed of the diagnosis. Ideally,
this should be in a face to face consultation. However, the extent of the pandemic and patient
factors may make it necessary to do so in a non-face-to-face consultation.

Post coital bleeding

e Women with PCB should initially be managed by remote communication to:

o Reassure them that a cervical cancer is extremely unlikely if they have an in-date negative
cervical screening test.

o Elucidate whether they have any risk factors for a sexually transmitted disease. If such risk
factors exist, they should be seen in primary care or a Sexual Health Clinic for further
investigation and management.

o Women who do not have an in-date negative cervical screening test need to be seen for a
speculum examination to exclude cervical cancer and for a smear to be taken; depending on
local circumstances, this could be in primary or secondary care.
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1. Purpose





In the light of the continuing COVID-19 incident NHS England and NHS Improvement as the commissioner of the Cervical Screening Service has worked with Public Health England and other clinical experts to develop following initial guidance relating to colposcopy services commissioned as part of the NHS Cervical Screening Programme.


This guidance is initial guidance based on the situation as at the date above.  It will be reviewed regularly and updated as necessary in light of the emerging situation and as further guidance becomes available.





The Coronavirus situation will mean that services need to be flexible.  In some circumstances, this may mean a deviation from standard screening programme guidance. Where this is the case, it should be documented and agreement obtained from NHS England as the commissioner.  The Public Health England (PHE) Screening QA Service will provide advice on quality and safety issues that may arise.





2. Scope





We are aware that providers are taking decisions in relation to colposcopy services that would impact on the clinical safety and recovery of the NHS CSP.  We expect providers to deliver service in line with national NHS CSP clinical guidelines and to maintain at least a minimum colposcopy service.  Where changes need to be made, the guidance below should be taken into account in order to maintain clinical safety.





3. Suggested clinical prioritisation of referrals within colposcopy





Suggested text for inclusion in letters is shown in Appendix 1 but referred to here for ease.





			[bookmark: _Hlk35850700]All individuals identified as requiring referral to colposcopy following abnormal screening results, but appointment has not yet been issued





			Description of referral


			Suggested guidance 





			Individuals referred following a positive HR-HPV test and inadequate cytology at the 24 month repeat test


			Write to patient with appointment deferred up to 6 months (letter 1)





			Individuals referred following 2 consecutive HR-HPV test unavailable or inadequate cytology results or combination of the two


			Write to patient with appointment deferred up to 6 months (letter 1)





			Problem taking a screening test in a primary care setting 


			Write to patient with appointment deferred up to 6 months (letter 1)





			Individuals referred following a persistent positive HR-HPV test and negative cytology 


			Write to patient with appointment deferred up to 6 months (letter 1)





			Individuals referred following a positive HR-HPV test and borderline changes in squamous cells or low-grade dyskaryosis


			Write to patient with appointment deferred up to 3 months (letter 1)





			Individuals referred following a positive HR-HPV test and high-grade dyskaryosis (moderate and severe) or ?invasion


			Need to be seen and treated.  Suggest see and treat policy (letter 3)





			Individuals referred following a positive HR-HPV test and borderline endocervical and ?glandular neoplasia of endocervical type


			Need to be seen and treated.  Suggest see and treat policy (letter 3)





			Individuals with symptoms or if the appearance of the cervix is suspicious


			Need to be seen within 2 weeks.  Clinical triage by telephone may be possible (letter 3)















			Existing screen positives and referrals already in the system 





			Description of referral


			Suggested guidance 





			Individuals already referred and appointments issued following a positive HR-HPV test and inadequate cytology at the 24 month repeat test


			Appointment to be rescheduled.  Defer up to 6 months (letter 2)





			Individuals already referred and appointments issued following 2 consecutive HR-HPV test unavailable or inadequate cytology results or combination of the two


			Appointment to be rescheduled.  Defer up to 6 months (letter 2)





			Problem taking a screening test in a primary care setting 


			Appointment to be rescheduled.  Defer up to 6 months (letter 2)





			Individuals referred following a persistent positive HR-HPV test and negative cytology 


			Appointment to be rescheduled.  Defer up to 6 months (letter 2)





			Individuals referred following a positive HR-HPV test and borderline changes in squamous cells or low-grade dyskaryosis


			Appointment to be rescheduled.  Defer up to 3 months (letter 2)





			Individuals referred following a positive HR-HPV test and high-grade dyskaryosis (moderate and severe) or ?invasion


			Appointment to continue as planned (two-week wait) (letter 3)





			Individuals referred following a positive HR-HPV test and borderline endocervical and ?glandular neoplasia of endocervical type


			Appointment to continue as planned (two-week wait) (letter 3)





			Individuals with symptoms or if the appearance of the cervix is suspicious


			Need to be seen within 2 weeks 


Clinical triage by telephone may be possible (letter 3)











			Management for referrals already within colposcopy





			Management 


			Suggested guidance 





			Women with a biopsy result indicating treatment.  This includes the CGIN cases with incomplete margins that require re-excision 


			Continue management as planned with the programme pathway.   This includes the CGIN cases with incomplete margins that require re-excision see : https://www.gov.uk/government/publications/cervical-screening-programme-and-colposcopy-management/3-colposcopic-diagnosis-treatment-and-follow-up (letter 3)





			Women with a biopsy result indicating discharge from colposcopy or follow up in 12 months 


			Continue management as planned (letter 3)





			Women being followed-up in colposcopy for a cervical screening test 


			Write to patient with appointment deferred up to 6 months (letter 4)





			Women being followed-up in colposcopy for a colposcopy assessment for a previous high-grade referral not confirmed at first colposcopic appointment


			Continue management as planned (letter 3)





			Women being managed conservatively for CIN II


			Continue management as planned (letter 3)











[bookmark: _Hlk35513395]The above covers the main categories however there will be individual cases that do not fall into these categories. These will need to be managed and prioritised on a case by case basis. 





Overall, local providers should prioritise activity taking into account the general principles above and the local situation. Providers will be aware that rescheduling appointments carries with it the risk that a small number of individuals may have a delay in diagnosis, which could be clinically significant.  Changes to services locally should be documented on the provider risk registers and have medical director, or equivalent approval, in addition to being agreed with NHSEI commissioners.


4. Clinical management





In the current situation, ‘see and treat’ colposcopy practice should be considered in the first instance, where clinically appropriate, due to the risk of not being able to provide adequate follow up.  The multi-disciplinary team (MDT) meetings function will continue to be required based on case prioritisation. Suitable arrangements will be needed to ensure these can take place remotely where necessary.





Colposcopy providers should consider carefully if a screening sample is required at the time of colposcopy assessment and avoid this where possible due to the issues of transferring the sample to the remote (in most cases) screening laboratory.








5. Staffing





A minimum of the colposcopist and supporting nurse or health care assistant will be required in the clinic for both patient and professional safety reasons during this period.








6. Failsafe and administration





Colposcopy failsafe must continue to ensure daily safe receipt of referrals and confirmation to laboratories of this receipt even when there are no referrals.





Colposcopy providers will need to review all letters sent to patients and update them to clarify the situation and any deviation from normal practice.  Templates that can be used for this purpose are included at Appendix 1 and the relevant letter reference is shown in the clinical prioritisation tables above.





Colposcopy providers must contact individuals by letter, with a copy to their GP, to defer initial assessment or re-arrange appointments.  Colposcopy providers must offer a further appropriately timed appointment if patients do not attend or cancel their appointments during this period of service disruption (letter 5). 





Colposcopy providers need to have an electronic system to record details of appointments that have been deferred, the date letters were sent, and the date the future appointments must be scheduled.





Colposcopy providers must continue to send colposcopy discharge lists to the Cervical Screening Administration Service (CSAS) so the next test due date can be added to the call and recall system.  The next test due date should be calculated as normal with the exception that next test due dates should be no earlier than 6 months.  This will avoid individuals being invited for a test in primary care when it is possible that they may not be able to access the service due to actions being taken for Coronavirus.





7. Responsibilities


Colposcopy providers will continue to hold responsibility for managing the appointments for those referred, making the clinical decision on individual patient management and ensuring that there are systems in place to ensure no individual referred is lost to the system.  





Colposcopy providers are responsible for determining local arrangements for use of personal protective equipment and assessment of the health of patients attending hospital.  This will be informed by local provider arrangements and national guidance for hospitals on COVID-19.






Appendix 1


Suggested additional text for inclusion within existing letters from colposcopy clinics





Letter 1: Rescheduling patients who have not yet been sent appointments (new referrals)


[bookmark: _Hlk36056881]In light of the current Government advice on Coronavirus, social distancing and the need to support our hospital services at this time, we are scheduling your appointment for <DATE AND TIME>.  Please be reassured that we have looked at your screening test result carefully when planning your appointment date.  We will be regularly reviewing the position and will contact you if we are able to offer you an earlier appointment. 


If you experience any symptoms, such as bleeding in between periods, bleeding after intercourse or bleeding after the menopause please contact us for advice.


If you need to talk to a member of staff, please phone <XXXX> on <XXXX>.  However, please be aware that there could be a delay in being put through or being able to respond to you due to the current pressures of Coronavirus.


I apologise for any inconvenience caused.





Letter 2: Rescheduling patients who have already received appointments (new referrals):


In light of the current Government advice on Coronavirus, social distancing and the need to support our hospital services at this time, we are re-scheduling your appointment for <DATE AND TIME>.  Please be reassured that we have looked at your screening test result carefully when planning your rearranged appointment date.  We will be regularly reviewing the position and will contact you if we are able to offer you an earlier appointment. 


If you experience any symptoms, such as bleeding in between periods, bleeding after intercourse or bleeding after the menopause please contact us for advice.


If you need to talk to a member of staff, please phone <XXXX> on <XXXX>.  However, please be aware that there could be a delay in being put through or being able to respond to you due to the current pressures of Coronavirus.


I apologise for any inconvenience caused.





Letter 3: Patients being seen as planned 


Please find enclosed your appointment for <DATE AND TIME>.


We understand that in light of the current Government advice on Coronavirus and social distancing, you may be concerned about attending for your appointment.  


I must stress the importance of you attending the colposcopy clinic to reduce the chances of you developing cancerous changes in your cervix.


If you need to talk to a member of staff, perhaps due to concerns about underlying health conditions or attending the hospital at this time, please phone <XXXX> on <XXXX>.  However, please be aware that there could be a delay in being put through or being able to respond to you due to the current pressures of Coronavirus.





Letter 4: Rescheduling patients who need to be seen again in colposcopy:


In light of the current Government advice on Coronavirus, social distancing and the need to support our hospital services at this time, we are re-scheduling your appointment for <DATE AND TIME>.  Please be reassured that we have looked at your previous results carefully when planning your rearranged appointment date.  We will be regularly reviewing the position and will contact you if we are able to offer you an earlier appointment. 


If you experience any symptoms, such as bleeding in between periods, bleeding after intercourse or bleeding after the menopause please contact us for advice.


If you need to talk to a member of staff, please phone <XXXX> on <XXXX>.  However, please be aware that there could be a delay in being put through or being able to respond to you due to the current pressures of Coronavirus.


I apologise for any inconvenience caused.





Letter 5: Patients who do not attend (re-issue suitably timed appointment)


We understand that in light of the current Government advice on Coronavirus and social distancing, you may have chosen not to attend.  


I must stress the importance of you attending the colposcopy clinic to reduce the chances of you developing cancerous changes in your cervix.


A new appointment has been scheduled for you for <DATE AND TIME>.
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Site Specific Groups

COVID 19: Response and Recovery 

Please find to follow questions to guide SSG discussions to continue to develop our response and recovery position, any additional written responses to be provided by 15th May. This process may be repeated in future.

Questions:

1) How are new 2ww referrals being managed? 

a) Has there been a change to the 2ww referral process in primary care (i.e. symptom assessment and criteria)? How safe / effective are you finding this?

b) Is there a change to the way patients are first seen (e.g. advice & guidance, telephone/video triage, STT, physical assessment)?

c) Where initial appointment was previously face-to-face, has phone or video proved to be as good – or is there a there a clinical examination or other aspect that is now missing?

d) How easy is it to triage patients to come in for diagnostics, or defer?

e) Could use of advice and guidance be used as the default for a group of patients


2) How is access to diagnostic testing and reporting affected? 

a) Does access to diagnostics need to be prioritised? If so, how?

b) Is the diagnostic pathway changed? (E.g. alternative diagnostic, bundling, reduced number of attendances required -one stop shop?) Is there an opportunity to (re)starting one stop appointments – to minimise visits to hospital).

c) Is communication of diagnosis happening via phone (+ve and -ve). How does this feel


3) How has MDT practice changed (MDT standards of care, attendance, frequency)

4) Is staging of diagnosed cancer affected. Are patients being deferred before staging, based on their vulnerability or other factors.

5) [bookmark: _GoBack]Are alternative treatments being provided due to Covid (e.g. radiotherapy instead of surgery)

6) Should we look at a single prioritised list for each tumour site and direct diagnostics into available capacity (IS capacity, mobile capacity and potentially Nightingale). 

7) Is histopathology capacity available?

8) Have all FU been moved to phone or video, have more patients been risk stratified to supported self-management and discharged

9) How should deferred patients be reviewed when services are able to see them again. This will be for those deferred pre and post diagnosis – how will this be managed as we see repeated surges moving forward.

10) If we see an increase in 2ww how will we maximise the number of patients we can triage and treat before we get to a formal recovery position and how resilient do they think they can be as we see repeated surges moving forward.
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Uterine cancer major resections – National level
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Source: Hospital Episode Statistics (HES)

Please note that data has been supressed when the activity is less than 6 resections.
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Major resection OPCS 4 procedure codes used

 

		Q07.1		   Abdominal hysterocolpectomy and excision of periuterine tissue

		Q07.2		   Abdominal hysterectomy and excision of periuterine tissue NEC

		Q07.3		   Abdominal hysterocolpectomy NEC

		Q07.4		   Total abdominal hysterectomy NEC

		Q07.5		   Subtotal abdominal hysterectomy

		Q07.8		   Other specified abdominal excision of uterus

		Q07.9		   Unspecified abdominal excision of uterus

		Q08.1		   Vaginal hysterocolpectomy and excision of periuterine tissue

		Q08.2		   Vaginal hysterectomy and excision of periuterine tissue NEC

		Q08.3		   Vaginal hysterocolpectomy NEC

		Q08.8		   Other specified vaginal excision of uterus

		Q08.9		   Unspecified vaginal excision of uterus



		Y71.4		   Failed minimal access approach converted to open

		Y75.1		Laparoscopically assisted approach to abdominal cavity

		Y75.2		Laparoscopic approach to abdominal cavity NEC

		Y75.3		Robotic minimal access approach to abdominal cavity

		Y75.4		Hand assisted minimal access approach to abdominal cavity

		Y75.5		Laparoscopic ultrasonic approach to abdominal cavity

		Y75.8		Other specified minimal access to abdominal cavity

		Y75.9		Unspecified minimal access to abdominal cavity

		Y76.5		Robotic assisted minimal access approach to other body cavity



Minimal access OPCS 4 procedure codes used
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1.3 Number of resections by Alliance – National level – Uterine cancer - 2018/19  
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1.5 Trend in proportion of minimal access resections by Alliance – National level – Uterine cancer  
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Table

		Cancer Alliance		15/16		16/17		17/18		18/19

		North East and Cumbria		78.6%		84.6%		90.2%		88.9%

		Kent and Medway		67.1%		75.8%		83.5%		84.3%

		Thames Valley		77.8%		84.9%		92.9%		84.3%

		Cheshire and Merseyside		65.8%		71.1%		76.2%		84.2%

		South Yorkshire and Bassetlaw		76.0%		69.4%		84.9%		82.7%

		Surrey and Sussex		71.3%		75.2%		81.5%		82.0%

		Somerset, Wiltshire, Avon and Gloucestershire		68.3%		73.7%		80.5%		81.5%

		Peninsula		73.6%		84.3%		84.8%		79.1%

		Lancashire and South Cumbria		74.4%		63.6%		78.4%		77.9%

		East Midlands		63.6%		67.6%		72.9%		76.1%

		Wessex		59.9%		69.5%		78.0%		75.0%

		North West and South West London		62.5%		72.6%		75.0%		74.6%

		Humber, Coast and Vale		60.8%		59.2%		63.4%		73.1%

		West Yorkshire and Harrogate		60.2%		56.8%		60.8%		72.2%

		West Midlands		55.1%		67.9%		70.1%		72.2%

		East of England - North		61.7%		70.0%		71.4%		65.6%

		Greater Manchester		46.4%		53.3%		62.1%		65.4%

		North Central and North East London		63.8%		60.9%		67.9%		65.0%

		East of England - South		45.2%		51.0%		60.8%		61.0%

		South East London		52.7%		62.6%		50.6%		50.0%

		Overall		63.4%		68.3%		73.9%		74.9%
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Table

		 Provider		Minimal surgery procedures								Non minimal surgery procedures								Proportion of minimal						

				1516		1617		1718		1819		1516		1617		1718		1819		1516		1617		1718		1819

		IMPERIAL COLLEGE HEALTHCARE NHS TRUST		81		100		100		110		48		38		40		50		62.8%		72.5%		71.4%		68.8%

		NOTTINGHAM UNIVERSITY HOSPITALS NHS TRUST		86		88		100		125		39		21		27		31		68.8%		80.7%		78.7%		80.1%

		UNIVERSITY COLLEGE LONDON HOSPITALS NHS FOUNDATION TRUST		84		82		89		93		27		40		34		58		75.7%		67.2%		72.4%		61.6%

		LEEDS TEACHING HOSPITALS NHS TRUST		68		75		70		87		69		90		85		61		49.6%		45.5%		45.2%		58.8%

		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST		118		122		127		113		89		71		51		35		57.0%		63.2%		71.3%		76.4%

		SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST		83		94		88		98		57		35		33		44		59.3%		72.9%		72.7%		69.0%

		CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		66		99		101		105		44		29		18		27		60.0%		77.3%		84.9%		79.5%

		UNIVERSITY HOSPITALS OF LEICESTER NHS TRUST		70		87		102		94		36		39		38		38		66.0%		69.0%		72.9%		71.2%

		OXFORD UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		69		101		96		113		14		7		<6		<6		83.1%		93.5%				

		BARTS HEALTH NHS TRUST		50		66		81		76		46		61		46		41		52.1%		52.0%		63.8%		65.0%

		THE CHRISTIE NHS FOUNDATION TRUST		64		62		85		88		43		43		22		28		59.8%		59.0%		79.4%		75.9%

		ROYAL SURREY COUNTY HOSPITAL NHS FOUNDATION TRUST		98		86		98		107		16		10		8		6		86.0%		89.6%		92.5%		94.7%

		GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST		48		72		89		95		25		28		16		14		65.8%		72.0%		84.8%		87.2%

		LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST		59		62		96		82		32		39		16		24		64.8%		61.4%		85.7%		77.4%

		BRIGHTON AND SUSSEX UNIVERSITY HOSPITALS NHS TRUST		48		50		53		67		18		33		23		36		72.7%		60.2%		69.7%		65.0%

		EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION TRUST		50		71		76		92		14		13		9		9		78.1%		84.5%		89.4%		91.1%

		UNIVERSITY HOSPITALS OF DERBY AND BURTON NHS FOUNDATION TRUST		77		84		89		82		22		19		12		18		77.8%		81.6%		88.1%		82.0%

		UNIVERSITY HOSPITALS OF NORTH MIDLANDS NHS TRUST		80		72		81		85		11		17		19		15		87.9%		80.9%		81.0%		85.0%

		SOUTH TEES HOSPITALS NHS FOUNDATION TRUST		92		70		77		85		8		8		<6		11		92.0%		89.7%				88.5%

		EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST		0		<6		<6		15		18		16		24		80		0.0%						15.8%

		GUY'S AND ST THOMAS' NHS FOUNDATION TRUST		46		47		47		36		50		46		58		59		47.9%		50.5%		44.8%		37.9%

		HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST		34		40		64		59		30		48		29		36		53.1%		45.5%		68.8%		62.1%

		ROYAL DEVON AND EXETER NHS FOUNDATION TRUST		53		76		72		88		9		8		<6		<6		85.5%		90.5%				

		MAIDSTONE AND TUNBRIDGE WELLS NHS TRUST		48		63		79		76		39		30		21		16		55.2%		67.7%		79.0%		82.6%

		UNIVERSITY HOSPITAL SOUTHAMPTON NHS FOUNDATION TRUST		57		58		59		43		58		42		34		48		49.6%		58.0%		63.4%		47.3%

		NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		78		110		85		83		14		7		16		6		84.8%		94.0%		84.2%		93.3%

		THE ROYAL WOLVERHAMPTON NHS TRUST		48		59		72		62		19		27		22		25		71.6%		68.6%		76.6%		71.3%

		PORTSMOUTH HOSPITALS NHS TRUST		40		49		66		68		28		17		21		18		58.8%		74.2%		75.9%		79.1%

		UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST		83		89		73		73		25		14		18		13		76.9%		86.4%		80.2%		84.9%

		NORTHAMPTON GENERAL HOSPITAL NHS TRUST		37		35		45		63		33		34		29		21		52.9%		50.7%		60.8%		75.0%

		SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST		87		74		94		68		24		20		9		16		78.4%		78.7%		91.3%		81.0%

		THE ROYAL MARSDEN NHS FOUNDATION TRUST		51		68		63		73		18		13		19		10		73.9%		84.0%		76.8%		88.0%

		POOLE HOSPITAL NHS FOUNDATION TRUST		51		67		57		72		6		12		<6		9		89.5%		84.8%				88.9%

		WEST HERTFORDSHIRE HOSPITALS NHS TRUST		25		28		31		23		44		59		57		57		36.2%		32.2%		35.2%		28.8%

		MANCHESTER UNIVERSITY NHS FOUNDATION TRUST						58		57		0		0		40		21						59.2%		73.1%

		SOUTHEND UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		21		39		44		57		29		14		21		17		42.0%		73.6%		67.7%		77.0%

		UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST		20		69		54		46		59		25		26		17		25.3%		73.4%		67.5%		73.0%

		TAUNTON AND SOMERSET NHS FOUNDATION TRUST		38		48		51		57		10		7		10		4		79.2%		87.3%		83.6%		93.4%

		GATESHEAD HEALTH NHS FOUNDATION TRUST		40		53		60		46		20		18		21		14		66.7%		74.6%		74.1%		76.7%

		ROYAL UNITED HOSPITALS BATH NHS FOUNDATION TRUST		10		11		23		14		56		46		36		46		15.2%		19.3%		39.0%		23.3%

		UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST		33		42		58		51		8		7		6		8		80.5%		85.7%		90.6%		86.4%

		ROYAL CORNWALL HOSPITALS NHS TRUST		40		48		52		48		13		8		11		<6		75.5%		85.7%		82.5%		

		COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST		29		27		30		48		<6		<6		<6		<6								

		UNITED LINCOLNSHIRE HOSPITALS NHS TRUST		46		33		29		40		19		8		<6		7		70.8%		80.5%				85.1%

		DONCASTER AND BASSETLAW TEACHING HOSPITALS NHS FOUNDATION TRUST		16		24		22		39		15		20		11		7		51.6%		54.5%		66.7%		84.8%
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		 Provider		Minimal surgery procedures								Non minimal surgery procedures								Proportion of minimal						

				1516		1617		1718		1819		1516		1617		1718		1819		1516		1617		1718		1819

		SHERWOOD FOREST HOSPITALS NHS FOUNDATION TRUST		17		20		29		37		15		27		11		8		53.1%		42.6%		72.5%		82.2%

		ST GEORGE'S UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		20		28		19		37		13		9		<6		8		60.6%		75.7%				82.2%

		SHREWSBURY AND TELFORD HOSPITAL NHS TRUST		24		22		25		41		7		<6		6		<6		77.4%				80.6%		

		YORK TEACHING HOSPITAL NHS FOUNDATION TRUST		23		31		21		39		13		7		6		<6		63.9%		81.6%		77.8%		

		WESTERN SUSSEX HOSPITALS NHS FOUNDATION TRUST		23		24		36		38		14		<6		<6		<6		62.2%						

		NORTHERN LINCOLNSHIRE AND GOOLE NHS FOUNDATION TRUST		21		29		19		36		<6		12		14		<6				70.7%		57.6%		

		NORTH WEST ANGLIA NHS FOUNDATION TRUST		19		18		35		35		11		8		<6		<6		63.3%		69.2%				

		UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST		0		0		0		32		<6		<6		<6		6								84.2%

		WEST SUFFOLK NHS FOUNDATION TRUST		15		11		18		15		7		10		<6		23		68.2%		52.4%				39.5%

		NORTH CUMBRIA UNIVERSITY HOSPITALS NHS TRUST		13		16		22		35		<6		<6		0		<6						100.0%		

		PENNINE ACUTE HOSPITALS NHS TRUST		7		11		9		14		15		24		16		22		31.8%		31.4%		36.0%		38.9%

		THE DUDLEY GROUP NHS FOUNDATION TRUST		0		<6		0		<6		32		35		32		35		0.0%				0.0%		

		TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST		25		26		26		34		<6		<6		<6		0								100.0%

		BARKING, HAVERING AND REDBRIDGE UNIVERSITY HOSPITALS NHS TRUST		25		24		24		23		7		8		9		10		78.1%		75.0%		72.7%		69.7%

		EAST AND NORTH HERTFORDSHIRE NHS TRUST		7		16		18		26		<6		<6		<6		7								78.8%

		MID YORKSHIRE HOSPITALS NHS TRUST		38		35		27		30		<6		<6		<6		<6								

		THE ROTHERHAM NHS FOUNDATION TRUST		18		18		18		27		<6		<6		<6		<6								

		GREAT WESTERN HOSPITALS NHS FOUNDATION TRUST		15		10		23		23		11		17		<6		7		57.7%		37.0%				76.7%

		THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST		21		21		34		27		<6		0		0		<6				100.0%		100.0%		

		WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST		29		24		19		30		0		0		0		0		100.0%		100.0%		100.0%		100.0%

		BUCKINGHAMSHIRE HEALTHCARE NHS TRUST		16		29		27		25		<6		<6		<6		<6								

		SALISBURY NHS FOUNDATION TRUST		16		18		22		27		<6		<6		<6		<6								

		CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST		11		24		31		24		13		<6		<6		<6		45.8%						

		UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST		22		21		12		18		<6		12		7		10				63.6%		63.2%		64.3%

		CHESTERFIELD ROYAL HOSPITAL NHS FOUNDATION TRUST		0		<6		8		<6		22		24		31		23		0.0%				20.5%		

		EPSOM AND ST HELIER UNIVERSITY HOSPITALS NHS TRUST		9		8		12		20		12		9		8		7		42.9%		47.1%		60.0%		74.1%

		ROYAL FREE LONDON NHS FOUNDATION TRUST		11		19		12		21		8		10		10		6		57.9%		65.5%		54.5%		77.8%

		BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST		17		19		12		24		<6		<6		6		<6						66.7%		

		CALDERDALE AND HUDDERSFIELD NHS FOUNDATION TRUST		20		28		21		23		9		<6		8		<6		69.0%				72.4%		

		EAST LANCASHIRE HOSPITALS NHS TRUST		31		21		27		21		<6		<6		7		<6						79.4%		

		FRIMLEY HEALTH NHS FOUNDATION TRUST		21		16		14		15		7		<6		10		10		75.0%				58.3%		60.0%

		MEDWAY NHS FOUNDATION TRUST		13		18		8		22		0		<6		<6		<6		100.0%						

		ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST		13		28		32		22		8		7		<6		<6		61.9%		80.0%				

		WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST		7		18		23		18		12		8		10		6		36.8%		69.2%		69.7%		75.0%

		BASILDON AND THURROCK UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		7		12		12		17		8		6		0		<6		46.7%		66.7%		100.0%		

		BEDFORD HOSPITAL NHS TRUST		<6		7		14		17		11		8		<6		<6				46.7%				

		NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST		37		39		37		21		<6		<6		<6		<6								

		ROYAL BERKSHIRE NHS FOUNDATION TRUST		<6		12		10		21		14		12		7		<6				50.0%		58.8%		

		KINGSTON HOSPITAL NHS FOUNDATION TRUST		<6		9		9		19		<6		6		<6		<6				60.0%				

		MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST		13		13		11		20		<6		<6		<6		<6								

		MID ESSEX HOSPITAL SERVICES NHS TRUST		<6		<6		10		6		13		21		8		15						55.6%		28.6%

		HAMPSHIRE HOSPITALS NHS FOUNDATION TRUST		7		8		17		16		12		10		<6		<6		36.8%		44.4%				

		KING'S COLLEGE HOSPITAL NHS FOUNDATION TRUST		16		34		20		15		<6		<6		8		<6						71.4%		

		LONDON NORTH WEST UNIVERSITY HEALTHCARE NHS TRUST		10		8		7		13		6		12		<6		6		62.5%		40.0%				68.4%

		NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST		12		12		9		17		<6		<6		<6		<6								

		STOCKPORT NHS FOUNDATION TRUST		11		24		20		16		<6		<6		<6		<6								

		AIREDALE NHS FOUNDATION TRUST		9		12		12		15		<6		7		6		<6				63.2%		66.7%		
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		 Provider		Minimal surgery procedures								Non minimal surgery procedures								Proportion of minimal						

				1516		1617		1718		1819		1516		1617		1718		1819		1516		1617		1718		1819

		BARNSLEY HOSPITAL NHS FOUNDATION TRUST		10		14		15		15		<6		8		<6		<6				63.6%				

		HARROGATE AND DISTRICT NHS FOUNDATION TRUST		16		10		11		18		<6		0		<6		0				100.0%				100.0%

		SOUTH WARWICKSHIRE NHS FOUNDATION TRUST		8		6		<6		8		11		7		7		10		42.1%		46.2%				44.4%

		BOLTON NHS FOUNDATION TRUST		0		<6		<6		6		10		19		9		11		0.0%						35.3%

		CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST		20		27		10		10		7		7		0		7		74.1%		79.4%		100.0%		58.8%

		LEWISHAM AND GREENWICH NHS TRUST		12		<6		9		12		13		<6		8		<6		48.0%				52.9%		

		DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST		<6		6		11		14		11		13		<6		<6				31.6%				

		THE HILLINGDON HOSPITALS NHS FOUNDATION TRUST		<6		10		5		11		<6		<6		<6		<6								

		WALSALL HEALTHCARE NHS TRUST		11		<6		15		14		<6		<6		<6		<6								

		ISLE OF WIGHT NHS TRUST		<6		<6		<6		11		<6		<6		0		<6								

		THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST		18		19		16		14		<6		<6		<6		<6								

		BIRMINGHAM WOMEN'S AND CHILDREN'S NHS FOUNDATION TRUST				<6		10		8		0		12		16		6						38.5%		57.1%

		COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST		20		19		23		12		0		0		0		<6		100.0%		100.0%		100.0%		

		MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		<6		8		9		7		9		8		<6		7				50.0%				50.0%

		BRADFORD TEACHING HOSPITALS NHS FOUNDATION TRUST		0		<6		14		7		18		20		15		6		0.0%				48.3%		53.8%

		CROYDON HEALTH SERVICES NHS TRUST		<6		12		16		11		6		<6		<6		<6								

		DARTFORD AND GRAVESHAM NHS TRUST		<6		<6		9		<6		13		7		6		9						60.0%		

		NORTHERN DEVON HEALTHCARE NHS TRUST		10		7		7		9		<6		6		<6		<6				53.8%				

		THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST		10		0		<6		12		<6		15		<6		<6								

		KETTERING GENERAL HOSPITAL NHS FOUNDATION TRUST		<6		7		7		10		6		7		0		<6				50.0%		100.0%		

		JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST		8		11		6		<6		<6		<6		8		6						42.9%		

		WYE VALLEY NHS TRUST		6		8		<6		<6		16		<6		<6		7		27.3%						

		GEORGE ELIOT HOSPITAL NHS TRUST		13		7		<6		6		19		7		<6		<6		40.6%		50.0%				

		THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS NHS FOUNDATION TRUST		7		11		18		7		<6		<6		0		<6						100.0%		

		SOUTH TYNESIDE NHS FOUNDATION TRUST		<6		6		6		7		<6		<6		<6		<6								

		EAST SUSSEX HEALTHCARE NHS TRUST		13		13		19		7		17		9		8		0		43.3%		59.1%		70.4%		100.0%

		WHITTINGTON HEALTH NHS TRUST		<6		6		9		<6		<6		<6		<6		<6								

		WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST		6		9		9		<6		<6		<6		<6		<6								

		HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		<6		<6		8		<6		<6		<6		<6		<6								

		LUTON AND DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		<6		<6		6		6		<6		<6		<6		0								100.0%

		SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST		<6		<6		<6		<6		<6		<6		<6		<6								

		SURREY AND SUSSEX HEALTHCARE NHS TRUST		<6		9		7		6		<6		0		<6		0				100.0%				100.0%

		YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST		8		7		11		6		<6		<6		0		0						100.0%		100.0%

		SALFORD ROYAL NHS FOUNDATION TRUST		8		<6		8		<6		<6		<6		<6		0								

		EAST CHESHIRE NHS TRUST		<6		<6		9		<6		7		<6		<6		0								

		NORTH MIDDLESEX UNIVERSITY HOSPITAL NHS TRUST		<6		<6		10		<6		<6		<6		0		<6						100.0%		75.0%

		TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST		<6		<6		0		<6		10		7		9		0						0.0%		

		ASHFORD AND ST PETER'S HOSPITALS NHS FOUNDATION TRUST		<6		<6				<6		<6		<6		0		0								

		NORTH BRISTOL NHS TRUST		<6		<6		<6		<6		0		<6		0		<6								

		ROYAL LIVERPOOL AND BROADGREEN UNIVERSITY HOSPITALS NHS TRUST		<6		<6		<6		<6		<6		0		<6		0								

		BURTON HOSPITALS NHS FOUNDATION TRUST		<6		<6		<6				0		0		0		0								

		HEART OF ENGLAND NHS FOUNDATION TRUST		27		26		25				10		<6		10		0		73.0%				71.4%		

		IPSWICH HOSPITAL NHS TRUST		10		19		25				53		46		40		0		15.9%		29.2%		38.5%		

		SOUTHERN HEALTH NHS FOUNDATION TRUST		38		44						43		40		0		0		46.9%		52.4%				

		WARRINGTON AND HALTON HOSPITALS NHS FOUNDATION TRUST				0						0		<6		0		0								

		WESTON AREA HEALTH NHS TRUST		11		7		<6				0		<6		0		0		100.0%						

		All providers		3,477		4,047		4,359		4,581		2,005		1,880		1,542		1,532		63.4%		68.3%		73.9%		74.9%
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Collated by RM Partners Informatics Team

 Contact  - rmpartners.informatics@nhs.net 

In strictest confidence – For NHS internal use only  

Graph







1.7 Proportion of resections by Provider – National level – Uterine cancer - 2018/19  

Collated by RM Partners Informatics Team

 Contact  - rmpartners.informatics@nhs.net 

In strictest confidence – For NHS internal use only  







image1.png

RM Partners

Accountable Cancer Network






image2.png

Graph showing numbers of major Uterine cancer surgical procedures by STP

of residence - 2018/19

[ umjaip pue pioya) pue aiysdoys
| uonag

Q1IYSIDISITUOM PUE BIIYSPIOJRIAH
| uieaH Aaquiiy

95 4O SB]S| Y} pUE ||[BMUIOD

| jes1awos

211Ys131530n0|D

| anysuoydweyrion

\..f:om PUE 13SI3WOS YHON ‘|01slig
| spuejuesH Asuins

| anysyoimies pue A1uano)

