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GENERAL PRINCIPLES: REFERRAL TO TREATMENT AND
DIAGNOSTIC PATHWAYS
1.

INTRODUCTION

The Trust is committed to ensuring that all patients on an elective pathway are
managed in a timely and effective manner and in line with National Waiting List
Guidance, the NHS Constitution and the NHS Operating Framework.
The guidance is derived from the NHS Operating Framework and performance
indicator(s) guidance published by NHS England1. The Epsom and St. Helier
University Hospitals NHS Trust (“the Trust”) has applied a local interpretation of
these rules, as intended, to provide both clarity and consistency for all patients.

2.

PURPOSE

The purpose of the policy is to ensure that patients on an elective pathway are
managed appropriately and consistently. This includes patients on an open Referral
To Treatment (“RTT”) pathway, patients waiting for an outpatient appointment,
diagnostic test or elective admission and patients with a suspected cancer diagnosis.
The policy is designed to ensure fair and equitable access to planned care services
and the appropriate allocation of resources. It outlines the main responsibilities of the
Trust, healthcare professionals and patients in managing these pathways. It will be
available to the public via the Trust’s website.
The policy is intended to support the development and implementation of local
waiting list rules and addresses the management of waiting lists and concept of
choice and reasonableness as the NHS continues to work to reduce or maintain
waiting times and to achieve a maximum wait of eighteen weeks from referral to first
definitive treatment.
Although some Planned Care Pathways are not specifically included within the
operational targets, the principal of shorter waits and sustained improvement for all
elective pathways will be implemented across the Trust.
The policy covers general management of cancer patients, but more specific detail is
included within the Cancer Services Access Policy.

3.

ROLES AND RESPONSIBILITIES

The Chief Operating Officer (“COO”) has overall responsibility for delivery of
operational standards.
The accountability for effective implementation and adherence to this policy sits with
the COO.

1

http://www.england.nhs.uk/statistics/statistical-work-areas/
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The Director of Planned Care is accountable for implementing, monitoring and
ensuring compliance with the policy.
Divisional General Managers are responsible for local implementation of the policy
and ensuring their staff comply with the policy and are fully trained by receiving the
appropriate annual training and to keep records of staff training.
The Divisional General Manager for Patient Services will provide advice and
support to all staff in the effective implementation of this policy and will be
responsible for annual review of the policy.
The Trust’s performance team will provide technical support around the policy,
particularly in relation to national guidance.
All clinical staff are responsible, through their Clinical Director or Head of Nursing,
to the Medical Director and Chief Nurse for ensuring they comply with their
responsibilities as outlined in this Policy.
All administrative staff are responsible, through their GM, to the COO for ensuring
they comply with their responsibilities as outline in this policy.
The information management team is responsible for producing and maintaining
regular reports to enable divisions to accurately manage elective pathways, and
ensure compliance with this policy.
General practitioners (GPs) and other referrers play a pivotal role in ensuring
patients are fully informed during their consultation of the likely waiting times for a
new outpatient consultation and of the need to be contactable and available when
referred.
The CCGs are responsible for ensuring there are robust communication links for
feeding back information to GPs. GPs should ensure quality referrals are submitted
to the appropriate provider first time.
The NHS Constitution recommends the following actions patients can take to help in
the management of their condition:
•

Patients can make a significant contribution to their own, and their family’s
good health and wellbeing, and should take personal responsibility for it.

•

Patients should be registered with a GP practice as this is the main point of
access to NHS care as commissioned by NHS bodies.

•

Patients should provide accurate information about their health, condition and
status.

•

Patients should keep appointments, or cancel within a reasonable timeframe.

Epsom and St. Helier University Hospitals NHS Trust
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4.

TRUST PRINCIPLES

The Trust is committed to the following good practice:
Putting the patient first – Treating all patients to specified clinical standards which
incorporate and reflect patient choice, satisfaction, dignity and compassion.
Top level commitment – Developing an organisational culture of ‘getting patients
treated’, not ‘keeping them waiting’.
Working with Primary Care – Providing services in the most suitable locations.
Communication with patients – Improving communication with patients through
the implementation of full booking.
Improving the efficiency of services – Introducing ‘one stop’ and fast track
services where appropriate with service re-design.
Continual improvement in the effectiveness of services – Improving outpatient
capacity, theatre utilisation, day case rates and service re-design.
In each situation the individual needs of the patient should be taken into account and
special consideration in implementing the procedures set out in this document will be
given to vulnerable patients such as children, prisoners, the frail elderly and patients
with learning disabilities. Special consideration will also be given to patients with
exceptional circumstances, or urgent conditions. The Trust will endeavour to ensure
that these patients are not disadvantaged by local operating procedures.

5.

CORE PRINCIPLES

In March 2011, the Department of Health published the NHS Constitution”2 The NHS
Constitution sets out the guiding principles of the NHS and the rights of each NHS
patient. One of these rights of the patient is:
‘You have the right to access services within maximum waiting
times, or for the NHS to take all reasonable steps to offer you a
range of alternative providers if this is not possible. The waiting
times are described in the Handbook to the NHS Constitution.’
The Trust has a number of core principles central to managing patients on an
elective pathway. These principles are intended to support the process to ensure we
meet this obligation and to ensure that patients on an elective pathway are seen and
treated appropriately and consistently:
•

2

The Trust’s present Patient Administrative System (“PAS”) is i.Patient
Manager (“iPM”). iPM should be used for recording all referrals, outpatient

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
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appointments, inpatient/daycase waiting lists, Admitted Patient Care (“APC”)
spells and relevant RTT events and information. Agreed outpatient waiting
lists must also be specifically recorded on iPM.
•

i.Clinical Manager (“iCM”) is the Trust’s present system for the central
recording of clinical events and documentation. All relevant clinical
documentation should be made available in iCM.

•

Data held on iPM should be timely, accurate and complete. The data should
be subject to regular audit and validation.

•

Comprehensive demographic information must be recorded for all patients. A
patient’s demographic record should be confirmed and updated as
appropriate at each hospital attendance.

•

Priority will be given to urgent referrals. Patients of equal clinical priority (e.g.
routines) should be treated in chronological order (from clock start date).

•

Urgent referrals from GPs for suspected cancer must be seen within 14 days
(however local cancer policy may dictate that these patients should be seen
even earlier). These referrals are known as Two Week Rule (“TWR”) referrals.
Routine referrals, which a hospital specialist believes have symptoms or signs
indicating a high suspicion of cancer, must also be seen within 14 days.

•

The Trust expects that before a referral is made for potential elective
treatment, the patient is both clinically fit for assessment and possible
treatment of their condition and ready to start their pathway at the point of the
initial referral. There is also an expectation that there is a reasonable level of
expected availability of the patient in the eighteen weeks following the date
the patient is referred (and in the 62 days following the date a patient is
referred with suspected cancer). The requirement for pre-referral diagnostics
will be service specific and set at a local level. The Trust will work with the
local health care community to ensure patients understand this before starting
an elective pathway.

•

All requests for annual and study leave by clinicians must be formally
requested and approved by a General Manager (“GM”) at least 6 weeks
before leave is to be taken.

•

Clinics and theatre lists should not be cancelled within 6 weeks unless due to
exceptional circumstances and only with the agreement of the Director of
Planned Care or Chief Operating Officer.

•

All appointment and inpatient/day case “To Come In” dates (“TCIs”) must be
verbally agreed with the patient.

•

Clinic templates must be structured appropriately and directly relate to the
available new and follow-up capacity for that clinic. Staff should then adhere
to the template when booking patients. All requests for template changes
must be agreed with the relevant Service Manager (“SM”) and any changes
must be made with at least 6 weeks’ notice.

•

Cancelled slots should not be given to the next “routine” referral that comes to
hand. They should be used to bring forward the longest waiting patients.

Epsom and St. Helier University Hospitals NHS Trust
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6.

•

When booking any appointment or other events or activity on iPM, it must be
linked to the appropriate referral, which will already have been recorded.
Where patients are on multiple concurrent pathways it is important to take
care to ensure that this activity is recorded against the correct
referral/pathway.

•

Where cancellations are initiated by the Trust, patients should be booked to
an appointment that is convenient to the patient, which is as close to their
original appointment as possible.

•

All non-treatment decisions to stop a clock must be made in consideration of
the best clinical interest of the patient, and should not be influenced by any
potential impact on the Trust’s waiting time performance.

•

Last Minute Cancellations (“LMCs”) (i.e. hospital-initiated, non-clinical
cancellations of an elective procedure either following admission or on the day
of intended admission) should be avoided whenever possible, and are subject
to the relevant escalation policy.

•

Planned Care services will be delivered in accordance with any formal
agreements made between the Trust and commissioning groups. The Trust
will participate in clinical and activity audits, as required, to demonstrate
reasonableness, clinical validity and administrative process compliance in line
with commissioning requirements.

•

It is the responsibility of all members of staff to understand the principles and
definitions set out within this policy.

•

Although we are only monitored against patients from English commissioners,
we plan to treat all patients within eighteen weeks from referral, in line with the
NHS Constitution.

•

Management of patients on an elective pathway should be in line with the
principles of the Trust’s Patient First programme.

STAFF COMPETENCY AND COMPLIANCE

In accordance with training needs analysis, staff involved in the implementation of
this policy, both clinical and clerical will undertake training provided by the Trust and
receive annual updates. Policy adherence will be part of the staff appraisal process.
The Patient Services division provides training to staff involved in the administration
of RTT and diagnostic pathways. This policy, along with the supporting suite of
SOPs will form the basis of the training delivered.
Functional teams, specialties and staff will be performance managed against key
performance indicators (KPIs) applicable to their role. Role specific KPIs are based
on the principles in this policy and specific aspects of the trust’s standard operating
procedures.
In the event of non-compliance, a resolution should initially be sought by the team,
specialty or individual’s line manager.
Epsom and St. Helier University Hospitals NHS Trust
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The Trust has RTT “Helpdesk” through which any relevant queries can be raised in
order to receive advice about policy or recording processes. This is an e-mail
function and any definitional queries or unusual scenarios etc. can be sent to
esth.RTT.Helpdesk@nhs.net where a designated expert will be able to review and
respond.
Similarly, the Cancer Services Access Policy should be used to manage patients on
a suspected Cancer Pathway. For areas not specifically covered by the Cancer
Services Access Policy, the Access Policy for Elective Care Pathways will apply.

7.

GOVERNANCE

What in the
policy is
going to be
monitored
Performance
against targets

Monitoring
method

Monitoring
lead

Frequency

Reported to

Weekly
performance
meeting with
divisional
general
managers

Director of
Planned Care

Monthly

NHS England
CCGs
Trust Execs

18 weeks RTT
monthly
submission

Backlog

8.

DM01
submission
Operational
Managers and
Patient
Pathway
Performance
Co-ordinators
via weekly
trust level PTL
meetings

Divisional
General
Manager for
Patient
Services

Weekly

Director of
Planned Care
Divisional
General
Managers
Weekly
performance
pack to CCGs

WAITING TIME REPORTING

The Trust is required to submit regular waiting time reports to external bodies for
monitoring and assessment purposes.
The rules governing waiting time reporting and the adjustment of waiting times to
reflect patient choice and/or clinical fitness vary according to the stage of care. All
Epsom and St. Helier University Hospitals NHS Trust
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waiting times will be reported in accordance with the associated national guidance
and any changes to national guidance will be reflected in reporting.
To facilitate the reporting of waiting times the functionality of iPM will be employed to
ensure a comprehensive audit trail of all relevant activity and decisions. This is
necessary to meet the different waiting time reporting requirements of the various
standards. Some data used to calculate waiting times (typically Cancer 31-day waits
and Radiology tests) are recorded on service-specific systems rather than iPM and
should be subject to regular audit.

9.

DATA PROTECTION AND QUALITY

All patient related data received through the implementation of this Policy will be
managed in accordance the Trust’s Data Protection Policy (March 2012), Data
Quality Policy (October 2012) and Health Records Policy (July 2013) as legally
required.
Patient eligibility
All Trusts have an obligation to identify patients who are not eligible for free NHS
treatment and specifically to assess liability for charges in accordance with the
Department of Health guidance /rules.
The Trust will check every patient’s eligibility for treatment. Therefore, at the first
point of entry, patients will be asked questions that will help the Trust assess
‘ordinarily resident status’. Some visitors from abroad, who are not ordinarily
resident, may receive free healthcare, including those who:
• 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) who hold a European Health Insurance Card
(EHIC) are also entitled to free healthcare, although the Trust may recover the cost
of the 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 visitor’s office for clarification of status regarding their
entitlement to NHS treatment before their first appointment is booked or date To
Come In (TCI) agreed.
Referrals from the Private sector into the NHS
•

For patients who are seen privately but then transferred to the NHS, the RTT
clock should start at the point at which clinical responsibility for the patient’s
care is transferred to the NHS i.e. the date when the Trust accepts the referral
for the patient.

•

Patients can choose to convert between the private sector and the NHS at
any point during their treatment without prejudice.

Epsom and St. Helier University Hospitals NHS Trust
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•

Patients who are referred via their GPs from a private service can be added
direct to the NHS waiting list on the referral received date.

•

The patient’s GP should be contacted at the point of receiving referrals from
the private sector in order to ensure that the GP has the opportunity to review
this decision.

Patients requiring commissioner approval for funding
Certain procedures have been deemed by commissioners as needing individual
review under the Procedures of Limited Clinical Effectiveness (“PoLCE”) process
before they decide whether they will fund the treatment or not. DTAs for these
procedures should result in the patient being added to the pending decision
“ECPCTX (IP EC Panel approval still required)” waiting list until a decision on
funding is received.
• Any decision to admit a patient for a procedure that is in this list of procedures
must result in the completion of an “exceptional treatment approval form” in
order for the funding approval to be sought from the relevant CCG before
proceeding to offer the patient TCI dates.
•

Whilst approval is being sought, the pathway will remain open and the clock
will continue to ‘tick’. Where there is no funding decision made within three
weeks of the DTA, this should be escalated to the Director of Planned Care.

•

If confirmation of funding to proceed is granted, then the patient is moved to
the appropriate consultant or pooled waiting list. If confirmation of funding to
proceed is denied the patient will be removed from the waiting list and
discharged back to the care of their GP.

•

Where there is a decision to remove a patient from the waiting list due to
potential lack of funding, the patient will be discharged back to the GP and the
patient, patient’s GP and responsible consultant will be written to (with the
letter scanned onto iCM) to inform them of the decision and the reasons for
the decision.

