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Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the Data Protection Act 2018 and General Data 
Protection Regulations 2016/679 to ensure that there is a valid legal basis to process 
personal and sensitive data. The legal basis for processing must be identified and 
documented before the processing begins. In many cases we may need consent; this 
must be explicit, informed, and documented. We cannot rely on opt out, it must be opt 
in. 

Data Protection Act 2018 and General Data Protection Regulations 2016/679 is 
applicable to all staff; this includes those working as contractors and providers of 
services. 

For more information about your obligations under the Data Protection Act 2018 and 
General Data Protection Regulations 2016/679 please see the Information Use 
Framework Policy or contact the Information Governance Team  

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net 
 

  

mailto:rch-tr.infogov@nhs.net
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1. Introduction 

1.1. The length of time a patient waits for hospital treatment is an important quality 
issue and is a visible and public indicator of the efficiency of the hospital services 
provided by the NHS. 

1.2. The policy fully supports the strategic aims of the FIVE YEAR FORWARD 
VIEW the requirement of the NHS CONSTITUTION  and the Accessible 
information standard helping to ensure that: 

1.2.1. Patients’ rights to access services within maximum waiting times are 
met, or for the NHS to take all reasonable steps to offer them a range of 
alternative providers if this is not possible. 

1.2.2. The numbers of patients awaiting outpatient appointment, planned 
treatment, imaging or any other diagnostic test and the length of time 
they have waited, are accurately recorded and patients informed of their 
anticipated wait.  

1.3. The successful management of waiting times for patients is the 
responsibility of all NHS staff.  Service Commissioners must ensure that 
services are commissioned with sufficient capacity to meet the needs of the 
population.  Clinicians, managers, secretarial and clerical staff have an 
important role in delivering a high quality, efficient and responsive service 
and managing waiting lists effectively. 

1.4. Failure to comply with this policy could result in disciplinary action. 

1.5. This version supersedes any previous versions of this document.  

2. Purpose of this Policy/Procedure  

2.1. This policy sets out guiding principles, which underpin the way in which we 
manage patient’s access to health care. It provides staff with guidelines to 
help them understand the principles and values of the NHS and provides 
uniformity. All staff have a duty to ensure the principles within this policy are 
adhered too: 

2.1.1. We will offer patients timely, equitable and transparent access to 
planned care. 

2.1.2. We will offer patients appointments and admission dates in order of 
clinical priority and their waiting time guarantee date (RTT or other 
national or locally agreed target) allowing the need to use resources 
effectively. 

2.1.3. We will communicate effectively with patients and GPs at all stages in a 
patients’ pathway. 

2.1.4. We will offer patients reasonable notice of appointment and admission 
dates. 

 

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
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2.1.5. We recognise the distress caused to patients when appointments or 
admissions are cancelled/rescheduled and will avoid this wherever 
possible. 

2.1.6. We will accurately record all patients’ details and pathways on Trust 
systems in a timely manner to support effective management of 
pathways. 

2.1.7. We will ensure that all staff involved in the provision or administration of 
planned care are aware of their responsibilities within the policy and 
receive appropriately training. 

2.1.8. We will ensure that the application of this policy does not disadvantage 
children and vulnerable adults. 

2.2. Patient safety is our first priority. The policy does not override clinical 
judgement; members of staff should continue to make decisions in the best 
interests of patients at all times within the context of the policy and the best 
use of the Trust resources. 

3. Scope 

This policy applies to the principles and procedures for the management of the 
different groups of patients encompassing planned care pathways.  These are 
categorised as follows: 

• Patients on a Referral to Treatment (RTT) pathway awaiting treatment 

• Patients not on a RTT pathway but still under review by clinicians 

• Patients who have been referred for a diagnostic investigation either by 
their GP or by a clinician. 

4. Definitions / Glossary 

These are included in the body of the document. 

5. Ownership and Responsibilities  

5.1. Role of the Chief Operating Officer 

Chief Operating Officer has overall responsibility for the implementation of 
this policy and board level accountability for the delivery of planned care 
access standards.  

5.2. Role of the Service Managers 

Service Managers are responsible for ensuring that staff are fully trained / 
competent in and performance managed against the principles and 
associated SOPs relevant to their role. Work with clinical and administrative 
teams within the Care Group to monitor capacity and demand for services 
and support performance in access to deliver national and local targets and 
ensure a positive patient experience.  
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Chair Patient Tracking List (PTL) meetings for their area, challenging and 
resolving any avoidable delay as appropriate and ensuring data accuracy at 
all times. 

5.3. Role of Access Manager /Access Team 

The Access Manger has final responsibility for the dissemination and 
implementation of the Access Policy and to provide assurance that data 
regarding access is a true and honest reflection of waiting times. Ensure 
effective action is taken to enable the successful operational delivery of the 
key Access and Referral to Treatment standards. Ensure that operational 
risks in relation to access standards are actively managed. Ensure that 
performance recovery plans are explicit and actively monitored against 
expected progress. Ensure achievement of policy standards and make 
recommendations to reduce inappropriately long waiting times. The overall 
effectiveness of the policy will be considered by the Access Team and 
reported directly to Executives and Care Group Managers. 

5.4. Role of Information Services Team 

Provide reports on high level Referral to Treatment and Access Standards 
performance and patient level detail on a regular basis to the relevant 
internal teams, including the CCG. Upload the National Returns on a 
monthly basis in line with nationally directed deadlines. Processing of the 
data and other reporting systems on which all waiting lists are held. 

5.5. Role of Administration staff 

All administration staff must comply with their responsibilities as outlined in 
this policy, through their Care group management teams. 

5.6. Role of GPs/Referrers 

All referrers should ensure that they do not refer patients who are 
unavailable for treatment within the maximum wait time standard. They 
should provide support to patients as necessary throughout the process. 
Referrers should advice patients how long they may wait before starting 
treatment at different providers. Referrers should raise patient awareness of 
their maximum waiting time rights and information on what to do if they are 
concerned that they will wait too long before treatment. 

5.7. Role of Clinical Commissioning Groups 

CCG are responsible for facilitating effective communication with referring 
practitioners.  However, overall accountability for the communication 
process lies with RCHT. 

5.8. Role of Patients 

Patients are responsible for ensuring that they follow the booking 
procedures and protocols, based on the information supplied to them via 
correspondence and information leaflets. Patients must be available to 
attend for appointments 
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and/or treatment within the maximum wait time standard. 

5.9. Role of Clinical Staff 

All medical staff must comply with their responsibilities as outlined in this 
policy, through their Clinical Director to the Medical Director. 

6. Standards  

6.1. Overview of Trust Standards   

6.1.1. The incomplete pathway operational standard is that 92% of patients on 
a consultant led incomplete pathway should be treated within 18 weeks. 
This is the sole measure of the patients’ constitutional right to start 
treatment within 18 weeks. 

6.1.2. Patients are guaranteed treatment within 52 weeks. 

6.1.3. 99% of patients to undergo the relevant diagnostic investigation within 6 
weeks (or 41 days) from the date of decision to refer to appointment 
date. 

6.1.4. All patients who have operations cancelled, on or after the day of 
admission (including the day of surgery), for non-clinical reasons should 
be offered another binding date within 28 days, or the patient’s treatment 
to be funded at the time and hospital of the patient’s choice. 

6.1.5. No patients waiting for a follow up outpatient appointment more than 1 
month past the agreed to be seen (TBS) by date. 

6.1.6. No patients waiting for a planned appointment past the agreed to be 
seen by date. 

6.1.7. Patients, who have not accessed treatment within the recommended 
timeframe, are able to choose whether to access faster treatment 
elsewhere in a managed way. 

6.1.8. Two week wait Urgent suspected cancer referrals: 

• 93% of patients to be seen within two weeks of an urgent GP 
referral for suspected cancer 

• 93% of patients to be seen within two weeks of a GP referral with 
breast symptoms (where cancer is not suspected) 

6.1.9. Decision to treat to treatment (31 day wait) cancer pathway: 

• 96% of patients to receive their first definitive treatment for cancer 
within 31 days of the decision to treat  

• 94% of patients to receive subsequent treatment for cancer within 
31 days of the decision to treat/earliest clinically appropriate date to 
start a second or subsequent treatment where that treatment is 
surgery. 
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• 98% of patients to receive subsequent treatment for cancer within 
31 days of the decision to treat/earliest clinically appropriate date to 
start a second or subsequent treatment where that treatment is an 
anti-cancer drug regime 

• 94% of patients to receive subsequent treatment for cancer within 
31 days of the decision to treat/earliest clinically appropriate date to 
start a second or subsequent treatment where that treatment is a 
course of radiotherapy 

• Maximum wait of 31 days from urgent GP referral to first treatment 
for children’s cancer, testicular cancer and acute leukaemia  - no 
performance measure set for this – monitoring as a part of the 62 
day wait for first treatment 

6.1.10. 62 day cancer (referral to treatment): 

• 85% of patients to receive their first definitive treatment for cancer 
within 62 days of an urgent GP referral for suspected cancer 

• 90% of patients to receive their first definitive treatment for cancer 
within 62 days of referral from an NHS Cancer Screening Service 
(breast, bowel and cervical). 

• Maximum wait of 62 days for patients to receive their first definitive 
treatment for cancer where their consultant has upgraded their 
referral to urgent – no national performance measure set for this at 
present but a local performance measure of 85% has been set. 

6.1.11. The Trust is committed to keeping the quality and safety of patient care 
as its priority; please refer to the following policies: 

• Safeguarding Adults Policy and Procedure 

• Child Protection and Safeguarding Policy and Procedures 

• Did Not Attend (DNA) and cancellation and refusal of appointments 
policy for children and young people up to the age of 18 years 

6.2. Pathway milestones 

6.2.1. The agreement and measurement of performance against pathway 
specific milestones is an important aspect of successful RTT 
sustainability.  Pathway specific milestones should be agreed for 
each specialty (in line with robust demand and capacity analysis) to 
determine at which point of the pathway the following should occur: 

• First outpatient appointment 

• Diagnostic 

• Treatment 
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6.2.2. The Trust aims to identify and work to set timescales for each ‘stage 
of treatment’ by speciality as best practice identifies.  If urgent, 
timescales will be clinically appropriate. 

6.3. Patient eligibility 

6.3.1. The Trust has an obligation to identify patients who are not eligible 
for free NHS treatment and specifically to assess liability for charges 
in accordance with Department of Health guidance/rules.  

6.3.2. The Trust will check every patient’s eligibility for treatment. 
Therefore, at the first point of entry, patients must be asked 
questions; which will assist the Trust in assessing ‘ordinarily resident 
status’. 

6.3.3.  If the patient is not eligible for free NHS treatment and it is non-
urgent, payment must be taken in advance of any services being 
provided.  

6.3.4. Some visitors from abroad, who are not ordinarily residents, may 
receive free healthcare such as those that:  

• have paid the immigration health surcharge  

• have come to work or study in the UK  

• have been granted or made an application for asylum  

• Citizens of the European Union [EU] that hold a European Health 
Insurance Card [EHIC] are also entitled to free healthcare, although 
the Trust may recover the cost of treatment from the country of 
origin. All staff have a responsibility to identify patients who are 
overseas visitors and to refer them to the Overseas and Private 
Patient Manager for clarification of status regarding entitlement to 
NHS treatment before their first appointment is booked or date To 
Come In [TCI] agreed. 

6.3.5. If it is identified that a patient is not eligible for free NHS treatment, 
the following individuals should be informed: 

• Lead Clinician 

• Overseas and Private Patient Manager 

• Finance lead 

6.3.6. Patients can choose to move between NHS and private status at 
any point during their treatment without prejudice. Where it has been 
agreed, for example, that a surgical procedure is necessary the 
patient can be added directly to the planned care waiting list if in line 
with the commissioned service and clinically appropriate. 

• The RTT clock starts at the point the GP or referrer’s letter is 
received by the NHS provider.  
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• The RTT pathways of patients who notify the trust of their decision 
to seek private care will be closed with a clock stop applied on the 
date of this being disclosed by the patient. 

6.4. Vulnerable patients 

It is essential that patients who are vulnerable for whatever reason have 
their needs identified at the point of referral. Reasonable adjustments must 
be made for patients who are vulnerable. This group of patients might 
include but is not restricted to: 

• Patients with learning difficulties or psychiatric problems;  

• Patients with physical disabilities or mobility problems; 

• Elderly patients who require community care; 

• Children (as defined in The Children Act (2004) 

6.5. Advice and Guidance 

6.5.1. Advice and Guidance services are key in supporting GPs to manage 
patients without the need for secondary care referral.  

6.5.2. Through Advice and Guidance services, consultants can support 
GPs to manage medication and treatment plans for patients, and 
can advise on interpretation of results. 

6.5.3. Advice and Guidance services are accessed via the NHS e-
Referrals system. 

6.5.4. Advice and Guidance activity will be captured on PAS and 
correspondence on Maxims. 

6.6. General Waiting List Management 

6.6.1. A waiting list is a list of patients waiting to receive a consultation, 
assessment, diagnosis, care or treatment from an organisation.  

6.6.2. Every patient waiting has a valid expectation of treatment within the 
national wait time target of 18 weeks where clinically appropriate. 

6.6.3. The fundamental principle is that all decisions about a patients 
waiting time should be made with the best clinical interest in mind 
and in accordance with national legally binding referral to treatment 
rules. 

6.6.4. Patients are selected from a waiting list in order of clinical priority 
and within agreed waiting time standards and predominately in the 
order of the longest waiting patient first.  

6.6.5. Best practice for admitted pathways is to allocate an admission date 
at the time of adding the patient to the waiting list. 
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6.6.6. Patients may be required to shield and have pre-procedural 
screening, prior to admission. 

6.6.7. Instruction on shielding and screening requirements must be 
communicated clearly prior to admission. 

6.6.8. All waiting lists must be recorded on an appropriate electronic 
clinical system. Manual recording of waiting lists and appointments 
such as diaries are not permissible under any circumstance. 

6.6.9. Waiting lists must be accurate and up-to-date at all times. 

6.6.10.  Patient pathways must be reviewed regularly and pathway 
comments recorded on Radar to ensure next steps are progressed.  

6.6.11. The use P6 at the start of the pathway comment is to further 
categorise any pathway delay. 

 

6.6.12. War veterans are entitled to priority access to NHS hospital care for 
any condition, subject to the clinical need of others and providing the 
condition relates to their service. 

6.6.13. RCHT will ensure that in line with the Armed Forces Covenant, 
those in the armed forces, reservists, their families and veterans are 
not disadvantaged in accessing health services in the area they 
reside.  

6.6.14. Patients, with their families and carers where appropriate, will be 
involved in and consulted on all decisions about their care and 
treatment. 

6.6.15. Adequate services should be available to meet appropriate referrals 
for assessment and treatment. 

6.6.16. Improvement in waiting times should be delivered through an 
effective partnership between Primary and Secondary Care, with 
appropriate protocols and documentation in place for referral and 
discharge. 

