Protocol for Sharing of Public Radiation Oncology capacity between Cancer Centres  
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Background

The New Zealand Cancer Treatment Working Party (NZCTWP) undertook this work to provide advice to the Cancer Control Implementation Steering Group, on the principles for radiation treatment capacity sharing between the DHB regional cancer centres. 

This protocol was drafted by an expert group of clinicians (supported by the Cancer Control Implementation team) and will be circulated back to the Radiation Oncology Workgroup, Cancer Centre Managers, and NZCTWP. Advice is being sought from appropriate Ministry groups (SAF, HDSS, Health Legal). It will be considered for endorsement by the DHB CEO regional forums and then become part of the formal DHB accountability mechanisms.

Public radiation capacity develops in large steps, as additional linear accelerators are installed. As a result, local radiation oncology units periodically encounter a mismatch between demand and supply, either demand pressure from their catchment population on limited capacity or excess capacity. Likewise significant changes in numbers in specialised categories of staff can temporarily affect a centre’s ability to utilise available machine capacity for a period of time.

With implementation of the national radiation treatment waiting times target centres require contingency plans for referral/transfer of patients to other centres.  When limitations in their own capacity means a proportion of their patients exceed a wait of six weeks this may be a contingency for short term unplanned reductions in capacity or longer term during implementation of a stepped increase in capacity through installation of a new linear accelerator.

This protocol should be read in the context of the New Zealand Public Health and Disability Act 2000 and the Code of Health and Disability Services Consumers’ Rights.

This protocol relies on the service specification for Radiation Oncology Services, due to be updated, which defines acceptable service provision by DHBs.

This protocol complements the protocol on the public interface with private radiation oncology services.  

The protocol will be supplemented by other work in progress such as the Supportive Care Guidance. 

Overarching Principles

1. Equitable access for all New Zealanders to publicly funded radiation oncology services.

2. Radiation oncology treatment for all New Zealanders to be commenced within nationally agreed waiting times targets.

3. Radiation oncology treatment for all New Zealanders to be provided to meet internationally accepted quality standards.

4. Radiation oncology treatment for all New Zealanders to be provided in accord with the Code of Health and Disability Services Consumers' Rights.
Principles

1. Public radiation capacity in New Zealand should be maximised by flexible utilisation of regional capacity available across the country, in preference to use of overseas or private provider options.

Agreements between cancer centres on referral/transfer for radiation treatment

2. Each DHB cancer centre should develop formal agreements with neighbouring cancer centres (either within their regional network or in their adjacent network) to share capacity in order to manage situations when capacity limitations (either equipment or workforce) mean that the cancer centre is unable to treat a proportion of patients within the accepted national radiation treatment waiting times target.

3. Capacity sharing between cancer centres is a short or medium term arrangement for treatment of an agreed number of patients over a defined time period.

4. Capacity sharing between cancer centres can be implemented through various options, including accessing treatment time on linear accelerators in neighbouring centres, or sharing of specialised staffing resources between centres. e.g. a medical specialist conducting a clinics in a neighboring cancer centre. 

5. Agreement to share capacity can only be activated if the receiving DHB cancer centre facility has the capacity to ensure service to their primary population and if the additional capacity can also be managed within the national radiation treatment waiting times target. 

6. Activation of an agreement to share capacity is for an agreed timeframe, based on a plan to address the capacity deficit by the cancer centre requesting support, either a business plan for a new linear accelerator or a recruitment plan for a staffing deficit.

7. Agreements on sharing capacity will include agreed protocols for referral/transfer of patients between the centres and development of agreed management pathways for various tumour sites (e.g. prostate or breast).

8. An agreement on capacity sharing between DHBs will support development of a shared strategic approach, either an intra or inter regional view, in planning increased linear accelerator capacity, so the large steps in investment taken by neighbouring DHB cancer centres are complementary, and can be supported by the process of capacity sharing where necessary.   

9. When capacity sharing between neighbouring centres is not possible in a particular situation because the receiving centre does not have capacity, then a cancer centre will request support from other cancer centres that may have available capacity.

Patient informed choice and support

10. When a group of patients cannot be treated within the DHB agreed level of service for the national radiation treatment target at the cancer centre where they would normally receive treatment, they should be offered treatment at the closest DHB cancer centre that has the capacity to provide timely treatment.  

11. Patients and their families must be informed of all treatment options, including the possibility that treatment may occur at a cancer centre other than that where they would normally receive treatment, to enable them to make informed decisions about where they will receive treatment. 

12. All patients and their families, as part of their decision making about treatment, have the right to decide whether to travel to a cancer centre other than that where they would normally receive treatment in order to access their treatment in a timely manner, or to remain on their local waiting list.

13. Advising patients about an option for referral or treatment at a DHB cancer centre other than that where they would normally receive treatment should take into account their personal circumstances (clinical, social support and transport issues). 

Operational funding arrangements

14. The District Health Board of patient domicile and the cancer centre at which the patient would usually be treated are jointly responsible to ensure that adequate arrangements are in place to meet the costs for treatment and support of patients who are referred/transferred to another radiation treatment centre.

15. When the agreement between cancer centres is activated for one centre to manage groups of patients in another DHB for a defined period, an agreed level funding transfer between DHBs will be triggered, either based on the national price or on costs (reflecting whether incremental or marginal capacity is being provided).

Risks

1.  
Clinician resistance to referring or accepting patients mitigated by development of:

· agreed management pathways for various tumour sites

· protocols for referral/transfer of patients

· a shared strategic approach, either an intra or inter regional view in planning increased linear accelerator capacity. 
2.  
Lack of management support for referring or accepting patients mitigated by: 

· development of agreed protocols for referral/transfer of patients 

· an agreed level of funding transfer between DHBs

· a plan to address the capacity deficit by the cancer centre requesting support

· development of a shared strategic approach, either an intra or inter regional view,

in planning increased linear accelerator capacity. 

3.  
Lack of operational coordinator support to referring or accepting patients mitigated by: 

· development of agreed protocols for referral/transfer of patients.

4. 
Individual patient requests for referral outside agreed sharing pathways 

(private or public) mitigated by:

· development of agreed management pathways for various tumour sites

· development of agreed protocols for referral/transfer of patients.

· clear processes to inform and discuss available options within publicly funded

services with patients.

General guidance on implementation

1. Urgent treatment will usually be offered to the patient at the nearest accessible DHB cancer centre with appropriate support.  

2. Where necessary, patients who are fit and well and likely to remain so during treatment will be referred to a cancer centre other than that where they would normally receive treatment; frail patients who are likely to be further debilitated by treatment and need specific support will not generally be referred.

3. Where necessary, patients near the boundary between DHB cancer centre areas will be referred to a cancer centre other than that where they would normally receive treatment in order to minimise traveling for patients. 

4. A course of treatment (or a discrete component of a course such as brachytherapy) will not be interrupted, but be delivered in one cancer centre.  

5. Follow up to treatment will normally be at the DHB of domicile or according to local or regional arrangements.

6. Agreements on capacity sharing between cancer centres will include agreed approaches to treatment planning protocols, support available for patients and patient information flows.

7. Implementation of this protocol can be facilitated by the regional cancer networks supporting the development of agreements between cancer centres within their network or between networks.

8. Development of a collaborative clinical culture could be facilitated by piloting capacity sharing processes for specific tumour sites between clinicians at particular cancer centres. 




