Military veterans
In line with the Armed Forces Covenant, published in 2015, all veterans and war
pensioners will receive priority access to NHS care for any conditions related to their
service, subject to the clinical needs of all patients. Military veterans should not need
first to have applied and become eligible for a war pension before receiving priority
treatment.
GPs will notify the Trust of the patient’s condition and its relation to military service
when they refer the patient, so the Trust can ensure it meets the current guidance for
priority service over other patients with the same level of clinical need. In line with
the Clinical Policy, patients with more urgent clinical needs will continue to receive
priority.
Prisoners
Epsom and St. Helier University Hospitals NHS Trust
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All elective standards and rules are applicable to prisoners. Delays to treatment
incurred as a result of difficulties in prison staff being able to escort patients to
appointments or for treatment, do not affect the recorded waiting time for the patient.
The Trust will work with staff in the prison services to minimise delays through clear
and regular communication channels and by offering a choice of appointment or
admission date in line with reasonableness criteria.

10.

SERVICE STANDARDS

The following local operating and administrative standards apply:
•

No patient should wait longer than 6 weeks for a diagnostic test or image.
(Where applicable, the 6 week diagnostic standard occurs within the 18 week
pathway).

•

All planned patients should be admitted and receive their intended procedure
within six weeks of their “Due In Date” (as deemed clinically appropriate when
added to the planned waiting list).

•

Last Minute Cancellations (i.e. hospital-initiated, non-clinical cancellations of
an elective procedure either following admission or on the day of intended
admission) should amount to less than 0.8% of all elective admissions.

•

85% of all patients diagnosed with cancer following a referral from a
consultant for suspected cancer, or following a consultant upgrade of a noncancer pathway to a cancer pathway will receive first definitive treatment
within 62 days of receipt of referral.

•

100% of all patients referred to a Rapid Access Chest Pain Clinic should be
seen within 14 days of receipt of referral.

•

100% of all referral letters to be registered on iPM and scanned onto iCM
within one working day of receipt.

•

All internal referrals or other letters request in advice/assessment/consultation
from Trust colleagues to be scanned onto iCM within 5 working days of
decision to refer.

•

All outpatient appointments, diagnostic test appointments and TCIs to be fully
or partially booked.

•

All outpatient appointments to be recorded on iPM at the point of the
appointment being made.

•

All outpatient appointments to be fully outcomed (i.e. to receive an
appointment outcome, and an attendance outcome where relevant) in real
time, or within 2 working days for exception clinics (e.g. satellite clinics).

•

All DTAs to be registered on iPM within one working day of the decision being
made.

•

All first outpatient attendances to result in an outpatient letter to the GP within
5 working days.

Epsom and St. Helier University Hospitals NHS Trust
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•

90% of all outpatient attendances to result in an outpatient letter scanned onto
iCM and sent to the GP within 14 days (clinic exclusions apply).

•

All inpatient admissions, discharges and transfers to be recorded on iPM
within one hour.

•

All clinical coding for elective APC activity will be undertaken by the Trust’s
clinical coding team within appropriate timescales.

•

All outpatient clinical coding (where appropriate) will be completed within 7
working days of the attendance.

•

All RTT dates and statuses to be recorded and validated at each hospital visit.

Tolerances are intended to account for specific scenarios which take the ability to
achieve compliance with the target for that individual pathway out of the control of
the Trust. There are three categories of scenarios that these pathways fall into:
•
•
•

Patients for whom it is not clinically appropriate to be treated in standard
timescales.
Patients who choose to wait longer for one or more elements of their care.
Patients who fail to, or choose not to, attend appointments.

It is expected that pathways that do not get treated within the standard timescales
fall into one of these categories, and that the tolerance is not used to allow patients
to wait longer than the standard due to other reasons (for example capacity issues).
Accurate recording of activity
•

Where events or activity have been recorded incorrectly, appropriate
amendments should be made as soon as possible. If this involves deleting
events or activity that have been recorded in error, then this should be raised
to the appropriate Assistant Service Manger (or above) since it is Trust Policy
to give delete privileges only to people in roles at this level. Appointments or
TCIs identified as having been duplicated or recorded in error should not be
subsequently recorded as cancellations. Waiting lists identified as having
been duplicated or recorded in error should not be subsequently recorded as
ROTTs. Referrals identified as having been duplicated or recorded in error
can be flagged for deletion following the appropriate process for doing so and
they should not be “closed” in any other way.

•

Where decisions, activity or events are recorded retrospectively, any
associated dates must be backdated to indicate the actual date that this
decision, activity or event happened.

11.

PATHWAY MILESTONES

Epsom and St. Helier University Hospitals NHS Trust
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To achieve treatment within 18 weeks of receipt of referral, pathways should be
designed with key milestones and sufficient capacity agreed with clinicians and
commissioners.
For example, a typical surgical pathway can be broken down into the milestones
shown in Figure 1.

Figure 1: Key milestones on a surgical pathway

Monitoring
Operational teams will regularly and continuously monitor levels of capacity for each
pathway milestone to ensure any shortfalls are addressed in advance. This will avoid
poor patient experience, resource intensive administrative workarounds and,
ultimately, breaches of the RTT standard.
Reasonableness
National definitions apply for reasonable notice.
•

Reasonable notice for an offer for any elective appointment or TCI is defined
as a choice of at least two dates with at least three weeks’ notice with an
appropriate clinician at an appropriate location.

•

An appropriate clinician is anyone that is deemed to be clinically appropriate
by the responsible consultant. For patients on consultant-specific waiting lists,
only that named consultant should be considered to be appropriate in terms of
making reasonable offers.

•

An appropriate location is any location used by the Trust for elective activity
that is not an unreasonable distance from the main Trust sites.

•

Reasonableness definitions apply equally to diagnostic appointments/TCIs,
outpatient appointments and elective offers for admission for treatment.

•

Short notice offers (and other “non-reasonable” offers) can be made (and
should be encouraged if available capacity allows this), but patients not

Epsom and St. Helier University Hospitals NHS Trust
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accepting these offers should not be considered to be declining offers, and
therefore should not be thought of, or recorded as, patient cancellations.
Chronological booking
Patients will be selected for booking appointments or admission dates according to
clinical priority. Patients of the same clinical priority will be appointed/ treated in RTT
chronological order, i.e. the patients who have been waiting longest will be seen first.
Patients will be selected using the Trust’s Patient Tracking Lists (PTLs) only. They
will not be selected from any paper-based systems.
Communication
All communications with patients and anyone else involved in the patient’s care
pathway (e.g. General Practitioner (GP) or a person acting on the patient’s behalf),
whether verbal or written, must be informative, clear and concise. Copies of all
correspondence with the patient must be kept in the patient’s clinical notes or stored
electronically for auditing purposes.
GPs or the relevant referrer must be kept informed of the patient’s progress in
writing. When clinical responsibility is being transferred back to the GP/referrer, e.g.
when treatment is complete, this must be made clear in any communication.

12.

NATIONAL REFERRAL TO TREATMENT AND DIAGNOSTIC
STANDARDS

There are several national standards relating to elective access. Providers are
externally monitored and assessed on various waiting time standards and so all
standards will be maintained in the management and administration of all patients
referred for and receiving elective care.
Generally, there is a degree of tolerance associated with the standard as it is
accepted that 100% compliance will usually be unlikely due to clinical or social
situations beyond the control of Trusts. Both the waiting time standards and the
tolerance levels are subject to change. Standards may be required to be met at
different levels of granularity (e.g. at a specialty level).
The following national operating standards apply:
•

92% of incomplete pathways will have a wait time within 18 weeks (126 days)
of being referred.

•

100% of patients will receive their first definitive treatment within 52 weeks
(364 days) of being referred.

•

99% of patients on a diagnostic waiting list for one of the nationally defined
“Key 15” diagnostic tests should have a current wait of less than six weeks.

Epsom and St. Helier University Hospitals NHS Trust

16

ESH/POL/46818
•

100% of patients subjected to a Last Minute Cancellation must be offered the
opportunity to be readmitted and receive their intended procedure within 28
days of initial cancellation.

•

93% of all patients with suspected cancer who are referred urgently by their
GP will be seen by an appropriate specialist within 14 days of receipt of
referral.

•

93% of all patients referred for breast symptoms, even if cancer is not
suspected, will be seen by an appropriate specialist within 14 days of receipt
of referral.

•

85% of all patients diagnosed with cancer following a referral from a GP for
suspected cancer will receive first definitive treatment within 62 days of receipt
of referral, or within 31 days of receipt of referral if the referral was for
suspected rare cancer (children’s, testicular and acute leukaemia).

•

90% of all patients referred from a Screening Service following a positive
histology (Breast, Colorectal, Cervical) will receive first definitive treatment
within 62 days of receipt of referral.

•

96% of all patients with a new diagnosis of any form of cancer will receive
their first treatment within 31 days of decision to treat.

•

98% of patients requiring receipt of second or subsequent treatment with anticancer drug treatments will do so within 31 days of decision to treat.

•

94% of patients requiring receipt of second or subsequent treatment with
surgery will do so within 31 days of decision to treat.

•

94% of patients requiring receipt of second or subsequent treatment with
radiotherapy will do so within 31 days of decision to treat.

•

95% of Audiology Direct Access Referrals will receive their first definitive
treatment within 18 weeks (126 days) of being referred.

13.

OVERVIEW OF NATIONAL REFERRAL TO TREATMENT
RULES

Figure 2 below provides a visual representation of the chronology and key steps of a
typical RTT pathway.
Figure 2: The chronology and key steps of a typical RTT pathway

Epsom and St. Helier University Hospitals NHS Trust
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RTT clock starts
The RTT clock starts when a General Practitioner (GP), dentist or other healthcare
professional (e.g. physiotherapist, podiatrist, optometrist) as agreed by the local
health community, refers a patient to the Trust for any elective service (other than
planned care) for the patient to be assessed and, if appropriate, treated before
responsibility is transferred back. This includes the following:
•

Any referral to a consultant led service (except where the referral is for a
diagnostic test/opinion only).

•

Any self-referrals to an audiologist (since this has been agreed to be an
appropriate process for the Trust).

•

Any referral to an interface service (all arrangements that incorporate any
intermediary levels of clinical triage, assessment and treatment between
traditional primary and secondary care). In these cases the clock will
commence when the referral is received by the interface service and not when
it is subsequently sent on to the Trust with the exception of paediatric
dentistry referrals triaged by the Community Special Care Dental Service
(DSCDS) where the clock will commence on the date the referral is received
by the Trust (As endorsed by the Paediatric Local Dental Network (LDN)).

Referrals from Primary Care to the following services will not start the clock:
•

Therapy, healthcare science or mental health services that are not medical or
surgical consultant-led (including multi-disciplinary teams and community
teams run by mental health Trusts) irrespective of setting.

•

Diagnostic services if the referral is not part of a straight-to-test arrangement.

For paper referrals from non-elective (e.g. A&E) or non-consultant-led (e.g. GP)
services the RTT clock start date is the date the Trust receives the referral. For
electronic referrals the clock starts on the date the patient books their appointment
on-line or the day they call to make an appointment and give their unique booking
reference number.
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Where a referral goes initially to a Referral Management Service (RMS) the patient’s
clock starts on the date on which the RMS receives the referral.
If, following completion of a referral to treatment period, a patient requires treatment
for a substantially new or different condition, then a new clock starts. This is a clinical
decision made in consultation with the patient. In this situation the patient should be
referred back to their GP for a new referral.
The cancer pathway clock starts on the same date as the RTT clock start date where
the referral is for suspected cancer.
Overview of urgent cancer referrals from the GP
•

GPs will be required to use the current version of the standardised referral
pro- formas produced by the London Cancer Alliance when making an urgent
referral for suspected cancer. These referrals should be submitted to the TWR
office where they will be processed in accordance with the Cancer Services
Access Policy.

•

All patients referred under the Two Week Rule will have this documented on
iPM by way of the specific cancer TWR coding on the referral.

•

Urgent referrals for suspected cancer that are considered to be inappropriate
may be downgraded in priority but only through consultation between the
referring GP and hospital consultant and where the downgrade is mutually
agreed. The clinical reason for downgrade will be annotated on the patient’s
referral and filed in the patient’s medical record. The downgrade will be coded
on the referral on iPM.

•

Any difficulties in scheduling urgent appointments within the two week
timescale must be escalated immediately to the Cancer Services Manager
who will liaise with the relevant consultant/clinician and the GM for that
speciality. In addition the Divisional General Manager for Patient Services
should be notified.

•

The Trust will notify the referring GP of any inappropriate ‘fast track’ referral
received. Feedback will be provided as to why the referral is inappropriate.
(Please note that this does not apply to appropriate referrals where a
diagnosis of non-cancer is made).

Further detail on the above may be found within the Trust’s Cancer Services Access
Policy.

14.

PLANNED PATIENTS

Patients on the Planned Waiting List are those whose waiting time is determined
(solely) by their clinical requirements. They include patients waiting for subsequent
admissions as part of a planned sequence of treatments or investigations (e.g. check
(also known as review or planned follow-up) endoscopies) or where the procedure
has to be performed at a set point linked to clinical criteria, e.g. where a child needs
to be four years old before a procedure can be performed or where the date of
admission is determined by the needs of the treatment, e.g. metalwork needs to be
removed, but this should not happen for another three months.
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All planned waiting lists should have the “Due In Date” accurately recorded. This is
the date that the clinically defined period of unavailability ends (e.g. six months after
the colonoscopy for a “six-month check colonoscopy”). For planned sequences of
admissions, the due in date should be calculated based on the date or intended date
of the previous admission, and so this may need to be changed for each planned list
where an earlier part of the plan changes.

15.

