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	Measure Number /

Section
	Is the measure explicit? If ‘no’ suggest modifications.
	What other types of information are required to demonstrate compliance?
	Is the level assigned to the measure appropriate? If ‘no’ what should it be?

	General comment
	The IOG are our definitive document for peer review and this guidance varies from them. This should not be the case.


	
	

	General comment
	In general the manual is carefully written and the outcome should be positive, i.e. this is an opportunity that if fully implemented could standardize and improve patient care. Emphasis on entry to clinical trials is welcomed. Certain areas need attention and re-wording. It is important that statements appearing to trivialise skin cancer are avoided (2J page 2 pt ii). There remains a lack of provision for rare skin cancers. There needs to be attention to mechanisms for feedback on adverse events and complications. The measures in this manual have considerable resource implications and this requires to be addressed."
	
	

	General comment
	A carefully written document. It represents an opportunity which if fully implemented will standardise and overall improve patient care. Substantial resources need to be allocated to achieve these goals.


	
	

	Introduction

Topic 2J 

P 2 ii
	1) ‘almost trivial’ A dismissive outlook that will lead to patients being treated incorrectly.

2) Trivial belittles the importance of skin cancer


	
	

	Introduction

Topic 2J

P2 iii
	1) Skin cancers ‘ready visibility and accessibility on the surface’ gives opportunities for inappropriate and inadequate treatment by a wide range of people

2) The ready visibility gives opportunity for diagnosis and mis-diagnosis. Diagnosis is the key to future appropriate, adequate and timely management

No explicit mention of applicability to private practice or Independent Treatment Centres

Does the community clinician have to be a GPwSI?
	
	

	Table 1 levels of care
	· Definitions of low and high risk BCC

Suggested definitions: 

Low risk BCCs are regarded as any lesion appearing below the level of the clavicle, and which is not a tumour ≥ 2 cm diameter, ill-defined, recurrent, incompletely excised or occurring in an immunosuppressed patient.

High risk BCCS are occur above the clavicle. Tumours ≥ 2 cm diameter, ill-defined, recurrent or incompletely excised. Imunosuppressed patients. Infiltrative, micronodular, basisquamous, perineural invasion. 

No mention of rare epidermal appendage cancers and dermatofibrosarcoma  protuberans or skin sarcomas 

Definition of high risk SCCs and level of care would be helpful
	
	

	P7
	The fact that a skin cancer is common is not a reason why it is not necessary for all cases to be subject to a MDT.It might be expedient, cost saving or financially necessary but ‘not necessary’ just because it is common
	
	

	Level 1
	Wording needs to amended to reflect competency required to manage precancerous lesions – SCC insitu/Bowens
	
	

	
	Need specific guidance to differentiate between diagnosis and management. If any uncertainty about diagnosis cases should be referred to LSMDT core team member.
	
	

	Level 2
	The level of practice/knowledge required to differentiate between low/high level BCC beyond the experience of a GP and also very difficult to monitor. These cases should go to the LSMDT core team member. Clarity on definition of low risk BCC is required in the manual
	
	

	Level 3
	'Without mandatory review' contradicts p51 of the IOG - all SCC should be reviewed by the LSMDT. Suggest removing level 3 and merging with level 4
	
	

	
	What is meant by review - is it document or document and discuss
	
	

	Level 4
	Suggest level 4 becomes all encompassing - remove level 3
	
	

	
	Need to reword case mix of high risk BCC & SCC to include "Recurrent or with +ve and narrow excision margins"
	
	

	
	Concerns are expressed that GPs are able to refer direct to SSMDT
	
	

	
	P7 – 4th bullet point recommends that the GPs refer to the LSMDT & SSMDT according to the local referral agreement. The local MDT should be engaged prior to submission to the SSMDT
	
	

	Level 4
	Likewise immunocompromised patients be referred to the LSMDT first
	
	

	
	Again need clarity about what is meant by review - is it document or document and discuss
	
	

	Level 5
	Need to ensure that the proposals for the under 19s tie in with the C&YP IOG
	
	

	
	No reference to plastic/reconstruction in IOG – would restrict service if reconstruction only available at SSMDT. Add in after bullet 1 “if not available at LSMDT”
	
