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These lines of enquiry aim
to identify some key aspects
that reflect the quality of
gynaecological cancer services
at both a local and specialist
level. As far as possible these
indicators are consistent with
those for 2011 – 2012, but in
line with the developments of
the Clinical Lines of Enquiry
they retain those metrics where
national data is available whilst
minimizing the requirements
for the further collection of local
data.
The following have been chosen
as the clinical lines of enquiry
for the current round of Peer
Review:
1. Surgical Caseload
This indicator is aimed at
ensuring that gynaecologists
performing ovarian cancer
surgery have a surgical
caseload of at least 15 ovarian
cancer cases per annum. Data
is provided by Trent Cancer
Registry. Analysis of surgical
case load has shown that most
subspecialist gynaecological
oncologists who work in
specialist centres and routinely
perform ovarian cancer surgery
perform in excess of fifteen
cases per year. Thus this
measure is an indicator of
the quality of the diagnostic
and referral pathways within
a network, such that the large
majority of ovarian cancer cases
are referred to the specialist
team prior to undergoing
surgery, to ensure that surgery
is performed by a subspecialist
gynaecological oncologist under
the auspices of the specialist
(centre) MDT. Trusts are asked to
comment where this is shown by
the data not to be the case.

own consultant identifiable data
from Trent Cancer Registry if
required (please contact
sue.knights@ncpr.org.uk).
2. Gynaecological Oncology
Staging
The National Cancer Intelligence
Network and the British Society
of Gynaecological Pathologists
recommend the FIGO staging
system for all gynaecological
malignancies, revised in 2009.
It is agreed that cancer registries
will collect the FIGO stage for
all gynaecological cancers, to
enable the production of stageadjusted outcome measures.
The only additional staging
item which should be routinely
collected is the nodal status for
early FIGO stage cervical cancer
cases managed surgically, as this
form of limited surgical staging
has significant management and
prognostic implications.
Data is provided by Trent Cancer
Registry showing funnel plots
of the percentage of cervical
cancer cases diagnosed in 2008
and 2009 with no FIGO stage
available in cancer registry
data sets, reported by Cancer
Network against the national
average. Specialist MDTs and
Networks should be able to
demonstrate that systems are
in place to accurately assign
and document the FIGO
stage of every new case of
gynaecological malignancy (plus
nodal status where appropriate
for cervical cancer), and report
the stage distribution of cancers
annually to local cancer registry,
therefore Networks and their
constituent Trusts are asked to
comment if Networks are shown
to be outliers in this.

Data is provided in anonymised
format. Trusts may request their
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3. Surgical Enhanced
Recovery / Length of stay
As the pressure on gynecological
services and the NHS in
general increases, there is a
need for teams to consider
methods of reducing length
of stay in conjunction with
improving outcome and the
overall patient experience. One
method of achieving this is
the implementation of surgical
enhanced recovery. Postoperative length of stay data for
uterine (C54-C55), (related to
elective admissions associated
with a major surgical procedure)
has been provided by Trent
Cancer Registry. Data is provided
for local and specialist centres
separately, and Trusts are
asked to comment on this data
in relation to surgical enhanced
recovery where they are shown
to be outliers.
Ovarian (C56 – C57) and
cervical (C53) cancer have
been excluded from the length
of stay analysis for the 2012 –
2013 CLEs due to complexity of
interpretation and completeness
of data.
4. Survival
Survival is an obvious and
essential outcome measure. It is
influenced by a variety of factors
including comorbidity, stage at
diagnosis, patterns of treatment
and social deprivation.
Data on 12month, 2 and 5 year
survival is readily available
from Cancer Registry and HES
databases, and this is provided
here at Network level. Outliers
against the national average
should discuss the possible
reasons for this, understanding
however that assessment of
the measurable confounding
variables is essential when
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comparing survival outcomes.
5. Clinical Nurse Specialists
Clinical Nurse Specialists (CNS)
play a key part in the patient
pathway and are integral to the
functioning of multi-disciplinary
team working. The value of the
CNS has also been highlighted
in the recent patient survey
(National Cancer Patient
Experience Survey 2010). The
purpose of this indicator is to
provide assurance that adequate
CNS resources exist to ensure
patients receive appropriate CNS
involvement at key stages of their
journey. Three of the indicators
in the patient survey relating to
CNS provision are;
Q20: Patient given the name of
the CNS in charge of their care
Q21: Patient finds it easy to
contact their CNS
Q24: Last time seen, time spent
with CNS about right
Trust should comment on the
results of these questions in
the patient survey in relation to
their provision of adequate CNS
resources.
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