CLOCKSTOPS

Overview
Once the RTT clock has started, it continues to tick until either the patient starts
definitive treatment, or a patient or clinical decision is made that stops the clock.
The majority of RTT clock stops take place in an outpatient clinic. The other two
main methods of stopping the RTT clock are admitting a patient for a therapeutic
procedure, or discharging the patient without treatment. These actions are routinely
recorded on iPM.
However, there are other actions that stop the RTT clock, for example the
communication of negative test results by telephone, or treatment in a nonconsultant-led setting that do not routinely get recorded on iPM. It is important that,
where relevant, local recording methodology is utilised in order to capture clock
stops appropriately. These clock stops must be recorded in accordance with
recording and clock stop rules and with accurate dates (i.e. the date that the clock
actually stopped) in order to ensure appropriate reporting of waiting times.
Watchful waiting (active monitoring)
The concept of Watchful Waiting (also known as “Active Monitoring”) is essentially a
definitive decision that there is no requirement to proceed with any further clinical
intervention (e.g. assessment or diagnostic testing) at this stage but that the patient
still requires monitoring in a Secondary Care environment and so is not ready to be
discharged. The period between this decision being made and the agreed point that
the next stage of monitoring should take place is known as the Watchful Wait period
and stops the RTT clock on the basis that the patient is no longer “waiting” for the
Trust to actively do anything.
A period of watchful wait should be agreed between the appropriate clinician and the
patient. It covers a situation where a patient wishes to continue to be reviewed as an
outpatient, without progressing to more invasive treatment that is available for the
patient.
Examples of decisions to start (or continue) periods of Watchful Wait include:
•

An MRI shows some changes to the condition of the knee but the patient does
not yet require surgery, so the Trust will review the patient in clinic in four
months’ time.

•

A decision to start or continue three monthly routine check-ups for diabetic
patients.
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•

A decision to regularly review a paediatric patient where treatment cannot be
carried out until a child reaches a pre-determined age.

•

A consultant offers the patient a choice of invasive surgery or a further review
in clinic in three months’ time to see if there is any change in condition that
may influence a new decision on whether or not surgery will be required and
the patient opts for the latter.

•

A clinical decision that there is no treatment that would be beneficial for the
patient at this stage, but that this decision may be different in three months’
time depending on how the condition develops.

•

A clinical decision that the patient’s condition will resolve itself over the next
few months without the need for intervention and that a review in four months
will determine whether or not this has been the case.

Any patient in a period of Watchful Waiting should either have a follow-up
appointment booked (for a date that is appropriate as per the clinical decision around
the length of period for the Watchful Wait) or be on an outpatient waiting list on iPM
with an appropriate “See By” date.
Examples of decisions that do not start periods of Watchful Wait include:
•

A decision to test the patient in order to gain a diagnosis.

•

A provisional decision that the patient does not require treatment, but this will
be confirmed by the results of a forthcoming diagnostic test.

•

A patient becoming unavailable for treatment/assessment for social reasons.

•

A patient requiring a second opinion on the extent of their condition and
whether or not invasive surgery is required.

•

A consultant requesting that another clinician with a more relevant expertise
sees the patient for assessment.

•

A patient yet to decide how they want to proceed (patient thinking time).

A period of watchful wait can be initiated by either the patient or the clinician, but
where initiated by the clinician, the patient should be made aware of the decision and
given the opportunity to challenge it.
At the end of a period of watchful wait, a new decision is made on whether to
continue the watchful wait period (e.g. follow-up again in another three months), to
discharge the patient (e.g. confirmation that the patient does not require treatment
and no longer requires further review) or to start a new clock. Examples of where a
new clock starts include:
•

A decision to add the patient to an inpatient waiting list for treatment following
an unsuccessful period of watchful wait.

•

A patient having previously decided against an invasive procedure now
deciding to proceed with that procedure.

•

A worsening of the condition leading to a decision to undertake diagnostic
tests.
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•

A change in the condition leading to a decision to request consultation from a
clinical colleague.

Decisions to do tests or seek advice in order to routinely monitor a patient in a
watchful wait period do not start a new clock.
Where a patient leaves a period of watchful wait, and a new clock starts, the same
requirements to treat the patient within 18 weeks of the decision to stop the period of
watchful wait apply, as they would if the patient was referred in a new referral from
the GP.
If at any point within a watchful wait period, a new condition or a requirement for
substantially different treatment is established (e.g. starting a diabetic on insulin,
when they have previously been treated with tablets), a new clock start will be
recorded on the date this was identified and agreed with the patient.
First definitive treatment given
Treatment is defined as “the first definitive treatment that is intended to manage a
person’s disease, condition or injury. The treatment that is started is intended to
avoid further intervention”3. This stops the current 18 week clock previously started.
Patient declining treatment
Patients may choose not to proceed with advised treatment. If this happens then the
RTT clock stops. This only applies where a patient chooses not to proceed with any
recommended treatment and not in a situation where the patient is just declining a
date for that treatment, or making a preference for one recommended treatment over
another recommended treatment when given an option.
Discharges
Closing a referral on iPM represents the decision to discharge a patient from that
pathway back to the GP or original referrer. Whenever a patient is discharged from a
pathway of care, a letter should be sent to the patient and the patient’s GP informing
them of this.
Patients who are discharged from Secondary Care without having been treated
(including where they have not had a Watchful Waiting decision) stop the RTT clock.
This includes patients who choose not to proceed with care at the Trust; patients
who die prior to treatment; patients who are discharged due to multiple cancellations
or DNAs etc.; patients who are discharged following a clinical decision that they no
longer require to be seen in Secondary Care and patients who inform us of a
decision to opt to be transferred to the Independent Sector (“IS”) to continue their
pathway of care.
Note that patients who attend private consultations in order to gain more information
about their condition, but wish to remain under the care of the Trust for potential
treatment do not get discharged and their RTT clock continues to tick.
Reinstatement to the RTT pathway
3

http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/

Epsom and St. Helier University Hospitals NHS Trust

22

ESH/POL/46818
A reinstatement is a decision to return a patient who had previously been discharged
back to their original pathway in the place that they would have been had they not
been discharged. This ensures patients are not treated unfairly where it has been
deemed appropriate to reverse a decision to discharge a patient.
•

If a patient has been removed from the RTT pathway in error (e.g. incorrectly
discharged), then they should be reinstated as soon as the error is realised.

•

There are occasions where the Trust has appropriately followed this Access
policy and discharged a patient but the patient, the patient’s GP or a Trust
consultant subsequently requests that we reconsider this decision to
discharge and reinstate the patient back onto their original RTT pathway. In
these cases, the Trust should decide whether to uphold or reject this request.

•

These decisions are at the discretion of the relevant SM, with the ultimate
responsibility being with the Divisional General Manager for Patient Services,
from whom advice should be sought whenever required.

•

Generally if the request to reinstate is made within 14 days and the Trust
deems the reason for the request for reinstatement to be acceptable, then the
request will be upheld. The decision should factor in the reasons for the
events that led to the patient being discharged (e.g. the reasons for the
patient not attending (DNA) appointments). The waiting time that the patient
would return to must not be a factor in the Trust’s decision on whether to
reinstate or not.

•

If the request to reinstate is made more than 14 days after the decision to
discharge a patient, then irrespective of the reason to request reinstatement
(apart from exceptional circumstances or Trust failure to appropriately follow
policy), the request should be rejected.

•

If the Trust upholds a request to reinstate a patient to a RTT pathway, the
original referral will be reopened on iPM, as will any outpatient, diagnostic or
inpatient waiting lists that the patient was on at the point they were
discharged. Wherever possible, appointments or TCI dates that were
cancelled due to the decision to discharge the patient should be returned to
the patient. Where this is not possible, then appropriate dates should be
agreed with the patient with minimal delay. All waiting times are reinstated
and continue to tick as if the discharge had never happened.

•

If a Trust rejects a request to reinstate a patient to the RTT pathway, then the
referral on iPM remains closed, and any subsequent re-referral from the GP
would be recorded as a new referral and would start a new RTT pathway.

Delays to pathways
Any patient who is subjected to unnecessary delays in their pathway (e.g. waiting
longer than 40 weeks) is to have a clinical harm assessment undertaken to
determine whether there is potential risk of harm to the patient due to the length of
wait for treatment. The review primarily focusses on any patient who has waited due
to unnecessary delay rather than due to clinical or social reasons for delay such as
patient choice or planned procedures.

Epsom and St. Helier University Hospitals NHS Trust

23

ESH/POL/46818
Patients are to be validated from the clinical data available on iCM against the status
held on the PAS. Where this information is insufficient, it may be necessary to bring
the patient back to an outpatient clinic for further clinical review.
Nullifications
On occasion, it may be necessary to transfer the care of an open RTT pathway to an
alternative provider. Where this action is taken, a referral letter and accompanying
IPTAMDS form (including the accurate clock start date for the pathway) will be sent
to the receiving Trust and scanned onto iCM within 3 working days of the decision to
refer.
The confirmation of receipt of this documentation from the receiving Trust triggers
the transfer of responsibility and at this point we can record the transfer on iPM and
also discharge the patient if necessary (sometimes patients will not be discharged as
they will receive routine follow-up care here). The receiving Trust is now responsible
for the care of the patient and inherits the waiting time position from this Trust. The
waiting time at this Trust gets nullified and is no longer reportable (on the grounds
that it is now reportable for the receiving Trust).
Where confirmation of receipt of documentation is not received within 2 working days
of referral, it must be actively chased on a daily basis until it is received.
Note that the policy and timeframes for the transfer of cancer pathways is covered in
greater detail in the Cancer Services Access Policy.
Note that where the transfer of the care of a closed RTT pathway (or a pathway that
is not part of RTT) takes place, the referral letter and accompanying IPTAMDS form
(including the accurate RTT status detail) will still need to be sent to the receiving
Trust and scanned onto iCM within 3 working days of the decision to refer and
confirmation of receipt of documentation is still required.
Where a patient is referred to another Trust for diagnostic testing or advice only, then
the responsibility for the pathway and any potential treatment remains with this Trust.
An IPTAMDS form still needs to be completed (with accurate RTT status detail) and
sent to the receiving Trust, but the clock continues to tick at this Trust until the point
that we treat the patient (i.e. typically until we have received results or advice from
the other Trust and have taken appropriate subsequent actions to lead to treatment).
It is important to ensure that any actions required from third parties are not subject to
unnecessary delays and so we need to monitor progress until the point where the
required actions are taken and we can continue to plan the pathway for the patient.
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PATHWAY- SPECIFIC PRINCIPLES REFERRAL TO
TREATMENT AND DIAGNOSTIC PATHWAYS
16.

NON- ADMITTED PATHWAYS

The non-admitted stages of the patient pathway (see Figure 3) comprise both
outpatients and the diagnostic stages, as highlighted by the section with the green
border around it in the diagram below. It starts from the clock start date (i.e. the date
the referral is received) and ends when either a clock stop happens in outpatients
(this could be the first, second or a further appointment) or when a decision to admit
is made and the patient transfers to the admitted pathway.
Figure 3: Non-admitted stages of the patient pathway

Receiving referrals
•

It is a mandatory requirement to record all referrals where clinical
responsibility for the care of the patient is accepted by the Trust. Registering
referrals is the responsibility of the Patient Services Division.

•

Where clinically appropriate, referrals should be addressed to a service (“Dear
Doctor”) rather than a named clinician. This will enable the Trust to ensure
that patients receive an appointment with the most appropriate clinician. It
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may also enable the Trust to reduce outpatient waiting times as these
referrals will be allocated to the appropriate consultant with the shortest
waiting time.
•

Referrals should be recorded as being to the setting (e.g. outpatient or
inpatient/day case), specialty and consultant that corresponds with where/who
the patient is first expected to be seen, even if this differs to any suggestion
made in the referral letter. The urgency of the referral may change as a result
of triaging prior to the first contact with the patient.

Reviewing referrals
•

Consultant annual leave, study leave or sickness must not delay the review of
referral letters. Divisions must work with the consultants to ensure there are
contingency arrangements to cover periods of leave.

Inappropriate referrals
•

If a consultant deems a referral to be clinically inappropriate, it must be sent
back to the referrer with an explanation as to why the referral is inappropriate.
Where appropriate, advice as to alternative services will also be provided at
this point. The referring clinician is responsible for contacting the patient and
informing them of the Trust’s decision.

•

The referral must be cancelled on iPM with brief commentary as to why this
decision has been made.

•

If a referral has been made and the special interest of the consultant does not
match the needs of the patient, but where such a service is provided by the
Trust, the consultant should forward the referral to an appropriate Trust
colleague. This should happen as soon as this is identified in order to ensure
there are no undue delays to seeing the patient. In this scenario, the referral
on iPM should be amended to reflect the updated decision of who is seeing
the patient. The clock start date remains unchanged.

Policy for inappropriate referrals onto a suspected cancer pathway is documented
within the Cancer Services Access Policy.
Electronic Referrals (eRS)
The Trust may receive electronic referral from eRS or a variety of EBSs. The
principles around how these referrals are managed remain the same, irrespective of
the system making the referral.
All referrals should be received via an EBS where possible.
A GP may schedule a patient to an appointment date and time at the point at which
they make the referral. Alternatively, a patient may be scheduled to an appointment
date and time by a Booking Management Service (“BMS”). Patients will have the
facility to schedule their appointment date and time via the internet. If the consultant
requires that it be re-scheduled to a more appropriate clinic or clinician, they will
provide the booking team with information as to which service/clinic a patient should
be scheduled. The booking team will contact the patient by telephone to agree an
alternative appointment date and time. Written confirmation and patient information
will then be sent to the patient.
Epsom and St. Helier University Hospitals NHS Trust
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A GP will always have the facility to refer a patient to the Trust regardless of
available capacity. Where there is no capacity available for that service at the point
at which the referral is made or when the patient contacts a BMS the Appointment
Slots Issues (“ASI”) process will be implemented by the administration team. Should
the administration team be unable to source additional capacity they will liaise with
the appropriate consultant/clinician and SM to ensure that the patient is scheduled
within outpatient waiting time targets.
Consultants will have the opportunity to review the appropriateness of referrals into
their service and expedite any routine referrals they consider clinically urgent.
Referrals will be reviewed and completed on line via e-Referral within 5 days. It is at
this review stage that referrals more appropriate for a consultant within the same
specialty should be re-directed. Referrals that have not been reviewed in that
timeframe will automatically be deemed as appropriate for the appointment booked.
Electronic referrals automatically get recorded on iPM via eRS or the EBS from
which they are made.
Paper-based referrals
•

Paper referrals for elective assessment, consultation and/or potential
treatment should go directly to the Central Registration office where they get
date stamped and recorded on iPM within 24 hours of receipt of the referral
letter.

•

The exception to this is TWR for suspected cancer which should be sent
directly to the Cancer Two Week Rule office. For further detail regarding
management of cancer referrals, please see Cancer Services Access Policy.