	

	
	Metastatic SCC on presentation with liaison with Head & Neck MDT
	
	

	
	Where do ocular melanomas sit
	
	

	
	Mohs patients according to IOG should go to LSMDT (prior to referring on to SSMDT) – should be care level 4. Likewise  for immunosuppressed patients and patients with Gorlin's Syndrome 
	
	

	
	All conditions cutaneous lymphoma/Kaposi’s/cutaneous sarcoma should be registered with LSMDT prior to submission to SSMDT
	
	

	
	Need to ensure that it is explicit that the Skin MDT is responsible for instigating and leading working arrangements with Head & Neck & Sarcoma MDTs
	
	

	1A-279
	Implementation summary – sign off doesn’t involve clinicians – suggest also to be agreed with Chair of the NSSG


	
	

	1A-279
	In addition all Trust/PCT CEOs should sign up to the summary not representatives
	
	

	
	Avoid using acronyms e.g. SCG - Specialist Commissioning Group
	
	

	1A-280
	Referring to MDT should mean referring to a core member of the MDT. GPs need to be made aware of a robust referral pathway
	
	

	
	280 & 282 are in conflict with the patient choice agenda
	
	

	
	Caveat relating to patient choice. Once patient choice has been made continuity should flow throughout that choice
	
	

	
	Need to be explicit on what is low risk BCC – requires a national referral policy for everyone
	
	

	
	Cross reference 6A-101 & 6A-102 to be added
	
	

	
	Need to strengthen the measure – suggest annual audit of compliance
	
	

	
	Generally agree that GP should be on GPwSI list but concern that in some networks GPs are doing work without being GPwSI: if the measure is too specific could destabilise some models – need a measure that ensures GP competence without stopping delivery of services. 
	
	

	
	Need to use same terminology - in levels of care – level 2 it calls them “community skin cancer clinician”
	
	

	
	Compliance section – needs to stipulate that the representative of PCTs in the Network should confirm that local agreement is in place– should be common to all measures where PCT representation is called for.
	
	

	1A-281
	Should be able to have disease specific SMDTs within 1 organisation (e.g. melanoma SMDT & non-melanoma SMDT).
	
	

	
	IOG states population size of 200k for LSMDT – some Trusts catchment can be well in excess of this. Where the measure talks about only skin MDT in the host hospital – does this mean host Trust or hospital for Trusts who have a number of geographical sites.
	
	

	
	Where the host hospital is served by a consultant team from another Trust in an adjacent network need to ensure patient pathways and MDT arrangements are in place.
	
	

	1A-282
	280 & 282 are in conflict with the patient choice agenda.
	
	

	1A-283
	283 & 287 are not in agreement. i.e. immunosuppressed patient clinic according to IOG can be in local hospital if population large enough and Gorlin’s etc not necessarily needing direct care from SSMDT.
	
	

	
	The <19 years needs to mirror what the IOG for Children & Young People will say. Currently some MDTs discussing 16-19 yr old. Need to ensure both IOGs dovetail.
	
	

	1A-283
	Single designated SSMT for rare epidermal appendage cancers and dermatofibrosarcoma  protuberans or skin sarcomas should be mandatory. Supraregional or Regional service for these rare tumours would be the most appropriate.

Clarification of management of multi-system Kaposi’s sarcoma


	
	

	1A 285/6
	Confusion about supranetwork T-cell lymphoma MDT and relationship to network designated SSMDT (need a defined term for network designated SMDT)
	
	

	1A-285
	This measure is felt to be more prescriptive than the original guidance.
	
	

	1A-286
	Suggest modification to this measure so that the supra specialist meeting can agree that this may not be appropriate for some patients. E.g. instances where patients travel/treatment may not be feasible (elderly/unfit).
	
	

	1A-287
	Suggest adding the word ‘dedicated’ before clinic – but need to ensure clarity of the word dedicated.
	
	

	
	Designated clinic may not be the only valid model. There will be services where geography has negative impact for annual screening of patients who may not be fit enough. Opportunity for patients to just turn up locally - open access. Develop on locality basis, with Network agreement. P118 of IOG “or in hospital closer to patient home”. Suggest flexibility e.g. part of another clinic.
	