[ ySnoioqiarad pue aiysadpuquied

| SauAay UOIA pue UOINT ‘BuIYspIOyPRG

| 1es100

""31e7 puE yyeaH ASUBABAL PUE ¥|OJION
ny1jos pue weySuiwiig

¥2553 1583 YLON PUB Y[O}NS

| xass3 4Inos pue pi

| weyBuig 1s9m pue A1unod yoejg ay
F"318) PUE Y}E3H UOPUOT 1S9 Yinos

| UOpUOT 153 YINOS 131Y1IE3H INO

| Xas53 159/ pUE BUIYSPIOJIAH

“PUB Y3|ESH Ul S19UIEd UOPUOT Y1ION

91e) pue YyesH uopuoT iseq

| mej1asseg pue alIysyI0A YInos

pue AYSpPIoJXO ‘@uysweydupong
alysujosur]

| JUB1L U0 {035 PUE BIIYSPIOYEIS

| puejiny pue a.ysIa1s90197 191590197

anysweysumon pue weysuioN

T W apueiseo “4aquiny

11GUWIND YINOS pue 211ysesueT JajyiesH

| Aouins 1se3 pue xassng

318D pUE Y}jeaH UOpUOT 1S3/ YIION
[ 143Im Jo 3is| Y3 pue anysdwey

[ Aempa pue uay

©120S pUE Y}B3H 191SYIURI 118D

Y3eaH) 21eSolleH pue 3UYSHIOA ISIM

| apisAasialn pue anysayd

‘13519WOS 1se3 YHON pue yieg

1583 Y1ION pue elquin)

400

>
g
= « muS
E 9 ER
£ .5 =5
s%¢ E%
s®s E9
§5e £¢
Z3 48 S s
o o
) 7, 7Nm
i1 ]
[ |
[ S 1 7 mﬁﬁf
= TET
[ [
T ; 7mmﬁ 7
65T
I (528
[ [ [
[ I 741
[ [ | [
:ﬁq I I I mj 7
59 44
[ [ | [ [ -
6E TE
T T T T T
s 9 9 9 9 9 o o
2 8 & 8 & 8 17
8 & & =& 9 =







image3.png

Graph showing proportion of minimal access surgical procedures for Uterine

cancer by STP of residence - 2018/19

100%

7 THW“J‘H Xas53 1583 YHON pue>j|joyns
%0 0% uopuoT 1se3 Yinos J3lyyeaH InQ
, L 574 L] weysujunig 1S9 pue Aunod Ye|g ayL
SauAa)Y UOYIN PUB UOINT ‘BlIYSpIOIPag
T9 Xass3 1S9 PUE BIIYSPIOJLIRH
X253 4IN0S pue pi
91e) pue Y)|eaH Ul S1Ulled UOPUOT YHON
uonaq
3180 |B120S PUE Y)|edH J91SaYDUB 191eaID
ANYSIIMIEAL PuE AIJUBAOD
, L] %99 L1 diysiauned a1e) pue yyeaH uopuoT ise3
[ %689 WS1a Jo 3|s| ayy pue anysdwey
[ 7 7 FN m7w 7 7 PUBINY pUB 3JIYSIaISaIIRT 191592197
diys1aupied aie) pue yieaH uopuoT 1S9 YHoN
[ %C T “31e) pue YijeaH) 21e8011eH pue SUYSHIOA ISIM
[ 7 7 7 \mf €, 7 7 7 3BA PUB 1SR0D ‘JaqUINH
, , , Lc §7 , , , lIny1jos pue weySuiwing
[ , , , \m.,c g , , , yieaH Asjuiiy4
[ , , , Lm S , , , ale) pue yyjeaH alysweysuiloN pue weysuijioN
[ ] , x.m, , L1 “pUB UOPUIMS ‘}9513WOS 1SBT YLION pue ieg
[ 7 7 7 sw 7 7 7 BlIQUIND YINOS pue allyseaueT 1alyyeaq
[ L , \Lw , [ 211S191S310 A PUE BIIYSPIOJAIBH
[ [ , % , g , L1 Ad1Ing 1se3 pue Xassng
[ 7 7 7 %. 7cm 7 7 7 allysujoour]
[ %8 08 JUB1] UO OIS pue 3liyspioyels
diysiauped a1e) pue YijedaH uopuoT 1SapM Yinos
[ %L TS 211Ys19152N0]D YINOS PUE 135I3LOS YUON ‘|olslig
e — , %. rm , [ Me|1955Bg PUE DIIYSYIOA YINOS
7 7 7 7 amf 8 7 7 7 alysuoldweyrioN
, , , , % V8 , , , apIsAasIa pue aaysayd
, , , , %E V8 , , , Aempaln pue juay
7 7 7 ;m 8 7 7 7 ySnoioqiarad pue aiysadpuquied
— ;m Lm , [ 19513W0S
7 7 7 ﬁwm Lm 7 7 7 19s10q
e — ,\mN ,m , [ 211ys191529N0]9
, , , ,\wm ,m , , , upjap pue piojja] pue aiysdolys
I F.m W , [ diysiauned a1e) pue yyeaH ASUBABAA PUE Y|OJION
, , , fo mw , , , spuejueaH Aauns
L Fm mw , - 15B3 YLION pue eLqwind
%L 16 1S9 IYSHIag PUB BIYSPIOXO ‘dlystueySunjong
L \rm amW , [ 'S JO'S3IS| AU} pUE ||eMUI0)







image4.png

| procedures by

ine cancer surgica

Graph showing numbers of major Uter

Cancer Alliance - 2018/19

O Non Minimal

surgery
procedures

OMinimal surgery
procedures

0T

e|nsuluad

g eer

Me[1SSEg PUE BIIYSYIOA YINOS

[ov] eer

3BA PUB 1SR0D ‘JaqUINH

SST

BLIGWND YINOS pue auiysesue]

m

81

A3jjep sawey |

m

81

Aempa pue uay

6T

19153ydUR 19]1EAID

<
=

91e5011eH pUB BIYSHIOA 1S9

apisA9sIaN pue auysayd

o
a

uopuOT 1SeJ Y1ION PUE [BIIUDD YLION

~
5
B

X3SSIM

@
<]

09

Xassng pue A1Ing

UOpUOT 1S9 YINOS PuB 1S9 Y1ION

BlIqIN) pue ise3 yuoN

€€T

yuUoN - puej3ug jo 1seg

€€T

ynos - puejdu3 jo 1se3

211Ys121530N0|9

PUB UOAY ‘DIIYSYIAA ‘19S18WO0S

e I I

St

SpuEIpIN ¥se3

oLy

SPUBIPI 1S9/

700

400 |

300 —|

200 —|

100 |







image5.png

%0'19

%0'59

%t'S9

%9'59

%TTL

%TTL

%T €L

%0'SL

%T'9L

%6'LL

%T'6L

%S'18

cancer by Cancer Alliance - 2018/19

%078

%L'T8

%CT ¥8

%€ ¥8

Graph showing proportion of minimal access surgical procedures for Uterine

%E'¥8

%6'88

90%

80% +—|
70% |
60% +—|

100%

50% |
40% +—|
30% |

20% +—|
10%
0%

uopuoT Jse3 ynos

ynos - puejdu3 jo 1se3

uopuOT 1SeJ Y1ION PUE [BIIUDD YLION

19153ydUR 19]1EAID

yuUoN - puej3ug jo 1seg

SPUBIPI 1S9/

91e5011eH pUB BIYSHIOA 1S9

3BA PUB 1SR0D ‘JaqUINH

UOpUOT 1S9 YINOS PuB 1S9 Y1ION

X3SSIM

SpuEIpIN ¥se3

BLIGWND YINOS pue auiysesue]

e|nsuluad

211YS19)59IN0[ D PUB UOAY ‘BUIIYSHIM 49518W0S

Xassng pue A1Ing

Me[1SSEg PUE BIIYSYIOA YINOS

apisA9sIaN pue auysayd

A3jjep sawey |

Aempa pue uay

BlIqIN) pue ise3 yuoN







image6.png

Graph showing trend in proportion of minimal access surgical procedures for

Uterine cancer by Cancer Alliance

uopuoT ise3 yanos

=15/16
=16/17
"17/18
u18/19

yanos - puejdug Jo ise3

UOpUOT 1583 L1 ION PUE [e.1UB) LY ION

1213LpURI 1218210

YaIoN - puejdug Jo ise3

SPUBIPI 159

21080118H PUE BUSHIOA 5IM

3[eA pue 15€0) 1aquIn

UOPUOT 1S3M YINOS PUB 1S3 YLION

SpuelpiA 1se3

BUQUINY YINOS PUE 3JIUseIUE]

eInsuag

2115 19153IN0J9 PUE UOAY ‘LS I 19519W0S |

Xassng pue Aauing

MEN3SSEG PUB IS HIOA LINOS

aps A3 IAN pUR BISAYD

faieA saweyr

Aempajy pue juay

eUQWN) pue 1583 Y1IoN







image7.png

| procedures by

ine cancer surgica

Graph showing numbers of major Uter

provider in England - 2018/19

O Non Minimal

surgery

procedures

OMinimal surgery

procedures

HHHHHHHHHHHHHHHHHHHHHHHHHHHHHHHWM

ISMYL NOLLYANNOA SHN TVLIdSOH LIISIA TAOTA
1SMLSHN WLIASOH 3 ISWHO ANV LHOAHLNOS
“NOILYNNOA SHN TVLIdSOH ALISYFAINN NOLYINOH
LSMYLSHN HLIV3H NOLONILLIHM

1SMYL NOLLYANNOA SHN JAISINAL HLNOS

1SMYLSHN TWLIdSOH LOM3 394039

"NOILYANNOA SHN STLIdSOH ALISYIAIN 139Vd STANT
1SMYLSHN WLIJSOH YHANVXTIY SSIONINA FHL
ISMYLSHN VHSIAVHD ANV G¥OALEVA

"SHN TV LIdSOH ALISHIAINA SINADI NOLTIN

“SHN S, NIUQTIFD NV S.NINOM WYHONIIE
1SMLSHN LHOIM 40T 1

ISMYL NOLYANNOA SHN TVLIdSOH ALNNOD 135400
"SHN WLIdSOH ¥ALSNIWLSIM ANV VASTIHD

1SMYL NOILYANNOA SHN FWIHSYOIMUYA HLNOS
1SMYL NOLLYGNNOA SHN WLIdSOH ATENEVE

1SMYL NOILYANNOS SHN 1HOdXD01S

"SHN JOHLIVIH ALISYIAINN 1S3 HLHON NOONO

1SNYL NOLLYANNO4 SHN STYLIdSOH JHIHSdINVH

1SNYL NOLLYANNOA SHN STWLIdSOH FHIHSIHD QIIN
1SNYL NOLLYGNNOA SHN FUYOHLTVAH YINSNNHLYON
"SHN STVLIdSOH ALSHIAINN YO0HHNHL ANV NOQTISVE
"SHN SWLIdSOH ONIHOVAL ATTSMON)I ONV SNITIH LS
1SNYL NOLLYGNNOA SHN HLTWAH AT TN
“NOILYONNOS SHN GT3S¥3AANH ONY 31¥Q¥3qWD
61/8T02 NI 9> ONILYIILSISNYL ¥IHIO TV

1SNYLSHN STYLIASOH ALISYIAINN ¥3ITIH LS ANV NOSd3
"SHN AYE JSAVOTHOW 4O STYLIISOH ALSYIAINN

1SNYL NOILYANNO SHN AUNES VS

"SHN WLIdSOH ONIFDVIL ALISYIAINN T 1A
ISNYLNOILYANNOA SHN STV LIJSOH NY3ISIM LY3H
ISNYLSHN STYLIGSOH F4IHSYHOA QI

"ALYIAIN 3901HETY ANV ONISIAYH ‘ONDIUVE

1SNYL NOLLYGNNOA SHN dNOYD AT1ANA FHL
1SNYLSHN STYLIASOH ALISYIAINN VINSINND HLYON
"SHN WYHONIWYIS STVLIdSOH ALSYIAINA

"SHN 31009 GNY FIHSNTODNIT NYFHLYON

1SM¥LNOILYANNO: SHN TLIdSOH ONIHOVAL YHOA
"NOILYNNOA SHN STVLIdSOH ALISYIAINN § 394039 IS
“SHN SIVLIdSOH ONIHOVAL AMYTLISSVE ONY ¥3LSYONOA
"NOILYANNO SHN NOLONITEYA ONY VHNG ALNAOS
ISMYLSHN HLNOWATA STVLIASOH ALI¥IAINA

1SNYL NOLLYGNNOA SHN HLWAH QVaHSILYD

“TYHSIDIMEVAR NV AYINIAOD STVLIASOH ALHIAING
1SNYLNOLYANNOA SHN ALISHIAINN HILSTHONVI

ISMYLNOLLYANNOA SHN TVLIdSOH 3100d
“NOILYANNOS SHN STVLIdSOH ONIHOVAL QT3IH43HS
1SMYL NOILYANNO SHN 1015148 STYLIISOH ALEYIAIND
1SMYLSHN NOLJIVHYIATOM TVAOY FHL

“SHN NOLJWVHLNOS TVLIdSOH ALEHIAINA

1SN NOLLYGNNOA SHN ¥313%3 ANV NOAQ WACY
ISMYLNOLLYANNOA SHN SYINOHL 1S ANV SAND

1SMYL NOLLYANNOA SHN STVLIdSOH 3L HLNOS

"SHN NOLYNE ANV ABYI] 40 STLIISOH ALSYIAINN

"SHN STVLIISOH ALSYIAINN X3SSNS ONY NOLHO 1t

1SN NOLLYANNOA SHN STVLIdSOH TIHSY¥31SIDNOTD

ISNYL NOLLYNNOA SHN USIYHD FHL

1SNYL NOLLYGNNOA SHN STYLIdSOH ALSYIAINN GHO4XO

“NOILYGNNO4 SHN STVLIdSOH ALSYIAINN 390D

1SMYL NOILYANNOA SHN SNIWOM 100d¥A N

"SHN STVLIdSOH NOGNOT 3931100 ALSHIAING

1SNYLSHN FHVOHLVIH 3931100 TWIMIdIAI

180

160

o







image8.png

Graph showing proportion of minimal access surgical procedures for Uterine

cancer by provider in England - 2018/19

100%

LSNYL NOLLYANNOA SHN TYLIGSOH WAOY QTAIANALSIHD
LML SHN WLIGSOH YISO NV 1H0AHLNOS

LSNHLSHN STINYZS WLIKSOH X553 I

LSNHLSHN VHSIAVAD ANV QHO414VA

LSNHLSHN ATTIVA M

LSNYLSHN SVLIdSOH LMDV ININNd

LSNYL NOILYAN N0 SHN UIHSDIMYYA HLAOS
ISNYLNOLLYANNO3 SHN NOLAVHLNOS TWLIdSOH ALEYIAINN
LSM4LNOILYANNOA SHN STVLIdSOH ONIHOVAL GHO4QvHa

LSNYL NOLLYANNOA SHN S, N3QTIHD ANV S.NIWOM INVHON WIS
ISNYLNOLLYANNOA SHN TWLIISOH ¥IISNINLSIM ONV VASTIHD
LSNYL NOLLYANNOA SHN HIVAH AT TN

LSNYLSHN STV IdSOH ONIHOVAL ALEHIAINN TINH

ISNULSHN HITVAHSL4va

LSNYHLSHN TAVDHITVAH ALISYIAINN 1S3 HLYON NONOT
LSNHLSHN FHVOHLVAH F93TIOD VA1
LSNL SHN FHVOHLVAH NOAZA NeHLION

"SHN SWLIISOH HOUNHOLSMHD NV HINOWINYNOS TVAOY FHL

LSNHLSHN ¥ILSTOE1 40 STVLIISOH ALBUIAINN
LSNYLSHN HLVAH NOLONILLIHM

ISNYLNOLLYANNOS SHN ALISYAINN ¥3ISTHONYI

LSNYHL SHN SVLIGSOH ALISYIAINN ¥3IT3H LS NV WOSE
LSNYHLSHN W LIdSOH WRANID NOLJAVHLYON

LML NOILYANNOA SHN S.NIWOM T00dUIA

LSNYL NOLLYANNOA SHN HIVIH QVAHSILYD

ISNYL NOLLYANNOA SHN YLIISOH ALISYIAINN GNIHLNOS

“NOILYONNO4 SHN STVLIdSOH ALSYIAINA YOO¥HNHL ANV NOQTISVe

LSM4LNOILYANNOA SHN NOGNOT 338 WACY
ISNYLNOLLYANNO3 SHN TWLIdSOH 393TIOD SONDI

LSNYL NOLLYANNOA SHN STYLIASOH ALSHIAINN 300INGAYD
ISNYLSHN STVLISOH ALIAINA AVHONILLON

“NOILYGNNO4 SHN NOLYNG ANV ABYIQ 4O STVLIdSOH ALSYIAINA

1SN NOLLYANNOA SHN SVLIGSOH ISTIO3 QOOMYIHS
ISNYL NOLLYANNO3 SHN YLIGSOH ALISHIAINN NOLYIWOH
LSNYL NOLLYANNOA SHN TYLIdSOH ATENSVE

LSNYLSHN STVLIdSOH FIHSWONVT ISV3

LSNYL NOLLYANNOA SHN INVHON WIS STYLIdSOH ALSHIAINN

“NOILYGNNO4 SHN STYLIdSOH ONIHOYIL MYTLISSYE ANV ¥3ISYONOQ

LSNAL SHN SONVIQIA HLION 40 STVLISOH ALHIAINN
LSNYL NOLLYANNOA SHN TYLISOH ¥1ISTHD 40 SSTINNOD
LSNHLSHN FHVOHLVAH FHS VHONDDNG

LSNYL NOLLYANNOA SHN IV HYFHL0H FHL

LSNYL NOLLYANNOA SHN AISINAL HLNOS

ISNYLNOLLYANNOA SHN WLIISOH ALNNOD 1400

LSNYL NOILYANNOA SHN AVMAIA

ISNYL NOLLYANNO3 SHN WLISOH T100d

LSNYL NOILYANNOA SHN STVLIdSOH INAL NOAN TUUSYOMAN IHL
LSNYL NOLLYANNOA SHN TWLIdSOH NOLSONDI

ISNYULSHN STVLIISOH JUIHSINOA AN

LSNYHLSHN SVLIdSOH SNIHOVAL ATEMON) NV SNITH 1S
LSNYLNOILYANNOA SHN VITONY ISIM HLNON

LSNYL NOILYANNOA SHN STVLIdSOH X3S Na3LSIM
ISNYLSHN WLIdSOH QYOS TAL NV AUNESMIHS

“NOILYGNNOA SHN ‘NNATS,ONDI “IVLIdSOH HI38vZIT3 N30 3HL

ISMYLSHN STVLIJSOH TIVANYGD AOY
LSN¥LNOILYANNOA SHN TVLIdSOH ALNNOD AT WAOH
LSNYL NOLLYANNOA SHN MIHSYIA WACY

LSNYL NOLLYANNOA SHN STYLIdSOH ALBYIAINN GHO4XO
LSNHLSHN SVLIGSOH ALISHIAINA VIHEININD HLNON
ISNYLNOLLYANNOA SHN TLIISOH LMLSI TAOA

“NOILYGNNOA SHN WLIdSOH ALISYIAINN J18YISNNA ANV NOLMT

1SNYL NOLLYANNOA SHN 1DI41SIA ANV JLYOOUHYH
1SNYL NOLLYGNNOA SHN NOAIQ HLNOS ANV AVEHOL









Ao wsnoar s sisndmone Naskons vene SRV NS






image6.emf
multi-disciplinary-tea m-streamlining-guidance.pdf


multi-disciplinary-team-streamlining-guidance.pdf
Streamlining
Multi-Disciplinary Team
Meetings

Guidance for Cancer Alliances

NHS England and NHS Improvement

—





Contents

EXECULIVE SUMMAIY .....iiiiiiiiiii e 2
a1 oo [ [o1 1 0] o P 3
Successful Implementation of MDTM Streamlining ....................... 5
Developing Standards of Care for MDTM Streamlining ................. 6
Implementing Standards of Care in the MDTM...........cccoeevvivnnnnnee, 9
Pre-MDTM review Of CASES.......cccuviiiiiiiiiiiii e 10
CASE SIUAIES ...eviieieeii e e 14
AUIL. .o 16
Next Steps and Implementation............cccoeveveiii i, 18
AANINIBX e e eas 19

NHS Gateway reference number: 000590

1 | Contents





Executive Summary

This guidance has been developed to
enable cancer multi-disciplinary teams
(MDTSs) to respond to the changing
landscape in cancer care, as recognised in
the NHS Long Term Plan and the
Independent Cancer Taskforce Report.