•

If referrals bypass the Central Registration office, they should be date
stamped and entered onto iPM immediately where received. This should be in
exceptional circumstances only e.g. an urgent referral.

•

Referrals should be recorded on iPM with accurate information including the
referral date (which represents the date that the Trust receives the referral),
referral source and (for referrals from an elective consultant-led service) the
RTT clock start date. If a clock start date is unknown it should be left blank
and should not be guessed. Any relevant additional RTT codes should also be
recorded at this stage.

•

Referral letters must be passed to the relevant specialty’s admin team within 1
working day of receipt.

Referral types:
i.

Rapid access chest pain clinic (RACPC) referrals

RACPC patients must be seen by a specialist within 14 days of the Trust receiving
the referral.
ii.

Consultant to consultant referrals
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Consultant (or consultant-led service) referrals to other consultant-led services can
also start the RTT clock, specifically:
•

If during a referral for one condition, the consultant newly identifies another
condition, this will start a second RTT period, which should be recorded as a
separate RTT pathway (this would also constitute a separate cancer pathway
if this is the suspected new condition). A new referral should be recorded to
indicate the new elective pathway. The original clock will still be ticking
(unless the patient is treated on, or discharged from that elective pathway).

•

For separate conditions or complications developed with pregnancy, or if a
new-born baby is suspected of having a condition requiring medical or
surgical consultant-led treatment.

•

Where new conditions are identified as a result of a genetic test.

•

In cases where a decision to treat is made (e.g. at a follow-up outpatient
attendance) for a patient whose programme of long term care needs to be
medical or surgical consultant-led.

•

If a decision that new treatment or potential treatment is required after a
period of watchful waiting has ended.

•

Where a patient requires a bilateral procedure (e.g. bilateral cataract
removal), the initial RTT clock will stop at first definitive treatment for the first
procedure. If the second procedure is not undertaken at the same time as the
first, a new clock starts when a patient is fit and ready for the second
treatment.

•

Where a patient has been referred by their GP for separate conditions and
where it is clinically deemed in the best interest of the patient that one must
be completed prior to the other, a new clock start will commence when the
decision is made that the patient is fit, ready and available for the second
procedure to take place.

If a consultant is referring a patient to another consultant as part of an ongoing RTT
pathway, a new clock does not start. A new referral should not be recorded, but the
decision should be documented on iPM and any subsequent activity should continue
to be recorded against the existing pathway (referral) on iPM.
Consultant-to-consultant referrals must meet the criteria agreed with commissioners
(i.e. it is deemed to be clinically urgent or suspected cancer or is part of an agreed
pathway of care). In most cases where a consultant identifies a new condition, the
patient should be formally referred back to the GP with a recommendation as to the
referral pathway to be followed. The GP and patient will then have the opportunity to
decide (in discussion with the consultant if required) how to proceed and who to refer
to. If they decide to refer back to the Trust, then a new referral is recorded and a new
RTT clock starts.
Consultant-to-consultant referrals must be communicated to the patient’s GP.
If a Trust clinician is making a decision that starts a RTT clock, then the clock starts
from the date that that decision is made i.e. the Trust referral (received) date is
deemed to be the date that the Trust decides to make that referral. Patients should
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not be penalised in terms of waiting time by any delays in decision/ referrals being
communicated or recorded to Trust colleagues.
The cancer pathway clock starts on the same date as the RTT clock start date for
consultant-to-consultant suspected cancer referrals i.e. the date of decision to refer.
The referral should be coded appropriately to record the fact that it is a consultant-toconsultant suspected cancer referral.
iii.

Tertiary referrals (transfers from another secondary care provider
including referrals from providers acting as secondary care providers)

If a patient is referred from one provider to another as part of their RTT period, their
patient pathway and clock should keep ticking. This includes referrals from Primary
Care Services acting as Secondary Care Providers. The originating provider should
ensure that an appropriate IPTAMDS is sent as part of the referral.
An IPTAMDS must be completed for all inter provider elective referrals, irrespective
of the RTT status of the pathway, including where:
•

The care of a patient on a RTT pathway transfers between healthcare
providers (including transfers to and from independent sector providers where
this transfer is part of National Health Service (NHS) commissioned care).

•

The referral is a request for a clinical opinion that results in the patient’s care
being transferred to an alternative provider.

•

RTT pathways are commissioned
independent of location.

•

The referral is a request for opinion or diagnostics, where the care of the
patient remains with the original service provider (e.g. penicillin allergy
testing).

•

The pathway is excluded from the 18 weeks monitoring arrangements for any
reason.

by

English

NHS

Commissioners

An IPTAMDS is not required for referrals for non-elective care and nor is it required
for referrals to a non-consultant-led service.
The IPTAMDS should include accurate information on the patient’s RTT status, most
importantly:
•

Whether the referral constitutes a new clock start or is part of an ongoing RTT
pathway or is not being referred onto a RTT pathway.

•

If the referral constitutes a new clock start, the reason why (e.g. the patient
has been referred following the end of a watchful wait period).

•

If the referral is part of an ongoing pathway, the date that the clock started
and whether there have been any adjustments to the waiting time.

•

If the referral is not part of a RTT pathway for this Trust, the reason why (e.g.
the patient is being referred for diagnostic testing only and will return to the
originating Trust with the clock continuing to tick for them, as they retain
responsibility for the RTT pathway).
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The RTT clock will start when the receiving provider actually receives the referral
from the referring provider. The date that the referring provider makes the decision to
refer on to another Trust to start a new RTT pathway is not relevant in terms of the
waiting time. As such there is often a disparity between the date the decision to refer
on was made (typically the clinic date on the referral letter) and the subsequent RTT
clock start date. [Note that referring providers will not know what date the clock will
start when making these referrals, and so any “clock start dates” on IPTAMDSs for
these referrals are likely to be inaccurate]. This is different to intra-Trust referrals
where the decision to refer is deemed to represent the date that the Trust “receives”
the referral.
The absence of IPTAMDS information should prompt the receiving Trust to seek the
missing information as soon as possible (and within a maximum of 5 working days)
as this will determine where the patient stands in the chronological order of patients
waiting, and will avoid the pathway being reported without a clock start date.
Upon receipt of these referrals, the receiving provider will accept clinical and
administrative responsibility for the patient. The receiving provider should
acknowledge receipt (and acceptance) of these referrals in order for the referring
provider to have assurance that the responsibility of the pathway has successfully
been transferred.
•

iv.

Referrals from other consultant-led services (whether internal or external)
should be accompanied by an IPTAMDS form which has administrative
details around the type of pathway and clock start information. IPTAMDSs are
the responsibility of the referring organisation. Therefore for internal referrals,
the Patient Services Division is responsible for ensuring that these are
completed and delivered in an accurate and timely manner.
Referrals from non-elective care

•

Referrals from a non-elective pathway can also start the RTT clock,
specifically where the patient is referred from A&E onto an elective pathway
(as opposed to purely follow-up care on the emergency pathway); or where
the patient is referred onto an elective pathway as a result of an emergency
admission (again as opposed to purely follow-up care on the emergency
pathway).

•

If a Trust clinician is making a decision that starts a RTT clock, then the clock
starts from the date that the decision is made. Patients should not be
penalised in terms of waiting time by any delays in decisions/referrals being
communicated or recorded to Trust colleagues.

•

The cancer pathway clock starts on the same date as the RTT clock start date
for suspected cancer referrals i.e. the date of decision to refer.

Advice and guidance
•

A GP may wish to make a formal request for advice and guidance (“A&G”)
from a hospital specialist. An A&G request will not be treated as a referral and
as such will not be recorded on iPM or added to the outpatient or inpatient
waiting lists without the express consent of the hospital clinician to whom the
A&G request was made.
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•

All A&G requests will be responded to within 48 hours of receipt.

•

Consultant annual leave, study leave or sickness should not delay the
response to A&G requests. As such, all consultants should nominate an
appropriate colleague to review A&G requests in their absence.

•

A&G requests may be managed by EBS. Such referrals do not go onto iPM
and no appointments are made.

•

If a clinician dealing with an A&G request feels that secondary care
consultation/assessment is required, the patient should be formally referred
back to the GP with a recommendation as to the relevant referral pathway to
be followed. It will be for the GP to refer as suggested or to agree with the
patient any alternative provision.

Consultant upgrades to suspected cancer pathways
A consultant may upgrade a non-cancer pathway to a suspected cancer pathway at
any point on the patient’s pathway, e.g. from triaging a non-cancer referral or
following a consultation or reviewing diagnostic test results etc. Where this happens,
the referral on iPM should be coded appropriately to record the fact that it is a
consultant upgrade to a suspected cancer pathway. This pathway is then regarded in
the same way as a consultant-to-consultant suspected cancer pathway; with the
clock starting on the date the decision to upgrade was made.
Self-referrals
Self-referrals are not generally an appropriate method of referral into our elective
consultant led services. There are few exceptions this (e.g. renal, metalwork reviews
invited by EOC and maternity) but generally it is bad practice (and could contravene
commissioning agreements) to accept referrals outside of an agreed pathway.
Patients requesting to be self-referred into elective consultant- led services (other
than those where exceptions have been agreed) should be redirected to the their GP
for formal referral.
Urgent self-referrals directly into walk-in clinics etc. are entirely appropriate as this is
not considered to be an elective referral. Patients requesting reinstatement to an
existing pathway that has been closed can be considered for reinstatement, but this
would not constitute a new referral (see later section on reinstatement).

17.

Booking new outpatient appointments

e-Referral service
Patients who have been referred via e-RS should be able to choose, book and
confirm their appointment before the Trust receives and accepts the referral.
If there are insufficient slots available for the selected service at the time of
attempting to book (or convert their Unique Booking Reference Number UBRN), the
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patient will appear on the appointment slot issue (ASI) work list. The RTT clock starts
from the point at which the patient attempted to book. Patients on the ASI list must
be contacted within 2 working days by the Central Booking office to agree an
appointment.
If a patient’s appointment has been incorrectly booked on the NHS e-Referral system
into the wrong service at the Trust by the referrer, the referral should be
electronically re-directed in the e-Referral system to the correct service. A
confirmation letter of the appointment change will be sent to the patient. The
patient’s RTT clock will continue to tick from the original date when they converted
their UBRN.
Booking
•

iPM will be used as the primary tool for outpatient waiting list management
and appointment booking. The date of referral and RTT clock start date must
not be adjusted on iPM for any reason other than it being recorded incorrectly
to start with.

•

All offers of dates to patients, for outpatient, diagnostic or admissions must be
recorded in iPM at the time the offers are made. All outpatient appointment
dates will be verbally agreed with the patient. Appointment letters must be
delivered to the Post Room on the day of the appointment being booked.

Patients must be sent a confirmation letter regarding their booked appointment.
The letter must include a point of contact and telephone number to call if they
have any queries and should explain the consequences if the patient cancels the
appointment or fails to attend the clinic at the designated time.
•

All outpatient letters should clearly explain the consequences if the patient
fails to attend the outpatient appointment or fail to contact the hospital to
agree an appointment date.

•

The aim of administration staff will always be to find a date appropriate for a
patient’s clinical priority, chronological wait and that the date is convenient to
that patient. Therefore, two attempts will always be made to contact every
patient by telephone and the attempts will be made at different times and on
different days. Opening hours are 08:00 to 18:00 Monday to Friday.

•

Failure to contact a patient should be recorded on iPM, and the correct
process should be followed, including checking contact number and
demographic details with the GP and then writing to the patient to ask that
they contact the Trust within 14 days with regards to booking the appointment.
If there is still no response after 14 days, it is assumed that the patient no
longer requires an appointment. The patient should now be discharged back
to the care of their GP. A letter will be sent to the patient, the patient’s GP and
the responsible consultant, and scanned onto iCM within 3 working days to
confirm this decision.

•

When booking appointments, ‘urgent’ referrals must be given priority. SMs are
responsible for reviewing clinic booking patterns regularly to ensure that an
appropriate number of slots are reserved for urgent patients. To ensure equity
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of access, other patients should be given appointments in chronological order
(based on their RTT waiting time).
•

Patients within an EBS may be contacted by a BMS to arrange an
appointment date and time and may have the facility to book their
appointment via the ERS website.

•

Cancelled/unallocated slots should be used to bring forward the longest wait
patients who are willing to be moved forward. The relevant administration
team will telephone patients to fill slots made available from short notice
cancellations.

•

A nominated representative of the divisional team should review clinic
templates 5 working days prior to the planned clinic date to ensure that all
clinics are fully and appropriately utilised.

•

Should a patient be unavailable to attend an appointment date for medical or
social reasons for a period exceeding six weeks they will be discharged
(unless this is deemed to represent a clinical risk) and the patient and GP will
be made aware. Patients declining numerous offers of appointments within a
six-week period may also be discharged on this basis.

•

It is the responsibility of individual specialties to identify the most appropriate
booking method (full booking or partial booking) for each service, other than
for TWR referrals and urgent referrals, where full booking is always utilised.

Policy for booking appointments on a suspected cancer pathway is documented
within the Cancer Services Access Policy.
Partial Booking
Patients within a partial booking system will be contacted once available capacity
has been identified, asking them to telephone the Trust to agree their appointment
date and time.
At an appropriate time (as deemed by the administration team) before a clinic is due
to be held, a corresponding number of patients (to match the number of slots
available) will be sent a letter asking them to contact the hospital to agree their
appointment date and time within 14 days. Should the patient fail to contact the
hospital, they will be discharged and the patient, their consultant and their GP will be
notified.
Once the appointment date and time has been agreed, written confirmation and
patient information will be sent to the patient.
Full Booking
•

The full booking method of arranging an outpatient appointment will be utilised
to schedule all TWR and ‘urgent’ referrals. It will also be utilised where the
administration team has identified this approach to be most appropriate for a
particular service.

•

For non-TWR patients, should the Trust be unable to contact a patient, the
patient will be sent a letter asking them to contact the hospital to agree their
appointment date and time within 14 days. Should the patient not respond to
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the letter, they will be discharged and the patient, their consultant and GP will
be notified. For TWR patients the process following failure to contact the
patient is covered within the Cancer Services Access Policy.
•

Once the appointment date and time has been agreed, written confirmation
and relevant patient information will be sent to the patient.