	

	
	Measure not explicit - query whether this is an individual/separate clinic or part of a general skin clinic. Strong feeling that this measure should be expanded to include screening of “at risk” group.
	
	

	1A –287
	Confusion still over relationship between single designated SMDT if host transplant centre and multiple SMDTs and LSMDTs
	
	

	1C-110
	Suggest national MDS for use by all MDTs.
	
	

	1C-114
	BCC should be explicitly excluded.
	
	

	1C-153
	Suggest use national guidelines (e.g. BAD) agreed locally and produce local pathway.
	
	

	
	Does this include clinical guidance for all different levels of care e.g. the precancerous conditions.
	
	

	
	Does this refer to patient pathways or specific patient treatments. Some unease that this local approach could lead to divergent approaches and lack of consistency across UK. If there are national guidelines then they should be used.
	
	

	
	Remove “i) a surgical and ii) an oncologist” - should be for associated MDT review only.
	
	

	1C-153
	Typo – requiem.
	
	

	1C-154
	Radiology NSSG Chair should also agree for compliance.
	
	

	
	Should include PET CT guidelines to be agreed locally.
	
	

	1C-155
	Pathology NSSG Chair should also agree for compliance.
	
	

	
	Does IOG refer to melanoma (clinically suspected) to be doubly reported.
	
	

	
	Don’t think it necessary for the named histopathologist to see all cases of cutaneous lymphoma. We suggest all cases referred to SSMDT will have their cases reviewed by the named SSMDT histopathologist.
	
	

	1C-155
	Should named histopathologist have formal accreditation
	Diploma in Dermatopathology
	

	1C-156
	Use of word ‘knowingly’ – definition needs to be very clear – suggest national threshold.
	
	

	
	GPs referred to as “accredited community skin cancer specialists” – need to standardise – are these GPwSI or accredited community skin cancer clinicians.
	
	

	
	There may be some need for flexibility allowing a GP to knowingly excise in certain patient groups at the discretion of core member of MDT. 
	
	

	
	Wording to include agree referral guidelines – “in conjunction with guidelines for suspected cancer.” Bullet points must reflect diagnosis and management.
	
	

	1C-157
	Cross reference to 1C-156.
	
	

	
	Compliance should be description of distribution process.
	
	

	1C-158
	? 50 Mohs threshold – what is the evidence for this. Suggest population threshold more appropriate or qualified by inclusion of other procedures.
	
	

	1C-158
	Measure must guarantee access to Mohs surgery if it is not delivered in their network – not to refer is not an option and is contrary to IOG.
	
	

	
	Mohs should be a treatment option for suitable patients. Would suggest that there should be a measure that states that this treatment option should b discussed as a treatment option with suitable patients.
	
	

	
	National guidance for MOHS surgeons per head of population. How many MOHS centres are needed nationally – accreditation through SCG – who pays for this service.
	
	

	
	Mohs should be mentioned in intro on page 7 – building the skin cancer network
	
	

	
	Number of years perhaps should be expanded or demonstration of recent training. To take into account evolving service. Comment from BSDS in the cases might be sufficient evidence.
	
	

	1C158
	Mohs surgery is the cornerstone of management in some individuals. There should not be an option of non-referral. Mohs surgery should be available where it is the optimum management option and referral to a neighbouring or distant Mohs surgery centre.
	Number of cases referred for Mohs by specialists treating skin cancers
	

	1C-158
	? 50 Mohs threshold for referral – where is the evidence for this number. 50 is a small number of cases for a Mohs surgery service annually. Training in Mohs surgery is a critical factor, rather than relying solely on a minimum number performed by a clinician.
	
	

	1C-158
	Mohs surgery should be mentioned in the introduction on page 7 – building the skin cancer network. Mohs surgery is the mainstay of high risk BCC - the commonest skin cancer
	
	

	1C-159-162
	Clinical Guidelines – these are treatment/management pathways rather than phrase ‘clinical guidelines’ –need clarity.
	
	

	
	Add in according to local agreement as dependent on service configuration and expertise.
	
	

	
	Add in ‘determine guidelines in agreement with’ to ensure skin NSSG takes lead on production of guidelines.
	