The guidance sets out how MDT Meetings
(MDTMs) can continue to provide effective
clinical management by remaining focussed
on discussion of those patient cases which
require full multidisciplinary input. This
approach aims to support MDTMs in three
ways:

e Firstly, it should help to ensure there is
adequate time for discussion of cases
where it is needed, by allowing more
focus on complex cases in the MDTM.

e Secondly, streamlining should ensure
that valuable diagnostic and clinical
time is used most effectively by
creating more flexibility in management
of the MDTM.

e Thirdly, the policy will increase the
transparency and consistency of care
by agreeing the treatment or care any
patient should expect to receive across
Cancer Alliances.

The key principle to achieve MDTM
streamlining is that all patients remain
listed and recorded at the MDTM, however
patients will be stratified into two groups:
Those cases where full discussion at the
MDTM is required, for example due to
clinical complexity or psycho-social issues,
and those cases where a patient’s needs
can be met by a standard treatment
protocol (or Standard of Care), and so do
not require discussion at the MDTM.

MDT Streamlining will be supported by
agreeing Standards of Care (SoCs) across
Cancer Alliances. These SoCs will set out
the treatment or care patients should
expect to receive. Introducing MDT
Streamlining is not mandatory however it
is recommended that Cancer Alliances
work with Trusts locally to identify how this
approach could benefit patients, clinicians,
and MDTMs.

The principles set out here are not a one-
size-fits-all approach and should be
considered in relation to patient need,
local circumstance, and by tumour site.
Where Trusts introduce streamlining this
guidance must be followed.






Introduction
-

Care by a multi-disciplinary team (MDT) has long been the gold standard for patients
with cancer. Signalled by the Calman-Hine report in 1995 and mandated by the
National Cancer Plan in 2000, the pledge that all patients with cancer would have
their care reviewed by an MDT has now become a central part of the cancer
pathway. However, much has changed in the cancer landscape since 2000 and we
need to ensure that MDT working continues to provide the best service for patients.

We now provide more sophisticated and personalised treatments to a higher
volume of patients, with increasingly complex cases. For MDT Meetings to derive
their full benefit they need to be able to operate effectively and provide full multi-
disciplinary input where it is needed, yet a study by Cancer Research UK in 2017
found there was not enough time in the MDT Meeting to discuss more complex
patients, with around half of patients discussed for two minutes or less.! For these
reasons the Independent Cancer Taskforce Report recommended that NHS
England should encourage providers to focus specialist time in the MDTM on those
cases which do not follow well-established clinical pathways.? This work remains
central to ambitions of the NHS Long Term Plan to improve access to specialist
expertise in cancer care.?

This guidance sets out how MDTMs can streamline to focus time on more complex
cases through the introduction of Standards of Care (SoCs). A Standard of Care is a
point in the pathway of patient management where there is a recognised intervention
(or interventions) that should be made available to a patient. The MDTM will maintain
oversight of all patient cases, but where a patient’s need is met by a Standard of
Care the case would be listed but not discussed at the full MDT meeting.

This approach aims to improve clinical management for all patients referred to the
MDTM by improving consistency and transparency of pathways, creating adequate
time for discussion of patient cases where it is required, and ensuring the best use of
clinical and diagnostic time. Standard of Care pathways will be applied in the wider
context of personalised care, and clinical teams will always ensure that, when
planning treatment for any patient, their individual circumstances and wishes are
always paramount.

1 Cancer Research UK, “Meeting Patients’ Needs, improving the effectiveness of multidisciplinary team
meetings”, January 2017.

2 Independent Cancer Taskforce Report, “Achieving World-Class Cancer Outcomes, a Strategy for England
2015-2020”, July 2015.

3 NHS England and NHS Improvement, “The NHS Long Term Plan”, January 2019
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An extensive engagement process informed the principles outlined in this guidance.
This includes consultation on the key principles, work with patients and patient
groups, and engagement with professional groups and Arms-Length Bodies. This
guidance has also been informed by the results of a three-month evaluation,
designed by CADEAS and undertaken with the support of ten Cancer Alliances. This
policy follows from resources produced to support effective MDT working including
the 2010 NCAT report which outlined a framework for establishing effective
processes in the MDT,* and the MDTFIT improvement tool.®> Indeed, work to enable
streamlining as set out here has already begun in some Cancer Alliances.®

MDTs are ultimately responsible for ensuring that time in the meeting is spent most
appropriately to deliver the right outcomes for patients. This may be the status quo in
some MDTMs, and in others it may require further consideration of how time is
distributed to patient cases. MDT streamlining as set out in this guidance is not a
one-size-fits-all approach. However, where clinically appropriate this can be a useful
tool to support pathway improvement for patients and optimise use of clinical time.

The development of this guidance owes a significant debt to the late Professor
Martin Gore, whose commitment and enthusiasm drove this work forward.

NHS Cancer Programme, August 2019

4 National Cancer Action Team, “The Characteristics of an Effective Multidisciplinary Team (MDT)”, 2010

5 https://www.mdtfit.co.uk/

6 UCLH Cancer Collaborative, “MDT Improvement Report”, Prof Muntzer Mughal and Jacob Goodman, April
2017
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Successful Implementation
of MDTM Streamlining

MDT Streamlining as set out in this guidance refers to the process of introducing
Standards of Care as a routine part of MDT Meetings to stratify patient cases into
those which require full multidisciplinary discussion in the MDTM, and those cases
which can be listed but not discussed in the MDTM, as patient need is met by a
Standard of Care (SoC). A SoC is a point in the pathway of patient management
where there is a recognised international, national, regional or local guideline on the
intervention(s) that should be made available to a patient.

The following steps will support successful implementation of MDT Streamlining.

1. The Cancer Alliance should work with site-specific clinical leads to identify
MDTs in which to begin work on agreeing and introducing SoCs.

2. SoCs should be developed and signed off by the relevant Cancer Alliance
tumour pathway board, or equivalent, in collaboration with the clinical lead for
that tumour site. These should draw on existing standards where possible.

3. The Medical Director and lead cancer clinician at a Trust should sign off the
SoCs before they are implemented at Trust level. This is to ensure clinical
oversight and buy-in to facilitate practice change.

4. The MDTMs to which streamlining applies should be agreed at both Alliance
and Trust level and done in agreement with all those involved in the pathway.

5. A process for triage should be agreed at Trust level with approval from the
Medical Director before SoCs are introduced, with roles and responsibilities set
out for: referring clinicians, those involved in reviewing cases, and the MDT
Chair. This may require adaption of job plans.

6. An approach to audit should be set out for each MDT before streamlining
begins, to ensure that all information is captured and scheduled for review at
appropriate intervals, including consideration of how patient representatives
can contribute to audits.

7. Successful implementation of Streamlining will require buy-in from all those
involved in the patient pathway. Strategic oversight of implementation should
be maintained and supported by Cancer Alliances which will ensure
consistency across the geography. Clinical leads, operational managers,
administrative staff, and patient representatives — as part of Alliances or
tumour pathway boards - will need to collaborate to support practice change,
ensuring that all those involved are clear about roles and responsibilities.
Alliances and Trust leadership should work together to begin introducing
streamlining when Standards of Care have been approved; this may include
Executive Director sponsorship and oversight.
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Developing Standards of
Care for Streamlining

Central to implementing MDTM streamlining is the introduction of SoCs. Providers
and Alliances will already have predetermined SoCs in place for the diagnosis and
treatment of (suspected) cancer patients. For the purposes of MDTM streamlining,
these agreed standards must be formalised and strengthened to identify which
patients do not require discussion at the MDTM.

Existing SoCs should be drawn on where available and it is strongly encouraged to
share SoCs between Alliances and Trusts to minimise duplication and promote
consistency.

Definition: Standard of Care

A Standard of Care (SoC) is a point in the pathway of patient management
where there is a recognised international, national, regional or local
guideline on the intervention(s) that should be made available to a patient.

There may be two or more recognised SoCs for a stage of disease or
clinical scenario; a ‘watch and wait’ policy could be a standard of care.

SoCs are identified and drawn up by tumour site specialist MDTs with the
Cancer Alliance Tumour Pathway Board. They must be referenced, signed
off by the Cancer Alliance, and apply across the geography of an Alliance.

Development of SoCs should focus on those points in the pathway where
there is clear clinical consensus on the treatment or care that a patient
should receive.






Developing National Standards of Care

The NHS Cancer Programme will be working with professional bodies and Cancer
Alliances to coordinate development of an initial set of Standards of Care. These will
be shared through the Cancer Alliance Workspace online. Each SoC must be
approved for adoption locally by the Cancer Alliance tumour pathway board, or
equivalent, in collaboration with specialists in that tumour type, e.g. from the
specialist MDT in that patch. This does not preclude further input, or oversight, from
relevant bodies such as Clinical Quality Groups to support development and rollout.
This should also include discussion with patient representatives using local
mechanisms.

Developing Standards of Care in Cancer Alliances

Cancer Alliances should utilise the Cancer Alliance Workspace online to coordinate
and share further Standards of Care for adoption locally. This is central to promoting
good practice, consistency in care, and avoiding duplication of effort between Cancer
Alliances.

Where further local SoCs are developed, the following steps must be completed for
the SoC to be signed off by the Cancer Alliance:

e |dentify the point in a predetermined SoC where referral to the MDTM is
required and incorporate NHS England’s rapid cancer diagnostic and
assessment pathways, as well as local diagnostic protocols where applicable,

to support the Faster Diagnosis Standard.’

e Clear clinical parameters for the application of the SoC, e.g. histological sub-
type, stage and grade of disease, and therefore a patient does not require full
discussion at MDTM. They should also give consideration to situations where
a SoC would not apply with clear inclusion and exclusion criteria.

e SoCs should include processes for managing interactions of networked
MDTMs and explicitly state to which MDTMs they apply; in some situations,
they may apply to both local and specialist MDTMs. This is not a one-size-fits-
all approach.

e The SoC identified must be based on national or international standards,
guidelines and protocols, and best practice as determined by the Cancer
Alliance tumour pathway board. The clinical guidelines used in generating the

predetermined standards of care must be referenced.®

7 Further diagnostic protocols, where clinically recognised and referenced, may also be applicable.
8 This information should already be available as part of the MDTM’s operational policy in the
treatment pathways and guidelines as per Quality Surveillance indicators.

v





Each SoC must be approved for adoption by the Cancer Alliance tumour pathway
board, or equivalent, in collaboration with specialists in that tumour type, e.g. from
the specialist MDT in that patch.® This should include discussion with patient
representatives using local mechanisms.

Examples of recognised Standards of Care within the NHS include NICE Guidance
and NHS England rapid cancer diagnostic and assessment pathways. Tumour types
will vary in the number of recognised SoCs for different stages of disease and clinical
scenarios. As such streamlining is not a one-size-fits-all approach and will not
necessarily apply to all patients.

When looking to introduce Standards of Care, findings from the real-world testing of
this guidance indicated that Cancer Alliances may wish to start with MDTs with the
following characteristics:

e Tumour sites with well-established pre-defined treatment pathways, where
there already exists clear consensus.

e Local rather than specialist MDTs, where there may be a greater case mix,
including fewer clinically complex cases which may require discussion.

e Sub-specialist pathology and radiology expertise is already available to
support triage of patients ‘not for discussion’ at the MDTM.

Updating Standards of Care

SoCs should be reviewed by Cancer Alliances annually or when there is a change to
best practice in national or international guidance or clinical trial findings, whichever
comes first. This ensures that they are up to date in relation to the latest guidance,
published data and national and international opinion on standards of care.

Trusts should not amend the SoC as approved by the Cancer Alliance without
explicit approval from the relevant Cancer Alliance Tumour Pathway Board (or
equivalent).

This is an ongoing process and it is expected that MDTMs will continually identify,
approve and embed an increasing number of SoCs for different stages of disease
and clinical scenarios.

9 This does not preclude further input, or oversight, from relevant bodies such as Clinical Quality
Groups to support development and rollout.





Implementing Standards of
Care in the MDTM

Standards of Care must be introduced with support of the full MDT. With the
streamlined approach, patients will be stratified by their consultant, or triage group,
at the appropriate point of referral to the MDTM,° to either: Patient on a SoC (no
discussion), or; patient requires discussion for any given reason, e.g. patient
preference. All patients remain accounted for through inclusion on the MDTM list.

Process for implementing streamlining

The following steps will enable SoCs to be embedded in MDTMs:

e All patients on a Cancer Alliance agreed predetermined Standard of Care
must be listed at the full MDTM. No patient should be removed from oversight
of the MDTM or responsibility of the MDTM.

e Patients listed “not for discussion” must have a completed minimum data set
available (see section 6 below) which has been implemented as agreed by
the Cancer Alliance tumour pathway board.

e If there is any doubt, any queries on a patient, or new information becomes
available in advance of, at, or after the MDTM then the patient should be
discussed at the MDTM; this could include physiological or psycho-social
needs. Ability to refer the patient ‘for discussion’ is a safeguard for patient
care.

e The MDTM should undertake a regular audit of patient cases not discussed in
relation to the appropriateness of patients receiving a SoC and their outcome.

e Implementing streamlining may require changes to processes across clinical,
administrative, and management roles. It is important to engage all staff to
raise awareness and collaborate to help the work to embed effectively.

10 Where available, referral to the MDTM should align with NHS England’s rapid cancer diagnostic and
assessment pathways.
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Pre-MDTM review of cases
-

Approach to reviewing cases prior to the MDTM

Patients on a Standard of Care should not require discussion at the full MDT
Meeting. For patients to be safely listed, there should be a clear process to collate
essential information, and a minimum dataset must be available for each patient
which pertains to the relevant tumour type.

The minimum data set must have been reported and be available to the treating
doctor. The decision to place a patient on the MDTM list will be made by the treating
doctor or appropriate MDTM member as agreed locally. The responsibility for
providing accurate information to the MDTM lies with the referring clinician in all
cases. This information supports the recommendation of the MDTM, with any
treatment decision made by the responsible clinician and patient.

The SoC should be reviewed prior to the MDTM. This may be a nhamed appropriate
person, or some MDTMs may wish to create a ‘triage group’ for deciding which
patients do not require full discussion at the MDTM. The MDT Chair should work
closely with the coordinator and MDTM members to agree an optimal way to gather
and review information in advance of the MDT Meeting. The preferred means of
reviewing patient cases ‘not for discussion’ in advance of the MDTM should be
agreed with the Medical Director at the Trust and the method may vary between
tumour sites.

The purpose of a triage group should be focussed on identifying whether patient
need is met by the SoC or requires full MDT discussion. If such groups are formed
their functionality and utility should be regularly reviewed and justified. The referring
clinician maintains responsibility for their patients and the patient list should be made
available for the MDT to review in good time before the meeting.
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For a patient to be assigned for no discussion at the
MDT Meeting the following conditions must be met

e They have been seen, or the clinical circumstances otherwise assessed, by a
core MDT member consultant or clinical nurse specialist (CNS)

e The minimum core data requirements have been met

e The pathology has been reported by designated persons for that tumour type

¢ Images have been reported by designated persons for that tumour type.
Where imaging is outsourced, the reporting must be carried out by individuals
agreed as suitable by the MDT.

e All other tests relevant to the decision-making have been completed

e Patient preference stated (if known) and any special circumstances have
been taken into consideration. Patients should be referred to the MDTM for
discussion where preference contradicts a SoC pathway.

e The SoC has been reviewed by an appropriate person or triage group, there
is clarity that it is appropriate, and all of the above have been fulfilled.

Minimum core data requirements

The following information must be accounted for in order to list a patient not for
discussion at the MDTM:

e Diagnosis date (specify mode of diagnosis);

e Stage (specify investigations);

e Performance status;

e Histopathological and/or cytological diagnosis;;

e Co-morbidities;

e Availability of, and suitability for, clinical trial/s;

e Relevant genomic/genetic testing*;

e Patient preference (if known) and/or any special circumstances have been
taken into consideration;

¢ MDTM recommendation and treatment pathway;

e Any additional tumour-specific tests needed to inform diagnosis.

These data items are from the Cancer Outcomes and Services Dataset (COSD).

11 Where a genomic test is likely to have a material impact on treatment planning, the patient should
normally be discussed either at a genomic MDT or other MDT meeting.
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National data collection for MDTM streamlining

At present, the Cancer Outcomes and Services Dataset (COSD) records every
MDTM as well as care plan. As Standards of Care are introduced to facilitate
streamlining of the MDTM, this process should also be captured in COSD.

An indicator will be introduced to version 9 of COSD. In the interim, for version 8 of
COSD, if a patient is not discussed at the MDTM, this cohort of patients should be
recorded using field CR3190 (Attribute 1300) and CR3160 with the phrase: “Patient
on predefined Standard of Care”.

Locally agreed protocols

The minimum data should be supplemented by specific data items as required by
cancer site, these may include:

e Molecular profiling as related to a particular cancer tumour

e Specific imaging protocols for a tumour site to ensure consistency of imaging
across referral pathways

e Other fithess assessment parameters, e.g. frailty assessment, as per SoCs.

Clinical trials
Research is central to improving the health and care of the population. All

patients, whether they are discussed in the full MDTM or their need is met by a
Standard of Care, should be considered for clinical trials. This should remain of

central importance as MDTM streamlining is implemented.

Each MDT must have access to an up-to-date list of clinical trials available, and
cases not being discussed must be screened for potential suitability in liaison
with one of the NIHR’s 15 Local Clinical Research Networks.
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Personalised care

The NHS Long Term Plan sets the ambition to offer personalised care to all
cancer patients and transform follow-up care, giving people choice and control
over the way their care is planned and delivered. MDT Streamlining should
support the drive for personalisation and ensure that shared decision-making in
care, and personalised care and support planning, are routine for all patients.

Personalised care and support planning (based on a Holistic Needs
Assessment) ensures focus on what matters to the individual and their strengths,
needs and preferences. Resources to support these conversations are available
online on the NHS England and NHS Improvement website, and GMC guidance
sets out expectations on including patient preferences into the decision-making
processes around care.

Teams should ensure that they consider the needs of patients with protected
characteristics, including those groups of people who are not usually provided for
by healthcare services, such as rough sleepers, vulnerable migrants, and people
living in the most deprived areas and geographies, i.e. rural areas, as we know
where people live impacts on how much they engage with treatment and care.
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Case studies
-

Breast Cancer MDTM at Bart’s Health NHS Trust

Bart’s Health had two Breast MDTMs occurring weekly at across two sites.
Caseloads in each of the MDTMs had been steadily increasing, impacting on
workload, MDTM length, and in turn the time and quality of information available for
individual patient discussions. To improve the management of the MDTM caseload,
one of the MDTMs piloted the use of prospective treatment protocols.

