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Overall Commissioning Structure 

 

From April 2013 – New commissioning system begins. 

1. NHS Commissioning Board 

“The purpose of the Board will be to use the £80bn commissioning budget 

to secure the best possible outcomes for patients.”  

 

• Supporting local clinical improvement 

• Transforming the management of long-term conditions 

• Providing more services outside hospital settings 

• Providing a more integrated system of urgent and emergency care to 

reduce the rate of growth in hospital admissions  

 

• Takes on full responsibilities and will hold CCGs to account and 

commission certain services  

• National plus regional offices(4) and local offices (50) 

 



Overall Commissioning Structure (cont) 

 

2. Clinical Commissioning Groups (CCGs) – currently 220 in shadow 

form.  Likely to change as they go through authorisation process. 

 

3. Commissioning Support Services (CSSs) – currently 25 regional 

CSSs in total initially hosted by NHSCB.  Must enable CCGs to harness 

new techniques and ways of working in order to allow them to deliver 

best value, timely and evidence based commissioning decisions. Being 

reviewed by NHSCB. 

 

4. Clinical Networks 

• part of new structure hosted by NHS CB – in15 geographical patches 

• a number of strategic networks in each patch - one of which is cancer 

• likely to see a reduction in management support with all networks  

• will be responsive to commissioning aims and finance plans but also 

able to highlight where improvement is needed 

 



Overall Commissioning Structure (cont) 

 

5. Health and Wellbeing Boards 

• designed to join up services from the NHS and social care and promote 

greater integration 

• a committee of the Local Authority 

• assess needs of local population through a Joint Strategic Needs 

Assessment (JSNA) 

• to produce a local health and wellbeing strategy as the overarching 

framework within which commissioning plans are developed for health 

services, social care, public health and other services which the board 

agrees are relevant 

 



NHS Outcomes framework 2012/13 



NCAT/NCIN cancer commissioning 

work 

• Improving Outcomes: A strategy for cancer – NCAT/NCIN to 

develop a commissioning support pack 

 

• Already have the Cancer Commissioning Toolkit and Cancer 

Commissioning Guidance 

 

• Agreed to develop a commissioning pack 

– Key Messages for Cancer Commissioners 

– User Involvement in Cancer Commissioning 

– Service Specifications 

– Service Profiles 

On the toolkit www.cancertoolkit.co.uk  

 

• Also working to support development of JSNA guidance  

 

http://www.cancertoolkit.co.uk/


Key Messages for commissioners 

• Cancer patients are dying unnecessarily in all parts of the country 

(not just deprived areas).10,000 deaths could be avoided each year 

in England if survival matched the best in Europe. The government 

has set a goal to “save 5,000 lives p.a. Each year by 2014/15” 

• On average a PCT or clinical commissioning group serving a 

population of 200,000 would save 40 lives p.a. If our survival rates 

matched those in Australia, Sweden or Canada 

• The NHS spends around £6bn on cancer each year. The largest 

component of expenditure relates to inpatient care (exclusive of 

surgery and exclusive of chemotherapy costs) 

• Investment in cancer services is currently inefficient –we should 

redirect resources from inpatient care to earlier diagnosis 



Key recommendations for 

investment 

• Invest in early diagnosis, especially: 

– Public awareness campaigns 

– Ensure access to existing screening programmes for all who can 

benefit (e.g. Faecal occult blood testing at ages 60-75 years) 

– Improved access to lower gastrointestinal endoscopy (e.g. 

Flexible sigmoidoscopy and colonoscopy) for patients with bowel 

symptoms 

– Prepare for flexible sigmoidoscopy screening. This has been 

shown to prevent cancer and to be cost saving 

– Improved access to chest x-ray (lung cancer) and ultrasound 

(especially pelvic ultrasound for ovarian cancer) 

– Important also that providers record staging and report this to 

their cancer registry 

 



Key recommendations for 

disinvestment 

• Reduce emergency admissions by providing better proactive 

support (e.g. for patients on chemotherapy) and ambulatory services 

(e.g. for symptom control) 

• Increase day case or single overnight stay surgery (e.g. For breast 

cancer) 

• Reduce lengths of stay through introduction of enhanced recovery 

programmes (e.g. For colorectal, urological and gynaecological 

cancer surgery) 

• Reduce follow up through promotion of supported self management 

following primary treatment 
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RtD – 1 yr survival 

All Persons
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Direct commissioning by NHS CB 

 

The NHS CB will commission around £20bn worth of services 

directly, as set out in the list below. 

 

• National and regional specialised services 

• Primary care at general practice level 

• Dentistry; 

• Community pharmacy; 

• Primary ophthalmic services; 

• High-security psychiatric services; 

• Healthcare for the armed forces and their families; 

• Immunisation programmes; 

• National screening programmes; 

• HIV treatment; 

• Children’s public health services from pregnancy to 5yrs, 

including health visiting; 

• Public health services for those in prison or custody; 

• Contraception (as part of GP contract). 