6.6.17. The factors which influence waiting times such as changes in 
referral patterns, should be regularly monitored and management 
action taken in sufficient time to ensure waiting time standards are 
maintained. 

6.6.18. Leadership and accountability for the improvement of waiting times 
should be explicit within each area. Staff should be adequately 
trained to manage and administer wait times effectively. 

P6 Patient wishes to postpone 

procedure due to non-COVID-

19 concerns

RCHT delay category
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6.6.19. Additional activity to improve waiting times may be provided for two 
purposes: 

• The short-term requirement to treat a backlog of patients on a 
waiting list to achieve improved waiting times.  

• The long-term requirement to close any ongoing gap between 
the number of patients joining a waiting list and the number of 
patients leaving a waiting list. 

6.6.20. The Clinician responsible for the patients care must be informed of 
patients that are removed from an inpatient waiting list for reasons 
other than treatment (ROTT). Manual update of the RTT status is 
required for these patients. 

6.7. Communication 

6.7.1. The rules and principles within which RCHT operate to deliver 
planned care to all patients must be made clear and transparent to 
patients at each stage of their pathway. All communications with 
patients, by whatever means (verbal, written, electronic or digital) 
must be informative, clear and concise. 

6.7.2. A key principle is that patients are made aware of the implications on 
their waiting time should they choose to delay their treatment, either 
through cancellation of appointments, declining TCI offers or non-
attendance. 

6.7.3. Commissioners and providers will need to be able to demonstrate 
(to an auditor, the CQC or in the event of a patient complaint) that 
cases taking longer than 18 weeks to start first definitive treatment 
are legitimate exceptions. 

6.7.4. Providers will ensure that patients receive information in formats that 
they can understand and receive appropriate support to help them to 
communicate (Accessible Information Standard 2015 and 
interpretation services). 

6.7.5. GP and/or relevant referrer must be kept informed of the patient’s 
progress in writing. When clinical responsibility is being transferred 
back to the GP or referrer this must be made clear in writing. 

6.8. Digital transformation 

6.8.1. In line with the NHS long term plan, digital technology will provide 
alternative ways for patients to access clinical services, and clinical 
consultations will be undertaken remotely via telephone or video or, 
in some circumstances, virtually without the patient being present. 
Face to face consultations are no longer the default for patient 
assessment. 

6.8.2. Patients who are not technologically enabled or for whom a remote 
consultation is not possible (e.g. patients who require reasonable 
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adjustments) must not be disadvantaged if they are unable to have a 
telephone or video consultation; alternative options must be 
available which do not compromise the patient’s waiting time. 

6.8.3. Digital services commissioned by RCHT must achieve a high level of 
accessibility by default. Accessibility requirements must be included 
in all specifications provided to all third party suppliers. 

6.8.4. A patient portal will enable patients to view their health and care 
details in the portal at a time that is convenient for them, 
empowering them to take greater responsibility and involvement in 
their own healthcare. 

6.9. Accessible information standard 

6.9.1. The Trust is committed to having accessible information for patients 
as defined in the national NHS Accessible Information Standard. 

6.9.2. The Standard directs and defines a specific, consistent approach to 
identifying, recording, flagging, sharing and meeting individuals’ 
information and communication support needs by NHS and adult 
social care service providers. 

6.9.3. The aim of the Standard is to establish a framework and set a clear 
direction such that patients and service users (and where 
appropriate carers and parents) who have information or 
communication needs relating to a disability, impairment or sensory 
loss receive:  

6.9.3.1. Providing accessible information and communication support 
such that they are not put “at a substantial disadvantage in 
comparison with persons who are not disabled” when accessing 
NHS or adult social services.  

6.9.3.2. This to enables individuals to: 

• Make decisions about their health and wellbeing, and 
about their care and treatment;  

• Self-manage conditions;  

• Access services appropriately and independently;  

• Make choices about treatments and procedures 
including the provision or withholding of consent. 

6.9.4. Guidance produced by the Equality and Human Rights Commission 
(EHRC) states that; “Anything which is more than minor or trivial is a 
substantial disadvantage.” It is these ultimate aims, which govern 
the scope of the Standard.  

6.9.5. There is a text reminder service for the majority of outpatient 
appointments where patients have consented for its use. This 
service sends patients a reminder via their mobile telephone 2 days 
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prior to their appointment. 

6.9.6. There is an automated voice reminder service at 7 days prior to the 
outpatient appointment. 

6.10. NHS Kernow Commissioning policies - (IFR – Individual 
funding requests policy) 

6.10.1. Some conditions such as cosmetic surgery and gender dysphoria 
are classed as low priority treatments and will not be routinely 
funded by local commissioners. 

6.10.2. This policy sets out those procedures which are not normally 
commissioned due to their low clinical priority and some others for 
which strict criteria apply. 

6.10.3. Requests for individual funding will not normally be considered 
unless the circumstances fulfil the strict criteria for exceptionality as 
defined within the current policy for determining individual funding 
request (IFR). 

https://www.kernowccg.nhs.uk/get-info/individual-funding-requests/ 

NB Official National guidance published by NHS England came into 
force in April 2019 – Evidence based interventions: guidance for 
CCG’s. 

6.10.4. Pathway identifier (PID) 

6.10.5. A patient pathway is the specific route that a patient takes from initial 
referral or emergency activity to discharge; a pathway identifier, 
together with the organisation code uniquely identifies a patient 
pathway. 

6.10.6. Where a patient has more than one referral for unrelated clinical 
reasons, each referral will have its own patient pathway identifier. 

6.10.7. The PID is a mandated requirement and is essential for national 
reporting as it allows tracking and monitoring of patient pathways. 

6.10.8. At the beginning of a patient pathway, the first organisation receiving 
the referral must generate a PID, including patients who present as 
an emergency (typically but not exclusively through an ED or minor 
injuries department). 

6.10.9. All events related to the underlying condition on a patient pathway 
must be linked using the pathway identifier (for example, outpatient 
appointments; diagnostic investigation and inpatient events). 

6.10.10. The PID does not change where the responsibility for patient care 
transfers to a different organisation.  

  

https://www.kernowccg.nhs.uk/get-info/individual-funding-requests/


Patient Access Policy V4.2 
Page 15 of 74 

6.11. Patient Choice  

6.11.1. Many patients will choose to be seen at the earliest opportunity. 
However, patients are entitled to wait longer for their treatment if 
they wish. Patients must be allowed to plan their treatment around 
their personal circumstances. 

6.11.2. In line with the patient choice programme, patients must be 
informed of choices that are available to enable them to make 
meaningful choices.  

6.11.3. The tolerance of 8% against achievement of the incomplete 
pathway waiting time standard is there to take into account patient 
choice and complexity, the following situations might lead to a 
longer waiting time: 

• Patient choice - patients choose not to accept earliest offered 
appointments along their pathway or choose to delay treatments. 

• Including Isles of Scilly patients who chose to wait longer for an 
appointment in an IOS clinic 

• Co-operation – patients who do not attend appointments along their 
pathway.  

• Clinical exceptions – where it is not clinically appropriate to start a 
patient’s pathway within 18 weeks (this does not include clinically 
complex patients who can and should start treatment within 18 
weeks).  

6.11.4. Patients should not be returned to the GP if they wish to delay 
surgery and it is clinically appropriate. 

6.11.5. Care groups must ensure that patients wishing to defer are 
monitored to ensure that patients are not, unjustly penalised for 
wishing to defer their treatment. These patients need to be dated 
as close to their available date as possible and in line with clinical 
prioritisation guidelines.  

6.11.6. The period of delay may differ from patient to patient but in 
choosing the length of delay, the patient is in effect initiating their 
own active monitoring against their condition. There is no blanket 
rule against the length of delay, but good practice and clinical 
decision will guide how long the treatment can be safely deferred. 

6.11.7. Patients may have to wait longer for specialist consultants visiting 
the trust from out of Cornwall on an infrequent basis although every 
effort must be made to avoid excessive waits. 

6.12. Reasonableness 

6.12.1. Reasonable notice across the organisation for all appointments is a 
minimum of 3 weeks, including diagnostics, unless verbally agreed 
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with the patient. 

6.12.2. All patients must receive reasonable notice of their appointment 
and choice of dates and location depending on the clinical 
appropriateness of the services available at the sites or the 
individual needs of the patient.  

Clinical appropriateness limitations include factors such as: 

• Requirement for general anaesthetic 

• Inpatient beds 

• Critical care 

• Specialist staffing/on site equipment 

6.12.3. All offers of appointments given with reasonable notice must be 
recorded. 

6.12.4.  Appointments must be verbally agreed with patients wherever 
possible. 

6.13. Referral to Treatment (RTT) 

6.13.1. Patients referred for non-emergency consultant-led treatment are 
on Referral to Treatment (RTT) pathway. 

6.13.2. Patients are either on an Active or non-active pathway. 

6.13.2.1. Active pathway – patients who have not yet received definitive 
treatment and are being actively managed and monitored 
against the incomplete standard. 

6.13.2.2. Non-active pathway - patients monitored either following first 
definitive treatment or for whom it is not appropriate to start 
definitive treatment. 

6.13.3. Patients whose pathway commences as an emergency 
presentation (typically but not exclusively through an ED or minor 
injuries department) are not included within RTT reports, unless a 
decision to refer for further planned care (diagnostic or treatment) 
is made. 

6.13.4. An RTT pathway is the length of time that a patient waits from 
referral to start of definitive treatment, or if they have not yet started 
treatment, the length of time that a patient has waited so far. 

6.13.5. Patients should have a choice of treatment dates/time, taking 
account of clinical advice where undue delay may present a risk to 
them. 

6.13.6. If a patient cancels, rearranges or postpones their appointment, 
this has no effect on the RTT clock, which should continue to tick. 
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6.13.7. Patients cancellations due to severe weather conditions (e.g. Isles 
of Scilly flights, snow) preventing travel are exceptional 
circumstances. 

6.13.8. There are three types of reportable RTT pathway:  

6.13.8.1. Completed pathways – admitted patients 

• RTT wait times for patients whose RTT clock stopped 
during the month with an inpatient or day case 
admission 

6.13.8.2. Completed pathways– non-admitted patients 

• RTT wait times for patients whose RTT clock stopped 
during the month for reasons other than an inpatient or 
day case admission. 

6.13.8.3. Incomplete pathways  

• RTT waiting times so far for patients whose RTT clock is 
still running at the end of the reporting month. This is a 
snapshot on the last day of the reporting period. 

6.13.9. RTT clock start 

The following activities start an RTT pathway:  

6.13.9.1. A referral from any health care professional or service 
permitted by NHS Kernow; including patients transferred 
from private to NHS care into a Consultant led service.  

• The RTT clock starts on the date the decision is made to 
transfer from private to  NHS  

• The RTT clock starts either on receipt of a paper referral 
or conversion of the Unique booking reference number 
(UBRN).  

• If the Referral management service processes the 
referral the RTT clock starts as above and is carried 
forward to the Royal Cornwall Hospital. 

6.13.9.2. A patient becomes fit and ready for the second of a 
consultant led bilateral procedure, patient listed on the date 
they are fit and are able to accept a date for surgery. 

6.13.9.3. The decision to start a substantively new or different 
treatment that does not already form part of that patient’s 
agreed care plan. 

6.13.9.4. Internal consultant to consultant referral for urgent review or 
suspected cancer.  
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6.13.9.5. A decision made to start treatment that follows a period of 
active monitoring. E.g. The clinical decision that bariatric 
surgery is the best option, following a period of active 
monitoring. 

• The RTT clock starts on the date the decision is made 
and communicated to the patient. 

6.13.9.6. Consultant-led gender dysphoria services are covered by 
RTT measurement but are a specialist commissioned 
service. A referral to a consultant led gender dysphoria 
service will start an RTT clock. 

• The RTT clock stops at the start of first definitive 
treatment, which for most gender dysphoria patients will 
be the start of initial counselling.  

• If gender reassignment surgery is proposed at a later 
date, then a new RTT clock would start on the date that 
the decision is made by the consultant and patient that 
they are fit and ready for such surgery and they are 
added to the waiting list for the procedure. 

6.13.9.7. Consultant request to rebook a first new outpatient 
appointment following DNA. 

• Children’s services are the exception to this rule, as the 
RTT clock continues following a DNA. 

6.13.9.8. A waiting time clock starts upon a self-referral by a patient to 
a service where pathways have been agreed locally by 
commissioners and providers and once the referral is ratified 
by a care professional permitted to do so. 

6.13.10. RTT clock stop  

The following activities stop an RTT pathway: 

• First definitive treatment (an intervention intended to manage a 
patients’ disease, condition or injury and avoid further 
intervention). Patients admitted for first definitive treatment will 
have a clock stop status on the day of admission, in some cases 
treatment may not start until the day after admission (or possibly 
later).  

• Start of active monitoring initiated by the care professional 

• Decision not to treat made or no further contact required 
(including patients returned to the GP for treatment in primary 
care). 

• Patient declined all treatment  

• Patient died before treatment  
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• Patient listed for a planned procedure 

• Patient added to a transplant list 

6.13.11. RTT exclusions  

Some referrals/patient pathways are not specifically included 
within the RTT 18 week target but the principle of sustained 
improvement applies for all patients across the Trust; therefore, 
these pathways should be measured against the same standard. 
Examples of non RTT pathways include: 

• Nurse led clinics  

• Other non-consultant led clinics e.g physiotherapy  

• Patients waiting for planned or surveillance 
appointments/procedures 

• Emergency admissions direct from ED. 

6.13.12. Data collection 

6.13.12.1. All patients must have an RTT treatment period start date 
recorded on PAS. 

6.13.12.2. Specialty specific clinic outcome forms (electronic/hard copy) 
must be used to record any intended next steps of an 
outpatient attendance e.g. treatment in outpatients, add to in-
patient waiting list at the time of the outpatient consultation 
(appendix 3). 

6.13.12.3. The Clinician is responsible for completing the specialty 
specific outcome form. 

6.13.12.4. Locally agreed RTT codes (appendix 6) must be used to 
update the RTT pathway status e.g. decision to commence a 
period of watchful wait.  

6.13.12.5. Clinical coding of inpatient and day case activity is 
completed using diagnostic and procedural codes, these 
codes are used to update any impact of the admission on the 
RTT clock status. 

6.13.12.6. NB Clock stops for non-treatment must be in the best clinical 
interest of the patient and must not impact the incomplete 
patient waiting time performance. 

6.14. Inter Provider Transfers (IPT) 

6.14.1. RTT waits must be reported by the NHS trust (provider) that has 
overall clinical responsibility for the patient.  

6.14.2. In order to maintain the RTT wait an administrative minimum data 
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set has been mandated by NHS England to permit the receiving 
Health Care Provider to be able to report the patient's progress 
through their patient pathway and, in particular, their referral to 
treatment period. 