In the pilot, a triage panel made MDTM recommendations in cases where protocols
applied, consisting of an MDT Coordinator, Radiologist, Oncologist, Surgeon and
CNS. This was with a view to reducing the number of cases requiring full discussion
where a protocol could apply, reduce those requiring re-discussion due to incomplete
data, and provide a forum to resolve issues without the need for MDTM discussion.
The panel met for an hour on average, two days prior to the weekly MDTM, and the
triage outcome was recorded live on CRS.

On completion of the pilot the average number of patients on the list in the MDTM
reduced from 89 to 57. This 35% reduction in list size was through a combination of
both protocolised patients and other MDT streamlining, e.g. patients not discussed
due to incomplete data. It enabled the two MDTMs to be amalgamated and now all
Bart’s Health referrals are triaged under a single MDTM.

“The triage MDM process has been excellent from a radiologist point of view as it
has generally saved an hour of prep time and also gives the presenting radiologist
more time to concentrate on those cases that are on the main meeting.” Bart’s
Radiologist.
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Urology MDTM at Southport and Ormskirk Hospital NHS
Trust

The Trust has a weekly urology MDT - including renal, prostate, and bladder cases.
The MDM discusses 20-30 cases per week, with the caseload steadily increasing
and the MDTM now running for one and a half hours. In an effort to improve
management of the caseload, the MDTM piloted the use of prospective treatment
protocols for bladder cancer, with a view to protocolisation in further tumour sites.

To begin implementation, options for piloting were discussed with the MDTM and the
clinical lead completed a standard of care (clinical protocol) for bladder. The Cancer
Manager was involved in discussions and the triage process agreed, with the
standard of Care running alongside the MDT for a period to test its suitability.

Key tips for implementation included: ensuring quality of data for decision-making in
triage; engage the whole MDT from the beginning; allow time in job plans; start small
and build on the improvements, e.g. testing protocols by having them run alongside.
Triage was completed one or two days before the weekly MDTM with the decision
recorded and processed by the MDT Coordinator and Urology nurse. Where patients
did not require discussion at the MDTM, outpatient appointments and investigations
were booked and documented. With typical referral numbers, it was expected that
around 15% of cases would be triaged each week — equating to around 10
minutes of time released for members of the MDTM.
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Audit
-

For safe and effective introduction of predetermined Standards of Care, the audit
processes set out in the sections below must be embedded before SoCs can go live.

Streamlining and national guidelines

Where MDTs introduce streamlining as set out in this guidance they will remain
compliant with the relevant quality surveillance indicators relating to scheduled
treatment planning MDT meetings.

The national requirement is now for individual scheduled treatment planning MDT
meetings to be quorate on 95% or more occasions. There is no longer a
requirement for a minimum attendance by individual members. The detail of
required roles and what constitutes a quorum is set out nationally in the Quality
Surveillance quality indicators and Service Specifications, where applicable.

Trusts should continue to work to the latest national standards in reviewing and
investigating deaths of patients; this is set out in guidance from the National Quality
Board, and MDTs should continue to monitor 30-day mortality at the appropriate
mortality meetings and maintain oversight of relevant data.

Local audit of SoCs at the MDTM

Audit of MDTM outcomes and processes is central to the assurance of standards.
Regular audit of cases to the MDTM should also take place so that the new way of
working can be reviewed for learning purposes; audit subjects outlined in the Annex
are compulsory to facilitate learning between Alliances, Cancer Centres and MDTMs
within the same Centre. Teams must ensure that, as any changes are brought into
effect, the quality of data collection and input is maintained as this remains critical for
the Cancer Registry and other data collection.

Findings should be reported to the Cancer Alliance Tumour Pathway Board (or
equivalent) and Clinical Directors and used for a continual cycle of improvement to
pre-determined Standards of Care and processes. This should include a
conversation with patient representatives to the pathway board to discuss findings.
MDTs may want to identify a data lead to support collation of audit data.
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Frequency of audit

MDTMs should review a sample of patient data quarterly, covering both patients on
predetermined Standards of Care, and those referred for discussion at the MDTM.

This will not replace pre-existing arrangements for annual operational meetings for
MDTMs. Process and outcomes of the audit should be documented.

The regular audit of patient cases can be phased to less frequent 6 or 12 monthly
audits if the following conditions are met:

e Itis a clinically-led decision by members of the MDT when the process of
streamlining has become routine practice;

e |tincludes consideration of acceptable audit findings;

e Itis done in agreement with the Medical Director and Lead Cancer Clinician.

Topics for inclusion in audit

Audit meetings should cover both clinical and operational functioning of the
streamlining MDT Meeting. Topics for inclusion are outlined in the Annex. Teams
should ensure that they consider the needs of patients with protected characteristics,
including those groups of people who are not usually provided for by healthcare
services, such as rough sleepers, vulnerable migrants, and people living in the most
deprived areas and geographies, i.e. rural areas, as we know where people live
impacts on how much they will engage with treatment and care.

The MDT Meeting as a learning opportunity

The introduction of Standards of Care to MDT Meetings provides an opportunity to
contribute to the MDT as a place for learning. There are a number of ways that
streamlining could be utilised, including: Scenario-based team meetings linked to
audit; a quarterly ‘learning’ MDT where a sample of listed cases are included for
discussion; presentation of clinical audit by an information or data lead, and;
inclusion of, for example trainees or CNS’s, in the pre-MDT triage process.
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Next Steps and
Implementation

This guidance is intended to provide a permissive framework for Cancer Alliances
and Trusts to assess how patient care and operational management of MDTMs
could be enhanced through streamlining MDTMs. It sets out approaches to
streamlining, implementation of Standards of Care, and audit of new processes.

On publication, Cancer Alliances should work with Trusts and clinicians in their patch
to identify appropriate tumour sites and MDTs in which to begin streamlining.
Included in this guidance are helpful tips on how this should be approached. It is
suggested that sites begin to introduce streamlining in first selected sites within six
months.

To support implementation, the NHS Cancer Programme will be working with
professional bodies and Alliances to coordinate development of an initial set of
Standards of Care. These will be shared through the Cancer Alliance workspace
online. Cancer Alliances should utilise the Workspace to coordinate and share
development of further Standards of Care for adoption locally. This is central to
promoting good practice and avoiding duplication of effort between Alliances.

Cancer Alliances should closely monitor uptake and outcomes of MDT Streamlining
while it embeds in Trusts across 2019/20. Alliances will play an ongoing role in
monitoring the uptake and outcomes of streamlining MDT Meetings. The content for
audit meetings as well as data from COSD should be considered for an annual
report to the Cancer Alliance Board, which can also help to inform the roll-out of the
Faster Diagnosis Standard and timed pathways.
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Annex

Quarterly audit meetings shoul

i. Clinical model

d cover, but not be limited to, the following topics:

Topic

Definition

Completeness of minimum
data set

Review sample and consider if any issues arising in
data quality for designation of patient cases to
Standards of Care, or for discussion.

Changes needed to minimum
data set

Assess any additions or amendments needed to the
minimum data set, e.g. tumour specific data.

Suitability of Standard of Care
for cases either assigned for
discussion, or not for
discussion, at the MDTM.

Upon a re-examination, would any patients be
assigned differently? For any scenario where a case
could have been assigned differently, consider
whether this may have changed the treatment
recommendation.

Adherence to the Standard of
Care

Proportion of patients where decision at pre-MDT
meeting followed through, and assessment of any
changes to decision.

Clinical trials considered for
patients on Standards of Care

Assess any change in consideration for, or uptake of,
clinical trials for patient not discussed vs those
discussed at the MDTM; assessment of proportion of

patients considered for clinical trials overall.

Operational model

Topic

Definition

Impact on staff time, in particul
radiology and pathology

ar: |Assessment of impact on staff time for those
involved in triage or pre-MDTM review, and

consider options to manage

Efficiency of triage process and
assignment to Standards of Care

Review set-up of pre-MDT process: how is this
working? Do any changes need to be made?

Proportion of patients on
Standards of Care

Percentage of patients assigned to standards of
care compared to overall caseload to assess
scope of streamlining

Impact of streamlining on MDT
Meetings

How is streamlining impacting on time for those
patient cases which require discussion? What
impact on total length of the MDTM?
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Peninsula Cancer Alliance

MDT Modernisation

[bookmark: _GoBack]Introduction

The actions set out here are derived from the national guidance Streamlining Multi-Disciplinary Team Meetings.



“The key principle to achieve MDTM streamlining is that all patients remain listed and recorded at the MDTM, however patients will be stratified into two groups:

1. Those cases where full discussion at the MDTM is required, for example due to clinical complexity or psycho-social issues, and 

2. Those cases where a patient’s needs can be met by a standard treatment protocol (or Standard of Care), and so do not require discussion at the MDTM.”

Actions

		Topic

		Action

		Deadline



		Standards of Care

		Each MDT will agree Standards of Care including details of which patients do not need discussion at the MDT.

These should be signed off by the Trust Medical Director and lead cancer clinician. 

		



		Standards of Care

		Standards of care will specify the diagnostic tests needed to asses treatment options. This should include the genomic tests needed.

		



		Standards of Care

		Standards of Care should include clinical trials available as a treatment option.

		



		Standards of Care

		Standards of Care should be consistent with the agreed Alliance Site-Specific Group’s Standard of Care.

All MDT have a responsibility to support the rapid agreement of Standards of Care at Alliance Site Specific Groups.

		



		Pathways

		A process for triage should be agreed at Trust level with approval from the Medical Director before SoCs are used to remove the need for an MDT discussion.

		



		Pathways

		The following information must be recorded to list a patient not for discussion at the MDT: 

· Diagnosis date (specify mode of diagnosis) 

· Stage (specify investigations) 

· Performance status 

· Histopathological and/or cytological diagnosis; 

· Co-morbidities; 

· Availability of, and suitability for, clinical trial/s; 

· Relevant genomic/genetic testing11; 

· Patient preference (if known) and/or any special circumstances have been taken into consideration 

· MDT recommendation and treatment pathway; 

· Any additional tumour-specific tests needed to inform diagnosis 

· Molecular profiling as related to a particular cancer tumour 

· Specific imaging protocols for a tumour site to ensure consistency of imaging across referral pathways 

· Other fitness assessment parameters, e.g. frailty assessment, as per SoCs. 

		



		Pathways

		MDTs will revise pathways so that patients are only routinely discussed at one MDT prior to decision to treat (counting both local and specialist MDTs).

		



		Pathways

		Consultants should be supported to get additional diagnostic tests and clinical opinions in a timely way without recourse to the MDT.

		



		Pathways

		Where the Standard of Care indicates a specific treatment option, patients should be referred directly to the treating specialist without waiting for the MDT (local or specialist). This includes referral to specialists at other providers.



Where the Standard of Care indicates a need for discussion at a specialist MDT, patients should be referred directly to the Specialist MDT without waiting for a local MDT.

		



		MDT membership

		MDTs with more than one consultant in a treating specialty should review scheduled MDT meeting attendance to identify the minimum attendance needed to be quorate2 and support consultant professional development.

		



		Diagnostic reporting for MDTs

		Radiologists and histopathologists will record their site specialisms in the Directory of Services

		



		Diagnostic reporting for MDTs

		Diagnostics tests (images or pathology) requested explicitly for cancer diagnosis should only be reported by a radiologist or histopathologist accredited as a specialist in that cancer, as defined in the Directory of Services

		



		Diagnostic reporting for MDTs

		Diagnostics tests reported a radiologist or histopathologist accredited as a specialist in that cancer should not be routinely re-reported – even if that specialist is a member of the Local MDT and the patient is referred to the Specialist MDT.

		



		Audit

		MDTs should review a sample of patient data quarterly, covering both patients on predetermined Standards of Care, and those referred for discussion at the MDT.

		







Notes

1. The Alliance will support MDTs and Site-specific group by sharing local and national Standards of Care as they are agreed

2. Quality Surveillance Standards only require one consultant (or cover) from each treating specialty[footnoteRef:1] to be present at an MDT to make the MDT quorate.  [1:  Surgical Specialty, Clinical Oncology or Medical Oncology] 
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Background


6 National Pilots

For patients with concerning but Non Site-specific Symptoms (NSS)

Variety of models (Guy’s vs Oxford)

Diagnosis faster, better coordinated but not earlier in stage

Variety of tests, commonly including CT
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Each Alliance establishes one Rapid Diagnostic Centre in 19/20 for NSS
The Peninsula is using the term Rapid Diagnosis Service (RDS)

Coverage of whole population by 2024

All existing 2 week wait referrals to be incorporated into RDS by 2024

Supports delivery of Faster Diagnosis Standard
(Urgent GP referral to patient receiving diagnosis in 28 days)

Complement work to improve screening, augment use of artificial intelligence and genomic testing, and utilise Primary Care Networks to improve early diagnosis
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National Requirement
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National Vision

Rapid Diagnostic Centres: 2020 - 2024



















Timely Referral

Coordinated testing

Timely diagnosis

Onward referral

Early Identification

Symptom assessment

Excellent patient coordination and support
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Single point of access for all patients with symptoms that could indicate cancer; 

A personalised, accurate and rapid diagnosis, integrating existing diagnostic provision and utilising networked clinical expertise and information

Support earlier and faster cancer diagnosis by assessing patients’ symptoms holistically and providing a tailored pathway of clinically relevant diagnostic tests as quickly as possible, targeting and reducing any health inequalities that may currently exist; 

Reducing unnecessary appointments and tests; 

Deliver a better, personalised diagnostic experience for patients by providing a series of coordinated tests and a single point of contact.

Reduce unwarranted variation in referral for, access to and in the reliability of relevant diagnostic tests by setting standards for RDCs nationally, mandating consistent data collection to enable benchmarking and providing regional support to roll out RDCs; 

Improve the offer to staff with new roles which offer development opportunities, greater flexibility and a chance to work in innovative ways. 

National Vision 2
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Funding cannot be used as for any additional diagnostic tests, or the capital assets associated with them

Funding is non-recurrent. National team recognise need for sustainable commissioning arrangements
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Funding for Peninsula

		Year		Funding

		2019/20		£0.6M

		2020/21		£1.5M

		2021/22		£2.2M

		2022/23		£2.3M

		2023/24		£2.9M
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Ambulatory care in Exeter?

Link with medically unexplained symptoms
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Peninsula Approach

Based on Oxford Scan Model

Clear GP referral criteria, including primary case tests

Referral straight to CT (CAP)

CT determines outcome

On to Cancer MDT

On to other specialist

Back to GP
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		RDS		Population		Referrals
per year		Referrals
per week

		TSD		 260,615 		364		7

		UHP		 513,180 		716		14

		NDDH		 150,628 		210		4

		RCH		 427,773 		597		11

		RDE		 439,753 		614		12

								

		PCA		1,791,948 		2502		48
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Demand Model for NSS

Based in the Oxford SCAN model, where demand has settled at 20 referrals a week for a population of 745,000

Which is 140 per 100,000 population
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Rapid

Diagnosis

Service
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Costing model for NSS

		Based on Oxford SCAN		 		 

		 Staff		Band		Minutes
per referral

		Administrator		Band 4		68

		Clinical navigator 6		Band 6		68

		Clinical navigator 7		Band 7		113

		Radiology vetting and review		Consultant		23

		Clinical lead		Consultant		56
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Costing model for NSS

		Based on Oxford SCAN		 		 

		 Staff		Band		Minutes
per referral

		Administrator		Band 4		68

		Clinical navigator 6		Band 6		68

		Clinical navigator 7		Band 7		113

		Radiology vetting and review		Consultant		23

		Clinical lead		Consultant		56
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This is £261 per referral
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Provider Funding for NSS

		RDS		Population		Referrals
per year		Referrals
per week		Funding
Per year		Start date

		TSD		 260,615 		364		7		£101k		Dec 19

		UHP		 513,180 		716		14		£199k		Feb 19 pilot

		NDDH		 150,628 		210		4		£58k		Nov 19 pilot

		RCH		 427,773 		597		11		£122k		Dec 19

		RDE		 439,753 		614		12		£171k		? Jun20

												

		PCA		1,791,948 		2502		48		£652k		
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Start RT with rarer cancers

Specialised Commissioning link, commissioner link esp. re peer review)
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Referral Criteria NSS

In scope

Patients over the age of 18 in whom the GP suspects cancer but who do not fit any of the existing 2WW referral pathways. 

These patients would usually have a combination of malaise and weight loss, but the pathway is not restricted by these criteria: we require only that the GP suspects cancer and that the patient does not fit any of the existing suspected cancer (2WW) pathways. 



Out of scope

Patients with symptoms, signs or test results indicating referral on a site-specific pathway.

Patients who are unable to attend hospital and lie flat in a CT scanner.

Patients needing management in less than 2 weeks 



Pre-referral criteria: 

A physical examination is required prior to referral: This should include examination of  Chest, Abdomen including rectal examination and genital examination, Full cutaneous examination for evidence of cutaneous malignant, Breast examination, Examination for lymphadenopathy including neck, axillae and inguinal region.

Radiology : Chest X-ray only.

Blood tests: FBC, Renal function, HbA1c, CRP, Plasma Visc, LFT, CA125 (female only), PSA (male only)

Special tests: Faecal Immunochemical Testing (FIT)
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Non - Specific but Concerning Symptoms Pathway Referral Form  


Patient Details  


Surname:                  Date of Birth:                  


Forename(s):                   Gender:                   


Address (inc postcode):              NHS Number:                  


Telephone Numbers    Please check tel nos with  patient  Tel No (Home):              Tel No (work):              Tel No (Mobile):              


GP  Details  


Referring GP:                  GP Tel No:                 


Practice Name:                   Practice Email Address:              


Practice Address:                  Date of decision to refer:             


 


Patient Information  


Does your patient have a learning disability?          Yes        No     


Is your patient able to give informed consent?            Yes        No     


Is your patient fit for day case investigation?              Yes        No     


If a translator is required, please specify language:                  


Is patient on any of the following medications?       


Aspirin                                              Yes       No     Indication for therapy:             


Clopidogrel /Prasugrel etc .             Yes         No             Indication for therapy:             


Warfarin       Yes         No     Indication for therapy:             


NOAC (Rivaroxaban etc.)               Yes         No     Indication for therapy:             


Insulin    Yes         No      


 


It would be helpful if you could provide performance status information (please tick as appropriate)     Fully active        Able to carry out light work        Up & about 50% of waking time       Limited to self - care, confined to bed/chair 50%     No self - care, confined to bed/chair 100%    


 


Please confirm that the patient is aware that this is a suspected cancer referral:     Yes    No  


Date(s) that patient is unable to attend within the next two weeks:               If patient is not available for the next 2 weeks, and aware of nature of referral, consider seeing patient again to reassess  symptoms and  refer when able and willing to accept an appointment.  