 



Specialist Cancer Commissioning 
 

• The 10 Specialised Commissioning Groups, acting on behalf of their 

member PCTs, are currently responsible for the commissioning 

arrangements for specialised services. 

• Defined in the Specialised Services National Definitions Set 

– Those services, treatments and interventions which either require 

service planning for populations of over one million and up to five 

million as specified in the relevant NICE guidance or are provided 

in fewer than 50 hospitals in England  

– E.g. Anal cancers and Liver resection 

 

• Also there are Nationally Commissioned Services 

 e.g. Pseudomyxoma peritonei surgery service 

 

• Although chemotherapy and radiotherapy services not currently 

included in the definition of specialist cancer services likely they will 

be added 

 



Service Specifications 

• We are producing these for specialist cancer services and also for 

common cancers. 

 

• Breast and Colorectal Specifications are available.  Will be updated 

as required. 

 

• These specifications are not constrained by what we have national 

data on, but aim to describe “What a good service looks like” and 

hence what should be commissioned. 

- When final version of the NICE quality standard for colorectal cancer is published 

these will included in the service spec . 

 

• Format - schedule taken from the standard NHS Acute Services so 

can form part of contract. 

 



Service Specification – colorectal 

• Document is aimed at all CCGs – so focuses on the colorectal 

services they will be commissioning.  Bowel Screening and 

specialist areas of colorectal cancer treatment are described but will 

be commissioned by NHSCB. 

• Cancer Network role – NSSG 

• Colorectal MDT 

• Patient Information and patient experience 

• Prevention (contribution to) 

• Endoscopy services 

• Imaging 

• Staging 

• Surgery 

• Enhanced recovery 

• Availability of laparoscopic surgery 



Service Specifications – colorectal(cont) 

• Audit – local and national (NBOCAP) 

• Pathology 

• Cancer Waits 

• Access to hepatobiliary MDT 

• Access to teams specialising in management of early rectal cancers 

• Emergency pathways 

• Acute Oncology Service 

• Chemotherapy treatments and Radiotherapy treatments (likely to be 

commissioned by NHSCB) 

• Follow up 

• Supportive & Palliative care  

• End of Life care 

Metrics in the service specification are taken from the service profile  

 



NICE Quality Standards 

• Markers of high quality, cost effective, evidenced based care. 

 

• Standards of excellence – NOT minimum standards but aspirational 

 

• Descriptive statements of the critical infrastructural and clinical 

requirements for high quality care as well as desirable/expected 

outcomes  

 

• NHS Bill 2012 – Commissioners must have regard to the quality 

standards prepared by NICE. 

 

• Will be incorporated into the service specification 



Draft NICE Quality Standard for Colorectal Cancer  
(Publication due Aug 2012) 

1. People presenting with symptoms suggesting colorectal cancer are referred to the designated colorectal diagnostic 

service within 1 day of the decision to refer. 

2. People with suspected colorectal cancer without major comorbidity are offered colonoscopy to confirm the diagnosis, 

or CT colonography only if colonoscopy is difficult or unsafe. 

3. People with colorectal cancer are offered contrast-enhanced CT of the chest, abdomen and pelvis to determine the 

stage of the disease, and those with rectal cancer are additionally offered MRI to assess the risk of local 

recurrence. 

4. People with rectal cancer are offered a preoperative treatment strategy appropriate to their risk of local disease 

recurrence. 

5.People with acute left-sided large bowel obstruction confirmed by CT are offered a colonic stent, if clinically 

appropriate, inserted within 24 hours by anendoscopist or radiologist experienced in using colonic stents, in 

consultation with the colorectal surgeon. 

6. People with locally excised, pathologically confirmed stage I colorectal cancer whose tumour had involved resection 

margins (less than 1 mm) are offered further treatment by the colorectal cancer multidisciplinary team. 

7. People with stage I rectal cancer are offered advice and options for further treatment from an early rectal cancer 

multidisciplinary team. 

8.People with resectable colorectal cancer are offered laparoscopic surgery as an alternative to open resection if 

suitable, performed by surgeons competent in this technique. 

9. People with a CT scan suggesting liver metastatic colorectal cancer are referred to the hepatobiliary multidisciplinary 

team to decide whether further imaging is needed to confirm suitability for surgery or other interventions. 

10. People with advanced and metastatic colorectal cancer whose disease progresses after first-line chemotherapy are 

offered second-line chemotherapy if they are able to tolerate it. 

11. People free from disease after treatment for colorectal cancer are offered regular surveillance. 

12. People treated for colorectal cancer and their families or carers are offered specific information on managing the 

effects of the treatment on bowel function. 



Any Questions? 