6.14.3. This is for both patients transferring into and out of the Trust 
including Ramsay Healthcare and Probus Treatment Centre. 

6.14.4. IPT’s must be sent with or be received with the following data and 
will be rejected or returned without acceptance if the data is not 
provided: 

• NHS number 

• Patient pathway identifier 

• Organisation name 

• Organisation code  

• Referring consultant 

• RTT start date 

• RTT status 

6.14.5. The central IPT e-mail address is used for all IPT’s coming into the 
Trust: reftriptmds@nhs.net The Access team daily monitors this 
generic e-mail account. 

6.14.6. There is no requirement for the referring trust to continue to track 
the patient's RTT time when overall clinical responsibility transfers 
to another provider. 

6.14.7. If the trust refers the patient simply for a diagnostic or opinion it 
retains clinical responsibility, therefore continues to report the RTT 
wait. 

6.14.8. The responsibility for completing an IPT form (see appendix 5) 
within 48 hours of referral is with the referring clinician. The Trust 
IPT form is available on Maxims. 

6.14.9. At the time of writing, IPT’s from Ramsay Healthcare will be 
accepted on the basis that any RTT breach resulting from a delay 
transfer will be attributable to Ramsay Healthcare, as agreed by 
NHS Kernow in July 2013. 

6.15. Outpatients 

6.15.1. Methods of Referral 

6.15.1.1. The Trust aims to receive all outpatient referrals electronically via 
the Referral Management Service (RMS), Referrals east of the 
county are made; via the Tamar referrals and appointments 

mailto:reftriptmds@nhs.net
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centre (TRAC).  

6.15.1.2. The Trust accepts paper referrals by exception only.  

6.15.1.3. A single point of entry has been established for any paper 
referrals at the Outpatient Booking Centre, 1st floor Pendragon 
House, Treliske, Truro, TR1 3LJ. 

6.15.1.4. The Trust accepts referrals made using the E-referrals system. 

6.15.1.5. Referrals for health care services should be clinically appropriate 
and directed towards the most suitable service. 

6.15.1.6. Clinicians making internal referrals must use either the 
consultant-to-consultant proforma (see append 2) or electronic 
internal referral function on maxims. 

6.15.1.7. E-mails without a referral letter and proforma are not an accepted 
method of referral and will be returned to the referring clinician. 

6.15.2. Management of Referrals 

6.15.2.1. All referrals will be recorded electronically on PAS within 1 
working day of receipt. 

6.15.2.2. All late referrals must be escalated and datix’d.  

6.15.2.3. Referrals made to a service rather than an individual where no 
specific specialist requirements apply are preferred. 

6.15.2.4. This ensures an equalisation of waiting lists and a reduction in 
the maximum waiting time for all patients.  

6.15.2.5. Where there is a definite sub-specialisation issue then a named 
clinician referral is permissible. 

6.15.2.6. Patients are selected from a waiting list in order of clinical priority 
and within agreed waiting time standards and predominately in 
the order of the longest waiting patient first. The patients' 
interests are paramount. 

6.15.2.7. The Trust aims to ensure that 100% of consultant led new 
outpatient clinics have slots available in line with locally agreed 
specialty specific booking windows. 

6.15.2.8. Capacity shortfall is escalated to Care groups weekly by the 
outpatient booking team. 

6.15.2.9. The clinician or nominated staff member should review (vet) 
referrals, within two consecutive working days of receipt.   

Where specialities have agreed not to vet, referrals are 
automatically accepted.   

6.15.2.10. Waiting lists are managed through a risk assessment process, 
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with clinical input, to ensure patients can be prioritised as urgent 
if their condition changes. 

6.15.2.11. Referrals that have their clinical urgency upgraded will be booked 
or the waiting list entry updated to reflect clinical urgency, the 
shortfall escalation process must be followed when necessary. 

6.15.2.12. Patients should be considered for telephone or video 
consultation wherever possible. 

The agreed platform for delivering video consultations is 
Attend anywhere. 

Regardless of type of appointment e.g. Face to face, 
telephone or virtual the Access policy rules apply. 

6.15.3. e-Referrals 

6.15.3.1. e-Referrals is a national system, which allows a referrer to find 
Trust services.  It is the responsibility of the Trust to maintain an 
accurate directory of services (DOS) in line with local and 
national agreements and best practice.   

6.15.3.2. Referrers should follow DOS instructions to prevent delay in 
patient care or referrals being rejected. 

6.15.3.3. Patients unable to book appointments via e-Referrals through 
either Kernow RMS, TRAC as a patient or a GP Surgery due to 
capacity issues; will be added instantly and electronically to the 
appointment slot issue (ASI) work list. 

6.15.3.4. It is the responsibility of the RCHT booking team to contact 
patients on the ASI work list and agree a reasonable 
appointment once capacity is available. These appointments 
must be booked via e-referrals. 

6.15.4. Referral management service (RMS) 

The e-Referrals system is used by GP’s to forward referrals to the 
RMS. 

6.15.4.1. Non urgent referrals 

• The RMS aim to contact the patient by telephone over a 
period of two days. The RMS must offer choice in line 
with the Trust Access Policy; the appointment must be 
booked within the locally agreed specialty specific 
booking window. If the RMS is unable to contact the 
patient, they will send the patient a letter asking the 
patient to contact the RMS. Once an appointment is 
made the Trust sends confirmation details in the post 

 



Patient Access Policy V4.2 
Page 23 of 74 

6.15.4.2. Urgent referrals 

• The RMS will make contact with the patient within 24 
hours of receipt of the referral from the GP. If the RMS is 
unable to contact the patient after 3 attempts over 2 days, 
they will either book an appointment and send a letter 
confirming OR ask the Trust to contact the patient 
directly. 

6.15.4.3. Internal referrals 

• Where a consultant has made a referral to another 
consultant for a second opinion or further assessment the 
patient wait for this second appointment will be included 
in the overall calculation of length of wait for the purposes 
of 18-week RTT measurement. 

• Patients who require an internal referral for any reason 
that is related to the original referral must not be sent 
back the patient’s GP to be re-referred back into the 
Trust. 

• Internal referrals for unrelated, non-urgent conditions are 
not permissible. 

• Internal referrals for urgent or suspected cancer, 
unrelated to the original referral are acceptable. 
Appropriate service consideration for referrals, including 
Integrated Clinical Assessment Service ICATS where 
such a service exists. 

• A new RTT clock starts on the date of the decision to 
refer to another consultant for urgent or suspected 
cancer. 

• Maxims internal referral process must be used for all 
consultant to consultant referrals where an appropriate 
service exists. 

• An internal referral proforma and referral letter must 
accompany all internal consultant-to-consultant referrals 
to ensure the correct measurement of the RTT clock.  

6.15.5. Redirections 

6.15.5.1. Referrals that have been booked, but re-directed into a more 
appropriate clinic within the same specialty; must be re-
negotiated with the patient and booked directly into the most 
appropriate clinic. 

6.15.5.2. The RTT clock continues throughout this process. 
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6.15.6. Rejection 

6.15.6.1. The receiving clinician or nominated booking team is 
responsible for rejecting referrals booked into the wrong 
specialty with the rejection reason entered onto e-referrals. The 
RMS must inform the patient that their referral has been 
rejected. 

6.15.6.2. Re-referrals made more than one week after the rejection must 
have a new UBRN. 

6.15.6.3. The RTT clock continues for re-referrals made within one week 
of the rejection. 

6.15.7. Patient unavailability 

6.15.7.1. Patients who decline or cancel two reasonable offers of an 
outpatient appointment, or are unable to accept a new 
appointment within the whole of the specialty specific booking 
window will need individual clinical review prior to being 
discharged back to the referring clinician. This applies to GP 
and consultant-to-consultant referrals. 

6.15.7.2. Patients should not be returned to the referrer simply because 
they have cancelled or rearranged appointments. 

6.15.7.3. If a clinical decision is made to discharge a patient, clear 
communication must be sent to both the patient and the 
referring clinician by the reviewing clinician. 

6.15.7.4. Reasonable notice rules apply to any re-negotiated 
appointment.  

6.15.8. Did Not Attend (DNA) Out-patient 

6.15.8.1. Patients who fail to give prior notice however short that they are 
unable to attend an appointment, must be recorded as a DNA. 

6.15.8.2. The clinician responsible for the patient determines if a further 
appointment is clinically appropriate. 

6.15.8.3. Where a further appointment, is not clinically appropriate, 
patients are returned to the referring clinician. 

6.15.8.4. Clear communication must be sent to the patient and referrer 
informing them if they have not been allocated a further 
appointment by the reviewing clinician. 

6.15.8.5. If a patient DNAs their first appointment following the initial 
referral which started their RTT clock, their RTT clock should be 
nullified (i.e. not stopped and not reported). This includes any 
subsequent DNA for their first outpatient appointment on this 
pathway. 
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6.15.8.6. Should the patient be offered another date, a new RTT clock 
will start on the date that the appointment is re-arranged. 

6.15.8.7. If the patient is unwilling or unable to accept another 
appointment, clinical review is required to determine appropriate 
management plan e.g. discharge to referring clinician. 

6.15.8.8. In the clinical interests of vulnerable adults, paediatric patients 
and safeguarding children, non-attendance will always result in 
the offer of a further appointment. 

• The RTT clock continues for these patients. 

• See Did Not Attend (DNA) and cancellation and refusal of 
appointments policy for children and young people up to 
the age of 18 years. 

6.15.9. Late attendances 

6.15.9.1. If a patient arrives late for their outpatient appointment, all 
reasonable attempts should be made for the patient to be seen 
in the clinic.   

6.15.9.2. If this is not possible and the clinic is still running the 
appointment must be treated as a patient cancellation and re-
booked.  If the clinic has ended, the appointment must be 
recorded as a DNA and re-booked. 

6.15.10. Follow up appointments 

6.15.10.1. Follow up appointments are appropriate when a patient requires 
continued specialist clinical expertise. 

6.15.10.2. Patients requiring an appointment following a diagnostic test 
should be booked at an appropriate interval allowing the test to 
be completed. Consideration of the RTT wait time must be 
given when allocating a follow-up appointment. 

6.15.10.3. Routine follow-up requests post in-patient or day-case 
admission must be booked within 6 weeks unless a specific 
timeframe has been requested by the discharging clinician. 

6.15.10.4. Routine follow-up requests post in-patient or day-case 
admission must be booked on discharge by the ward clerk or 
ward staff member where no ward clerk is available.  

6.15.10.5. If the appointment is not booked on discharge, the ward clerk or 
ward staff member must ensure the patient is added to the 
appropriate follow-up pending list. 

6.15.10.6. A coded comment must be used where the clinician has 
identified any risk factors associated with a delayed follow-up. 
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6.15.10.7. For patients on an active RTT pathway, attention to the RTT 
wait time is essential. 

6.15.10.8. Patients requiring a follow-up within 6 weeks should be booked 
at the time of their attendance.  

6.15.10.9. Patients requiring follow-up beyond 6 weeks should be added 
to the speciality specific follow-up waiting list, with a To Be 
Seen (TBS) by date. Patients on a follow-up waiting list must be 
booked by the TBS date. 

• Where there are capacity issues restricting timely 
booking, patients past the TBS must be clinically 
reviewed. 

• Where there are known capacity issues, urgent follow-ups 
may be booked at the time of attendance up to a 
maximum of 12 weeks. 

6.15.11. Patient initiated follow up (PIFU) 

6.15.11.1. PIFU puts the patient in control of any further outpatient 
appointments for their existing condition. Instead of being 
booked for routine check-up appointments patients can make 
their own appointments only when they need it. 

6.15.11.2. The majority of patients with long-term conditions or following 
hospital treatment do not require regular follow up by the 
hospital team. 

6.15.11.3. PIFU provides patients with direct access to support and 
guidance when most needed. 

6.15.12. Hospital Cancellations 

6.15.12.1. A minimum of eight weeks’ notice is required to cancel or 
reduce any outpatient session; specialty doctors  must give a 
minimum of six weeks’ notice of leave for reasons of: 

• Annual leave 

• Study leave 

• On-call commitments 

6.15.12.2. All short notice cancellations must be authorised via CCAT by 
the appropriate Care group manager/Service Manager including 
cancellations with 10 working days or less for reasons other 
than sickness or compassionate/special leave.  

6.15.12.3. COO approval is required for clinics cancelled with less than 6 
weeks’ notice. 
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6.15.12.4. Short notice cancellations without appropriate authorisation will 
not be actioned by the Outpatient booking Team.  

6.15.12.5. All clinic changes with less than ten working days’ notice will be 
managed by service with the exception of 2 week rule/week 
capacity and clinic cancellations relating to sickness and/or 
compassionate leave  

6.15.13. Clinic management 

6.15.13.1. Consultants, medical staff and other health professional staff 
must give the agreed notice of annual leave, please refer to 
local policy. Where this is not given, the Consultants team or 
alternative health professional should provide cover for the 
clinic. Leave requests should be submitted as early as possible 
to minimise the effect on clinics.  

6.15.13.2. RCHT is committed to offering certainty to patients as well as 
choice in arranging care. As such, every effort will be made to 
avoid cancelling patient’s appointments. Every effort will be 
made to backfill absent clinicians by the speciality. 

6.15.13.3. Clinics should not be cancelled, reduced or re-scheduled with 
less than the agreed notice for any purpose unless there are 
exceptional circumstances. 

6.15.13.4. Care groups should systematically undertake a review of clinic 
templates and room capacity to ensure they are aligned to 
demand (contracted activity). 

6.15. Diagnostic Tests and Procedures 

6.15.1. The maximum wait for patients where the prime purpose of the 
wait is for a diagnostic is 6 weeks, or the RTT date whichever is 
soonest.  

6.15.2. The number of patients breaching this standard is reported 
nationally monthly. 

6.15.3. In some cases, procedures are originally intended as diagnostic 
up until a point in the procedure when the healthcare professional 
makes a decision to undertake a therapeutic treatment at the 
same time.  The six-week diagnostic rule still applies. 

6.15.4. If the intended procedure is part diagnostic or intended to be part 
diagnostic e.g. electrophysiological studies (EPS) followed by 
immediate treatment (e.g. pacemaker insertion) or colonoscopy, 
flexible sigmoidoscopy, and colposcopy (where the endoscopy 
uncovers a condition that can be treated immediately (e.g. removal 
of polyps). the six-week diagnostic rule applies. 

6.15.5. If treatment is given during the diagnostic test, the RTT clock 
stops. 
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6.15.6. The Trust should fulfil “reasonableness” criteria when offering 
patients appointments for diagnostic tests/procedures. In 
summary, this means at least two dates and three weeks’ notice 
unless the appointment has been verbally agreed with the patient. 

6.15.7. A clock can be stopped at the diagnostic stage if no further 
treatment is necessary and the referrer and patient informed. 

6.15.8. It is the responsibility of the referring clinician to ensure that the 
patient’s RTT pathway status is updated following receipt of 
diagnostic test results.   