 


Indication for referral  


  This service is for patients who have symptoms or signs that make the GP suspect a diagnosis of cancer, but where  there are no indications to refer the patient via another suspected cancer (2WW) pathway.  Please refer to  the  NICE  GUIDELINE ON RECOGNITION AND REFERRAL OF SUSPECTED CANCER   for further information on       


Pre - r eferral Criteria  


Examination findings  


Chest exam normal   No regional lymphadenopathy   


Breast exam normal     


Abdominal , Rectal   and  Genital   exam normal     


Cutaneous exam normal     


Investigation findings  


Chest X - ray normal     


FBC, LFT, HBA1c are included   CA125 normal   


PSA normal     


Special Test findings     


FIT  test normal   if aged over 50     
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Information Governance Statement

Organisations need to be mindful of the need to comply with the General Data
Protection Regulation (GDPR), Data Protection Act 2018, the Common Law Duty of
Confidence and Human Rights Act 1998 (Article 8 — right to family life and privacy).

Equalities Statement

Promoting equality and addressing health inequalities are at the heart of NHS
England’s values. Throughout the development of the policies and processes cited in
this document, we have:

e Given due regard to the need to eliminate discrimination, harassment and
victimisation, to advance equality of opportunity, and to foster good relations
between people who share a relevant protected characteristic (as cited under the
Equality Act 2010) and those who do not share it; and

e Given regard to the need to reduce inequalities between patients in access to,

and outcomes from, healthcare services and to ensure services are provided in
an integrated way where this might reduce health inequalities.
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1. Introduction

1.1.

1.2.

1.3.

1.4

The commitment to roll out Rapid Diagnostic Centres (RDCs) forms an
important part of our broader strategy to deliver faster and earlier diagnosis
and improved patient experience. The number of people diagnosed with
cancer has been rising in recent years, with a 29% increase in the number
cancer diagnoses expected between 2016-2028. To ensure we maintain
standards, whilst providing a diagnosis to more people, we will need to
transform the way we deliver diagnostic services, including diagnostics for
cancer. RDCs will support the new Faster Diagnosis Standard (FDS), which
will be introduced from April 2020. RDCs will also complement work to
improve screening programmes, augment the potential of artificial intelligence
(Al) and genomic testing, and utilise Primary Care Networks to improve early
diagnosis in their localities.

The purpose of this document is to (1) outline the draft vision and approach
for how RDCs will develop and support the transformation of cancer diagnosis
services over time and (2) provide an implementation specification for Cancer
Alliances to begin setting up RDCs in 2019/20. This specification is to ensure
the phased implementation of RDCs across England is aligned to and
achieves the end vision. We will work with Cancer Alliances and local
providers to iterate and standardise the RDC service model as we learn from
implementing them in practice. Further guidance on the approach for 2020/21
onwards will be provided in the Autumn.

In 2019/20, all Cancer Alliances are expected to set up at least one RDC for
patients with non-specific symptoms which could indicate cancer; as well as
for a cohort of patients with site-specific symptoms who are currently served
by an underperforming two week wait or 62 day pathway.

The RDC service model has evolved from the Multidisciplinary Diagnostic
Centre (MDC) service model. MDCs tested service models for non-specific
symptoms and were piloted over two years as part of the Accelerate
Coordinate Evaluate (ACE) programme, a partnership between Cancer
Research UK, Macmillan Cancer Support and NHS England. More detail on
the ACE programme and its findings can be found here.
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2. Draft Vision for RDCs
2.1. We are setting an ambitious vision for RDCs. In time, RDCs will offer:

e A single point of access to a diagnostic pathway for all patients with
symptoms that could indicate cancer;

e A personalised, accurate and rapid diagnosis of patients’ symptoms by
integrating existing diagnostic provision and utilising networked clinical
expertise and information locally.

2.2. By implementing RDCs, we aim to contribute to the following objectives:

e To support earlier and faster cancer diagnosis by assessing patients’
symptoms holistically and providing a tailored pathway of clinically relevant
diagnostic tests as quickly as possible, targeting and reducing any health
inequalities that may currently exist;

e To create increased capacity through more efficient diagnostic pathways
by reducing unnecessary appointments and tests;

e To deliver a better, personalised diagnostic experience for patients by
providing a series of coordinated tests and a single point of contact.

e Toreduce unwarranted variation in referral for, access to and in the
reliability of relevant diagnostic tests by setting standards for RDCs
nationally, mandating consistent data collection to enable benchmarking
and providing regional support to roll out RDCs;

e To improve the offer to staff with new roles which offer development
opportunities, greater flexibility and a chance to work in innovative ways.

2.3. The implementation of RDCs will be supported by the roll-out of pathology and
imaging networks; investment in new equipment, subject to capital availability;
and workforce reforms in line with the People Plan!. RDCs should work to
make best use of capacity and diagnostic staff resources.

2.4. Whilst RDCs will be established for patients with symptoms that could indicate
cancer, most patients seen by an RDC will not have cancer. A key wider benefit
of RDCs will therefore be diagnosing serious non-cancer conditions more
efficiently. In sites which have piloted a similar diagnostic service model to
RDCs, more than a third of cases were diagnosed with a non-cancer condition
(on top of 8% who were diagnosed with cancer). The non-cancer conditions
were commonly associated with diseases of the digestive system (39% of
cases); 12% were classified as ‘symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified’, which included lung nodules; and
9% related to diseases of the respiratory system?.

1 NHS England & NHS Improvement (2019) NHS People Plan. Available from:
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/05/-NHS-People-Plan_June2019.pdf
2 Cancer Research UK (2019) Key messages from the evaluation of Multidisciplinary Diagnostic
Centres (MDC). Available from:
https://www.cancerresearchuk.org/sites/default/files/ace_mdc_report_may_ 2019 1.1.pdf
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3. The RDC Service Model

3.1. We are proposing that RDCs will have the following key components:

? w'f.'-
1. Early 2. Timely
identification referral
of patients based on
where cancer standardised
is possible, referral
including criteria and

outreach to
target existing
health
inequalities

appropriate
filter function
tests

{11

.@

i3

3. Broad 4. Coordinated 5. Timely 6. Appropriate
assessment testing diagnosis of onward

of symptoms which happens patients’ referral
resulting in in fewer visits symptoms, to the right
effective and steps for cancer or service for
triage, the patient, with otherwise, by a further support,
determining a significantly multi- investigation,
whether and shorter time disciplinary treatment
which tests between referral team where and/or care
should be and reaching a relevant, and

carried out diagnosis communicated

and in what appropriately to

order, based the patient

on individual

patient need

7. Excellent patient coordination and support with patients having a single point of contact throughout their
diagnostic journey, alongside access to the right information, support and advice

3.2. Each of the seven components and the overarching objectives of an RDC
should apply to all cohorts of patients eligible to use an RDC. The key
components may be carried out in the community, primary or secondary care.

3.3. Patients should have similar diagnostic experiences, regardless of where in the
country they go to an RDC. The expectations for a patient’s experience are

outlined below:

RDC component

Expected experience for patients

Early identification

| or a caregiver will recognise that something isn’t
right and will know to go to my GP to discuss my
symptoms with them. | may be prompted to go to the
GP by other local services with whom 1 feel
comfortable discussing my symptoms.

Timely referral

My GP will assess my symptoms and will quickly
refer me to an RDC for tests to find out what is
wrong. In parallel, | will have some initial tests such
as blood tests to provide more information to the
RDC about me.

Broad assessment of
symptoms

Once | am referred to an RDC, a range of
information about me will be considered and
discussed with me to determine which diagnostic
tests | should have and in what order. The choice
about which tests to have will be a shared decision
between me and the clinician | speak to.
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Co-ordinated testing I will know which tests | will have, what to expect
during each test, how to prepare, and when and
where | will have the tests.

Timely diagnosis My diagnosis will be explained to me by a clinical
expert as soon as possible. | will have the
opportunity to ask questions and discuss what will
happen next based on my personal preferences.

Appropriate onward referral | If | receive a serious diagnosis, whether it is cancer
or not, | will have an onward referral to the right
specialist team for further investigation and/or
treatment. | will not need to repeat tests or to provide
the same information again. If | receive a non-
serious diagnosis | will be supported to understand
what the diagnosis means for me and how | should
change my lifestyle and who/ where | can go to if |
need further support.

Excellent patient co- Whilst under the care of the RDC | will have a single
ordination and support point of contact who can: (1) help me obtain further
information from experts (2) provide clear and
supportive conversations about the diagnosis
process and (3) know about peer-support or other
organisations that | can go to for more information
and support. Wherever possible | will be supported
in shared decision-making and supported self-
management.
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4. Approach to implementation

4.1. The RDC vision will be achieved by taking a phased approach to
implementation. In the initial years, RDCs will develop services for cohorts of
patients with non-specific symptoms and for patients with site-specific
symptoms where current two week wait or 62 day pathways have been
identified as underperforming. Cancer Alliances can use their 2019/20 funding
allocation to cover set-up for both non-specific and site-specific cohorts (see
6.4 for detail on how funding can be used).

4.2. Over time, the national specification will continue to evolve in line with local
evidence —including aspects of the RDC service model (e.g. workforce model,
capital requirements and patient volumes), which will be standardised at a
national level and additional patient cohorts. In Autumn 2019, the national
cancer programme will set out a more detailed plan for the rollout of RDCs
beyond 2019/20, including guidance on how targeted funding will be used.

4.3. Alliances may use their funding to set up more than one RDC in their locality
from the outset, if this will reduce variation in access to diagnostic services in
their geography.

4.4. Future additions to the RDC service model will be agreed collaboratively, in
order that the most successful developments can be evaluated and
standardised where appropriate. These may include testing the model for
additional cohorts of patients by opening access to referrers other than primary
care, such as Emergency Departments or self-referral.

Why include patients with non-specific symptoms from 2019-20?

4.5. Currently there is a cohort of patients who are considered to have non-specific
symptoms, of which up to 8%?2 are likely to be diagnosed with some form of
cancer. This rate is likely to decrease as the cohort expands.

4.6. Non-specific symptoms include unexplained: weight loss, fatigue, abdominal
pain or nausea; and a GP ‘gut feeling’ about cancer. There is currently no
dedicated urgent diagnostic pathway for this cohort of patients. Existing
suspected cancer referral pathways focus on suspicion of tumour-specific
disease rather than diagnosing symptoms. Additionally, this cohort of patients
often:

e see their GP multiple times before referral (33% of sarcoma patients had to
see their GP three or more times before referral in comparison to 10% for
skin cancer patients)?;

3 This equated to 239 cases in the ACE evaluation. Source: Cancer Research UK (2019) Key
messages from the evaluation of Multidisciplinary Diagnostic Centres (MDC). Available from:
https://www.cancerresearchuk.org/sites/default/files/ace_mdc_report_may_2019 1.1.pdf

4 Quality Health (2017) National Cancer Patient Experience Survey 2017 National Results Summary.
Available from: http://www.ncpes.co.uk/reports/2017-reports/national-reports-2
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4.7.

present more often in an emergency setting (e.g. stomach cancer
diagnosed at an emergency presentation over 32% of the time and
pancreatic cancer 46% of the time compared to 21% overall)®;

present with late stage cancer (analysis of the National Cancer Diagnosis
Audit shows 67% of people with non-specific symptoms are diagnosed at a
late stage in comparison to 45% for people with site-specific symptoms)®;
and

are referred on multiple urgent pathways with resulting inefficiencies in
healthcare provision.

Learning from the MDC pilot sites has provided enough proof-of-concept
evidence for this type of service model to be rolled out for patients with non-
specific symptoms. The ACE evaluation’ so far shows:

of the cancers diagnosed by this service model, a high proportion are rare
or difficult to detect cancers (56%), which is the category of cancers often
diagnosed at a late stage e.g. pancreatic or stomach cancer;

around 8% of patients are likely to be diagnosed with some form of cancers;

this service model provides a fast route to cancer diagnosis with the median
time from GP referral to a clinical diagnosis being 19 days;

this service model supports timely diagnosis of non-cancer conditions with
over a third of cases diagnosed with a non-cancer condition (most
commonly diseases of the digestive system e.g. diverticular disease or
gastritis); and

the majority of patients have a positive experience, with 85% of patients
being very satisfied or extremely satisfied with the level of care they have
received.

Improving diagnosis for other patient cohorts

4.8. In addition to providing an RDC for patients with non-specific symptoms,
Cancer Alliances should use the RDC model to improve rapid diagnosis for a
cohort of patients with site-specific symptoms; starting with services where a
current two week wait or 62 day pathway has been identified as
underperforming. This is to ensure the RDC programme aligns with work
underway to improve time to diagnosis for patient referred on suspicion of

5 Public Health England (2017) Routes to Diagnosis 2006-2016 workbook: Version b. Available from:
http://www.ncin.org.uk/publications/routes_to_diagnosis

6 Cancer Research UK (2018) Multidisciplinary Diagnostic Centre (MDC) based pathways for patients
with non-specific but concerning symptoms: Report. [Accessed March 2019].

7 Cancer Research UK (2019) Key messages from the evaluation of Multidisciplinary Diagnostic
Centres (MDC). Available from:
https://www.cancerresearchuk.org/sites/default/files/ace_mdc_report_may_2019 1.1.pdf

8 Cancer Research UK (2019) Key messages from the evaluation of Multidisciplinary Diagnostic
Centres (MDC). Available from:
https://www.cancerresearchuk.org/sites/default/files/ace_mdc_report_may_2019 1.1.pdf
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cancer and begins to develop the evidence base for an evolved RDC service
model in the future.

4.9. When selecting a cohort of patients with site-specific symptoms, Alliances

should prioritise patient cohorts where there is the greatest quantifiable impact
to be made locally which will improve:

e Earlier diagnosis;
e Faster diagnosis;
e Excess demand or capacity shortages; and

¢ Reduce health inequalities in variation.

4.10. Some examples of cohorts of patients that could benefit from an RDC model
are:

e Patients with suspected lower or upper Gl cancer, where two week wait
performance has been below 93% and 62 day performance below 73%
nationally;®

e Patients with suspected lung or pancreatic cancer, where rates of early
diagnosis are below 30% and 1 year survival rates are low.

9 NHS England (2018) Waiting Times for Suspected and Diagnosed Cancer Patients: 2017/18 Annual
Report. Available from: https://www.england.nhs.uk/statistics/wp-
content/uploads/sites/2/2018/06/Cancer-Waiting-Times-Annual- Report-201718. pdf
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5. 2019-20 implementation specification for non-specific
symptoms

5.1. The next section outlines the core specification RDCs serving people with non-
specific symptoms should follow. We expect all RDCs to offer consistent
outcomes for patients through delivering each of the seven key components of
the RDC model.

5.2. Component 1: Early identification of patients where cancer is possible,

including outreach to target existing health inequalities.

Key specification

Further detail

5.2.1

Measures must be in place that increase
referrals by encouraging the early
identification of any patient who has a high
likelihood of meeting the referral criteria for
patients with non-specific symptoms (listed
in Appendix 1) or any underperforming
pathway redirected into the RDC.

RDCs should work with
emerging primary care
networks to raise public and
primary care awareness and
understanding of non-specific
symptoms.

RDCs should work with
Imaging and Pathology
Networks to ensure
appropriate and effective
testing strategies are
developed and continuously
reviewed.

RDCs should identify and
implement measures that
support early detection and
outreach for specific
population groups who have
a high risk of cancer or
experience high levels of
health inequalities (e.qg.
through voluntary and
community sector
organisations).

Patients and their carers
should have relevant
information about RDCs from
the outset.
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5.3. Component 2: Timely referral based on standardised referral criteria and filter

function tests.

Key specification

Further detail

53.1

RDC services are available to patients
meeting the referral criteria.

Mechanisms are in place to
ensure referrals are made
according to the criteria set out
in Appendix 1.

RDCs should provide advice
and guidance to GPs to
support effective and accurate
referral, including providing
feedback on referrals already
made. It is likely this
communication will also
spread awareness of a new
service being set up and
encourage referrals to the
correct pathway earlier.

Patients should be given easy
to understand information in
English (and other languages
as needed), so they know
what to expect before being
referred to an RDC.

5.3.2

Patients referred from primary care must
have the relevant filter function tests
carried out prior to referral to the RDC.

Mechanisms must be in place
to ensure all relevant filter
function tests (outlined in
Appendix 1) are completed as
part of the referral process.

In most cases, the results of
these tests should be received
before the referralis made, as
they may alter the referral
decision. There may be
patients for whom waiting for
the test results is not
appropriate (e.g. in cases of
clinical urgency), and the
reasons for this should be
clearly highlighted as part of
the referral.

This implementation
specification has been
developed with reference to
the NICE NG12 guidance;
Suspected cancer: recognition
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and referral®®. Where the
NG12 guidance recommends
a site-specific diagnostic test
for a non-specific symptom
(e.g. direct access chest x-ray
for unexplained weight loss),
these tests can be carried out
as a filter function test for an
RDC. The information from
these tests will help inform the
most appropriate referral route
for the patient, but a negative
diagnostic test for one type of
cancer should not rule out a
referral to an RDC if the
patient has the relevant
concerning symptoms.

5.3.3 | All referrals must be made electronically, Referrals must capture
from the earliest possible point, and must | relevant information about the
contain all the relevant information. patient, in line with the

minimum data set (see
Appendix 3) as far as possible
including information from the
filter function tests.

Referrals must be made
electronically using an
electronic referral system
(eRS) and should be sent to
the same destination to
provide a single point of
access. Staff in RDCs should
be given access to a patient’s
Shared Care Record during
the referral process.

10 NICE (2015) Suspected cancer: recognition and referral. Available from:
https://www.nice.org.uk/guidance/ng12
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5.4. Component 3: Broad assessment of symptoms and appropriate triage, to

determine which tests should be carried out and in which order, based on
individual patient need.

Key specification

Further detail

5.4.1

All referrals are reviewed so only
appropriate patients are seen in
an RDC.

Referrals must be reviewed to ensure all the
necessary referral information is present and
the RDC is the most appropriate pathway for
the patient. After review, patients should be
booked into an assessment or booked onto the
correct specialist pathway

(e.q. if the patient is felt to have a clear
indicator of a specific cancer). If patients are
re-directed elsewhere, the referrer should be
informed of the change. If there are gaps,
further information requests will need to be
sought from the referrer.

5.4.2

Each patient must be supported
in a way that provides a single
point of contact throughout their
RDC experience.