	

	
	Need an additional measure(s) for ophthalmology (eye lid tumours) and general surgery.
	
	

	1C-159
	1) Expand to detail the indications for systemic involvement and which specialist is to do them.

2) Specific provision for eyelid skin cancers with involvement of oculoplastic surgeons and Mohs surgeons in joint management.


	
	

	1C-160
	Include what should happen with DFSP – skin or sarcoma MDT.
	
	

	
	On notes: The MDT/NSSG guidelines pose a difficulty where certain specialist might be allowed to knowingly excise (ocular plastics) if accredited by MDT. At times strict adherence to 160 may be contrary to best interest of patient. Perhaps caveat to the note could expand to specialist surgeon groups.
	
	

	2J-101 + 209
	How many times is it acceptable for the MDT lead to be represented by a deputy.


	Attendance at >50/75 % meetings
	

	2J-102
	See comments for 1A-281 re single MDT.
	
	

	2J-103
	Where a surgical (e.g. plastics) is the 1st point of referral for a suspected cancer patient that surgeon should be a core member of a LMDT.
	
	

	
	Should read Clinical Nurse Specialist not nurse MDT member.
	
	

	
	A clinical oncologist should be a core member as in other quality measure.
	
	

	
	GPwSI – major concern not included as core member – if they have operated on skin cancer they should present the case to the MDT.
	
	

	
	Cover for core member – concern that SpR may cover too much – may require separating core attendance vs cover to prevent juniors leading MDT in forced absence. Cover means cover and not in loco.
	
	

	2J-104
	Undermines the value of the clinical oncologist – should be listed in 103.
	
	

	2J-106
	Suggest merge with 2I-104.
	
	

	
	
	Ask for job plans of MDT consultants for compliance.
	

	
	No- should be for each practitioner.
	
	

	2J-107
	Suggest should be twice a month not fortnightly
	
	

	
	If meetings are weekly reduction in attendances % may be worth considering. Att % should be reviewed in light of frequency of meetings.
	
	

	2J-109
	Would attendance at ½ not be more logical for most wit 2/3 for core members
	
	

	2J-111-112


	Operational policies heading should be changed to reflect content e.g. operational/educational & audit, purpose & frequency.
	
	

	2J-112
	Flag that this refers to local MDT and that setting (not solely educational event)
	
	

	
	Suggest national agreement to CPD so each MDT does not have to apply.
	
	

	
	The link to 1C-112 could exclude audit involving community skin practitioners and other audits listed in table 3 page 55 of IOG.
	
	

	2J-113
	Need clarity - what to do with BCC (e.g. just record) 
	
	

	2J-114
	Suggest only for high risk MM & SCC – not manageable for all BCCs & low grade SCC.
	
	

	
	
	
	

	2J-117
	Suggest this is only for the high risk MM & SCC – not manageable for all BCCs & low grade SCC.
	
	

	2J-119
	Wording needs changing to say “patients should have access to immunosuppressed clinic which links to the MDT”.
	
	

	 2J-119
	‘The MDT should hold a clinic’.  The MDT is not a clinical service, has no resource to run a clinical service and the clinicians attending are already working to their full capacity. The MDT cannot hold a regular clinic. The Trust might be responsible for providing the facilities for such a clinic but this is not the responsibility of the MDT.
	
	

	2J-119
	The MDT is generally a meeting, rather than a clinic. An immunocompromised patient skin cancer/lesion clinic would require a service development for most extant SMDTs


	Available number of clinic slots for  immunocompromised patients with skin cancer
	

	2J-124
	2J-104 says named clinical oncologist is a core member -needs clarifying as this measure is confusing.
	
	

	2J-125
	See 1A-280
	
	

	2J- 126
	The MDT does not have the resource to do this.
	
	

	2J-127
	The MDT does not have the resource to do this and similar comment applies to all subsequent statements about the responsibilities of the MDT to provide a clinical service or patient support
	
	

	2J-141
	Trials agreement - welcomed
	
	

	2J–203
	Suggest – consultant surgeons trained in plastic and reconstructive surgery
	
	

	2J-213
	Reporting of cancer to the patient’s GP by the end of the following working day is not necessary for basal cell carcinoma or in-situ and low risk squamous cell carcinoma.
	