6.15.9. Where outpatient referrals are vetted by a clinician and a 
diagnostic is required, the RTT start date for the diagnostic is the 
same as the original outpatient appointment.   

6.15.10. The requestor for the diagnostic must be recorded as the vetting 
clinician not the referring GP. Patients who cancel a diagnostic 
test will be offered a further appointment within 2 weeks of the 
original appointment, or within the maximum RTT wait, whichever 
is soonest. 

6.15.11. The diagnostic target wait is reported as zero from the date the 
patient cancels and restarts on the date of the cancelled 
appointment, however the RTT clock continues. 

6.15.12. If the hospital cancels an appointment, both the RTT clock and the 
maximum wait target continue. 

6.15.13. A cancelled or re-arranged appointment either patient-initiated or 
provider -initiated will not in itself stop an RTT clock. 

6.15.14. DNAs (Did not attends) 

6.15.15. Patients who DNA are returned to the clinician making the 
diagnostic referral to determine if a further appointment is 
required.   

6.15.16. If a further appointment is required, the maximum wait target 
restarts on the date that the new appointment is agreed and 
communicated with the patient. The RTT pathway clock continues. 

6.16. Direct access diagnostics 

6.16.1. Direct referrals from primary care to diagnostic services in 
secondary care do not start an RTT clock unless they are “straight 
to test” referrals. 

6.16.2. "Direct access" diagnostics is any arrangement where a GP can 
refer a patient directly to secondary care for a diagnostic 
test/procedure (i.e. without the patient having to attend a 
consultant OP appointment first).  

6.16.3. The GP continues to manage the patient's on-going care and 
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sends the patient for a diagnostic test/procedure.  

6.16.4. The GP will use the results of the test to inform their decision-
making around the patient's continuing care. For example, if the 
test results were adverse, the GP may then refer the patient to 
secondary care but alternatively if the results are normal, they may 
continue to manage the patient within primary care. 

6.16.5. "Straight to test" diagnostics is a specific type of "direct access".  

6.16.6. The GP can at the same time as referring a patient to see an 
outpatient consultant book the patient in for a diagnostic test at the 
provider site, so that by the time the patient attends their first 
outpatient appointment, they will have already had the test and the 
results are available at the outpatient appointment. 

6.16.6.1. In such instances, the RTT clock starts on the date that the 
provider receives the referral. 

6.16.6.2. The key difference is whether the GP is intending to continue to 
manage the patient's care in primary care (and is simply using 
the diagnostic test to inform this process) or whether they have 
already taken the decision that secondary care will provide the 
continuing care. 

6.17. Admitted pathways 

6.17.1. Booked planned care admissions (BEA) 

6.17.1.1. The decision to admit a patient for a planned care procedure 
must be made by a consultant or person authorised by the 
consultant. 

6.17.1.2. There are two types of planned care list: 

• Waiting List - Patients who have been offered planned 
care treatment. 

• Planned List – Patients who require treatment as part of 
an agreed programme of care. 

6.17.1.3. Patients must have their clinical urgency prioritised at the time of 
listing using the following urgency codes, the clinical urgency 
must be regularly reviewed by the responsible Clinician: 
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6.17.1.4. Trusts should make a common sense judgement, to differentiate 
between: 

• The patient requesting a short period of thinking time to 
consider the proposed treatment (no RTT clock stop).  

• Wanting to see how their condition can be managed or 
progresses before making a decision as to whether to 
proceed with the proposed treatment (RTT clock stop for 
active monitoring).  

6.17.1.5. Patients who are not ready to come in at the time of listing must 
not be added to the waiting list. Examples of such patients are 
(list is not exhaustive). 

• Patients with high blood pressure 

• Patients needing to lose weight 

• Patients with cardiac or respiratory problems 

• Patients requiring any diagnostic test before a definitive 
decision to admit can be made 

• Patients who require think time prior to agreeing surgery.  

6.17.1.6. Patients will be offered reasonable notice (see 16 
Reasonableness and choice). 

6.17.1.7. Good practice would be to give as much notice as possible for 
patients who have to give notice to employers or for child or other 
caring arrangements.  

RCHT PAS code

P1a Urgent-Emergency <48 hours
PA

P1b Urgent < 72 hours
PB

P2 Urgent <  1 month P2

P3 Urgent < 3 months P3

P4 Routine > 3 months P4

TB Planned procedure TB

National surgical prioritisation

D1 Urgent diagnostic 2ww

D2 Urgent diagnostic 

D3 Routine diagnostic 4-6 weeks

TB Planned procedure

RCHT diagnostic prioritisation
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6.17.1.8. If a patient becomes unwell after being listed they should be 
removed from the list unless the condition is thought to be easily 
manageable or self-limiting (two weeks duration).  

6.17.1.9. Patients removed from the list must be returned to their GP for 
onward clinical management. 

6.17.1.10. Occasionally it may be clinically more appropriate to remove the 
patient from the waiting list and place the patient under active 
monitoring to be reviewed in clinic. This will stop the RTT clock.   

6.17.1.11. This ensures patients are treated chronologically and have 
shorter waits. 

6.17.2. Bilateral Procedures 

6.17.2.1. A bilateral procedure is defined as ‘a procedure that is carried 
out on both sides of the body, at matching anatomical sites’. 
Examples include cataract removals and joint replacements. 

6.17.2.2. The first bilateral procedure will have its own RTT clock, which 
will stop on the date that the procedure is carried out. A new 
RTT clock will start when a decision is made to list for the 
second bilateral side.  

6.17.3. Planned Procedures 

6.17.3.1. By planned, this means an appointment/procedure or series of 
appointments/procedures as part of an agreed programme of 
care, which is required for clinical reasons to be carried out at a 
specific time or repeated at a specific frequency.   

6.17.3.2. These patients are outside the scope of RTT. Examples as 
follows: 

• Patients waiting for a planned (or surveillance) diagnostic 
test/procedure, i.e. a procedure or series of procedures 
as part of a treatment plan, which is required for clinical 
reasons to be carried out at a specific time or repeated at 
a specific frequency, e.g. six month check cystoscopy or 
endoscopy. 

• Patients where a decision to admit has been made but 
the surgery is best done at a specific age (e.g. cardiac 
surgery). 

• Patients awaiting admission for a further stage in a plan 
of treatments (e.g. maxillo-facial surgery requiring more 
than one admission, removal of metal work [excluding 
patients listed for complications of metal work] etc.) but 
only where it is not clinically appropriate to proceed to 
offering the patient their next appointment yet. 
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• Patients undertaking a series of chemotherapy treatments 
are considered planned after the initial treatment. 

6.17.3.3. The commencement of warfarin for patients waiting for 
cardioversion is first definitive treatment and hence will stop the 
RTT clock at this point.  The patient will be listed for 
cardioversion on a planned list. 

6.17.3.4. Patients waiting on a gynaecology list who require Decapeptyl 
treatment prior to surgery should be placed on a planned list 
once the instruction to commence the drug therapy has been 
given. 

6.17.3.5. An urgency code of TB is used when listing a patient for a 
planned procedure(s). 

6.17.3.6. A date or approximate date for treatment is agreed with the 
patient at the time of listing.  

6.17.3.7. The rules of reasonable notice apply. 

6.17.3.8. Patients on a planned list should be booked for an appointment 
at the clinically appropriate time and they should not have to 
wait a further period after this time has elapsed for non-clinical 
reasons. 

6.17.3.9. Patients on a planned list should be reviewed prior to the 
planned to be seen by date to ensure they are booked at the 
clinically appropriate time. 

• When patients on planned lists are clinically ready for 
their care to commence and reach the date for the 
planned appointment, they should either have received 
an appointment or be transferred to an active list and a 
waiting time clock should start (and be reported in the 
waiting time return). 

• Patients who cancel or DNA a planned TCI should be 
referred back to the clinician with a comment of “referred 
back to consultant” in the BEA comments field on PAS.  

• The options open to the clinician at this time are to:  

• Refer the patient back to their GP for onward 
management – in which case remove from the waiting 
list. 

• Bring the patient back into an outpatient clinic for advice 
on their management – in which case remove from the 
waiting list and ensure a clinic appointment is made and 
communicated to the patient. 
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• Revise the to be seen by date – in which case BEA 
should be updated with the new TBS by date and the 
patient informed of the new plan. 

6.17.4. Adding to an planned care waiting list (decision to admit)  

6.17.4.1. Once the decision to add a patient to an planned care waiting 
list has been made, an “Add to Waiting List” form must be 
completed by the listing clinician (See Appendix 7). 

6.17.4.2. This form must be completed at the time of the decision to 
admit which in most cases will be during the outpatient 
appointment.  

6.17.4.3. It is the responsibility of the IPBC to contact the patient and 
confirm they have been added to an planned care waiting list.  

6.17.4.4. At this time it is good practice for the IPBC to ensure mobile 
phone numbers and short notice availability are recorded onto 
PAS.  

6.17.4.5. Best practice would be to fully book the patient (in line with 
clinical priority and 18 week dates), arranging pre-operative 
assessment and agreeing the admission date. 

6.17.4.6. Where partial booking is used, book pre-operative assessment 
with the patient and give an indication of when they can expect 
to be treated (as above). 

6.17.5. Pre-Operative Assessment (POA) 

6.17.5.1. POA ensures that the patient is fit for surgery and anaesthesia 
and establishes that the patient is fully informed and wishes to 
proceed with surgery. POA can be: 

• Telephone assessment by nursing staff  

• Face to face nurse led  

• Face to face consultant led  

6.17.5.2. POA should be booked at least three weeks prior to the 
admission date (TCI). 

6.17.5.3. POA for urgent surgery will be arranged as soon as practicable 
for both patient and service.  

6.17.5.4. In exceptional circumstances, patients will be assessed when 
they arrive at the hospital for their surgery.  

6.17.5.5. If the patient is medically unfit and a decision made not to 
proceed with surgery following POA, they will be removed from 
the waiting list.   
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6.17.5.6. The patient and their GP must be informed of this decision and 
the reasons.  The RTT clock will be stopped.  In some 
circumstances, the patient may be relisted when the Trust 
receives confirmation that the patient is fit and ready. 

6.17.5.7.  It will then be at the discretion of the clinician as to whether the 
patient is directly listed or asked to attend a further POA 
appointment.  

6.17.5.8.  Patients who are determined fit for surgery after a six-month 
period should be referred back to outpatient department by their 
GP.  

6.17.5.9. This is to ensure their Consultant agrees to continue with the 
previously agreed treatment plan.   A new RTT clock will start 
on receipt of the referral. 

6.17.6. Selecting Patients from the Inpatient / Day case Waiting List 

6.17.6.1. Patients should be selected by clinical priority and in 
chronological order in terms of their RTT wait (as capacity and 
case mix restrictions allow), unless it is for reasons of: 

• Patient safety 

• Improved list efficiency  

• Essential for training responsibilities 

6.17.6.2. The Clinical Administration Leads retain responsibility for 
identifying patients approaching their RTT 18 week date and 
patients who have been cancelled and require a new date.   

• This should be communicated to the consultant 
responsible for the list by the Inpatient Booking Co-
ordinator. 

6.17.7. Did Not Attend (DNA) – Inpatients 

6.17.7.1. Patients who DNA an offer of admission are discharged back to 
the referring Clinician providing: 

• The appointment was clearly communicated to the patient 

• Discharging the patient is not contrary to their best clinical 
interests, which may only be determined by a clinician 

• The local DNA policy is clearly defined and protects the 
clinical interests of vulnerable patients (e.g. children) 

• If the above criteria is fulfilled the RTT clock stops on the 
date the patient is discharged back to the care of the GP. 
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• Patients must be informed clearly in all Trust 
correspondence of this policy.   

• In the extreme circumstance that the clinician feels it 
would be detrimental to the patient’s health if an 
appointment is not re-booked, then the patient must first 
be contacted to ascertain the reasons for DNA and 
ensure compliance to attend a rescheduled appointment 
(RTT clock continues). 

6.17.7.2. For cancer patients refer to section 6.19. 

6.17.8. Patient Cancellations 

6.17.8.1. Patients who cancel an agreed date for surgery due to sickness 
or extreme personal circumstances, or are deferred on the day 
of surgery due to a short and measurable medical condition, 
i.e., cold, UTI which can be resolved within a two week period, 
will be cancelled and a new date agreed with patient at this time 
within a reasonable timescale. 

6.17.8.2. Patients who cancel a diagnostic test are given one further 
reasonable offer of appointment. 

6.17.8.3. The appointment should be within two weeks of the original 
date or within the maximum RTT period, whichever is soonest. 
The RTT clock continues throughout this period. 

6.17.8.4. The management plan of patients unable to accept a TCI after 
cancellation is based on the clinical need of the patient. 

6.17.8.5. The RTT clock will stop on date of discharged. 

6.17.8.6. The agreed rules regarding medically unfit patients re-referring 
back to the Trust then apply. 

6.17.9. Hospital Cancellations 

6.17.9.1. Theatre cancellations follow an escalation policy which includes 
Theatre Manager, Anaesthetic and Theatre Matron and 
Associate Directors. 

6.17.9.2. Cancelled theatre sessions should be covered by another 
consultant/speciality wherever possible to ensure maximum 
theatre utilisation; this is the responsibility of the List Broker. 

6.17.9.3. If an agreed admission date is cancelled by the hospital at any 
stage up to and including the day of admission, a new date 
should be agreed with the patient within two working days.  

6.17.9.4. Operations that are cancelled for non-clinical reasons on the 
day the patient was due to arrive, after the patient has arrived in 
hospital or on the day of the  operation or surgery must be re-
booked with 28 days or the RTT breach date, whichever is 
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sooner. 

6.17.9.5. COO approval is required for patients cancelled on the day of 
surgery. 

6.17.9.6. Rules of reasonableness continue to apply. 

6.17.9.7. The RTT clock continues throughout until treatment is started. 

6.18. Cancer pathways 

6.18.1. The best interest of the patient should be at the forefront of 
decisions on how to manage patients. This should override any 
permission allowed in this policy for referring patients back to their 
GP. This is of particular importance for children and vulnerable 
adults. 

6.18.2. This policy is based on the national Cancer Waiting Times a Guide 
(version 9.0) and Cancer Breach Allocation guidance is designed to 
clarify local policies where the national guidance is not explicit.  

6.18.3. Details of the national standards and dataset can be found here. 

http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide9.pdf
http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide9.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/03/cancr-brch-allocatn-guid-2016.pdf
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Measure Operational 

Standard 

All Cancer Suspected Cancer (Two Week Wait) 93%  

Two Week Wait for Symptomatic Breast Patients 

(Cancer Not initially Suspected)  

93%  

28-Day Referral to diagnosis for GP suspected cancer, screening 
programme or breast symptom referrals.  