RDCs must provide a single point of contact
and continuity of care for patients. This role
can be a carried out by a dedicated individual
(e.g. a dedicated patient navigator) or as part
of a wider role(s). Specific functions include:

e Provide a single point of contact for
patients;

e Ensure clinicians use shared decision-
making techniques with patients as
much as possible (ensure they are
trained to do this according to best
practice);

e Co-ordinate appointments (e.g.
assessment, testing, or communication
of results);

e Support patients to access additional
services during and immediately after
their diagnosis (including support,
information and advisory services);

e Provides tailored information and
guidance about each part of the RDC
process and the overall timeline to
patients and their carers.

Patient navigator roles may, additionally,
support the RDC service by ensuring shared
and consistent information about the patient’s
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journey is available to all those involved in the
process, by:

e Provide an initial point of contact for
GPs to telephone if they have questions
about the RDC referral criteria;

e Support checking of referrals to the
RDC, to ensure referral criteria are met
and all required information is present
(e.g. completed filter function tests);

e Work with GPs to re-direct patients to
site-specific suspected cancer
pathways, if the RDC is the not the most
appropriate diagnostic service for the
patient;

e Track patients referred to the RDC to
ensure they are meeting the Faster
Diagnostic Standards;

e Coordinate RDC multi-disciplinary team
(MDT) meetings to ensure all necessary
patients are discussed, and agreed
actions are followed up.

5.4.3

All patients must be offered the
most appropriate initial
assessment based on their
symptoms, initial test results and
history.

Virtual, telephone or face-to-face assessments
should be offered depending on what is
deemed most appropriate for the patient, by
clinicians working within the local RDC model.
The type of assessment must respond to the
complexity and severity of a patient’s
symptoms.

Assessments can be delivered by a Clinical
Nurse Specialist (CNS), Advanced Nurse
Practitioner (ANP) or a consultant, depending
on local capability and capacity.

Following the assessment, staff with sufficient
seniority and breadth of clinical expertise must
be available to effectively assess the
information about the patient and determine
the most appropriate list and sequence of
diagnostic investigations that should be
offered, drawing on additional MDT members
as needed.

After the proposed sequence of diagnostic
tests is established, this must be discussed
with the patient. Based on clinical best
practice, a shared decision with the patients
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should be made to agree the tests, sequence,
timing and location of the diagnostic testing.

RDCs should ensure they have identified
referral pathways to psychological support
services where appropriate.

5.4.4

RDCs should ensure they have
appropriate escalation protocols
in place for patients who
deteriorate or require urgent
escalation to emergency/
specialist services, at any point
during the diagnostic process.

Usual escalation protocols should be adhered
to and these should cover what action a non-
clinical patient navigator should take if clinical
concerns are raised by a patient or carer.

5.5. Component 4: Co-ordinated testing,

which happens in as few visits for the

patient as possible

Key specification

Further detail

5.5.1

The RDC should provide rapid
access to all necessary
diagnostic tests.

The RDC service should minimise the number
of locations and appointments a patient must
attend.

Wherever possible, assessment and same-day
testing should be offered to patients.

RDCs should have fast access to diagnostic
testing and reporting infrastructure, linking with
existing provider patient record systems.

Standard first line tests will often include upper
and lower Gl endoscopy, phlebotomy and
associated blood testing, and imaging (CT,
MRI, and ultrasound).

Other diagnostic tests should be offered to
patients as and when required.

When building a testing infrastructure RDCs
should identify and utilise any local imaging
and pathology network capabilities.

Records should be stored electronically as part
of a patient’s existing record.
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5.6. Component 5: Timely diagnosis, cancer or otherwise, by a multi-disciplinary

team, and communicated appropriately to the patient.

Key specification

Further detail

a diagnosis should be in line with
best practice (NICE CG138) and
compliant with Faster Diagnosis
Standard rules (CWT Guidance
v10).

5.6.1 | All diagnoses should be Regular RDC (MDT) meetings should be held
confirmed or reviewed through an | with representation from relevant core
RDC MDT or other relevant multi- | specialties (see section 6.2 for RDC workforce
disciplinary meeting. requirements).

To make, confirm or review an effective
diagnosis, MDT meetings should ensure all
relevant information is available.

Where a clear and urgent diagnosis has been
made from a diagnostic test (e.g. cancer
confirmed on a CT scan), the relevant referral
and communication should not be delayed by
waiting for an MDT meeting.

5.6.2 | To support diagnoses, RDC RDCs should ensure the presence of clinicians
clinicians must have access to from relevant disciplines at MDTs or ensure
consultants and/or clinicians from | they can be contacted via e-mail or telephone
other relevant specialities, where | communications outside of MDTs to support
they are not represented at the the management of relevant patients.

MDT meeting.

5.6.3 | The RDC service model should In line with the Faster Diagnosis Standard
comply with the Faster Diagnosis | (FDS), any cancer diagnosis or exclusion
Standard. should be communicated to the patient within

28 days of referral.

It is expected RDCs will set up their services to
be compliant with the FDS immediately and will
record patients in the Cancer Waiting Times
(CWT) dataset when functionality is available
from 2020.

Cancer staging may occur after referral to an
onward service, though staging data should be
captured by the RDC.

5.6.4 | The approach to communicating Communication of any serious diagnosis

should be made to the patient in person.

Discussions to explain the diagnosis and what
will happen next should occur as soon as
possible after an MDT meeting (or before an
MDT meeting if diagnosis is sufficiently clear
and urgent).

The patient should be given the diagnosis by a
consultant or appropriately trained team
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member in the presence of a Clinical Nurse
Specialist (where relevant).

The patient should be informed (e.g. by the
patient navigator) they are welcome to bring
someone to support them at the clinic
appointment.

A cancer diagnosis should be communicated in
a language the patient can clearly understand
and translation services or other adjustments
should be provided if needed. Ideally, a family
member should not be used for translation
when a diagnosis of cancer is given.

As part of a supportive conversation, patients
should be signposted to local peer support or
other services that provide assistance with the
emotional and practical experience of living
with their diagnosis (cancer or otherwise).

5.6.5

Each patient should have a
diagnosis report before they are
discharged or referred on.

This diagnosis report should be shared with
and explained to the patient and, where
relevant, their carer or family member. This
should happen as soon as practical but should
not delay any urgent onward referral for the
patient.

The diagnosis report and test results should be
shared with the GP and relevant specialist
services who are continuing to care for the
patient.
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5.7. Component 6: Onward referral, to the right service for further support,

investigation, treatment and/or care.

Key specification

Further detail

Every Contact Count (MECC)
approach to support patients who
may benefit from direction that
encourage them to make positive
lifestyle changes.

5.7.1 | The RDC will hold responsibility Responsibility for the patient remains with the
for the patient until a successful RDC until the patient receives:
onward referral has been made.

e a cancer diagnosis and is referred onto a
specialist cancer pathway, with primary
care informed; or

e a serious, non-cancer diagnosis and is
referred on to the appropriate specialty,
with primary care informed; or

e a non-serious diagnosis, or a resolution of
symptoms is made, and the patient is
discharged, in consultation with primary
care.

5.7.2 | RDCs should refer all patients, Patients referred on for specialist care may still
regardless of the specific need additional diagnostic tests or imaging,
diagnosis, to the most even if they have received a diagnosis:
appropriate services for onward
support, investigation and/or e Patients with a cancer diagnosis may need
care. further radiology, histology or molecular

diagnostic testing to guide their treatment;

e Responsibility for such diagnostic tests will
sit with the specialist team to which the
patient is referred.

5.7.3 | RDCs should follow the Making RDC staff should follow the MECC approach

SO everyday interactions with patients can
support them to make positive changes to their
physical and mental health and wellbeing.

Where suitable, staff should refer patients on
to other services that may support any lifestyle
changes e.g. smoking cessation, weight
management, nutritional advice, and physical
activity.

RDCs should apply the principles of Universal
Personalised Care?!.

11 See https://www.england.nhs.uk/personalisedcare/upc/comprehensive-model/ for more information

on Universal Personalised Care.
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6. Enablers

6.1. The next section outlines cross-cutting enablers for RDCs that need to be set-
up locally, supporting both the cohorts covered by the 2019-20 specification
and any additional patient cohorts the RDC is serving.

6.2. Workforce

The following outlines the main workforce considerations for RDCs:

Key specification

Further detail

6.2.1

The RDC service should be
staffed in line with core workforce
requirements.

The core workforce requirements of an RDC
are:

e Senior doctor/s with general medical
background or primary care training, who
will be ultimately responsible for the
patient’s clinical care;

e Clinical Nurse Specialist / Advanced
Practitioner;

e Patient Navigator (or a role/s carrying out
the functions identified in 5.4.2);

e Administrative Support;
e Primary Care Lead / Champion.

RDC roles and responsibilities should be
added to relevant job descriptions and job
plans for staff e.g. for core MDT members.
This will ensure RDCs have the capacity to
safely ensure equality of access for patients,
staff time needed to run clinics, check
referrals, attend MDTs and complete related
administration.

All clinical staff should have access to
appropriate supervision.

6.2.2

RDCs must have regular access
to other key clinical specialists to
ensure a diagnosis can be made.

Key specialisms, who may be core members of
the MDT, or may be available for advice, and
work closely with the core RDC team include:

e general and acute medicine;

e oncology;

e gastroenterology;

e respiratory medicine;
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elderly medicine;
haematology;
radiology;

pathology (e.g. histopathology,
haematology, microbiology and virology);

endoscopy;

clinical biochemistry;
rheumatology;
infectious diseases;

mental health services.

Access to sufficient breadth of expertise can
be achieved through one of two models. The
choice of model should be determined based
on local capability and capacity:

Generalist-led: A consultant with generalist
medical skills will provide initial medical
opinion and retain overall responsibility.
The consultant will seek advice from
consultants in other specialties as needed
via e-mail, telephone, and by presence at
RDC or specialty-based MDTs;

Multi-disciplinary: Clinicians from a range
of specialities will attend regular MDT
meetings (which can be face-to-face or
virtual) to discuss all patients. To enable
participation, smaller specialties could offer
support to certain parts of the MDT, as with
current MDTs, where particular types of
cases are clustered where a given
specialist cannot be present for the entirety
of the meeting. Expert collaboration
enables extremely informed assessment
but may be resource-intensive.

The outcome of any discussion between a
generalist clinician and a specialist clinician
should be documented if it takes place outside
of an RDC MDT meeting.
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6.3. Delivery considerations

The following outlines the main delivery considerations for managing RDCs:

Key specification

Further detail

6.3.1

RDCs should operate under
clearly defined governance
arrangements, with a clinical lead
identified for the service.

Clearly defined lines of accountability need to
be developed and followed in order to ensure
there is effective oversight of RDCs within host
provider organisations.

This should include recording, monitoring and
learning from incidents relevant to the RDC
(e.g. missed diagnosis). These should be able
to be extracted and shared with national
colleagues if required.

Governance arrangements for RDCs should
specify the point at which clinical responsibility
for the patient transfers from one service to
another.

6.3.2

RDCs should be accountable to a
named director.

A lead director should have overall
management accountability for an RDC,
including accountability for delivery of the
service in line with the specification set out in
this document. There should also be an
accountable clinical lead for an RDC, ensuring
the safety and quality of care of patients seen
by an RDC.

6.3.3

When setting up an RDC, there
should be a suitable forum to
provide clinical and operational
leadership.

There should be a suitable existing or new (e.g.
a steering group) forum that provides
leadership to an RDC.

The forum should play a defined role within
local RDC governance arrangements to
discuss the RDC service on a regular basis.

Relevant local stakeholders (see Appendix 2)
should be engaged or involved in forums as
needed.

6.3.4

RDCs should work closely with
wider services and have strong
relationships with other relevant
clinical specialities.

The patients referred to an RDC will have a
wide range of symptoms and potential
diagnoses, and consequently there will need to
be a high degree of co-ordination between
different specialties (offering access to
specialist clinicians and procedures) and wider
stakeholders to achieve atimely and accurate
diagnosis. The list of relevant stakeholders is
outlined in Appendix 2.
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The leadership of the RDC should ensure
adequate access to specialists and tests in
different specialities are maintained.

A networked multi-site approach to delivering
RDC services should be considered,
particularly where it allows for sharing of
expertise and resources to deliver a more
efficient service. These should be developed in
partnership with local imaging and pathology
networks. Suitable local governance
arrangements (e.g. Service Level Agreements)
should be in place to ensure effective working
across organisations.

6.3.5

All required data metrics should
be collected and reported to
ensure service performance can
be monitored and evaluated.

Each site must collect data about each patient
against this dataset on a regular basis. This
should be submitted to the national evaluator
when they are in place, as detailed in Section
7. Cancer Alliances should ensure appropriate
analytical capacity is protected to prepare and
submit this data. This data should also be
transformed into suitable management
information to inform ongoing service delivery
and improvement (see Section 7 for further
information).

6.4. Commissioning and funding arrangements

Key specification

Further detail

6.4.1

Commissioning and funding
arrangements for RDCs should
ensure only the appropriate costs
are covered by national
programme funding.

During 2019/20 Cancer Alliances are
encouraged to continue to fund existing MDCs,
to support their transition into an RDC by the
end of 2019/20.

National programme funding can be used for:

e setting up a dedicated strategic programme
team for a Cancer Alliance;

e funding a dedicated operational programme
team to implement the first RDC;

e additional staffing required to run an RDC;

e additional one-off costs to set up an RDC
e.g. costs of meetings and to facilitate
virtual working (excludes capital
expenditure); and
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e outreach, training and communications to
instigate referrals.

Funding should not be used for the provision of
diagnostic tests, as this will be funded through
existing contracts already, and cannot be used
for capital expenditure e.g. investment in major
pieces of diagnostic equipment or IT
infrastructure.

6.4.2

Minimum expectations from an
RDC in 2019/20 should be
included in service contracts.

Cancer Alliances will likely need to identify a
lead CCG who will be able to provide the
necessary commissioning and contracting
capabilities and expertise.

A locally defined commissioning arrangement
should be established that sets clear
expectations of the scale and scope of RDC
pathway. This should be consistent with the
details outlined in this specification and allow
for future revision to include additional cohorts.
The scope should cover the service provided
as well as required reporting (for evaluation,
monitoring purposes) in line with the minimum
dataset provided as far as possible. It should
also put in place appropriate expectations so
serious incidents are suitably reported,
reviewed and learned from.

6.4.3

Cancer Alliances should ensure
adequate population coverage
across RDCs.

High-level modelling on the potential
population coverage for each RDC within a
Cancer Alliance indicates approximately 22%
of people currently diagnosed with cancer by
any route are diagnosed based on non-specific
symptoms.

The ACE programme achieved a conversion
rate of 8% cancer diagnoses amongst those
presenting with non-specific symptoms. We
expect this to fall with greater volumes in
RDCs but if this conversion rate is assumed
then:

e Based on these assumptions to diagnose 1
person with cancer 12.5 people need to be
seen

e Based on these assumptions, an average
sized Cancer Alliance would typically make
1,329 cancer diagnoses per month of which
289 would have non-specific symptoms

e With a conversion rate of 8%, the number
of referrals with non-specific symptoms
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across the whole patch would be 3,607 per
month

Cancer Alliances should ensure their
RDC(s) provide sufficient capacity so, by
the end of the first year, 20% of cancer
patients with non-specific symptoms in their
area are diagnosed via an RDC and 50% of
GPs are actively referring into RDCs. This
would mean 361 people per month are
seen each month by an RDC(s) in an
average sized Cancer Alliance, potentially
leading to 29 cancer diagnoses

Cancer Alliances should undertake training
and outreach via primary care networks to
meet or exceed this % level of uptake

The specific volumes that correspond to
these % targets for each Cancer Alliance
will be provided separately to Cancer
Alliances
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6.5. Digital capabilities, information sharing and information governance

Key specification

Further detail

6.5.1 | RDCs should be able to share Each RDC should map its data sharing
patient data from primary care, requirements and establish suitable processes
within the RDC and to onward and procedures for enabling this.
referral destinations.

Each RDC should have a data controller to
oversee data sharing arrangements.

6.5.2 | RDCs should work with their local | Each RDC will need to work with the Caldicott
Caldicott Guardian to ensure Guardian in their respective provider
suitable information governance organisation(s) to ensure all data collected,
arrangements are in place for shared and transferred meets the minimum
data collection and storage. compliance standards in all operations.

6.5.3 | RDC should make use of digital Digital and Al tools e.g. those providing

and Al tools wherever they may
enhance the RDC service.

decision support for clinical triage or supporting
business intelligence of diagnostic services
and patient scheduling have the potential to
increase efficiency of RDCs. RDCs should
consider partnerships with technology
providers to incorporate such advances into
their Centres. These should be linked into the
local Pathology and Imaging networks. Any
digital and Al tools should operate in line with
NHS Digital work on clinical and data
standards and interoperability.
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6.6. Local capacity mapping

Key specification

Further detail

6.6.1

During 2019/20, Cancer Alliances
will carry out future demand and
capacity mapping using a
template provided by the national
team.

RDCs will alter the demand flows and use of
capacity within each Cancer Alliance. Itis
important the impact of RDCs on demand and
capacity is well understood and can be
modelled based on estimated volumes.

If not already available, Cancer Alliances
should develop a baseline mapping of capacity
in their area and how this is utilised by current
patient volumes. The impact of introducing
RDCs should then be modelled onto this -
assuming the target volumes outlined in this
specification for the first year of operation.
Some patients will be new patients, others may
be patients who would previously have been
referred on a routine referral or a cancer-
specific two week wait pathway. Alliances, in
collaboration with regional offices, should
regularly monitor the impact of the RDC on
these other referral routes.

This modelling should be expandable to
estimate future demand and capacity as the
coverage of the RDC expands and additional
types of cohorts are included in their scope -
towards the eventual goal of covering all
referrals of patients with cancer-related
symptoms.

A template will be provided by the Cancer
Alliance Data, Evaluation, and Analysis
Service (CADEAS) in August 2019 to support
Cancer Alliances to complete this activity. This
exercise should be undertaken with input from
local imaging and pathology networks.

This mapping and modelling should be used to
ensure sufficient capacity is commissioned to
meet local demand for RDC services. It should
inform any future business cases for capital
investment in diagnostic capacity and
workforce.

In modelling the populations RDCs should
serve, due consideration should also be given
to local information about population health
(e.g. areas with high deprivation, local health
inequalities) and existing service performance.
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7. National monitoring and support

7.1.

7.2.

7.3.

7.4.

7.5.

Monitoring and Evaluation

There will be a process of monitoring and evaluation of RDCs with the objective
of understanding which RDC service models contribute to the aims of:

e Supporting earlier and faster cancer diagnosis;
e Creating increased capacity through more efficient diagnostic pathways;
¢ Delivering a better diagnostic experience for patients;

¢ Reducing unwarranted variation in referral for and access to relevant
diagnostic tests;

e Improving the offer to staff with new roles.

Management information should be submitted to the national team to track the
growth of, and impact from, RDCs. This will support ongoing national
conversations around further investment into workforce and capital.