	

	2J-217
	Procedures should be alowed within the LSMDT where the appropriate expertise exists
	Agreement with the lead of the SSMDT and Cancer Network Site Specific Group
	

	2J-150
	The GPwSI should be auditing and presenting to the MDT at which they attend. The Network won’t/doesn’t audit excision of low risk BCC which will be the bulk of the procedures done by the GPwSI
	
	

	
	Additional measure required – audit the histological diagnosis of what the GPwSI has excised.
	
	

	2J-150/6A-105
	Should be 4 clinic MDTs + 2 educational.
	
	

	2J-150
	Group 3: Providing community skin cancer services 

Fulfil dermatology specialty specific guidance for GPwSI for diagnosis and management of skin disease and skin surgery……………….It is expected that such GPwSIs would be part of the integrated dermatology service.


NICE guidelines state

Community cancer clinicians’ requirements may differ and reference should be made to the NICE Improving Outcomes Guidance (IOG) framework and Specialised Commissioning Group implementation guidance. It is envisaged that for this group of GPwSIs, sufficient ongoing professional development can be demonstrated by 

1. attendance at four multidisciplinary team meetings a year (two of which should discuss audit), 

2. an annual session with a consultant dermatologist 

3. 15 hours (2 days) of CPD, supported by a logbook record of a minimum of 40 surgical procedures for potential skin cancers each year, with more time on prospective audit. 

In addition, at least one of the community cancer clinician GPwSIs in a network will attend network site specific group meetings. It is also expected that practitioners will: 

• be actively involved in the local dermatology service; 

• contribute to local clinical audits at least once a year; 

• if working as part of the local skin cancer team, meet the requirements of the February 2006 NICE IOG for skin cancer (with attendance at multidisciplinary cancer meetings as appropriate). 

GPwSIs are expected to monitor service delivery, which incorporates the following: 

• clinical outcomes and quality of care; 

• follow-up rates; 

• referral rates of patients to specialists by the GPwSI; 

• access times to the GPwSI service; 

• patient experience questionnaires. 


	
	

	2J-151
	Reword the pathology alert to say “ Every MDT should have an alert system for the MDT Lead Clinician to link/report back to the PCT”.
	
	

	
	Alert system in path labs – need to define. Suggest replace path labs with skin cancer service.
	
	

	2J-151/251
	Ownership shouldn’t be owned by pathology but by the skin cancer service.
	
	

	2J-203
	Plastic and reconstructive surgeon could be reworded to consultant surgeons trained in plastic and reconstructive surgery’ – this would cover maxio-facial.
	
	

	2J-205
	Suggest should read ‘clinical’ core member.
	
	

	2J-216
	Change wording. MDT does not hold clinic. Trust should hold regular clinic slots.
	
	

	2J-217
	Flaps & grafts are bread & butter for many dermatologists in local MDTs & should be excluded from this list.
	
	

	6A-102
	Need sign off by PCT clinical governance manager/director.
	
	

	
	1) Should include independent sector channels. 

2) GP must be responsible for communicating the pathology to MDT. 

3) Commissioning with ITC should include feedback to GPs.
	
	

	6A-103
	GPwSIs & community core clinicians should be core members of only one LSMDT – the named MDT.
	
	

	6A-105
	GPsWI accreditation measures - explicit and welcomed.

Accredited community skin cancer clinician - there should be standardisation over the proportion of the working week dedicated to skin cancer that such an individual should have as a minimum commitment.


	
	

	6A-105
	Include: Responsibility of PCTs that clinicians referring to MDT are made aware of patient pathways and operational policies of the LSMDT.
	
	

	
	iv) – change including to excluding – thus attending 4 clinical meetings and 2 educational/operational meetings.
	
	

	
	GPs should be responsible for collecting and monitoring their audit material, excision margins, infection rates for presentation to the MDT.
	
	

	
	Where is the measure saying the NSSG has to agree list of clinical trials.
	
	

	6A-106
	A number of training issues are identified but the delivery of these appears unrealistic given existing resources. The activities of those who would deliver the training already at levels difficult to sustain. 


	
	