  

75%  

62-Day (Urgent GP Referral To Treatment) Wait For First Treatment: 

All Cancers  

85%  

62-Day Wait For First Treatment From Consultant Screening Service 
Referral:  

All Cancers  

90%  

62-Day Wait For First Treatment From Consultant Upgrade:  

All Cancers  

no standard  

31-Day (Diagnosis To Treatment) Wait For First Treatment:  

All Cancers  

96%  

31-Day Wait For Second Or Subsequent Treatment: 

Anti-Cancer Drug Treatments  

98%  

31-Day Wait For Second Or Subsequent Treatment: 

Surgery  

94%  

31-Day Wait For Second Or Subsequent Treatment: 

Radiotherapy Treatments  

94%  

 
6.18.4. Primary Care Responsibilities 

6.18.4.1. First Sub-Paragraph of Second Sub-Paragraph 

6.18.4.2. The responsibilities of GPs and dentists when making a 
suspected cancer referral (including symptomatic breast 
referrals) are to: 

• Ensure that the patient meets the clinical criteria for a 
suspected cancer referral, utilising advice and guidance 
services where appropriate. 

• A GP (or other referrer) can make a suspected cancer 
referral for a suspected recurrence or a suspected 
second new primary cancer.  

▪ The suspected cancer (two week wait) first seen and 
28-day FDS would apply.  
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▪ If the suspected cancer referral is diagnosed as a 
recurrence they are covered by the 31-day subsequent 
treatment standard  

▪ if the suspected cancer referral is diagnosed as a new 
primary the patient moves onto the 62-day pathway.  

• Carry out all relevant investigations and tests as specified 
on the referral proforma. 

• Complete the referral proforma in full. 

• Initiate the referral through the use of e-Referral System 
or other electronic method. 

• Provide the national minimum core dataset when 
transferring care to another provider. 

• Respond quickly to queries raised by the receiving Trust 
for more information. 

• Ensure referrals are sent to the correct provider. Where 
sent to a wrong provider, that provider could liaise with 
the referrer and ask them to withdraw the referral and re-
refer to a correct provider. This new referral would be 
recorded as the start of the suspected cancer referral. 
Ensure patient is able and willing to be seen within 2 
weeks. 

• Ensure the patient understands the nature of the referral 
and the need for urgency. The patient should be 
encouraged to accept the earliest appointment. NICE 
Suspected cancer: recognition and referral NG12 
guidelines explain the information that should be provided 
to the patient to encourage patients to accept the earliest 
appointment where possible. It would also be helpful for 
the referrer to reiterate the importance of keeping an 
appointment once it has been made. Providers and 
commissioners should consider how communication 
should be tailored to the needs of local communities to 
best encourage attendance, for example considering 
different BAME or migrant groups. 

6.18.4.3. NB booking staff will assume patient has this understanding. 
The referral will indicate that this information has been given to 
the patient and if not the reason for not giving the information 
will be given. 

Suspected cancer: recognition and referral June 2015 NICE 
guidance:   

6.18.5. Receiving Organisation Responsibilities 

This Access Policy applies to all NHS commissioned providers of 

http://www.nice.org.uk/guidance/ng12
http://www.nice.org.uk/guidance/ng12
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cancer diagnosis and treatment in the South West. This includes 
the provision of nationally mandated data by independent sector 
providers. 

6.18.6. Suspected cancer (Two Week Wait) referral Appointments  

6.18.6.1. Contact the referrer immediately if the required information is 
not complete. 

6.18.6.2. The Directory of Services or Referral Management Service 
should make clear which providers should be sent which 
referrals. Providers should forward immediately to an 
appropriate provider any referral that is for a service not 
provided. 

6.18.6.3. A two week wait referral can only be withdrawn or downgraded 
by the referrer. If a consultant thinks the suspected cancer 
referral is inappropriate upon triage, this should be 
communicated with the referrer. This includes where it is 
considered that insufficient information has been provided. 

6.18.6.4. Enable two week wait referrals to be made via e-Referral 
System or other electronic method. 

6.18.6.5. Offer one reasonable appointment or investigation date within 
two weeks. An appointment must not be made in circumstances 
where it is known that the patient will be unavailable to attend 
thus to induce a series of DNAs or cancellations resulting in 
referral back to the referrer. 

6.18.6.6. If a patient does not attend their first appointment a second 
appointment should be made and a waiting time adjustment 
should be made. Under this adjustment, the clock can be reset 
from the receipt of the referral to the date upon which either the 
patient makes contact to re-book their appointment or the date 
the appointment is re-booked should the patient not directly 
contact the provider to do so. 

6.18.6.7. If an adult patient does not attend their second appointment the 
provider may refer the patient back to their GP requesting the 
discus the urgency of the referral with the patient. 

6.18.6.8. If a patient has not booked an appointment within 28 days of 
first being contacted the provider may refer the patient back to 
their GP following clinical discussion. 

6.18.6.9. Patients should be able to cancel and re-book their first 
appointment. 

6.18.6.10. Patients who cancel their second appointment may be referred 
back to their GP but only if this has been agreed with the 
patient. 
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6.18.6.11. If a suspected cancer referral proforma is used the receiving 
provider may triage the patient to be seen routinely with 6 
weeks (as NICE does not require such patients be referred and 
seen in two weeks and the proforma is used for convenience 
and not to indicate a lowering of threshold for an urgent 
referral). Conversely such patients who are referred routinely 
may be upgraded on triage to the 62 day pathway.  

6.18.6.12. The clock stops the date the patient is seen by a consultant (or 
member of their team) or seen at a diagnostic clinic or goes 
‘straight to test’. 

6.18.6.13.  The national guidance clearly states that ‘A telephone 
consultation or triage does not count as a clock stop for the two 
week wait standards.’  However with the more recent guidance, 
where assessment is carried out by phone, these will be 
counted at the clock stop. 

6.18.6.14. Where a pathway has been implemented and agreed locally 
where a patient is directly triaged from an abnormal direct 
access diagnostic scan with a suspicion of cancer then the 
decision to triage directly would act as the start of the pathway. 

6.18.6.15. Where suspected cancer referral patient is admitted as an 
emergency for the same condition (i.e. related to the suspected 
cancer) before they are seen they should no longer be recorded 
against the suspected cancer referral standard, or 28-day FDS. 
The emergency admission is the referral into the system and 
supersedes the original referral. However, the patient could be 
upgraded to the 62-day pathway if a consultant or authorised 
member of their team suspects’ cancer and this is the cause of 
the admission. This would not apply where a patient attends an 
accident and emergency (A&E) department and is not admitted. 
In such a scenario the original clock start would apply. 

6.18.7. Timed Pathways 

6.18.7.1. Timed diagnostic pathway for lung cancer  

• This pathway sets out how a patient could be transferred 
to secondary care without an additional referral from their 
GP, if the patient has had an abnormal result for a direct 
access chest x-ray followed by an abnormal CT result, 
and a locally agreed escalation process to secondary 
care is followed. Where a patient is transferred to 
secondary care this should be recorded as an Urgent 
Suspected Cancer referral, following triage of the CT 
resulting in follow-up being required in secondary care. 
The cancer referral to treatment start date (clock start) 
should be recorded as the date of this triage. 
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6.18.7.2. Timed diagnostic pathway for oesophago-gastric cancer 

• This pathway outlines a diagnosis pathway for patients 
referred with oesophageal or gastric cancer symptoms. It 
is acknowledged that this pathway could start with an 
urgent direct access upper gastrointestinal endoscopy 
ordered by the GP (satisfying relevant NG12 risk criteria).  

• Where the upper gastrointestinal endoscopy is abnormal 
and suspicious of cancer, patients could be followed up 
by secondary care directly from endoscopy without the 
need for an additional referral from GP. In this case, the 
decision to escalate the patient (i.e. decision to follow up 
the patient in a secondary care provider) should be 
counted as an Urgent Suspected Cancer referral. The 
cancer referral treatment start date (clock start) should be 
recorded as the date of this decision, which would usually 
be the date of the endoscopy itself where an abnormality 
is seen. 

6.18.7.3. Screening Programmes 

The two week wait standard does not apply to patients from the 
NHS national cancer screening programmes. However, it is 
important that clock start, the first seen activity and clock end is 
recorded for monitoring of the 28-day FDS and 62-day 
screening standard if cancer is confirmed.  

The clock start (day 0) is when a referral is received by a 
provider in the screening pathway for further investigation after 
an initial screening test.  

6.18.7.4. Each individual screening programme is as follows:  

• Breast - receipt of referral for breast screening 
assessment (i.e. not back to routine recall). This may be 
on the basis of one reader’s recommendation or following 
consensus/arbitration of the mammogram results. The 
referral is triggered when the reader(s) decides to recall 
the patient for further assessment and then the referral is 
received. 

• Bowel (FOBT or FIT) - receipt of referral for an 
appointment to discuss suitability for colonoscopy with a 
specialist screening practitioner (SSP)  

• Bowel scope – The bowel scope procedure date where 
participants are subject to biopsy or polyp removal or 
otherwise referred for a colonoscopy in the screening 
programme.  

• Cervical - receipt of referral for an appointment at 
colposcopy clinic. 
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6.18.7.5. The date first seen for the individual screening programmes are 
as follows:   

• Breast – first attendance for breast screening assessment  

• Bowel (FOBT or FIT) – first attended appointment with 
specialist screening practitioner (SSP) to discuss 
suitability for colonoscopy  

• Bowel scope – first attendance following initial bowel 
scope, which could be SSP appointment or colonoscopy  

• Cervical – first attended colposcopy appointment  

6.18.7.6. Even though there is no screening first seen standard, a first 
seen adjustment can be applied using the same rules as first 
appointment for a two week wait referral. This adjustment would 
then be applied to the Faster Diagnosis Standard and if 
applicable the 62-day Screening Referral to Treatment 
Standard. 

6.18.7.7. Cervical screening specifics  

Referrals from the cervical screening programme should be 
those identified with a priority type code 2 (urgent). Referrals to 
be counted on the Faster Diagnosis Standard, and if cancer, 
the 62-day screening standards are as follows:  

• Cytology showing borderline changes in endocervical 
cells or high grade (moderate or severe) or worse (I.e 
abnormalities within scope of the standard). This includes 
patients with possible invasive cancer, possible glandular 
neoplasia, severe dyskaryosis and moderate dyskaryosis.  

Referrals with a priority type code 1 (routine) and patients 
covered by the Referral To Treatment (RTT) pathway are as 
follows:  

• All cervical screening programme referrals not included in 
priority 2 (i.e. abnormalities not covered by this standard 
– cancer not suspected/likely)  

6.18.7.8. Bowel scope screening specifics  

Where a bowel scope is not sufficient and a further bowel scope 
is then completed at a later date, and either a biopsy or poly 
removal is undertaken or this subsequent scope results in a 
referral to colonoscopy, the clock start date, cancer referral to 
treatment period start date would be recorded as the date of the 
subsequent bowel scope. If the insufficient bowel scope 
resulted in a request for a colonoscopy this request would count 
as the clock start. 

 



Patient Access Policy V4.2 
Page 43 of 74 

6.18.7.9. Non-specific symptom referrals  

Inclusion of non-specific symptom referrals  

Referrals into non site specific RDC referrals should be 
recorded in the same way as urgent suspected cancer referrals 
as follows: 

• Priority type code - 3 (two week wait)  

• Two week wait cancer or symptomatic breast referral type 
– 17 (suspected – non-specific symptoms)  

Currently, although these data are captured in the dataset, 
referrals into a non- specific symptoms service are not included 
in the two week wait, faster diagnosis or 62-day referral to 
treatment standards. 

6.18.7.10. Referrals referred into non-specific symptoms pathway with site 
specific symptoms. 

6.18.7.11. Where a patient is referred or seen by a non-specific symptoms 
pathway service, but satisfies NG12 guidance for a site specific 
tumour type, the two week wait cancer or symptomatic breast 
type should be recorded as the site specific tumour type code 
rather than the non-specific symptoms code (17).  

6.18.7.12. These referrals would be included in the two week wait, faster 
diagnosis and the 62-day referral to treatment standards. 

6.18.8. Faster diagnosis standard 

6.18.8.1. The cancer waiting time’s service standard:  

• Maximum four weeks (28 days) from receipt of urgent GP 
(GMP, GDP or Optometrist) referral for suspected cancer, 
breast symptomatic referral or urgent screening referral, 
to point at which patient is told they have cancer, or 
cancer is definitely excluded. [Operational Standard –
75.0%]. 

6.18.8.2. Starting the clock and inclusion of faster diagnosis standard  

• The 28-day FDS inclusion and clock start dates are the 
same as detailed for urgent GP (GMP, GDP or 
Optometrist) referral for suspected cancer, breast 
symptomatic referral or urgent screening referrals. 

6.18.8.3. Adjustments  

• The only waiting time adjustment which can be recorded 
for the 28-day FDS are those applicable to the first seen 
date where a patient DNAs their 1st attendance.  
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6.18.8.4. Ending the faster diagnosis standard pathway  

• The 28-day FDS pathway ends only at the point of 
communication with the patient, whether that is to inform 
them of a diagnosis of cancer, a ruling out, or if they are 
going to have treatment before a clinical diagnosis of 
cancer can be made.  Where all reasonable diagnostics 
to exclude cancer have been completed and the patient is 
discharged back to their GP, the point at which this is 
communicated to the patient should be recorded as the 
end of the 28-day FDS pathway.  

• Reasonable forms of communication with patients to 
confirm cancer has been ruled out include:  

▪ direct communication with the patient, over phone, 
Skype or similar;  

▪ written communication by letter, or by email;  

▪ face to face communication at an outpatient 
appointment.  

6.18.8.5. NB In a case where a patient is ordered an interval scan or test, 
the 28-day FDS clock will stop. 

• For the purposes of the 28-day FDS, if a patient is told 
they have cancer but the primary site is currently 
unknown then this would act as a clock stop. 

• Where a patient is told they have cancer prior to referral, 
this communication should be confirmed when the patient 
is first seen and the cancer faster diagnosis pathway end 
date should be recorded as the first seen date. 

• Where a patient has been previously diagnosed and 
treated, it may be unclear if the tumour is a new primary 
cancer or a secondary site from the previously diagnosed 
cancer. The 28-day FDS would still stop at this point. 

• There may be cases where a decision to treat is made 
before a diagnosis is made and communicated to the 
patient, for example, skin or ovarian cancers.  

• In such cases the cancer treatment period start date 
should be recorded as the decision to treat date. Then 
once the patient is told their diagnosis post treatment, the 
cancer faster diagnosis pathway end date should be 
recorded as the date of communication with the patient. 

• A patient is excluded from the 28-day FDS in the 
following situations; 

▪ Patient opts out of the pathway 
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▪ Patient dies before a communication of diagnosis 

▪ Patient opted for private diagnostics  

▪ Patient ineligible for NHS funded care  

6.18.9. Cancer Treatment  

6.18.9.1. Treatment CWT service standards are applicable to patients 
cared for under the NHS in England with ICD codes C00-C97 
(excluding basal cell carcinoma of Skin, WHO grade 1 or 2 
brain cancers, and pTa bladder tumours) and D05 (carcinoma 
in situ – breast). 