Telephone (or telemedicine) appointments
An outpatient appointment is defined nationally as an appointment for a patient to
see or have contact with a care professional at an outpatient clinic. Telephone
appointments are considered to be outpatient appointments and should be recorded
as such on iPM if they meet the below criteria:
•
•
•
•

Telephone consultations should directly support diagnosis and care planning
and must replace a face-to-face outpatient attendance.
They must be booked in advance with the patient given an accurate date and
time that the clinician will contact them.
They must not be used solely for the communication of results.
They are on dedicated clinics (or clinic sessions) solely for telephone
appointments.

Telephone appointments follow the same rules around templates, bookings,
recordings, outcomes, documentations etc. as standard face-to-face appointments.
For example, if the patient fails to answer the telephone at the time of the
appointment then this would be recorded as a DNA.
Telephone appointments should not be used for any other reason than for the
intention to phone the patient for an outpatient consultation. Telemedicine
appointments follow exactly the same rules as telephone appointments.
Appointments using other telecommunication methods (e.g. Skype) should be
considered to be telephone clinics.
Virtual Clinics
Virtual attendances (e.g. time taken out by clinicians to review notes) are not
considered to be outpatient attendances although should be recorded in a virtual
clinic template on iPM.

18.

OUTPATIENT APPOINTMENT AND ATTENDANCE OUTCOMES

•

All outpatient appointments should have an outcome of the appointment
recorded to state whether the appointment resulted in an attendance; a
cancellation; or a DNA. Cancellations should be recorded within one
working day of the cancellation, whether cancelled by hospital or by
patient.

•

All outpatient attendances should have an attendance outcome recorded to
state the outcome of the attendance (e.g. “Treatment Initiated”, “Add to IP/DC
Trust Waiting List”, “Referred for Diagnostics”, “Discharged from Trust” etc.).
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•

A Single Outcome Form will be comprehensively and accurately completed
with all necessary information for each patient that attends an outpatient
appointment. If the form is not completed this may delay patient treatment.
Required information includes but is not limited to:
i.
The outcome category of the attendance;
ii.
All procedures undertaken;
iii.
Future requirements (e.g. follow-up appointments, diagnostic tests,
additions to the WL etc.).

•

Administrative staff should not assume a decision in order to complete the
single outcome form slip on a clinician’s behalf. All staff should check with the
clinician if they are uncertain.

•

The clinical staff present in the outpatient clinic will complete the form. It is
imperative that as much information as possible is recorded to ensure that all
activity is recorded on iPM, that any future treatment required by the patient is
appropriately scheduled.

•

All procedures undertaken in outpatients must be recorded on the form using
the codes stated on the outpatient procedures lists. Procedure lists will be
made available in each clinic room by speciality.

•

Patients will be asked to return the form to the appropriate outpatient
reception desk after their appointment. Patients will be notified that failure to
return the form may result in them not being scheduled to receive any further
treatment required. On return of the form to outpatient reception, patients will
have the opportunity to agree a date and time for their follow-up appointment
if required.

•

If there is no capacity available for the patient to be offered a follow-up date
within the time frame requested by the clinician, the patient must be placed on
an appropriate outpatient waiting list. The appropriate SM will arrange for
capacity to be sourced for the follow-up appointment within an appropriate
timeframe.

•

When scheduling the requested follow-up appointments, noted comments
should also be recorded in the comments box of the follow-up appoint to
facilitate the greater efficiency of outpatient clinics.

•

Where the outcome pertains to a decision to refer to another consultant or
consultant-led service, an IPTAMDS should be completed. The IPTAMDS
must be completed when the referral is to another provider but it is also best
practice to complete this for intra-Trust referrals (i.e. internal clinician-toclinician referrals). All IPTAMDS forms should be scanned onto iPM within 3
working days of the decision to refer.

•

Upon receipt and acknowledgement of referrals to other providers, the
receiving provider will accept clinical and administrative responsibility for the
patient.

•

Note that the recording of an attendance outcome of “Add to IP/DC Trust
Waiting List” will result in iPM automatically generating a skeleton waiting list
entry that should get picked up by the administration team to use to manage
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the next step in the patient’s pathway (see “Waiting List Management”
section).
Did not attends (DNAs)
When a patient fails to attend an agreed outpatient appointment, this is known as a
Did Not Attend (“DNA”).
•

Patients who DNA the first outpatient appointment in their pathway have their
RTT waiting time nullified.

•

When a patient DNAs a subsequent appointment or a diagnostic test (outside
of an outpatient appointment), or a TCI for elective admission, their RTT
waiting time does not get nullified. The clock continues to tick for these
pathways unless they are discharged back to the care of the GP or original
referrer, in which case the clock stops. Should the patient still wish to receive
treatment, then they can be re-referred by their GP and a new clock would
start on receipt of the re-referral at the Trust.

•

Following an outpatient clinic, the responsible clinician should indicate his
proposal for the intended management for all patients who DNA’d that clinic.
The clinician has the option to decide whether to discharge the patient back to
the care of the GP or original referrer or to rebook a new appointment.

•

Should the clinician make a decision to discharge a patient who DNA’s an
appointment; a standard letter will be sent to the patient and the GP
explaining that the Trust has made this decision and is discharging the patient
back to the care of their GP.

•

In exceptional circumstances including patients with learning difficulties and
patients who do not have the capacity to achieve their attendance
independently (or for example where adverse weather conditions make it
unreasonable to expect patients to attend), a clinical decision may be made
that the patient should not be discharged. This must be clearly documented in
the patient’s notes. Where the Trust decides it is appropriate to rebook the
appointment, the clock will continue to tick.

•

Patients will not be recorded as a DNA or discharged where it cannot be
demonstrated that the appointment was clearly communicated to and
received by the patient.

•

The parent or guardian of paediatric patients will be contacted to ascertain the
reason for DNA and an alternative appointment date and time will be agreed.
All paediatric DNAs will be managed in accordance with the Trust’s
Safeguarding Children’s Supervision Policy (ESH/POL/44818)

All patients on a suspected cancer pathway who DNA will be managed in
accordance with the Cancer Services Access Policy.

Cancellation of outpatient appointments
•

The cancellation of an appointment can be made by the patient, GP or the
Trust. Cancellations made by the Trust are generally referred to as “Hospital
Cancellations”.
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Appointment changes and cancellations initiated by the patient
•

If the patient cancels an appointment anywhere on a RTT pathway, any
further appointment must be offered within the timeframes stipulated by the
relevant operational standards. Where possible, at the time of cancellation
patients will be reminded of the Trust policy around discharging patients who
cancel on more than one occasion. An alternative appointment should also be
offered at this time.

•

If the patient cancels an appointment date for a second time, the patient will
be discharged back to the GP (unless this represents a clinical risk). If they
are subsequently re-referred by the GP, this will be a new referral and will
start a new patient pathway.

•

When patients cancel their appointments and do not wish to have another
appointment, the Trust should contact the patient’s GP with this information.
The referral must then be closed on iPM.

Multiple patient cancellations of outpatient appointments
•

Patients on an open RTT pathway who cancel an agreed outpatient
appointment will be offered a second appointment, providing that they have
not previously cancelled any agreed outpatient appointment, appointment for
a diagnostic test or offer for admission on the same pathway.

•

The patient must be informed that if this second appointment is cancelled, a
third appointment may not be offered, resulting in discharge back to the care
of their GP. Should the patient still wish to receive treatment, this would
require a new referral from their GP, which would result in the patient’s waiting
time for treatment restarting from zero.

•

Patients on an open RTT pathway who cancel an agreed outpatient
appointment having previously cancelled an agreed outpatient appointment,
appointment for a diagnostic test or offer for admission on the same pathway,
and who have been made aware of the Trust policy on multiple patient
cancellations may be discharged back to the GP (unless this is deemed to be
a clinical risk or the patient has reasons for cancelling appointments that the
Trust deem to warrant retaining the patient in the system).

•

Patients who decline (rather than cancel) multiple reasonable offers should be
considered for discharge back to the care of the GP if a suitable date cannot
be agreed. This should only happen where we are offering dates with at least
three weeks’ notice (for varying locations, days and times where the
configuration of the service allows this), where the patient’s clinical condition
is not urgent and where the reasons for declining offers are not felt to warrant
retaining the patient in the system.

Policy for multiple patient-initiated cancellations on a suspected cancer pathway is
documented within the Cancer Services Access Policy
Appointment changes initiated by the hospital
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•

Any appointment cancelled by the hospital will result in unnecessary delays to
the RTT pathway and does not contribute to a positive experience for
patients. Outpatient cancellations must be kept to a minimum and should only
be made either with at least six weeks’ notice unless for unforeseen reasons
e.g. unexpected absence of a clinician. Clinicians are responsible for
minimising short notice cancellations by advising on planned unavailability at
least six weeks in advance. Chief Operating Officer approval will need to be
sought for cancellation requests of less than six weeks’ notice (unless for
unforeseen reasons).

•

Where a clinic is cancelled, the SM is responsible for arranging cover or an
additional clinic to replace the lost capacity with minimal delay.

•

If the hospital cancels a patient’s appointment anywhere on a RTT pathway,
the patient needs to be rebooked into an appropriate slot that is convenient for
the patient and within the timeframes stipulated by the relevant operational
standards. Patients should be offered an apology and a reason for the
cancellation and must have a new appointment offer made on the day of
cancellation.

•

If immediately offering an alternative appointment is not possible, it should be
done as soon as possible (considering the same policies that apply to the
booking of the original offer). If an appointment is not available within the
timeframes stipulated by the relevant operational standards, this must be
escalated to the relevant SM for resolution.

•

If the Trust is unable to contact the patient by telephone, alternative methods
of communication may be used. A text message service may be used should
a mobile telephone number be provided by the patient, prompting the patient
to contact the trust to arrange an appointment date. Patients may also be
contacted by email for which a personal email address would need to be
provided by the patient. The offering of an email address would be deemed as
consent to be contacted by this method of communication. The patient would
be advised of the type of information intended to be communicated by email
and advised that they are able to opt out of receiving communication by this
method at any time by having their email address removed from the iPM
record.

•

The initiator (i.e. hospital or patient) and reason for cancellation should be
recorded accurately on iPM as close to real time as possible.

•

All patients will receive an appointment letter confirming their new
appointment details.

•

If the patient’s appointment is cancelled but the patient turns up anyway, they
should be turned away and told to attend on the rearranged date/time if the
appointment has been rescheduled or to go back to their GP if they have
been discharged but still wish to be seen.

Policy for patient-initiated cancellations on a suspected cancer pathway is
documented within the Cancer Services Access Policy
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19.

DIAGNOSTICS

Many patients require diagnostics to determine the appropriate diagnosis and
therefore subsequent treatment of a patient e.g. of diagnostic tests are: a blood test,
an endoscopy procedure, a scan or an x-ray. Diagnostic tests must be performed
within six weeks of request for the test, to ensure delivery of the national operating
standards. Urgent patients (e.g. suspected cancer patients) should be dated within
more appropriate timescales that minimise delay to receiving a diagnosis.
The section within the green border on the diagram below represents the diagnostic
stage of the RTT pathway which forms part of the non-admitted pathway. It starts at
the point of a decision to refer for a diagnostic test and ends on the results/report
from the diagnostic procedure being available to the requester.
It is important to note that patients can also be referred for some diagnostic
investigations directly by their GP where they might not be on an 18 week RTT
pathway. This will happen where the GP has requested the test to inform future
patient management decisions, i.e. has not made a referral to a consultant-led
service at this time.
Figure 4: Diagnostic phase of the patient pathway

Patients with a diagnostic and RTT clock
The diagnostics section of a RTT pathway is a major pathway milestone. A large
proportion of patients referred for a diagnostic test will also be on an open RTT
pathway. In these circumstances, the patient will have both types of clock running
concurrently:
•
•

Their RTT clock which started at the point of receipt of the original referral.
Their diagnostic clock which starts at the point of the decision to refer for
diagnostic test (often at the first outpatient consultation).
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The date of addition to a diagnostic waiting list (“diagnostic clock start”) is the date
that the decision is made that the patient requires that test. If a decision is made that
a patient requires multiple diagnostics then the patient will have multiple diagnostic
waiting times running concurrently.
When the patient receives their diagnostic test, the diagnostic clock stops, although if
the patient is on a RTT pathway, then their RTT clock is continuing to tick unless
further decisions are taken that stops the RTT clock, e.g. discharge back to the GP
on the basis of negative results.
Straight-to-test arrangements
For patients who are referred for a diagnostic test where one of the possible
outcomes is review and if appropriate treatment within a consultant-led service
(without first being reviewed by their GP) the RTT clock will start on receipt of the
referral. These are called straight-to-test referrals.
GP requested direct access diagnostics
Where a GP requests a diagnostic test to determine whether onward referral to
secondary care or management in primary care is appropriate, then this does not
start the RTT clock. The patient must still have the diagnostic procedure within six
weeks of referral, but there is no eighteen-week target as there is no intention to
potentially treat the patient (at this stage). The referral must be recorded and coded
accurately in order to identify that it is a Direct Access referral. If the GP
subsequently refers the patient to secondary care, then the patient commences on a
pathway in line with the operating standards and the clock commences on the date
this referral is received.
Note: it is the GPs responsibility to be clear on the referral whether they are sending
the patient for treatment or to request a diagnostic to make a decision regarding
treatment.
Booking diagnostic appointments
•

Patients will be contacted by telephone to arrange an appointment for their
diagnostic test or be invited to telephone the Trust under the partial booking
process. If there is no capacity to book an appointment within six weeks of the
decision to test, capacity should be sourced rather than booking the patient
into a breach position. Once appropriate capacity has been sourced, the
patient should be contacted to offer appropriate dates. At least two attempts
will always be made to contact every patient by telephone and the attempts
will be made at different times and on different days. Core administration team
working hours are 08:00 to 18:00 Monday to Friday, so the timing of calls
should be as diverse as these hours allow.

•

Where there is a decision to do multiple diagnostic tests, the waiting times for
these diagnostic clocks run concurrently. Wherever possible it is best practice
to arrange tests to be done at the same time. Where the decision to do a
subsequent diagnostic test is dependent on the results of an earlier diagnostic
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test, it may be necessary to expedite the booking in order to ensure that
consecutive diagnostic waits do not impact too much on the RTT waiting time.

20.