Over summer 2019, the NHSE/I National Cancer Programme and the Cancer
Alliance Data, Evaluation, and Analysis Service (CADEAS) will procure an
independent national evaluation partner who will be responsible for confirming
the precise methodological approach to evaluation of RDCs.

Over summer 2019, CADEAS will work with Cancer Alliances to establish a
minimum dataset for RDCs — with reference to an adapted form of the dataset
used for the ACE programme (see Appendix 3). Once the national evaluation
partner is procured, the minimum data set may need some amendments. The
minimum data set will include metrics that capture patient information at each
stage of the journey through an RDC. This data will be used to drive forward
evidence-based improvements including through the identification of health
inequalities. As far as possible, each site should collect this data in anticipation
of a similar dataset being finalised with the appointed evaluator.

Given the size of the dataset, Cancer Alliances should ensure appropriate
analytical capacity is protected to prepare as much of this data as possible.
This should be submitted to the national evaluator when they are appointed.
RDCs should also work with their finance teams to track detailed management
and operational costs of the RDC (including details of activity per patient and
corresponding workforce requirements) in order to estimate a patient level
pathway cost. The reporting of cost data is only required for tests undertaken
(as in Appendix 3); broader capture of cost data will be the subject of a
collaborative review.
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7.6. Recognising local experience will inform how the minimum patient dataset
needs to evolve, the National Cancer Team will engage with Cancer Alliances
during 2019/20 on the design of the evaluation methodology and the contents
of the final minimum dataset — to ensure ease of collection in the longer term.
This dataset review will examine the extent to which RDC activity can be
tracked through existing national datasets and how the reporting method can
maximise the amount of data automatically exported from existing hospital
systems. It will also consider how estimates of pathway cost and activity can be
captured and aggregated across RDC sites. Cancer Alliances should consider
these longer-term objectives as they set up their data collection processes and
be prepared to engage with the national team during 2019/20.

7.7. A rapid cycle evaluation and improvement methodology will be used. This will
include pseudonymised datasets containing the minimum dataset. RDCs will be
required to submit this data to the national team (who will share it with the

national evaluation partner) on a quarterly basis. The submission method will
be communicated to local RDCs by January 2020.

National support

7.8. The NHS England and NHS Improvement National Cancer Programme team
and NHS England and NHS Improvement Regional teams will work with
Cancer Alliances to provide support on the implementation of the RDC vision in
2019/20 and beyond.

7.9. The national team will work closely with Cancer Alliances to ensure these
nationally delivered support activities meet their needs. They are likely to cover:

e Training for specific RDC posts, development, and shared learning;
e RDC implementation, governance and quality assurance;

e Evaluation;

e Research, innovation, and digital;

e Wider diagnostics transformation;

e Communication and engagement.
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7.10.The minimum timeline for Cancer Alliances to work to for 2019/20 is set out
below. We expect many cancer alliances will work to a faster timetable:

Timeline

National Programme Milestone

August 2019

Cancer Alliances draft outline plans for implementation of RDCs in line
with guidance and submit these to NHS England and NHS
Improvement Regional Cancer Leads at the end of the month. A series
of webinar sessions will be scheduled to support this process. These
plans should primarily cover intended delivery in 2019/20 but include a
proposal for how Alliances see RDCs developing in your geography in
future years to 2023/24, in line with the vision set out in this document.

September
2019

NHS England and NHS Improvement Regional Cancer Leads provide
feedback on 2019/20 plans.

October 2019

2019/20 RDC plans are signed off by the national team, Regional
Cancer Leads, and Cancer Alliances.

Autumn 2019

The national cancer programme will set out more detailed expectations
for the rollout of RDCs beyond 2019/20, including guidance on how
targeted funding will be used. This will be informed by the aspirations
Alliances have set out in their initial proposals.

December 2019

Final plans for RDCs will be set out as part of the publication of the
national implementation programme for the Long Term Plan.

January 2020

Local agreements and governance is set up for at least one RDC site
per Cancer Alliance so they can start accepting patients no later than
January 2020.
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Appendix 1: Referral criteriaand core tests

To support earlier and faster diagnosis, RDCs should use the following minimum
referral criteria for the non-specific symptoms’ cohort:

Core referral criteria for non-specific symptoms

New unexplained and unintentional weight loss (either documented >5% in
three months or with strong clinical suspicion);

New unexplained constitutional symptoms of four weeks or more (less if very
significant concern). Symptoms include loss of appetite, fatigue, nausea,
malaise, bloating;

New unexplained vague abdominal pain of four weeks or more (less if very
significant concern);

New unexplained, unexpected or progressive pain, including bone pain, of
four weeks or more;

GP ‘gut feeling’ of cancer diagnosis - reasons to be clearly described at
referral.

Exclusion criteria for non-specific symptoms

Patient has specific alarm symptoms warranting referral onto site-specific two
week wait pathway (in line with NG12);

Patient is too unwell or unable to attend as an outpatient or needs acute
admission;

Patient is likely to have a non-cancer diagnosis suitable for another specialist
pathway;

Patient is currently being investigated for the same problem by another
specialist team.

Optional referral criteria — for Alliances to consider as part of expanded
cohorts or to amend to meet local needs

New and unexplained breathlessness for more than three weeks (not
requiring admission and not due to heart failure, VTE, IHD, COPD or Chest
infection);

Unexplained thromboembolism (depending on local alternative pathways);

Abnormal laboratory findings not explained by established or self-limiting
disease and not needing admission (e.g. Significantly raised CRP and
infection excluded, ALP >x2, raised calcium, platelets >400 men, or >450
women alongside other symptoms);
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e Abnormal radiology suggesting cancer; not needing admission and not
suitable for existing urgent cancer referral or cancer of unknown primary
pathway;

e Those who cannot wait for an urgent cancer referral pathway (if local RDC
provision supports this) e.qg. if attending A&E with symptoms that meet the
referral criteria.

Filter function tests should be used prior to referral to:

e Support GPs to refer patients via the most appropriate route (i.e. non-specific
symptoms or site-specific), leading to a higher referral quality;

e Reduce the risk of test duplication later in a patient’s pathway;

e Ensure all necessary pre-investigation testing (e.g. kidney function) has been
completed, removing potential delays further along the pathway.

It is recommended the following filter function tests are carried out in primary care,
where relevant for patients, to make a successful referral into an RDC:

Core tests for patients with non-specific symptoms:

CXR;

Urine;

FIT;

FBC;

ESR and/or CRP;
U&E with eGFR;
LFTS (including globulins);
TFTS;

HBALc;

Bone;

CA-125 (Women);
PSA (Men).

Optional additional tests (where relevant to symptoms):

Ultrasound;

B12/Ferritin/Folate (if anaemic);
TTG AB (if anaemic);

GGT;

Prot EP;

HIV;

Clotting;

Glucose;

LDH.
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Appendix 2: Key local stakeholders

Engagement with the following local stakeholders is recommended to ensure
successful implementation and delivery:

Stakeholder

Purpose of involvement

Key diagnostic and medical
specialities such as
endoscopy, radiology,
pathology, respiratory,
oncology, geriatrics and
gastroenterology

Provide relevant clinical expertise essential for
the development and delivery of the local RDC
service model.

Local commissioners

Supports the development, commissioning and
expansion of RDCs.

Pay for diagnostic testing (e.g. CT scans)
within existing commissioning arrangements
with providers.

Integrated Care Systems
(ICSs)/ System Transformation
Partnerships (STPs)

Supports the development and expansion of
RDCs to support engagement with the range of
provider organisations.

Primary care networks

Working with primary care is essential to
identify suitable RDC referrals. Primary Care
Networks will help RDCs build capacity and
capability across primary care.

Pilot sites have also reported a range of
benefits when working closely with primary
care on RDCs; improved communication
between primary and secondary care,
awareness of potential cancer symptoms
amongst GPs, and more confidence in
managing some patients in primary care
settings.

Primary care

Engagement with primary care is essential to
generate the correct referrals. GP knowledge
(generally through education and advice or
guidance services) is key to achieving referral
quality.

Effort should be made to ensure rates of
suitable referrals are consistent across all GP
practices (e.g. ensuring consistent levels of
referrals between GP practices of different
sizes). RDCs should provide feedback to GPs
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to improve the quality and quantity of suitable
referrals.

Local pathology and imaging Provide capacity for diagnostic testing that

networks, and endoscopy enables faster and more responsive reporting.

networks/ providers, genomic

laboratory hubs Provide advice to appropriate testing strategies
and diagnostics approaches.

Local patient groups and Understand local patient needs and consult on

patients who have used the the model.

RDC
Capture and act on patient feedback about
their experience (e.g. through Patient
Experience Surveys).

Public health, Mental Health Create links with relevant services who can

and Social Care provide additional support/ information for
patients (e.g. smoking cessation and social
care) and who can support outreach for hard to
reach groups.
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Appendix 3: Minimum Data Set to be collected for each
person served by an RDC

As far as possible, each site should collect and submit the data against this dataset
on a quarterly basis. As detailed in section 7, the scope and method of collection of
this dataset will be reviewed during 2019 in collaboration with Cancer Alliances.

Stage of patient Metrics Data format; definition
journey
Presentation NHS Number Free text; COSD definition: CR0010:

Primary identifier of a PERSON. Or non-
NHS Number patient identifier if NHS
Number not available.

Person family
name

Free text: COSD definition CR0050:
PERSON's name.

Person given
name

Free text: COSD definition CR0060:
PERSON's forename(s).

Person birth date

CCYY-MM-DD,; COSD definition CR0100:

Age at referral

Derived from Date of Birth and Date of
Referral to RDC site.

Patient
anonymised
identifier

Free text. To replace data not to be
shared with the National Cancer
Programme by the RDC site in order to
pseudonymise the data.

Ethnic category
code

Dropdown; COSD definition CR0150:
Ethnicity of a PERSON as specified by
the PERSON.

Person stated
gender code

Dropdown; COSD definition CR3170:
Person's gender as self-declared

Postcode of usual
address

Free Text.

Index of multiple
deprivation level

Free text; derived from the person’s home
postcode

Co-morbidities

Free Text; List all co-morbidities using
ICD-10 codes.

Adult co-
morbidity
evaluation — 27
score at referral
to the RDC

Dropdown; COSD definition CR2060:
Overall comorbidity score

Performance
status for adults
at referral to the
RDC

Dropdown; COSD definition CR0510:
World Health Organisation classification

Smoking status

Dropdown; Current, former, never

Number of years
smoked

Number; Active smoking years, exclude
non-smoking years
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Cigarettes per
day

Number; Average number cigarettes
smoked per day during active smoking
years

History of alcohol
consumption

Dropdown,; COSD definition CR6760

Major life events

Free text; Includes death of loved ones,
loss of employment, moving house,
childbirth.

Pregnancy status

Y/N/Z (not stated)

GAD-7 / PHQ-9
scores

Number; Include if available.

Historical cancer
diagnosis

Free text: COSD ICD-10 code where
relevant

Historical cancer
diagnosis detail

Free text; If (Y) above, PRIMARY
DIAGNOSES for the standardised
definition of primary diagnosis using 1CD
10 code

Previous
presentation at
RDC

Y/N

Symptoms at
presentation

Grid with linked fields — Symptoms,
Symptoms detail e.qg. amount of weight
lost, Duration of symptoms in weeks;
Symptom options: Weight loss, loss of
appetite, fatigue, nausea, malaise,
bloating, abdominal pain, other new or
progressive pain, GP ‘gut feel’

Date symptoms
first started

CCYY-MM-DD

presenting

Additional Free text; Detail on any additional
symptoms at symptoms not covered in the above.
presentation

Cohort type

Dropdown; Options: Non-specific
symptoms, site-specific symptoms

Lifestyle changes

Free text; Any changes to the patient’s
lifestyle within the past year e.g. sleep,
exercise, or diet that could be linked to the
symptoms or that were implemented by
the patient to try to relieve the symptoms

Number of
attendances with
related symptoms
to primary care

Number; Within the past year

Filter function
tests

Filter function
tests

Grid with linked fields — Test performed,
Result (Normal/ Abnormal), Cost of test;
Test options: Chest X-ray, Urine dipstick,
FIT, FBC, Other blood tests, Other (please
specify)

Referral to RDC

Route of referral

Dropdown; GP referral; Secondary care
referral, Emergency care referral or
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attendance (include A&E consultant
referral), Self-referral, Pharmacy referral,
National Screening programme referral,
Other (please specify)

Diagnostic 02 — Rapid diagnostic centre

referral route

(CWTO041)

Name of GP Free text; GP with which patient is
registered

Name of GP Free text; GP with which patient is

practice registered

GP practice code | Free text; GP with which patient is
registered

Date of referralto | CCYY-MM-DD

RDC

Date of review of | CCYY-MM-DD

referral by RDC

Result of referral

Dropdown; accepted, returned to GP,
referred to other pathway

Alternative
referral pathway

Free text; if applicable

Clinical triage

Date of triage

CCYY-MM-DD

Type of triage

Dropdown, Face-to-face appointment,
Telephone appointment, Virtual (no
appointment)

Date of DNA

CCYY-MM-DD:; If relevant. Should be
recorded for each occurrence.

Date of patient
rebooked
appointment

CCYY-MM-DD; If relevant. Should be
recorded for each occurrence.

Diagnostic
testing

Tests ordered
and conducted at
the RDC

Grid with linked fields — Test Ordered, Test
Appointment Date, Location of Test
Appointment, Attended? (Y/N), Test
Result (Abnormal / Normal), Cost of Test;
Test options: Chest X-ray, Urine dipstick,
FIT, FBC, Other blood tests, CT scan
(chest), CT scan (abdomen), CT scan
(pelvis), CT scan (full body), CT Colon,
PET-CT, Ultrasound, MRI scan,
Endoscopy, Colonoscopy, Biopsy, Other
imaging tests (please specify), Other tests
(please specify)

Diagnosis

Diagnosis status
within three
months of receipt
of referral to RDC

Dropdown; New cancer, Cancer
recurrence, Non-cancer serious condition,
Non-serious condition, Symptoms
resolved, Investigations ongoing

Primary diagnosis
(ICD)

Free text; PRIMARY DIAGNOSES for the
standardised definition of primary
diagnosis using ICD 10 code

Other diagnoses

Free text; PRIMARY DIAGNOSES for the
standardised definition of primary
diagnosis using ICD 10 code
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Multidisciplinary
team discussion
date

CCYY-MM-DD

Date of primary
cancer diagnosis
(clinically-agreed)

CCYY-MM-DD; COSD definition CR2030:
DATE OF DIAGNOSIS (CLINICALLY
AGREED)

Date of
communication of
cancer or not
cancer

CCYY-MM-DD; CWT103. In line with
guidance for the Faster Diagnosis
Standard.

Date of
communication of
non-cancer
diagnosis

CCYY-MM-DD; If communication is by
letter, date letter is sent

Onward referral

Date of onward
referral or
discharge

CCYY-MM-DD

Specialty patient
is referred on to

Dropdown; Specialty patient is referred to
or if patient is discharged back to their GP.
MAIN SPECIALTY CODE:
ttps://www.datadictionary.nhs.uk/data
_dictionary/attributes/m/main_specialty c
ode de.asp

Onward referral
to site-specific
pathway

Dropdown: COSD definition CR3190:
Multidisciplinary Team meeting type

Additional referral
to complementary
support

Free text: e.g. referral to support group,
mental health services

Cancer follow up

TNM stage
grouping (final
pre-treatment)

Dropdown,; COSD definition CR0580

Date of TNM CCYY-MM-DD; COSD definition CR3120
stage grouping

(final pre-

treatment)

TNM stage Dropdown; COSD definition CR0610
grouping

(integrated)

Date of TNM CCYY-MM-DD; COSD definition CR3130.
stage grouping

(integrated)

TNM edition Dropdown; COSD definition CR2070:
number UICC edition number used

Final FIGO Dropdown; COSD definition GY7010
staging

Final FIGO CCYY-MM-DD; COSD definition GY7440
staging date

Final Free text: COSD definition: Ann Arbor:

Haematological
staging

A8280+HA8290+8300+8310+8680 or
Binet: HA8240 or ISS: HA8560
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Final
Haematological
staging date

CCYY-MM-DD; COSD definition: Ann
Harbor: HA8720 or Binet: HA8700 or ISS:
HA8710

Treatment start

CCYY-MM-DD; COSD definition CR1370

date
First treatment Dropdown; COSD definition CR0470:
category Planned cancer treatment type

Patient outcome
Six months after
first treatment
start date for

Dropdown; Complete response, partial
response, cancer progression, death

cancer
Primary Free text; COSD definition CR0720:
procedure OPCS code

(OPCS)

All condition
follow up (within
12 months from

Person death
date

CCYY-MM-DD; If relevant. COSD
definition CR1270. To be retained by RDC
site.

date of referral to | Additional Free text
RDC) information

related to the

pathway
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Appendix 4: Glossary of Terms

Caldicott Guardian is a senior person responsible for protecting the confidentiality
of people's health and care information and making sure it is used properly.

Clinical nurse specialist is an advanced practice nurse who can provide expert
advice related to specific conditions or treatment pathways.

CT scan a computerised tomography (CT) scan uses X-rays and a computer to
create detailed images of the inside of the body.

Endoscopy is a procedure where the inside of a patient’s body is examined using
an instrument called an endoscope. An endoscope is a long, thin, flexible tube that
has a light source and camera at one end. Images of the inside of your body are
relayed to a television screen.

Making Every Contact Count (MECC) is an approach to behaviour change that
utilises the millions of day-to-day interactions that organisations and individuals have
with other people to support them in making positive changes to their physical and
mental health and wellbeing.

MDT (multidisciplinary team) is a team of health professionals with a variety of
roles and specialisms, who work together to provide treatment and care.

MRI (magnetic resonance imaging)is a type of scan using radio waves and a
magnetic field to create images of the body.

Non-specific symptoms are self-reported symptoms that do not indicate a specific
cancer or involve an isolated body system.

Patient navigator is an individual who helps to facilitate a patient’s journey through
different pathways. Navigators work by providing patients with a single point of
contact to the service and provide relevant information and to help them move
through the service. Navigators can provide co-ordination of testing and treatments
and tracking of patients.

Rapid Diagnostic Centre is a service model that provides:

1. asingle point of access to a diagnostic pathway for all patients with symptoms
that could indicate cancer

2. a personalised, accurate and timely diagnosis of patients’ symptoms by
integrating existing diagnostic provision and utilising networked expertise and
information locally

Site-specific symptoms are self-reported symptoms that indicate a specific cancer
as outlined by NICE Guidelines (NG12).

Faster Diagnosis Standard is a new cancer diagnosis standard, designed to

ensure patients find out within 28 days whether they have cancer. This new standard
will be introduced in 2020.
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