6.18.9.2. A treatment is an intervention intended to manage the patient’s 
disease, condition or injury and to avoid further intervention. It is 
a matter of clinical judgement, in consultation with the patient.  

6.18.9.3. For cancer waits a first definitive treatment (FDT) is defined as 
the start of the treatment aimed at removing or eradicating the 
cancer completely or at reducing tumour bulk. 

6.18.9.4. A diagnostic procedure, undertaken as therapeutic in intent (i.e. 
the intention is to remove or debulk the tumour), will count as a 
FDT irrespective of whether the margins were clear. 

6.18.9.5. The enabling treatments that can be classed as FDTs 
(regardless of setting) are:  

• Colostomy for bowel obstruction where this is necessary 
prior to definitive treatment unless this is necessary due 
to the length of wait for definitive treatment 

• Stenting where this is necessary prior to definitive 
treatment 

• Gastrojejunostomy  

• Portal vein embolization prior to surgery for liver cancer  

• Dental extractions to enable radiotherapy  

• Percutaneous gastrostomy line insertions  

• Vaccinations prior to removal of spleen  

• Trans-positioning of ovaries  

• Drugs which form part of chemotherapy regimens which 
commence prior to chemotherapy drugs for example B12 
vitamin. 
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6.18.10. Active Monitoring 

6.18.10.1. This is where a cancer diagnosis has been reached, but it is not 
appropriate to give any active anti-cancer treatment at that point 
in time but an active treatment is still intended/may be required 
at a future date. The FDS clock will stop on the date the 
diagnosis is communicated to the patient. 

6.18.10.2. If a patient has active anti-cancer treatment planned, but has 
other comorbidities, as a result of the cancer, which need to be 
addressed before the active cancer treatment can commence 
then active monitoring can be used. Examples include:  

• Dietetics support for malnourished patients  

• Respiratory support for those with breathing difficulties 

• Haematology input where patients are anaemic etc.  

6.18.10.3. Active monitoring in low and low-intermediate prostate cancer 

• A patient’s risk classification would be worked out based 
on the maximum of the above three clinical criteria 

 

6.18.11. Treating Metastatic Disease 

Where a patient receives treatment for a metastatic site tumour rather 
than the primary tumour first, this can be recorded as a first definitive 
treatment. 

6.18.12. Patient choice treatment adjustment 

6.18.12.1. An adjustment for treatment can be applied if a patient declines 
a ‘reasonable’ offer of admission for treatment (for both 
admitted and non-admitted pathways). 

6.18.12.2. If a patient is given a reasonable offer of treatment with 
provider/consultant/ location X but requests 
provider/consultant/location Y who can’t offer them an 
appointment within the standard time then an adjustment can 
be made as long as treatment with provider/consultant/location 
Y was not offered originally as an option. 

6.18.12.3. An adjustment can be applied if it is deemed clinically essential 
to treat another medical condition before treatment for cancer 
can be given, after a decision to treat the cancer has been 
made.  
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6.18.12.4. In such cases the adjustment would apply from the point at 
which it is confirmed that a patient needs treatment for the other 
medical condition, to the point at which after receiving treatment 
for this condition the patient is deemed clinically fit to 
commence their cancer treatment. 

6.18.13. Inpatient or day case admission 

6.18.13.1. A patient requiring inpatient or day-case admission should be 
given at least two reasonable offers of an admission date within 
the Referral to Treatment and Decision to Treat to Treatment 
standards. Reasonable is defined as any offered appointment 
between the start and end of the 31 or 62 day standard. 

6.18.13.2. Patients should be able to cancel and re-book their first offered 
admission date. 

6.18.13.3. Patients who cancel their second offered admission date may 
be discharged but only if this has been agreed with the patient. 
The patient should fully understand that they are removing 
themselves from the cancer or suspected cancer pathway. 

6.18.14. Inter-Trust referrals 

6.18.14.1. Providers will refer patients on for treatment as determined by 
locally agreed pathways and MDT management decisions. 

6.18.14.2. A provider that normally treats but cannot do so in the required 
timeframe can transfer the care to another provider with the 
agreement of the patient and the receiving provider. 

6.18.14.3. Where a cancer or suspected cancer patient is referred from 
one provider to another at some point in the pathway. Both 
providers share responsibility for ensuring that their respective 
parts of the dataset are uploaded and for ensuring that waiting 
time service standards are met. 

6.18.14.4. The expectation around the referral and acceptance of the IPT 
is that this will occur before day 38 of the cancer pathway in 
order to give sufficient time to the receiving provider to 
commence first treatment before the 62 day target is reached. 

6.18.14.5. In all circumstances an ITR form should be sent to ensure the 
treating organisation has the relevant details to allow for 
effective tracking of this patient. 

6.18.14.6. The date of the inter-trust referral will be the date by which the 
receiving trust has all the information needed to proceed with 
the diagnosis and management of the patient. This will be; 
Inter-trust Referral Form, radiology images and reports, 
pathology reports, clinical letter, and patient aware of referral. 

6.18.14.7. The MDT Outcome of a Specialist MDT at the receiving 
provider may substitute for a clinical letter but this must be 
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stated in each the MDT Outcome. If the referring provider needs 
an outpatient appointment with the patient before treatment at 
the receiving provider can begin then this must always be 
confirmed by clinical letter. 

6.18.14.8. All MDT operational policies should state the clinical content, 
method of communication and timescales for the passing of 
clinical information for inter-provider transfer. This should 
include details for Item 36. 

6.18.14.9. Where a patient is referred to a specialist provider for MDT 
discussion, an inter-provider transfer form should be provided to 
ensure data accuracy.  However where a patient goes on to be 
treated at the specialist provider, the final inter-provider transfer 
date will be the date at which the treating provider can progress 
the pathway i.e. after completion of any further 
tests/discussions at referring provider.  Where a patient’s care 
transfers to the treating provider immediately after the MDT with 
no further steps at the referring provider, the inter-provider 
transfer date shall be the MDT date. 

6.18.14.10. Network Site Specific Groups will review MDT operational 
policies to make ensure referring and receiving providers 
operate compatible policies. 

6.18.14.11. All clinical letters and ITR forms should be in the form of e-
mails or attached to e-mails (ie not posted or faxed). 

6.18.14.12. An inter-trust referral will be triggered even when patients are 
referred for solely for a diagnostic test. 

6.18.15. Breach Allocation 

6.18.15.1. For two provider pathways 

• Where a referring provider routinely carries out the items 
specified in the Network Timed Pathways Policy the Inter-
trust referral date will be when these have been 
completed and communicated along with the ITR Form 
and clinical letter. The national Breach Allocation Policy 
will be followed to adjust performance. 
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Scenario Trust 1 Trust 2 Trust 1 Trust 2 

1 >Day 38 ≤Day 62 0 1 

2 ≤ Day 38 ≤Day 62 0.5 0.5 

3 ≤Day 38 >Day 62   -1 

4 >Day 38 
>Day 62 and ≤ Time1 
+24 

-1   

5 >Day 38 >Day 62 and >Time1 +24 -0.5 -0.5 

Time 1 – Day referral from Trust 1 to 2 

Green +ve – allocation of pass 

Red –ve – allocation of breach 

6.18.15.2. Agreed Actions and Timescales 

Action When Tracking 

First Seen Trust 

Decision to Refer In MDT, in clinic, other  

Send ITR form to safe e-mail 
account (where possible to a 
generic account to prevent 
delays and encourage 
consistency) 

As soon as MDT Coordinator 
knows of referral, but within 1 
working day of Decision to 
Refer. 

(Medical secretaries are also 
required to ensure the clinical 
referral and RTT ITR form is 
sent). 

Logged when sent 

Send clinical letter to safe e-
mail account (where possible to 
a generic account to prevent 
delays and encourage 
consistency). 

With ITR form if available, 
otherwise within 3 working days 

Logged when sent 

Send weekly Referral List 
(highlighting any referrals not 
acknowledged). 

Weekly Logged when sent 

For third Trust referrals 

second trusts sends their ITR 
form and clinical letter and the 
one from the first Trust to safe 

As soon as MDT Coordinator 
knows of third Trust referral 

Logged when sent 
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Action When Tracking 

e-mail account  

Treating Trust 

Check safe e-mail account for 
ITR form 

Daily (week days) Logged when 
received 

Acknowledge 
receipt 

Check for clinical letter As soon as ITR received. MDT 
coordinator to chase after 3 
days if not with ITR 

Logged when 
received 

Acknowledge 
receipt 

Notify sending trust of onward 
referral to third trust 

As soon as MDT Coordinator 
knows of onward referral 

Logged when sent 

Send ITR, DTT and treatment  
data to First Seen Trust 

Within 5 working days of date of 
treatment 

Logged when sent 

 
6.18.16. Decision To Treat 

6.18.16.1. Where a patient has provided consent for a surgical investigation 
and a separate surgical treatment simultaneously, this will be 
recorded as the DTT for tracking purposes. 

6.18.16.2. If at the time of decision there was still uncertainty as to the 
likelihood of surgery, for example if alternative treatment 
modalities are still being considered or it is not clear if the patient 
is resectable or if the disease has spread, the decision to treat 
should be considered to be the date on which surgery was 
confirmed as the most suitable treatment option and the patient 
agreed to this. This may be via a telephone conversation if the 
patient was not brought back to clinic. Where this is the case, the 
cancer nurse specialist should document the call and decision to 
treat date agreement. 

6.18.16.3. Patients who DNA or cancel multiple appointments after the initial 
first outpatient appointment should be encouraged to come in via 
interventions from the CNS and GP. Discharge to the GP should 
be as a last resort and should wherever possible be explained to 
the patient first and should be accompanied by a letter to the GP 
stating that the patient has been discharged and may be re-
referred when they wish to be seen. Following treatment, a 
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validation decision may be taken on patients who have proven 
hard to engage through repeated DNAs and cancellations. It 
could be considered that these patients are ‘not prepared to be 
on a pathway’ i.e. they are indicating that they do not wish to be 
treated within 62 days and the provider therefore ‘cannot deliver’ 
on such a patient. Therefore these patients will be removed from 
a 62 day pathway and treated as a 31 day patient only. Hard to 
engage patients will be defined as follows:  

• Patients who DNA two appointments for outpatients or 
any investigations consecutively, or three appointments 
throughout the pathway as a whole; 

• Patients who have cancelled any one appointment more 
than twice, or cancelled three or more separate 
appointments; 

• Patients who DNA two appointments in the pathway and 
cancelled two or more separate appointments; 

• Patients who, through patient choice, are unavailable for 
a diagnostic test for a period of 28 days or more. 

• This policy is for use on 62 day pathway patients only and 
should be applied retrospectively, to enable the patient to 
remain on tracking whilst active treatment is still being 
considered 

6.18.17. Lung Nodules 

6.18.17.1. Patients with lung nodules that are diagnosed as not cancerous 
should be removed from 62 day tracking once the patient is 
informed they do not currently have cancer. The form of words 
used to communicate the outcome of this diagnostic process is 
for clinicians to decide on a case by case basis.  This does not 
alter the fact that they are being managed as if they do not have 
cancer. If a subsequent diagnostic review of this patient (e.g. in 
3 months’ time) leads to a suspected cancer diagnosis, this 
patient should be put on a 62 day consultant upgrade pathway. 

6.18.17.2. Patients with lung nodules who cannot be given a formal non-
malignant diagnosis and are followed up due to diagnostic 
uncertainty remain on 62 day tracking. 

6.18.18. Definition of complex pathways 

Any patient where: 

• investigations are required that are not within the normal 
pathway; 

• investigations need to be repeated (as long as this wasn’t 
due to equipment breakdown); 
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• referral was originally into a different cancer site; 

• advice from another clinical team is required due to 
another condition that needs to be checked or treated 
(apart from general anaesthetic reviews). 

6.18.19. Escalation, Tracking and Reporting ProcessThe daily Cancer 
primary target list (PTL)  is available on Radar to the administration 
teams responsible for monitoring, booking and expediting patients on 
any cancer pathway. 

6.18.19.2. The Cancer Register database is used to monitor and record the 
cancer waiting time (the mandated dataset) and record all steps 
in the pathway. 

6.18.19.3. Ad-hoc escalations and identification of risk patients are 
communicated to the CALs, Care group managers and Service 
managers throughout the week and a weekly overview of high-
risk patients is provided to each Care group as part of the 
performance reporting process. 

6.18.19.4. High risk patients are identified on the daily Cancer PTL and 
documented within the weekly Cancer Performance Report. The 
risk types are as follows: 

• Past day 42 with no diagnosis. 

• Cancer diagnosed with no treatment plan. 

• Treatment planned, no start date. 

• Past day 62 with no treatment scheduled. 

• Past day 62 with treatment planned past day 104. 

• Treatment booked past target (31 or 62 day). 

6.18.20. Data Quality and Completeness 

6.18.20.1. Processes are in place to ensure full data capture and monitoring 
at the earliest point in the patients pathway.  By utilising all 
electronic booking, reporting and treatment systems, patients 
can be often be identified prior to commencing a timed cancer 
pathway. 

6.18.20.2. Treatment records in the Cancer Register Database are cross-
checked against hospital coding and recording systems to 
validate data completeness and activity levels. 

6.18.20.3. The Cancer Register database has multiple data quality reporting 
tools that are utilised on a daily basis to identify anomalies or 
areas, which need further investigation or escalation. 

6.18.20.4. The Cancer Waiting Times data is validated in a 3-tier system. 
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• Basic validation is performed by the MDT co-ordinators 
through their daily tracking and monitoring.  

• Weekly and monthly checks are performed by the Cancer 
Information Facilitator, who also prepares Root Cause 
Analyses (RCAs). 

• The Cancer Performance and Improvement Facilitator 
reviews all RCAs and Cancer waiting Times data prior to 
submission allowing further work to be completed with the 
clinical and administrative teams to improve pathways for 
patients. 

6.18.21. Performance Reporting 

6.19.21.1. Performance against all Cancer Waiting Times Standards are 
reported to the Trust Board as overall trust performance, Care 
group and tumour site specific performance. 

6.19.21.2. Areas of improvement are identified through the tracking, 
escalations and reporting processes and are incorporated into 
the site specific action plans, where applicable. Any reoccurring 
issues are discussed in detail at Cancer Operational Board 
meeting and Cancer Action meetings. 

6.19.21.3. Root Cause Analyses are produced to identify key bottleneck or 
process issues.  These are completed at the earliest opportunity 
in the pathway and sent to Tertiary centres when specified. 

6.19.21.4. All RCAs for patients treated after day 104 are reviewed by the 
MDT lead and responsible Clinician to specify the impact the 
delay to treatment had or may have on the patient outcome. 