DIAGNOSTIC CANCELLATIONS, DECLINES AND/OR DNAs
FOR PATIENTS ON OPEN RTT PATHWAYS

The diagnostic waiting time resets to zero when patients decline reasonable offers,
or cancel or fail to attend agreed dates. This does not affect the RTT clock, so it is
important to ensure that when rebooking a date for the patient (should this be
appropriate) the RTT waiting time is considered as well as the diagnostic waiting
time.
Policy for diagnostics on a suspected cancer pathway is documented within the
Cancer Services Access Policy.
Planned diagnostic appointments
Patients who require a diagnostic test to be carried out at a specific point in time for
clinical reasons are exempt from the diagnostic clock rules and will be held on a
planned waiting list with a clinically determined due date identified.
Therapeutic procedures
Where the patient is solely waiting for a therapeutic procedure e.g. in the radiology
department, there is no six-week diagnostic standard. However, for many patients
there is also a diagnostic element to their admission/appointment, and so these
patients would still be required to have their procedure within six weeks.

Epsom and St. Helier University Hospitals NHS Trust

41

ESH/POL/46818

21.

PRE-OPERATIVE ASSESSMENT (POA)

Figure 5: Stages in pre-operative assessment

All patients requiring a general anaesthetic will attend pre-operative assessment at a
clinically appropriate time prior to admission by an appropriate member of clinical
staff. The length of time that a pre-operative assessment can be completed in
advance of the TCI will be service specific and set at local level. If a patient cancels
or DNAs a pre-operative assessment the same rules apply as if attending for an
outpatient or TCI.
•

POA will assess a patient’s clinical and social fitness for surgery. Discharge
planning will be instigated at pre-operative assessment and patients will be
given specific discharge information.

•

POAs should be outcomed as “”Pre-admission Clinic” and should be attached
to the appropriate WL on iPM.

•

POA Nurses will inform the relevant specialty administration team if there is a
requirement to change the treatment plan. The administration will then initiate
this change of treatment plan.

Clinically initiated delays
If a patient becomes unfit for their intended procedure whilst on the inpatient/day
case waiting list, an appropriate clinician will ascertain the likely nature and duration.
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•

If the responsible clinician considers it necessary to monitor the patient’s
condition within primary care, the patient will be removed from the waiting list
and discharged back to the care of their GP.

•

If the reason is self-limiting and expected to last no more than four weeks
(such as a cold or chest infection) then a clinical suspension should be
recorded and they will be offered a date that is appropriate in terms of the
patient’s anticipated recovery time and waiting time. This will allow patients
with minor acute clinical reasons for delay, time to recover without them being
penalised in terms of their waiting time (as the clock will continue to run during
this time). If it becomes apparent that a patient is still not going to be fit by
their TCI Date, an individual review should take place to determine whether or
not they are to be kept on the waiting list and given a new TCI date, or
whether they are to be removed/discharged. This decision is to be made by
the service manager, although they may defer the decision to the Divisional
General Manager for Patient Services.

•

It may be the case that a patient is on two or more waiting lists at the same
time for different conditions. This would only lead to consideration of removal
from one of the waiting lists at the point that a TCI offer cannot be accepted
due to the proximity of an accepted TCI for another waiting list, and the
recovery times involved for each procedure. At this point a clinically-led
decision should be made by the patient and the Trust as to whether it is
appropriate to keep the patient on both waiting lists or not.

•

If there is a subsequent decision by the GP to refer the patient back to the
Trust for treatment (whether the same treatment as originally planned or
different treatment) when the patient becomes clinically ready again, then this
constitutes a new referral, RTT pathway and clock start. The Trust may agree
to expedite this patient on the basis of their previous pathway, but is not
necessarily expected to do so.

Implicit offers
It is common for the Trust to contact a patient to offer available dates, but not
explicitly offer them due to the patient communicating unavailability within the same
conversation. In this scenario, any date/s that had been planned for an individual
patient’s admission (at the point of contacting the patient) but were subsequently
identified as being inconvenient prior to offering them (and so making the explicit
offer redundant) are known as implicit offers and are recorded as a declined offer on
iPM.
Implicit offers do not cover the scenario where the patient informs the Trust of any
period/s of unavailability prior to receiving contact from the administration team to
offer a TCI.
Changes to theatre sessions
Any theatre list cancellation should be done so with at least six weeks’ notice and
with approval from the relevant SM, who will then communicate this to the PPC.
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SMs should only approve the cancellation of a theatre list if all options to avoid the
cancellation (e.g. arranging cover for consultant’s annual leave) have been
exhausted.
SMs approving the cancellation of a theatre list should, where possible, offer this list
to colleagues in other specialties.
An appropriate ASM within Surgery will coordinate all changes to the published
theatre schedule. Changes then get discussed at the weekly Theatre Review
meetings.
Changes to the theatre schedule will be made a minimum of three weeks in advance
of the theatre session. Changes required within three weeks of the theatre session
will only be made in exceptional circumstances and at the request of the relevant
GM. All changes will require approval at Theatre Review.
No changes to the theatre timetable will be made without written confirmation and
appropriate authorisation.

22.

ACUTE THERAPY SERVICES

Acute therapy services consist of physiotherapy, dietetics, orthotics and surgical
appliances. Referrals to these services can be:
•
•

Directly from GPs where the RTT clock would NOT be applicable.
During an open RTT pathway where the intervention is intended as first
Definitive treatment or interim treatment.

Depending on the particular pathway or patient, therapy interventions could
constitute an RTT clock stop. Equally the clock could continue to tick. It is critical that
staff in these services know if patients are on an open pathway and if the referral to
them is intended as first definitive treatment.
Physiotherapy
For patients on an orthopaedic pathway referred for physiotherapy as first definitive
treatment the RTT clock stops when the patient begins physiotherapy.
For patients on an orthopaedic pathway referred for physiotherapy as interim
treatment (as surgery will definitely be required), the RTT clock continues when
the patient undergoes physiotherapy.
Surgical appliances
Patients on an orthopaedic pathway referred for a surgical appliance with no other
form of treatment agreed, in this scenario, the fitting of the appliance constitutes first
definitive treatment and therefore the RTT clock stops when this occurs.
Dietetics
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If patients are referred to the dietician and receive dietary advice with no other form
of treatment, this would constitute a RTT clock stop. Equally, patients could receive
dietary advice as an important step of a particular pathway (e.g. bariatric). In this
pathway, the clock could continue to tick.

23.

NON- ACTIVITY RELATED RTT DECISIONS

Figure 6: Stages in the management of non-activity related RTT decisions

Virtual clinics
Virtual attendances (e.g. time taken out by clinicians to review notes) are not
considered to be outpatient attendances and should never be recorded as such.
Where clinicians review test results in the office setting and make a clinical decision
not to treat the patient, the RTT clock will be stopped on the day this is
communicated in writing to the patient.
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Administration staff should update iPM with the clock stop. The date recorded will be
the day the decision not to treat is communicated in writing to the patient.

24.

ADMITTED PATHWAYS

The section within the green border on Figure 7 represents the admitted stage of the
pathway. It starts at the point of a decision to admit and ends upon admission for first
definitive treatment.
Figure 7: Stages in the management of admitted patients

Decision to admit (DTA)
The traditional pathway on to the elective waiting list is for the patient to be referred
to a consultant by a GP, seen in Outpatients, and receive a Decision To Admit
(“DTA”). There are, however, other routes onto the list, for example a consultant
reviewing a referral and deciding to admit the patient for an endoscopy prior to an
outpatient consultation.
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•

The decision to add a patient to a waiting list must be made by the consultant
or a member of their team in conjunction with and the agreement of the
patient.

•

Patients shall only be added to a waiting list after confirmation by the
consultant concerned or an appropriate clinician, if there is a sound clinical
indication to do so, that they are fit, willing and able to undergo the procedure
and that the Trust has an agreement with the relevant Clinical Commissioning
Group (“CCG”) to carry out the procedure.

•

Patients who are not immediately available for social reasons should still be
added unless the period of unavailability is significant enough to warrant
discharging the patient from the care of the Trust. A number of factors should
be considered when deeming whether or not the period of unavailability is
“significant enough” including the patient’s clinical condition; the procedure
required; the length of the period of unavailability; the reasons for
unavailability; and also how long the patient has made themselves available
for prior to the DTA. Each individual scenario should be considered when
making this decision which ultimately rests with the relevant SM.

•

Certain procedures have been deemed by commissioners as needing
individual review by commissioners under the Procedures of Limited Clinical
Effectiveness (“PoLCE”) process before they decide whether they will fund the
treatment or not. DTAs for these procedures should result in the patient being
added to the waiting list and recorded in a way that identifies them as awaiting
confirmation to proceed until such confirmation is received or until there is a
decision to not proceed.

•

All patients with a DTA will be sent a letter to confirm they have been added to
the waiting list.

•

Those patients who do not fulfil these criteria at the point of the decision to
admit must not be added to the waiting list. This includes patients who do not
require intervention at this stage of the disease process or where further
investigations are necessary in order to determine whether or not the
procedure should take place (unless the investigations are a part of the
treatment process, e.g. an ERCP prior to a laparoscopic cholecystectomy).

•

If it is not known whether the patient is clinically fit for admission or not, the
assumption is made that they are until it is determined that the opposite is
true.

•

Patients not clinically ready will either be given another outpatient
appointment or referred back to their GP care together with advice on rereferral when they are fit and ready; whichever is the more appropriate to the
individual patient. This also applies to patients who need to lose weight before
surgery. The decision on clinical readiness rests with the consultant.

•

Patients for elective surgery under general anaesthetic should undergo preoperative assessment (“POA”). Some procedures done under local
anaesthetic also require POA.

•

It is good practice to establish pooled waiting lists for services that can be
covered by multiple consultants and to add patients to pooled waiting lists
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wherever available. Patients added to pooled (generic) waiting lists rather
than consultant-specific waiting lists will be informed at the earliest possible
stage that this is the case and will be made aware that they may be offered
dates for admission with appropriate consultants who were not directly
involved with their pathway to date.
•

Patients on a waiting list will be offered dates in accordance to their clinical
priority and current RTT waiting time (“CPaT” – “Clinically Prioritise and
Treat”) i.e. urgent patients are scheduled first and the longest waiting patient
scheduled thereafter.

•

All patients should be made “reasonable offers” (i.e. a choice of at least two
dates with at least three weeks’ notice with an appropriate clinician at an
appropriate location) for all elective events. An appropriate clinician is anyone
that is deemed to be clinically appropriate by the responsible consultant. For
patients on consultant-specific waiting lists, only that named consultant should
be considered to be appropriate in terms of making reasonable offers. An
appropriate location is any location used by the Trust for elective activity that
is not an unreasonable distance from the main Trust sites.

•

Short notice offers (and other “non-reasonable” offers) can be made (and
should be encouraged if available capacity allows this), but patients not
accepting these offers should not be considered to be declining offers, and
therefore should not be thought of, or recorded as, patient cancellations.
Where a patient accepts a “non-reasonable” offer and subsequently cancels
it, this should be treated the same as any other patient cancellation.

•

Initiators and reasons for cancellations whether by the patient or the Trust,
must be clearly documented on the appointment/TCI on iPM.

25.

ACTIVE AND PLANNED WAITING LISTS

Patients on the Active Waiting List are waiting for elective admission for treatment
and are currently clinically available for admission.
Waiting list management
Specialty administration staff are responsible for maintaining an up-to-date and
accurate waiting list position at all times.
•

DTAs should result in the full waiting list detail (including waiting list type
(planned or active/booked); waiting list name; intended management; clinical
priority; and intended procedure code and description) being on iPM within
one working day. This may involve adding the waiting list to iPM, or updating
the skeleton waiting list if it has been added at the outpatient attendance at an
outcome stage. Any known detail relating to periods of social unavailability
should be recorded at this stage in the form of a patient-initiated suspension
period.

•

The Original Date On List (“ODOL”) should always represent the date that the
DTA was made and is not necessarily the date that the waiting list is being
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recorded on iPM. Late recording of Waiting Lists must always include the
retrospective recording of this date.
•

Patients on an active waiting list should be categorised into clinical priority
TWR (for Cancer patients); Urgent or Routine within 4 working days of the
DTA. This clinical priority should reflect the patient’s clinical need for
admission.

•

Any relevant decisions or changes should be documented on iPM in a timely
manner in order to ensure that patients on a waiting list are being managed
appropriately.

•

It is best practice for all patients requiring elective treatment to be asked if
they are able to come in at short notice by the clinician at the point of making
the DTA. Patients who say yes will have this decision recorded on the waiting
list on iPM and would be prioritised when trying to fill gaps created from short
notice cancellations.

•

The appropriate specialty administrator will meet with consultants weekly to
review all forthcoming theatre lists to which patients have been scheduled.
This is to ensure that theatre lists are scheduled appropriately to maximise
theatre utilisation.

•

Patients removed from the inpatient/day case waiting list for any reason will
receive a decision on whether they will be discharged back to the care of their
GP / original referrer, or whether a next step in their Secondary Care pathway
is required.

Patients requiring commissioner approval for funding
Certain procedures have been deemed by commissioners as needing individual
review under the Procedures of Limited Clinical Effectiveness (“PoLCE”) process
before they decide whether they will fund the treatment or not. DTAs for these
procedures should result in the patient being added to the “ECPCTX (IP EC Panel
approval still required)” waiting list until a decision on funding is received.
•

Any decision to admit a patient for a procedure that is in this list of procedures
must result in the completion of an “exceptional treatment approval form” in
order for the funding approval to be sought from the relevant CCG before
proceeding to offer the patient TCI dates.

•

Whilst approval is being sought, the pathway will remain open and the clock
will continue to ‘tick’. Where there is no funding decision made within three
weeks of the DTA, this should be escalated to the Director of Planned Care.

•

If confirmation of funding to proceed is granted, then the patient is moved to
the appropriate consultant or pooled waiting list. If confirmation of funding to
proceed is denied the patient will be removed from the waiting list and
discharged back to the care of their GP.

•

Where there is a decision to remove a patient from the waiting list due to
potential lack of funding, the patient will be discharged back to the GP and the
patient, patient’s GP and responsible consultant will be written to (with the
letter scanned onto iCM) to inform them of the decision and the reasons for it.
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Patients requiring more than one procedure
•

Where a patient requires a bilateral procedure (e.g. bilateral cataract removal)
the initial RTT clock will stop at first definitive treatment for the first procedure.
If the second procedure is not undertaken at the same time as the first, a new
clock starts when a patient is fit and ready for the second treatment

Patients requiring thinking time
Patients will occasionally require “thinking time” before deciding for sure that they
wish to proceed with an admission for a procedure that has been suggested by the
clinician.
•

Where it is the case that the clinician has recommended that the patient
should be admitted for a procedure and the patient wishes to consider this,
the patient should be added to the waiting list with the expectation that they
will proceed. If at any point prior to the admission, the patient informs the
Trust that they do not wish to proceed with the intended procedure, then they
should be removed from the waiting list and the RTT clock would stop for this
pathway. The patient should be encouraged to contact us if they decide they
do not wish to proceed with the surgery.

