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CCG Responsibilities
• Early Detection
• Survivorship
• Common Cancers

The TCST and the posts in the CSUs and NWL CCGs work closely
together to support cancer commissioning across London

• Cancer Waits

Specialised Commissioning
Responsibilities (NHSE)
• Rarer cancers
• Children’s Cancers
• Chemotherapy
• Out of London patients
• Radiotherapy

Commissioning Intentions
In high level terms, how the commissioner
intends to commission services from Providers
during 2015/16.
In line with the NHS Standard Contract,
providers are given six months’ notification for
any potential changes to services.

17 pan-London cancer
commissioning intentions
To support the delivery of the Pan London Cancer Strategy and to reduce
variation across providers.
1.
2.

3.
•
4.
•

All GPs to have direct access to colonoscopy for low risk, not no risk of
cancer via a diagnostic service.
All GPs to have direct access to diagnostic services - flexible
sigmoidoscopy for low risk, not no risk of cancer.
All GPs to have direct access to diagnostic services - non-obstetric
ultrasound for low risk, not no risk of cancer.
3a. In order to promote the earlier diagnosis of ovarian cancer, services
will be commissioned to support US and CA125 concurrently.
All GPs to have direct access to same day chest x-ray for high risk of
cancer and access for low risk, not no risk of cancer.
4a. In order to support the reduction of the risk of delayed diagnosis, all
commissioned services will be required to formally report A&E, Urgent
Care Centres and inpatient chest x-rays (CxR).

Commissioning Intentions (cont)
5.

All commissioned cancer services will participate in the National Cancer
Peer Review Programme (NCPR) or other quality assurance programme
as defined by commissioners.
6. All cancer services commissioned will be required to demonstrate robust
treatment decision making through MDT.
7. All lung cancer services will be commissioned in line with best practice
through a timed pathway.
• 7a. Endobronchial US (EBUS) services are commissioned to an agreed
service specification and tariff.
8. All breast cancer services will be commissioned in line with best practice
through a timed pathway and follow up in line with the NCSI.
9. All services for prostate cancer will be commissioned in line with NICE
guidance through a timed pathway with follow up in line with the NCSI.
10. All services for colorectal cancer (CRC) will be commissioned in line with
NICE guidance through a timed pathway with follow up in line with the
NCSI.

Commissioning Intentions (cont)
11. Agree and implement service consolidation plans – providers will work
with their ICS and commissioners to implement the cancer Model of
Care.
12. All cancer services will be commissioned to deliver the recovery package
as described in the NCSI.
13. Services will be commissioned to manage some of the consequences of
anti-cancer treatment.
14. NEW Services will be commissioned to provide pathways for the
management of treatment-related fertility issues.
15. NEW Services will be commissioned for the management of those with a
family history of moderate risk breast cancer to a pan-London
specification.
16. NEW Services for the provision of Metastatic Spinal Cord Compression
(MSCC) will be commissioned in line with NICE QS56.
17. NEW Service providers of cancer services will be required to follow NICE
guidance on smoking cessation

Preventing people from dying
prematurely

Approach
• Provides assurance to commissioners on key
quality markers
• Use data that providers accept/recognise so that
you discuss what it shows not just whether data
is right
• Show what good looks like
• Comparators against other providers (e.g. bar
chart)
• Ability to see time series
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•
•
•
•
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Areas

Cancer waits
Direct access to diagnostics
Bowel screening
Stage at presentation
Volume of resections by surgeon and by MDT
Quoracy of MDTs
Enhanced recovery proxy metrics (day of surgery
admission rate, length of stay, readmissions)
• Laparoscopic colorectal surgery
• Recovery package and follow up metrics
• Patient experience