6.18. Terminology and Definitions 

6.18.1. Active monitoring  

• A waiting time clock may be stopped where it is clinically 
appropriate to start a period of monitoring in secondary 
care without clinical intervention or diagnostic procedures 
at that stage. A new waiting time clock would start when a 
decision to treat is made following a period of active 
monitoring (also known as watchful waiting). 

• Where there is a clinical reason why it is not appropriate 
to continue to treat the patient at that stage, but to refer 
the patient back to primary care for ongoing 
management, then this constitutes a decision not to treat 
and should be recorded as such and also stops a waiting 
time clock. 

 

6.18.2. Accessible information 
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• Information which is able to be read or received and 
understood by the individual or group for which it is intended 

6.18.3. Admission  

• The act of admitting a patient for a day case or inpatient 
procedure.  

6.18.4. Admitted pathway 

• A pathway that ends in a clock stop for admission (day case or 
inpatient).  

6.18.5. ASI – Appointment slot issue 

• This occurs when there are no appointments available on the 
E-Referral System.  In these instances the ERS system 
informs the provider that the patient requires an appointment 

6.18.6. Bilateral (procedure) 

• A procedure that is performed on both sides of the body, at 
matching anatomical sites. For example, removal of cataracts 
from both eyes. 

6.18.7. Care Professional  

• A person who is a member of a profession regulated by a body 
mentioned in section 25(3) of the National Health Service 
Reform and Health Care Professions Act 2002.  

6.18.8. Clinical decision  

• A decision taken by a clinician or other qualified care 
professional, in consultation with the patient, and with 
reference to local access policies and commissioning 
arrangements. 

6.18.9. Communication support 

• Support which is needed to enable effective, accurate dialogue 
between a professional and a service user to take place. 

6.18.10. Consultant 

• A person contracted by a healthcare provider who has been 
appointed by a consultant appointment committee. He or she 
must be a member of a Royal College or Faculty. Consultant-
led waiting times exclude non-medical scientists of equivalent 
standing (to a consultant) within diagnostic departments. 

 

6.18.11. Consultant-led  
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• A consultant retains overall clinical responsibility for the 
service, team or treatment. The consultant will not necessarily 
be physically present for each patient’s appointment, but 
he/she takes overall clinical responsibility for patient care.  

6.18.12. Convert(s) their UBRN  

• When an appointment has been booked via the NHS e-
Referral Service, the UBRN is converted. (Please see 
definition of UBRN).   

6.18.13. DNA – Did Not Attend DNA (sometimes known as an FTA – Failed 
to attend).  

• In the context of consultant-led waiting times, this is defined as 
where a patient fails to attend an appointment/ admission 
without prior notice. 

6.18.14. Decision to admit  

• Where a clinical decision is taken to admit the patient for either 
day case or inpatient treatment.  

6.18.15. Decision to treat  

• Where a clinical decision is taken to treat the patient. This 
could be treatment as an inpatient or day case, but also 
includes treatments performed in other settings, for example, 
as an outpatient. 

6.18.16. Diagnostic 

• A test or procedure used to identify a person’s disease or 
condition and allows a medical diagnosis to be made 

6.18.17. e-Referrals 

• A national electronic referral service that gives patients a 
choice of place, date and time for their first consultant 
outpatient appointment in a hospital or clinic. 

6.18.18. First definitive treatment  

• An intervention intended to manage a patient’s disease, 
condition or injury and avoid further intervention. What 
constitutes first definitive treatment is a matter for clinical 
judgement, in consultation with others as appropriate, 
including the patient.  

6.18.19. Fit and ready (in the context of bilateral procedures)  

• A new RTT clock should start once the patient is fit and ready 
for a subsequent bilateral procedure. In this context, fit and 
ready means that the clock should start from the date that it is 
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clinically appropriate for the patient to undergo that procedure, 
and from when the patient says they are available. 

6.18.20. Healthcare science intervention  

• See Therapy or Healthcare science intervention. 

6.18.21. ICD (International Classification of Diseases) 

• Provides systematic analysis, interpretation and comparison of 
morbidity data collected in different areas and at different 
times. 

6.18.22. IFR policy 

• Individual Funding Request Policy- this document sets out how 
the process for how NEW Devon CCG and South Devon and 
Torbay CCG manage these requests. 

6.18.23. Interface service (non-consultant-led interface service)  

• All arrangements that incorporate any intermediary levels of 
clinical triage, assessment and treatment between traditional 
primary and secondary care. Consultant-led referral to 
treatment relates to hospital/consultant-led care.  

• Therefore, the definition of the term ‘interface service’ for the 
purpose of consultant-led waiting times does not apply to 
similar ‘interface’ arrangements established to deliver 
traditionally primary care or community provided services, 
outside of their traditional (practice or community based) 
setting.  

• The definition of the term does not also apply to: non 
consultant-led mental health services run by mental health 
trusts referrals to ‘practitioners with a special interest’ for 
triage, assessment and possible treatment, except where they 
are working as part of a wider interface service type 
arrangements as described above. 

6.18.24. KPI 

• Key performance indicate NHS e-Referrals  

• A national electronic referral service that gives patients a 
choice of place, date and time for their first consultant 
outpatient appointment in a hospital or clinic. 

6.18.25. Non-admitted pathway  

• A pathway that results in a clock stop for treatment that does 
not require an admission or for ‘non-treatment’. 

6.18.26. Non consultant-led  
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• Where a consultant does not take overall clinical responsibility 
for the patient. 

• Non consultant-led interface service  

See interface service 

6.18.27. OPCS Classification of Interventions and Procedures  

• The classification of Surgical Operations and Procedures was 
originally issued by the Office of Population Censuses and 
Surveys (OPCS). 

6.18.28. Patient pathway 

• A patient pathway is usually considered to be their journey 
from first contact with the NHS for an individual condition, 
through referral, diagnosis and treatment for that condition. For 
chronic or recurrent conditions, a patient pathway will continue 
beyond the point at which first definitive treatment starts, as it 
will include further treatment for the same condition. A person 
may therefore have multiple RTT periods (see Referral to 
treatment period) along one patient pathway. NHS England 
often uses the term ‘RTT pathway’ in published reports and in 
this document; it is the same as an ‘RTT period’. 

6.18.29. Planned care 

• An appointment /procedure or series of appointments/ 
procedures as part of an agreed programme of care which is 
required for clinical reasons to be carried out at a specific time 
or repeated at a specific frequency. 

6.18.30. POLCB 

• Procedures of limited clinical benefit 

6.18.31. Reasonable offer  

• An offer is reasonable where the offer for an outpatient 
appointment or an offer of admission is for a time and date 
three or more weeks from the time that the offer was made. 

6.18.32. RMS -Referral Management or assessment service  

• Referral management or assessment services are those that 
do not provide treatment, but accept GP (or other) referrals 
and provide advice on the most appropriate next steps for the 
place or treatment of the patient. Depending on the nature of 
the service they may, or may not, physically see or assess the 
patient.  

• A waiting time clock only starts on referral to a referral 
management and assessment service where that service may 
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onward-refer the patient to a surgical or medical consultant-led 
service before responsibility is transferred back to the referring 
health professional. 

6.18.33. Referral to treatment period 

• An RTT period is the time between a person’s referral to a 
consultant-led service, which initiates a clock start, and the 
point at which the clock stops for any of the reasons set out in 
the RTT national clock rules, for example the start of first 
definitive treatment or a decision that treatment is not 
appropriate.   

6.18.34. Straight to test  

• A specific type of direct access diagnostic service whereby a 
patient will be assessed and might, if appropriate, be treated 
by a medical or surgical consultant-led service before 
responsibility is transferred back to the referring health 
professional.  

6.18.35. Substantively new or different treatment  

• Upon completion of a consultant-led referral to treatment 
period, a new waiting time clock starts upon the decision to 
start a substantively new or different treatment that does not 
already form part of that patient’s agreed care plan.  

• It is recognised that a patient’s care often extends beyond the 
consultant-led referral to treatment period, and that there may 
be a number of planned treatments beyond first definitive 
treatment.  

• However, where further treatment is required that did not form 
part of the patient’s original treatment plan, a new waiting time 
clock should start at the point the decision to treat is made. 
Scenarios where this might apply include:  

• Where less ‘invasive/intensive’ forms of treatment have been 
unsuccessful and more ‘aggressive/intensive’ treatment is required 
(for example, where Intra Uterine Insemination (IUI) has been 
unsuccessful and a decision is made to refer for IVF treatment);  

• Patients attending regular follow up outpatient appointments, 
where a decision is made to try a substantively new or different 
treatment. In this context, a change to the dosage of existing 
medication may not count as substantively new or different 
treatment, whereas a change to medication combined with a 
decision to refer the patient for therapy might.  

•  

• Ultimately, the decision about whether the treatment is 
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substantively new or different from the patient’s agreed care 
plan is one that must be made locally by a care professional in 
consultation with the patient. 

6.18.36. TCI 

• To come in date or the date offered for admission to hospital 

6.18.37. Therapy or Healthcare science intervention  

• Where a consultant-led or interface service decides that 
therapy (for example physiotherapy, speech and language 
therapy, podiatry, counselling) or healthcare science (for 
example, hearing aid fitting) is the best way to manage the 
patient’s disease, condition or injury and avoid further 
interventions.  

6.18.38. UBRN (Unique Booking Reference Number)  

• The reference number that a patient receives on their 
appointment request letter when generated by the referrer 
through the NHS e-Referral Service (Choose and Book). The 
UBRN is used in conjunction with the patient password to 
make or change an appointment. 

7. Dissemination and Implementation 

7.1. This policy is stored electronically in the Health Informatics section of the 
Trust’s document library on the Internet site. 

7.2. Clear communication to management teams, that the policy has been re-
issued and that they are responsible for cascading the information to their 
staff members including staff members who do not have regular access to 
email.  

7.3. Information to promote awareness of the revised policy and procedure will 
be included in Team Brief and the Daily Bulletin. 

7.4. An Access policy awareness programme will commence soon after 
introduction of the new policy. 

7.5. Attendance for all staff that administratively manages waiting lists will be 
mandatory and recorded. 

8. Monitoring compliance and effectiveness  

8.1. It is essential for the success of the Access Policy to provide a robust set of 
success measures in order to demonstrate compliance. 

8.2. Current baselines have been captured in the existing Key Performance 
Indicator (KPI) report, which are updated weekly and published on the 
Trust’s RADAR system and therefore available to the Care group 
Management Teams. 
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8.3. The KPIs are a useful indicator of potential problems.  The information is 
compiled from the RTT and Waiting List data supplied by Information 
Services.  There is a clear expectation that monitoring of KPIs will be 
carried out within the Care groups, supported by the Access team. These 
will be monitored through a weekly meeting led by the Director of 
operations. 

Information 
Category 

Detail of process and methodology for monitoring compliance 

Element to be 
monitored 

All elements of the policy will be monitored: 

• Overall Incomplete standard performance % by 
treatment function (TF) 

• Admitted incomplete pathways by TF 

• Non-admitted incomplete pathways by TF 

• Predicted month end admitted backlog position  

• Waiting list size and shape including new and follow-up 
outpatient, inpatient waiting lists and RTT PTL 

• Diagnostic waiting list performance (monthly and 
quarterly 6 week) 

• Theatre utilisation 

• Cancelled procedures on the day of admission including 
28 day re-booking standard 

• Chronological booking 

• Waiting list data quality  

• Unconfirmed TCI 

• Outcome of add to waiting list with no waiting list activity 

• Missing pathway identification number 

Post inpatient follow-ups 

Lead Access Manager 

Tool Business Intelligence Reporting Suite 

Frequency Weekly 

Reporting 
arrangements 

The overall effectiveness of the policy will be considered by the 
Access Team and reported directly to Executives and Care 
group managers. 

Acting on 
recommendations 
and Lead(s) 

Access Manager will ensure any subsequent recommendations 
are undertaken. 

Change in practice 
and lessons to be 
shared 

A lead member of the team will take each change 
recommendation forward where appropriate and lessons 
shared with all the relevant stakeholders. 
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9. Updating and Review 

9.1. The Patient Access Policy will be reviewed every 3 years to take account of 
any changes in national guidance / new directives. 

9.2. Necessary changes throughout the year will be issued as amendments to 
the Policy. 

9.3. Such amendments will be clearly identifiable to the section to which they 
refer and the date issued.  

9.4. They will be clearly communicated through weekly performance meetings. 

10. Equality and Diversity  

10.1.This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 'Equality, 
Inclusion & Human Rights Policy' or the Equality and Diversity website. 

10.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

  

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Patient Access Policy V4.1 
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Date Valid From: January 2022 

Date Valid To: February 2024 

Directorate / Department 
responsible (author/owner): 

Nicola Robbins, Access Manager 

Contact details: 01872 258575 

Brief summary of contents: 

The aim of this policy is to ensure that patients 
waiting for treatment are managed in line with 
National Waiting List Guidance. This includes 
patients with a suspected cancer diagnosis. 

Suggested Keywords: Access policy, patient pathway, waiting list 

Target Audience: 

RCHT:  Yes 

CFT: No 

KCCG:  No 

Executive Director responsible 
for Policy: 

Director of Operations 

Approval route for consultation 
and ratification: 

Associate Director of Commissioning & 
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approval processes: 
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confirming approval by 
specialty and care group 
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Related Documents: 

▪ Recording and reporting referral to treatment 
(RTT) waiting times for consultant-led 
planned care: Frequently asked questions. 
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Information Category Detailed Information 

▪ Referral to treatment consultant-led waiting 
times – Rules suite. 

 
▪ NHS England website: 

• Guide to NHS waiting times 

• The NHS constitution 

• Your choice in the NHS 

• Guidance on diagnostic waiting times 

• Guidance on cancer waiting times   

• NHS data dictionary 

• Health and social care information 
centre website 

• Guidance on cancer waiting times  

NHS data dictionary 

Training Need Identified? No 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet 

Document Library Folder/Sub 
Folder: 

Chief Operating Officer / Patient Access 

Version Control Table  

Date 
Version 
Number 

Summary of Changes Changes Made by 

19 May 10 V1.0 Final amendments made P Trethewy 

4 Jun 10 V1.1 

Change to paragraph 2.1 and statement on 
page 7 that all patients will be held on the 
appropriate waiting list on PAS or returned 
to their GP for onward clinical 
management.  

P Trethewy 

1 Nov 13 V2.0 Complete review. All sections updated 

Jo Davis, 
Associate Director, 
Commissioning & 
Performance  

1 Nov 16 V3.0 Complete review. All sections updated 

Jo Davis, 
Associate Director, 
Commissioning & 
Performance  
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Date 
Version 
Number 

Summary of Changes Changes Made by 

24 Jul 17 V3.1 

19.2 updated to include detail on reporting 
of diagnostic breaches with process detail 
supplied in Appendix 7. 23 updated to 
reflect current monitoring and compliance 
arrangements. Whole document re-
formatted. 