•

Where it is the case that the clinician has offered a choice of alternative
treatments to the patient (at least one of which being a non-admitted
treatment e.g. injections or physio and at least one of which being an admitted
treatment) and the patient wishes to go home and consider their options, the
patient should not be added to the waiting list until such a point when the
patient informs us of a decision to proceed with surgery. The RTT clock
continues to tick for these pathways until the patient receives their chosen
treatment. If a patient fails to make a decision within three weeks, they should
have a clinical review to enable consideration for discharge from the care of
the Trust, so it is important that this is communicated to the patient at the
point of offering them their treatment options.

•

Where it is the case that the clinician has recommended that the patient
should be admitted for a procedure but the patient chooses not to proceed at
the point of this being offered, this would stop the patient’s RTT clock. If the
patient subsequently chooses to accept the offer of treatment, a new RTT
clock would start, so it is important that the patient is clearly informed of the
consequences of deciding not to proceed with suggested treatment in case
they would prefer to take the “thinking time” option instead. If the patient does
choose not to proceed with suggested treatment the clinician would decide
with the patient to either review after an appropriate period of time (which
would constitute a Watchful Wait decision initiated by the patient) or to
discharge the patient back to the care of the GP. These principles also apply
where the patient is choosing not to proceed with all treatment options offered
to them, irrespective of the setting in which the treatment is to take place.

•

Where there is no evidence that appropriate discussions have taken place
around patients’ decisions not to proceed with treatment options, then it
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should be assumed that they have requested thinking time in order to not
unfairly penalise them in terms of waiting times.
Policy for patient thinking time on a suspected cancer pathway is documented within
the Cancer Services Access Policy.

26.

SCHEDULING PATIENTS TO COME IN FOR ADMISSION

Booking
Reasonable Notice applies to the booking of TCI Dates in the same way as it does
for the booking of outpatient appointments (see earlier).
•

Patients should always be offered the next available date even if it is at short
notice. If the patient declines an offer, they will not be penalised from an RTT
waiting time perspective (i.e. their RTT wait time does not get adjusted). [NB:
It used to be the case that a patient declining a reasonable offer could have
their waiting time adjusted via a pause, but since October 2015, this has no
longer applied to RTT, although it is still applicable for Cancer pathways].

•

If a patient has been placed onto a pooled waiting list, then patients should be
offered TCI dates with the consultant with the most appropriate capacity.

•

Offers of TCI dates to patients should be recorded in iPM at the time the
offers are made. If during discussions with patients, a number of dates are
proposed to the patient, not all dates have to be recorded on iPM. If a patient
declines at least one reasonable date, then the earliest reasonable date that
is declined should be recorded. If other dates (reasonable or otherwise) are
declined, then this can be recorded in the free text comments of the declined
offer that is being recorded.

•

At least two attempts will always be made to contact every patient by
telephone to offer TCI dates. The attempts will be made at different times and
on different days. POD opening hours are 08:00 to 18:00 Monday to Friday,
so the timing of calls should be as diverse as these hours allow.

•

If the Trust is unable to contact the patient by telephone, alternative methods
of communication may be used. A text message service may be used should
a mobile telephone number be provided by the patient, prompting the patient
to contact the trust to arrange an appointment date. Patients may also be
contacted by email for which a personal email address would need to be
provided by the patient. The offering of an email address would be deemed as
consent to be contacted by this method of communication. The patient would
be advised of the type of information intended to be communicated by email
and advised that they are able to opt out of receiving communication by this
method at any time by having their email address removed from the iPM
record.

•

When booking TCI dates the patient should be made aware of their
responsibilities in relation to accepting treatment and the consequences
should they cancel or fail to attend the hospital at the designated time.
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•

Priority will be given to patients who have been deemed to be on an urgent
waiting list. Patients of equal clinical priority (e.g. routines) should be offered
TCI dates in accordance to CPaT (“Clinically Prioritise and Treat”) i.e. on their
clinical priority and then in chronological order. This chronological order is
based on the RTT clock start date / waiting time, irrespective of the date the
DTA is made. Patients should only be expedited for social reasons with the
agreement of the Divisional General Manager for Patient Services.

•

Patients who have been deemed to be on an urgent waiting list should be
booked immediately after this clinical priority has been determined, and will be
booked to the next available list (which should be within three weeks of their
DTA). Patients on a routine waiting list may be booked via full or partial
booking. It is the responsibility of the individual administration team to identify
the most appropriate booking method for each service other than for TWR
referrals and urgent referrals, where full booking is always utilised.

•

Outcomes of offers for admission should be accurately recorded (including the
correct date, reason and initiator of cancellation) within one working day.

Partial Booking
Patients within a partial booking system will be contacted once available capacity
has been identified, asking them to telephone the Trust to agree their POA and TCI
dates and times.
At an appropriate time (as deemed by the administration team) before required
capacity is due to be available, a corresponding number of patients (to match the
capacity) will be sent a letter asking them to contact the hospital within 14 days to
agree their POA and TCI date. Should the patient not respond, they will be removed
from the waiting list and discharged and the patient, their consultant and GP notified.
Once the TCI date and time has been agreed, written confirmation and patient
information will be sent to the patient.
Full Booking
The full booking method of arranging a POA appointment and TCI date will be
utilised to schedule all patients on a TWR or ‘urgent’ waiting list. It will also be
utilised where the administrative team has identified this approach to be most
appropriate for a particular service.
For non-TWR patients, should the Trust be unable to contact a patient, the patient
will be sent a letter asking them to contact the hospital within 14 days. Should this
not occur they will be removed from the waiting list and discharged; and the patient,
their consultant and GP will be notified accordingly. For TWR patients the process
following failure to contact the patient is covered within the Cancer Services Access
Policy.
Once the TCI date and time has been agreed, written confirmation and relevant
patient information will be sent to the patient.
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27.

PATIENTS DECLARING PERIODS OF UNAVAIBILITY WHILE
ON THE INPATIENT/ DAY CASE WAITING LIST

Patient initiated delays for social reasons
If a patient is unavailable for admission for social reasons for a period of twelve
weeks or more from the point of the DTA (whether this is a continuous period or the
sum of multiple periods of social unavailability), the patient should be reviewed to
enable consideration for discharge back to the care of their GP. The patient will be
reminded of this fact at the point of notifying us of any period of social unavailability.
Exceptional circumstances or the clinical condition of the patient may lead to a
decision to not discharge a patient despite them being unavailable for a total of more
than twelve weeks from the point of DTA. Any such decision must be agreed with the
Divisional General Manager for Patient Services
Suspensions
Patients who are ready for treatment at the point of receiving a DTA may become
unavailable for periods of time for either social or clinical reasons. These periods,
when known in advance, should be documented appropriately (via suspension
periods on iPM) in order to ensure TCI dates are offered appropriately and not when
it is known that patients are unavailable.
Note that significant periods of unavailability may (unless felt to be a clinical risk)
result in patients being discharged back to the care of their GP. A significant period
of unavailability is defined locally as a period of twelve weeks or more. This may be
one continuous period or a culmination of multiple periods.
When the Trust becomes aware in advance of a period of social unavailability (e.g.
the patient informs the clinician at their outpatient appointment of a forthcoming
holiday) then a social suspension should be recorded on the waiting list on iPM. The
suspension period should accurately reflect the start and end dates of the patient’s
period of unavailability.
When the Trust becomes aware of a period of clinical unavailability that does not
result in the patient being discharged (e.g. the patient cancels an agreed TCI date as
they have a chest infection) then a clinical suspension should be recorded on the
waiting list on iPM. The suspension period should accurately reflect the start and
estimated end dates of the patient’s period of unavailability.
The clock continues to tick for patients during periods of social or clinical suspension.
The recording of the suspension is for operational use only, to aid appropriate
booking. POA and TCI dates can be arranged for appropriate times in consideration
of suspension periods.
Pauses
Prior to October 2015, pauses were used as RTT waiting time adjustments that
reflected a patient’s decision to delay admission for intended treatment having been
made a reasonable offer for that admission. Since October 2015, pauses have not
been permitted as RTT waiting time adjustments, although (in a similar way to
suspensions – see earlier) they can be used operationally to aid in booking dates for
patients, and so whilst it is not a recording requirement, they may still be recorded to
document patient unavailability.
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•

Pauses are still applicable as a waiting time adjustment for cancer pathways,
and so should be recorded accurately in order to accurately adjust the cancer
waiting times. The pause adjusts the cancer waiting time by the number of
days between the TCI date for treatment as an admission offered to (and
declined by) the patient and the earliest subsequent date that the patient is
available for.

•

A pause can be recorded where the patient is on an inpatient/day case
waiting list for a therapeutic procedure and they decline a reasonable offer for
admission due to social unavailability. The start date of the pause is the date
offered to, and declined by the patient. The end date of the pause is the day
before the first date the patient is subsequently available for. The patient
should inform the Trust (at the point of declining the offer) the date that they
are available again, or some indication of when this will be.

•

Patients should not have a pause recorded for periods of unavailability that
they have informed the Trust about prior to being contacted to offer a TCI
date, as this constitutes a suspension (see earlier).

•

Pauses may be recorded where patients are making themselves unavailable
to be admitted under a particular consultant on a pooled list where they have
already been informed that they are on a pooled list. The end date of the
pause would be the day before the first date of available capacity for a
consultant that the patient is prepared to be admitted under. The patient is
informed of this capacity within this conversation in order that they may wish
to reconsider delaying their admission on these grounds.

•

Pauses may be recorded where patients are making themselves unavailable
to travel to a particular site where the same service is offered at another site
that the patient is prepared to be admitted to. The pause ends the day before
the first date of available capacity for a site that the patient is prepared to be
admitted to. The patient is informed of this capacity within this conversation in
order that they may wish to reconsider delaying their admission on these
grounds.

•

Wherever possible a convenient TCI date should be agreed at the point of the
patient informing us of the end of their period of unavailability. This TCI date
should be as soon as possible after the patient is available for admission.

•

Where a patient is unavailable for social reasons for more than twelve weeks,
a pause would not normally be appropriate. In these circumstances the
patient would normally be discharged back to the care of their GP. Where
there are exceptional circumstances or the patient’s clinical condition means
that the Trust has decided not to discharge the patient, then a pause can be
recorded in the normal way.

28.

PATIENTS WHO DECLINE OR CANCEL TCI OFFERS

Patient declinations
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There is an important differentiation between the patients declining a reasonable
offer and cancelling an agreed TCI, so it is important to record this information
accurately.
Where a reasonable offer is made to a patient and the patient declines the offer, then
it should be recorded on iPM as declined by the patient. If a patient declines several
dates that form a reasonable offer, then the earliest (reasonable) date that was
declined should be recorded as the offer on iPM. It is not necessary to record all
dates offered on iPM as individual offers, although these dates (or as a minimum the
latest date offered) should be documented within the free text of the “confirmation
notes” for the declined offer.
Where a patient declines an offer which is not reasonable (as per earlier definitions),
the offer should still be recorded, but should be outcomed as the patient declining a
non-reasonable offer. If the patient also declines a reasonable date as part of the
same offer, then it is the reasonable date that should be recorded as the offer on
iPM, although any other dates offered should also be documented within the
“confirmation notes” for the declined offer.
Patient cancellations
•

Where a TCI date has been agreed with a patient, and the patient
subsequently cancels this TCI date, the history of the pathway should be
reviewed in order to consider whether or not it would be appropriate to
discharge the patient from the care of the Trust.

•

Patients who cancel a previously agreed TCI Date and have not previously
cancelled any TCI Dates or outpatient appointments should be offered a new
date as soon as possible, and reminded of their responsibilities around
cancelling dates.

•

Patients who cancel a previously agreed TCI Date for a subsequent time, or
who cancel a previously agreed TCI Date having already cancelled an
outpatient appointment previously in the pathway may be informed that they
are being removed from the waiting list and discharged back to their GP.
However, consideration will be given to the reasons for the cancellation and
the patient’s clinical condition before this decision is made.

•

Patients who are discharged due to multiple cancellations will be notified by
letter. This letter should be sent to the patient, the consultant and the patient’s
GP, and scanned onto iCM within 3 working days of the decision to discharge.

Patient non-compliance (pre-op guidance not followed)
There may be occasions where patients fail to comply with medical advice prior to
admission and as a result TCIs are cancelled e.g. a patient eating on the morning of
their procedure, or not stopping medication prior to admission, or failing to advise us
(when asked) of allergies.
Where this is the case, there must be suitable evidence that the Trust has clearly
and appropriately communicated the relevant guidance to the patient. If such
evidence exists, then the cancellation should be recorded as a patient cancellation
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(pre-op guidance not followed) and should be treated the same as any other patient
cancellation.
Patient request removal from the waiting list
When a patient confirms that they no longer need, or wish to have, their intended
procedure and are requesting removal from the waiting list, a clear note will be made
in the ‘comments’ field on iPM. A letter is forwarded to the patient’s GP and a copy
letter is sent to the patient’s consultant. The letter should also be scanned onto iCM.
The waiting list entry should be removed on iPM with the comments section used to
record the decision and reasons. The patient may wish to remain under the care of
the Trust and be seen in outpatients, or be discharged from the care of the Trust
altogether.
Patients who cancel or decline offers are only requesting removal from the waiting
list if it is their intention to not be admitted for the procedure at any time. Patients
who cancel or decline offers but wish to be admitted on a different date are not
requesting removal from the waiting list, although the Trust may decide to remove
the patient from the waiting list if this in accordance with policy on patients cancelling
multiple offers (see earlier).
Patients requesting more information or a second opinion prior to deciding whether
or not to proceed with their intended procedure are not deemed to be removing
themselves from the waiting list and should be offered reasonable opportunity to get
the assurances that they require to make the decision.
If the GP (with the patient’s consent) requests the patient be placed back on the
waiting list, then the Trust must decide whether it is appropriate to reinstate the
patient back onto the waiting list (i.e. reopen the waiting list and/or referral) or
request a new formal referral from the GP. The person receiving the request to
reinstate to the waiting list must refer the case to the SM for discussion with the
Divisional General Manager for Patient Services. The process for reinstating patients
back onto the RTT pathway is covered later (see “Reinstatement to the RTT
Pathway”).
Patients who fail to attend (FTAs) admission
A Fail To Attend (“FTA”) (or DNA) includes all patients who fail to attend an agreed
offer for admission without prior warning of cancellation.
•

Effort must be made to contact the patient to establish the reason for FTA and
if appropriate agree a new TCI date.

•

Patients who do not attend for admission will have their pathway reviewed by
their consultant. If the patient’s consultant decides that they should be offered
a further admission date, the RTT clock continues to tick.
Should the patient’s consultant decide that it is in their best clinical interests to
be discharged back to the GP, the RTT clock is stopped.
Alternative TCI dates will only be offered in exceptional circumstances.
Otherwise a patient should be removed from the waiting list and returned to
their GP’s care.

•
•

•

Patients will not be removed from the waiting list following a FTA where it
cannot be demonstrated that the appointment was clearly communicated to
and received by the patient.
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•

If a patient is removed from the waiting list following an FTA, the patient, their
GP and the appropriate consultant will be notified in writing of this action.

•

The parent or guardian of paediatric patients will be contacted to ascertain the
reason for FTA and an alternative TCI date and time agreed. All paediatric
DNAs will be managed in accordance with the Trust’s Strategy for
Safeguarding Children (2010) and Child Protection Policy (2011).

•

Patients with suspected cancer will also be contacted to ascertain the reason
for FTA. This is to ensure that an alternative TCI date and time may be
agreed, appropriate action taken or any problem escalated if the patient is not
well enough to attend as agreed.

•

If it is the patient’s wish not to attend and to refuse alternative appointment
dates, a letter will be sent to the GP and/or referring clinician informing them
of the decision.

Clinical cancellations
•

Should an agreed TCI date be cancelled by the Trust for clinical reasons, the
patient must be informed by an appropriate clinician. Administrative staff may
not inform a patient that they are cancelled for clinical reasons.

•

The patient and the administration team will be given the reasons for the
cancellation and any required action to be taken prior to a new TCI being
agreed (if required).

•

A new TCI Date will be offered that is appropriate in terms of the clinical
condition of the patient and their RTT waiting time (bearing in mind that the
clock continues to tick following the cancellation).

Hospital non-clinical cancellations
Every effort must be made not to cancel patients “at the last minute”.
The definition of a Last Minute Cancellation (“LMC”) is a cancellation of an elective
procedure by the Trust for non-clinical reasons on the day of intended admission or
after the admission has taken place.
•

This is monitored nationally and is perceived to be one of the most important
measures of a patient’s poor experience on an elective care pathway. When
an LMC occurs, the patient has the right (as per the NHS Constitution) to be
admitted for their procedure within 28 days of the cancellation (and still before
their RTT breach date).

•

It is particularly important that LMCs for urgent and suspected cancer patients
are avoided if at all possible.

•

Where a patient is admitted, but has their planned procedure cancelled, this is
not considered to be an LMC (or a cancellation) if the planned procedure is
rearranged for another time and then carried out prior to the patient being
discharged.

•

No patient will be subjected to an LMC without consultation with the relevant
GM. If the GM is unable to identify an alternative to cancelling the patient,
they must seek authorisation to cancel from the Director of Planned Care or
Divisional General Manager for Patient Services before cancelling the patient.
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•

Where an LMC is deemed to be unavoidable and the patient is cancelled, the
GM will immediately notify the relevant SM and PPC of the cancellation. The
SM is responsible for ensuring that an email is sent on the day of the
cancellation to the Cancelled Ops email group. Patients subjected to an LMC
will be given an explanation of the circumstances and an apology at the
earliest possible opportunity. They will also be informed of their right to be
given a new TCI date that is within 28 days of the cancellation.

•

If not offered another date at the time of cancellation the PPC will contact the
patient within 5 working days to agree an alternative date. The PPC should
escalate any LMC that cannot be dated within 28 days of cancellation to their
SM, who will seek a resolution (including seeking capacity within the private
sector). If no resolution can be found, then escalation to the Divisional
General Manager for Patient Services is required within 7 days of the
cancellation.

•

If a patient is offered a date within 28 days of their original LMC, and they
decline this date, the offer should be recorded on iPM, as this would stop the
28 days clock. Normal reasonable notice rules apply in terms of RTT waiting
times, but the rules around reasonableness for stopping the 28 days clock are
more flexible. Local decisions can be made as to whether the declination of a
short-notice offer is a made with enough notice and reasonableness for it to
be deemed as “reasonable” to stop the 28 days clock. Typically, it is
considered that significantly less notice can be given for a 28 days offer to be
considered reasonable, but where there is any doubt, this is a decision that
should be made by the Divisional General Manager for Patient Services.
Offers with one working day notice can never be considered to be reasonable
and so a patient declining at such short notice would never stop the 28 days
clock (although if subsequent dates are also offered and declined then these
may be considered to be reasonable, and therefore may stop the 28 days
clock).

•

If there is a clinical or social reason for a patient not being able to be admitted
within 28 days of an LMC, then this stops the 28 days clock, and so providing
this decision is made within 28 days of the LMC, this does not result in a 28days breach.

•

LMCs are robustly monitored to ensure that they are not cancelled for a
subsequent time and are offered appropriate dates within 28 days of the initial
cancellation. All LMCs and subsequent TCI dates and outcomes are
documented in detail on the Cancelled Ops Tool (an in-house web-based
recording system for cancellations of TCIs).

•

Where patients are subjected to a hospital non-clinical cancellation made with
prior notice (i.e. at least one day before their intended admission), the patient
does not have the right to be admitted within 28 days of the cancellation,
although, given the inconvenience to the patient, the Trust would still try to
secure a further TCI date at the point of cancellation, that is with minimal
delay and convenient to the patient.

•

Patients subjected to a hospital non-clinical cancellation made with prior
notice will receive a verbal explanation and apology by a member of the
administration team.
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•

The Trust has a pre-cancellation policy since it is occasionally necessary to
take preventative steps to avoid Last Minute Cancellations, where these
would be expected.

Policy for LMCs occurring on a suspected cancer pathway is documented within the
Cancer Services Access Policy

29.

PLANNED WAITING LISTS

Patients on the Planned Waiting List are those whose waiting time is determined
(solely) by their clinical requirements. They include patients waiting for subsequent
admissions as part of a planned sequence of treatments or investigations (e.g. check
(also known as review or planned follow-up) endoscopies); or where the procedure
has to be performed at a set point linked to clinical criteria, e.g. where a child needs
to be four years old before a procedure can be performed; or where the date of
admission is determined by the needs of the treatment, e.g. metalwork needs to be
removed, but this should not happen for another three months.
All planned waiting lists should have the “Due In Date” accurately recorded. This is
the date that the clinically defined period of unavailability ends (e.g. six months after
the colonoscopy for a “six-month check colonoscopy”). For planned sequences of
admissions, the due in date should be calculated based on the date or intended date
of the previous admission, and so this may need to be changed for each planned list
where an earlier part of the plan changes.
mats on request

Glossary
A section on glossary of terms and acronyms will need to be included for readers
unfamiliar with NHS terms. The trust will need to make sure that any cultural or
local terminology is included and consistent with the descriptions (which are based
on national or common understanding between trusts).

Terms
Term

Definition

2WW

Two- week wait: the maximum waiting time for a patient’s first
outpatient appointment or ‘straight to test’ appointment if they are
referred as a 62 day pathway patient.

31 day pathway

The starting point for 31 day standard is the date a patient agrees a
plan for their treatment or the date that an earliest clinically
appropriate date (ECAD) is effected for subsequent treatments.

62 day pathway

Any patient referred by a GP with a suspected cancer on a 2WW
referral pro-forma, referral from a screening service, a referral from
any healthcare professional if for breast symptoms or where a routine
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referral has been upgraded by a hospital clinician, must begin
treatment within 62 days from receipt of referral.
Active monitoring

Where a clinical decision is made to start a period of monitoring in
secondary care without clinical intervention or diagnostic procedures.

Active waiting list

The list of elective patients who are fit, ready and able to be seen or
treated at that point in time. Applicable to any stage of the RTT
pathway where patients are waiting for hospital resource reasons.

Bilateral procedures

Where a procedure is required on both the right and left sides of the
body.

Breach

A pathway which ends when a patient is seen/ receives their first
treatment outside the 14 days first seen, 62 days referral to treatment
and/or 31 days decision to treat to treatment target times.

Chronical booking

Refers to the process of booking patients for appointments,
diagnostic procedures and admission in date order of their clock start
date.

Consultant led
service

A service where a consultant retains overall responsibility for the care
of the patient. Patients may be seen in nurse-led clinics which come
under the umbrella of consultant-led services.

Day case

Patients who require admission to the hospital for treatment and will
need the use of a bed but who are not intended to stay in hospital
overnight.

Decision to admit

Where a clinical decision is made to admit the patient for either day
case or impatient treatment.

Direct access

Where GPs refer patients to the hospital for diagnostic test only.
These patients will not be on an open RTT pathway.

Elective care

Any pre-scheduled care which doesn’t come under the scope of
emergency care.

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 of clinical judgement in consultation with the
patient.

Fixed appointments

Where an appointment or admission date is sent in the post to the
patient without the opportunity to agree a date.

Full booking

Where an appointment or admission date is agreed either with the
patient at the time of the decision or within 24 hours of the decision.

Incomplete

Patients, who are waiting for treatment on an open RTT pathway,
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pathways

either at the non- admitted or admitted stage.

Inpatients

Patients who require admission to the hospital for treatment and are
intended to remain in hospital for at least one night.

Nullified

Where the RTT clock is discounted from any reporting of RTT
performance.

Oncology

The branch of science that deals with tumours and cancers.

Partial booking

Where an appointment or admission date is agreed with the patient
near to the time it is due.

Patient- initiated
delay

Where the patient cancels, declined offers or does not attend
appointments or admission. This in itself does not the stop the RTT
clock. A clinical review must always take place.

Planned waiting list

Patients who are to be admitted as part of a planned sequence of
treatment or where they clinically have to wait for treatment or
investigation at a specific time. Patients on planned lists should be
booked in for an appointment at the clinically appropriate time. They
are not counted as part of the active waiting list or are on a 18 week
RTT pathway.

Reasonable offers

A choice of two appointment or admission dates with three weeks’
notice.

Straight to test

Arrangement were patients can be referred straight for diagnostics as
the first appointment as part of a RTT pathway.

Acronyms
Term

Definition

ASIs

Appointment slot issues (list): a list of patients who have
attempted to book their appointment through the national EReferral Service but have been unable to due to lack of clinic
slots.

CATS

Clinical assessment and treatment service

CCGs

Clinical commissioning groups: commission local services and
acute care.

CNS

Clinical nurse specialists: use their knowledge of cancer and
treatment to coordinate the patients’ care plan and act as the
patient’s ‘keyworker’.

COF

Clinic outcome form

COSD

Cancer outcomes and services dataset: the key dataset
designed to define and deliver consistency in data recording,
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data submission and analysis across cancer in the NHS,
including diagnostics, staging, treatment and demographic
information. Data is submitted to the cancer registry and used for
national reporting.
DNA

Did not attend: patients who give no prior notice of their nonattendance.

DTT

Decision to treat (date): the date on which the clinician
communicates the treatment options to the patient and the
patient agrees to a treatment.

ECAD

Earliest clinically appropriate date that it is clinically appropriate
for an activity to take place. ECAD is only applicable to
subsequent treatments.

E-RS

(National) E-Referral Service

FOBT

Faecal occult blood test: part of the bowel screening pathway,
checks for hidden (occult) blood in the stool (faeces).

GDP

General dental practitioner (GDP): typically leads a team of
dental care professionals (DCPs) and treats wide range of
patients, from children to elderly.

GP

General practitioner: a physician whose practice consists of
providing ongoing care covering a variety of medical problems in
patients of all ages, often including referral to appropriate
specialists.

The cancer
management
system

A database system used to record all information related to
patient cancer pathway by MDT coordinators, CNSs and
clinicians.

IOG

Improving outcomes guidance:
configuration of cancer services.

IPT

Inter-provider transfer.

MDT meeting

A multidisciplinary team meeting where individual patients care
plans are discussed and agreed.

MDS

Minimum dataset: minimum information required to be able to
process a referral either into the cancer pathway or for referral
out to other Trusts.

MDT

Multidisciplinary team: here describing a group of doctors and
other health professionals with expertise in a specific cancer,
who together discuss and manage an individual patient’s care.
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MDT co-ordinator Person with responsibility for tracking patients, liaising with
clinical and clinical assessment unit staff to ensure progress on
the cancer pathway, attending the weekly patient tracking list
(PTL) meeting, updating the Trust database for cancer pathway
patients and assisting with pathway reviews and changes. Also
coordinates the MDT meeting and records the decision for
progress along with the cancer pathway.
NCWTDB

National cancer waiting times database: all cancer waiting times
general standards are monitored through this.

PAS

Patient
administration
system
records
the
patient’s
demographics (e.g. name, home address date of birth) and
details all patient contact with the hospital , both outpatient and
inpatient.

PPID

Patient pathway identifier

PTL

Patient tracking list: a complex spreadsheet used to ensure that
cancer waiting times standards are met by identifying all patients
on 62 day pathways and tracking their progress towards the 62
or 31 day standards.
A tool used for monitoring , scheduling and reporting on patients
on elective pathways (covering both RTT and cancer).

RACPC

Rapid access chest pain clinic.

RCA

Root cause analysis: defines steps on patient’s pathway and
identifies breach reasons. In the context of this policy, this is not
the same as the level of investigation involved in RCA for
example a Serious Incident (SI).

RMC

Referral management centre

RTT

Referral to treatment

SMDT

Specialist multidisciplinary team meeting: where individual
patient’s care plans are discussed and agreed; takes place
across multiple organisations and involves support from a centre
specialising in treating a particular tumour type.

TCI

To come in (date). The date of admission of an elective surgical
procedure or operation.

TIA

Transient ischaemic attack: a mini stroke caused by a temporary
disruption in the blood supply to part of the brain.

TSSG

Tumour site specific group
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UBRN

Unique booking reference number
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