Claire Florey, 
Deputy Associate 
Director, 
Commissioning & 
Performance 

27 January 
2021 

V4.0 Complete review. All sections updated 
Nicola Robbins  
Access Manager 

October 
2021 

V4.1 

6.15.12.5 Hospital cancellation section 
updated to include new rules on clinic 
changes, as agreed in RTT meeting 
08.07.2021.  
 
6.18.1.3 Section updated to include the 
National prioritisation codes, for use on 
BEA module of PAS. 

Nicola Robbins  
Access Manager 

January 
2022 

V4.2 
All sections updated to reflect the strategic 
decision to refer to elective care as 
Planned Care.  

Nicola Robbins  
Access Manager 

All or part of this document can be released under the Freedom of Information Act 

2000 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 

Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 

Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 

express permission of the author or their Line Manager. 
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Appendix 2. Equality Impact Assessment 

Section 1: Equality Impact Assessment (EIA) Form  

The EIA process allows the Trust to identify where a policy or service may have a negative 
impact on an individual or particular group of people. 

For guidance please refer to the Equality Impact Assessment Policy (available from the 
document library) or contact the Equality, Diversity & Inclusion Team rcht.inclusion@nhs.net  

Information Category Detailed Information 

Name of the strategy / policy / proposal / 
service function to be assessed: 

Patient Access Policy V4.2 

Directorate and service area: Performance & Information 

Is this a new or existing Policy? Existing 

Name of individual completing EIA 
(Should be completed by an individual with 
a good understanding of the Service/Policy): 

Nicola Robbins, Access Manager  

Contact details: 01872 258575 

 

Information Category Detailed Information 

1. Policy Aim - Who is the 
Policy aimed at? 

(The Policy is the 
Strategy, Policy, Proposal 
or Service Change to be 
assessed) 

To provide a policy to ensure that patients waiting for an 
outpatient appointment, diagnostics, planned care admission 
are managed in line with national waiting list guidance and 
patient choice. 

2. Policy Objectives This is an organisation wide policy to ensure that patients 
are treated in a timely and effective manner and to support 
the delivery of referral to treatment targets and the patient’s 
right under the NHS constitution. 

3. Policy Intended 
Outcomes 

The delivery of safe, effective clinical care. 
Ensure fair and equitable access to hospital services 
Support the development and implementation of local 
waiting list rules 

Address the management of waiting list and reasonableness 
as the public, patients and the NHS adapt to working to 
reduced waiting times. 

4. How will you measure 
each outcome? 

A set of performance indicators has been established to 
monitor the policy and be a useful early warning indicator of 
potential problems.  Monitoring will be on a weekly basis. 

mailto:rcht.inclusion@nhs.net
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Information Category Detailed Information 

5. Who is intended to 
benefit from the policy? 

Both staff and patients 

6a. Who did you consult 
with? 

(Please select Yes or No 
for each category)  

• Workforce:  Yes 

• Patients/ visitors: No 

• Local groups/ system partners: No 

• External organisations: No 

• Other: No 

6b. Please list the 
individuals/groups who 
have been consulted 
about this policy. 

Please record specific names of individuals/ groups: 

Care group general managers and Care group directors 

Cancer services 

6c. What was the outcome 
of the consultation?  Approved 

6d. Have you used any of 
the following to assist 
your assessment? 

National or local statistics, audits, activity reports, 
process maps, complaints, staff or patient surveys: 
No 

 

7. The Impact 

Following consultation with key groups, has a negative impact been identified for any 
protected characteristic? Please note that a rationale is required for each one. 
 
Where a negative impact is identified without rationale, the key groups will need to be 
consulted again. 

 

Protected Characteristic (Yes or No) Rationale 

Age No 

Policy aims to ensure equity of access by 
providing multiple platforms for 
consultation and monitoring wait times to 
ensure no patient is disadvantaged. 

Sex (male or female)  No  

Gender reassignment 
(Transgender, non-binary, 
gender fluid etc.) 

No  

Race No  

Disability (e.g. physical or 
cognitive impairment, mental 
health, long term conditions 
etc.) 

No 

Policy aims to ensure equity of access by 
providing multiple platforms for 
consultation and monitoring wait times to 
ensure no patient is disadvantaged. 
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Protected Characteristic (Yes or No) Rationale 

Religion or belief No  

Marriage and civil 
partnership 

No  

Pregnancy and maternity No  

Sexual orientation (e.g. gay, 
straight, bisexual, lesbian etc.) 

No  

A robust rationale must be in place for all protected characteristics. If a negative 
impact has been identified, please complete section 2. If no negative impact has been 
identified and if this is not a major service change, you can end the assessment here. 

I am confident that section 2 of this EIA does not need completing as there are no 
highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial impact assessment: Nicola Robbins, Access 
Manager 

If a negative impact has been identified above OR this is a major service change, 
you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. Example outcome form 

Please give this form to the receptionist before leaving today 
 

   *Receptionist instruction 

 

 

 

       If this form is incomplete it must be returned to the clinician for completion 

  

Treatment function Tick Outcome 
code 

RTT code 

 
Affix patient label 

DNA, discharged  8 R 

DNA, offer another appointment  1 Q 

Clinic code: Date:  

    

 
Management plan 

 
Additional clarification 

Tick one 
only 

Reception 

Outcome 
code 

RTT 
code 

 
Discharged to GP 
 

No further contact required  8 J 

Patient did not wait  15 J 

Self-discharge  9 J 

Open appointment After 6 months if no contact – patient discharged  3 I 

Follow up 
 

 
Follow up required in      …………………………….weeks 
 

 
Please select  * 

 
*Use outcome code 1 when booking a follow up appointment within 6 weeks 
Use outcome code 20 when adding patient to follow up waiting list 

Patient initiated 
follow up (PIFU) 

PIF  Patient calls to book follow up within agreed specialty 
timeframe 

 1 I 

Telephone  TA  Decision to commence active monitoring  1or20 I 

Video VA  Continued active monitoring  1or20 B 

Face to face F2F  1st definitive treatment commenced today  1or20  

Audio on arrival AOA  Treatment already started or ongoing (FUP only)  1or20 A 

 
Await results 

Refer to diagnostics from 1st appointment  4 F 

Refer to diagnostics following active monitoring  4 D 

 
Onward referral 

Another department  12 F 

Another consultant for same condition   2 F 

 
 
Add to waiting list 

Day case Decision to treat following 1st new appointment/initial 
investigation 

 6 G 

Decision to treat following active monitoring  6 C 

Inpatient Decision to treat following 1st new appointment/initial 
investigation 

 5 G 

Decision to treat following active monitoring  5 C 

Refer to other hospital Care transferred to another provider  11 T 

Admit direct Patient admitted directly to ward  7 G 

PAS 
code 

OPCS code Clinic type New Follow up 

500 X623 Multi-disciplinary clinic   

600 X622 Multi-professional   
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 To be completed by consulting clinician 

 

PAS 
code 

OPCS 
code 

Procedure/high 
cost drug 

Tick PAS 
code 

OPCS 
code 

Procedure/high 
cost drug 

Tick 

0  No procedure 
performed 

     

        

        

        

 
  

PAS 
code 

OPCS 
code 

Laterality of procedure Tick 
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Appendix 4. Consultant to consultant referral form 

  

Please complete for Consultant to Consultant Referrals related to existing 
condition  and Urgent/Cancer referrals  
             
Note:  Referrals relating to new conditions MUST be returned to the GP (exceptions are urgent/cancer referrals) 
                

 

Consultant/Service being referred to: 
 
 
Date decision to refer:    
 
 
Referring Consultant:  
 
 
Pathway ID: 
 
 
Booking team aware of referral 
 
please e-mail on to or cc relevant booking office as below: 
 

Head and Neck, Surgery, Medical :   rch-tr.BookingOffice@nhs.net 
Cardiology :                                       cardiology.outpatient@nhs.net 
WCH Specialities:                              rch-tr.WCHBookingoffice@nhs.net 
Orthopaedic:                                      rch-tr.TandOBookingOffice@nhs.net 
Ophthalmology:                                 rch-tr.OpthalmologyAppointments@nhs.net 
 
 

 

mailto:cardiology.outpatient@nhs.net
mailto:rch-tr.WCHBookingoffice@nhs.net
mailto:rch-tr.TandOBookingOffice@nhs.net
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Appendix 5. Inter-provider transfer form 

 
Health Care 
Professional: 

 Patient Name:  
NHS Number:  

Secretary:  Reference:  
E-Mail:  Date of Birth:  
Tel:  Date Typed:  
Fax:    

 

Patient Transfer 

Patient Name:  NHS Number:  
  CR Number:  
Address:  Work Phone:  
 Home Phone:  
Email:  Mobile:  
Referring GP:  GP Post 

Code: 
 

GP Practice 
Code: 

 PCT Code:  

 

Diagnosis, reason for transfer etc 

 

 

Referring Organisation 

Organisation Name:  Organisation Code:  
Referring 
Consultant: 

 Specialty:  

 

Contact at Referring Organisation 

Name:  Phone:  
Email:  Specialty:  

 

Information for Receiving Organisation 

Receiving 
Consultant: 

 Specialty:  

Current 18 week RTT clock start date: 
(for condition initiating referral) 

 

18 week RTT status: (delete as 
appropriate) 

Not yet treated  

  Treated  
  Watchful 

Wait/Active 
Monitoring 

 

Date of decision to refer:   
Unique pathway identifier:   
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Appendix 6. RTT codes 

Start C 
 

Decision to treat 
following active 
monitoring 
DO NOT USE ON NEW 
APPT 

Patient is added to an IPWL for surgery following a period of 
monitoring 
 

Start D 
 

Decision to refer for 
diagnostic test following 
active monitoring 
DO NOT USE ON NEW 
APPT 

• Patient seen in clinic as part of active monitoring where a 
decision 
is made to send for a diagnostic, with a view to starting a new 
course of treatment. 

Continue F 
 

Refer for further 
Investigation on the 
same condition 
 

• Patient is referred to the Endoscopy department for a 
diagnostic 
sigmoidoscopy 

• Patient is referred to another consultant to be seen in OPD for 
treatment &/or advice 

Continue 
G 
 

Decision to treat 
condition (add to BEA) 
 

Decision to treat or investigate the condition as an IP/DC/OPD 
where the 
clock has not previously been stopped. 

• Patient attends a Dermatology appointment and is referred for 
treatment of surgery to remove a skin lesion 

Continue 
Q 
 

Re-booking 
appointment 
following DNA 

• Patient fails to attend an OP appointment i.e. they do not give 
prior notification to the hospital that they will not be attending 

Transfer T 
 

Decision to transfer for 
treatment in secondary 
care outside of RCHT 

Do not use for the transfer of patients for diagnostic investigation 
Do not use for the transfer of patients between RCHT hospital 
sites 

• Patient transferred for 1ST definitive treatment to another Trust 

Stop A 
 

1st definitive treatment 
given or on-going, prior 
to this appointment 
DO NOT USE ON NEW 
APPT 

This code will be used until discharge or a new treatment plan is 
started. 

• Patient attends for post-operative follow-up having had first 
definitive treatment as an IP 

Stop H 
 

Treatment commenced 
in outpatients 
 

• Patient attends an OP appointment & is given a prescription to 
treat the condition 

• Patient attends for the fitting of a medical device 

• Patient starts drug therapy as part of a two part treatment plan 
e.g Gynaecology Decapeptal/Esmya patients 

Stop I 
 

Decision to commence 
a 
period of active 
monitoring 
 

This is used when it is clinically appropriate to start a period of 
monitoring 
without treatment or investigation at this stage. 

• Patient is given an open appointment 

• The consultant has no clear treatment plan and wants to 
monitor 
the patient for 3 months before any intervention 

Stop J 
 

Decision not to treat/be 
treated, no further 
contact with the patient 
required 

• Patient is discharged back to the care of their GP/other referrer 

• Patient declines treatment & is referred back to GP/other 
referrer 

Stop R 
 

Refer back to GP, for 
reasons other than 
treatment 
 

• Removed from BEA & returned to the referrer as either the 
patient 
decides against surgery or the operation is no longer needed 

• Clinical decision to return to referrer following a DNA or 
cancellation 

Stop S 
 

Decision to transfer to 
primary care for 1st 
definitive treatment 
 

• Patient seen in Oral surgery by the Consultant but decides to 
have tooth extraction done by the local Dentist 

• Patient is returned to primary care for non-consultant led 
treatment such as physiotherapy etc 
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Stop B 
 

Part of active 
monitoring 
DO NOT USE ON NEW 
APPT 

 

Used for patients who are already on active monitoring and who 
continue to be monitored. These patients are not on an active 
RTT pathway as the RTT clock has previously been stopped. 

• Patient is given a further 3 month follow-up appointment 
following a period of active monitoring 
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Appendix 7. Add to waiting list form 

 

ADD TO WAITING LIST FORM 
Please tick boxes as appropriate 

 
 

Patient Demographic Sticky Label 
(Remember patients should only be added to the WL if 

they are fit, willing and able to be admitted within 18 
weeks of their start date) 

 

By whom added (please print) 
 

Name ............................................................................  
 
Grade…………………………………………………. 
 
Signature of listing doctor……………………………. 
 
Signature of authorising doctor…………………. 

Decision to Admit Date 
 
Date of clinic:  ……………………………………     
 
OR  Date of direct listing:  …………………….. 

 

Speciality……………………………………………… 
 
Consultant…………………………………………….. 
 
Waiting List…………………………………………. 
 

Availability: …………………………………………………………………….            Available at short notice:   
 

Dates to avoid ………………………………………………………………………………………………………….  

Procedure                                                                                                                                                                                                                                                                   
 

Consent taken:   Yes         No        by………………………………… 

Anaesthetic: 

LA .........................................                   

GA ........................................  

LA + IV Sedation ..................  

Regional Block……………...  

Additional Information: 
(special instructions, equipment, operator, where added, etc) 

Case Priority: 

Routine               

Urgent                 

2WW                   

Allergies: 
 

Latex                Other       

Medications          None   

List medication to be stopped prior to procedure with instructions 

Expected operating times  
………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………… 
                                                                                                
Estimated length of stay (days): 

Case Scheduling:   

Pre-op overnight stay   Day case………..   
 

Inpatient ………….    

Case Location: 
 

Clinic                   Theatre   

 

Hospital location  for Surgery: 

  ANY          RCH          SMH          WCH    

Co-morbidities: 

Cardiac      Diabetic      Respiratory     None    

Other   ……………………………………….. 

RETURN THIS COMPLETED FORM TO THE INPATIENT BOOKING CO-ORDINATOR  
Office Use Only : 
 

RTT correct            RTT amended            Added to BEA            Pathway Linked     

Face to Face Pre-Assessment          Telephone Pre-Assessment  

 

Entered on to PAS by (Print)…………………………………………………….        Date:  …………………………………. 
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