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INTRODUCTION

1. This Policy covers the way in which Central Manchester University Hospitals NHS Foundation Trust will manage patients who are waiting for any elective stage of treatment.  

2. Every process in the management of patients who are waiting for treatment must be clear and transparent to the patients and to partner organisations and must be open to inspection, monitoring and audit.

3. All Divisions will have systems in place to capture each stage of the 18 week pathway via the Trust Patient Administration System (PAS) in a timely manner.

4. The Trust will give priority to clinically urgent patients and treat everyone else in turn.

5. The Trust will work to meet and better the maximum waiting times set by the Department of Health for all groups of patients.

6. The Trust will at all times negotiate appointment and admission dates and times with patients. The Trust will offer all appointments for all services via Choose and Book, that are available to GP’s. 

7. The Trust will work to ensure fair and equal access to services for all patients.

WAITING LISTS & 18 WEEKS 

1. The concept of waiting lists for the different stages of treatment (outpatient, diagnostic, inpatient) is being replaced by 18-week Referral to Treatment pathway (RTT).  RTT treats the patient’s journey from referral to first definitive treatment as one joined-up waiting time.

2. The RTT pathway is based on clock starts and clock stops.  

2.1. Broadly speaking, the 18-week clock starts when a patient is referred if it is expected that the patient will be assessed and, if appropriate, treated before responsibility is transferred back to the referring health professional and that any treatment will or might be carried out by a medical or surgical consultant-led service irrespective of setting.  

2.2. The clock stops when a clinical decision is made that treatment is not required, when a patient declines treatment, or when first definitive treatment begins. 

3. Providers of NHS services are required to measure and report both Stages of Treatment and RTT milestones throughout the year: 

3.1. Stages of treatment

3.1.1. Outpatient waiting times for patients referred by a GP or dentist

3.1.2. Patients waiting for diagnostic procedures

3.1.3. Patients waiting for inpatient or day case admission, including specific waiting times for cardiac revascularisation or cataract surgery.

3.2. Referral to treatment (RTT)

3.2.1. Completed pathways

3.2.1.1. Experienced waiting times for patients whose clock stopped as inpatients or day cases (Admitted patients)

3.2.1.2. Experienced waiting times for patients whose clock stopped other than as inpatients or day cases (Non-admitted patients)

3.2.2. Incomplete pathways

3.2.2.1. Patients whose clock is still running.

4. The RTT guidance is evolving and by no means complete.   This policy incorporates the guidance that exists at the time the policy is agreed.  

	WAITING TIMES PHASED TARGETS FOR 2008/09 

	Stages of Treatment

1. The 18-week RTT standards and expectations have now overtaken the stages of treatment milestones
.  The DH expects these to be reflected in the Healthcare Commission indicators for 2008/09.

1.1. Maximum inpatient stage of treatment wait of 26 weeks (at the end of each month in 2007/08)

1.2. Maximum outpatient stage of treatment wait of 13 weeks (at the end of each month in 2007/08)

1.3. Maximum diagnostic stage of treatment waits of 6 weeks (for all tests – monthly 15 and census) judged against LDP trajectories.



	18 weeks RTT 

1. The Department of Health has set milestones for RTT completed pathways. The 18-week national milestones for December 2008 are: 

1.1. 90% for admitted patients (whose treatment required a stay in hospital) within 18 weeks from referral to treatment (with sufficient data completeness to make the result valid) 

1.2. 95% for non-admitted patients (whose treatment was completed without a hospital stay) within 18 weeks (with sufficient data completeness to make the result valid)




ABOUT THIS DOCUMENT

1. This document has been divided into short sections, which can be individually updated as necessary.

2. It includes “standards” sections that can be detached for quick reference.

3. It includes references to Department of Health websites for more detailed guidance. 

4. The policy will be updated as further guidance becomes available.

GENERAL POINTS

1. All waiting lists must be held and managed on the Trust’s Patient Administration System (PAS).

1.1. Lists that are currently held in books, on cards, on spreadsheets or databases or in any other non-Trust system form, must be transferred to the Trust’s PAS system or another agreed system.

2. Standard letters of invitation, removal from the list, etc, should be generated from the Trust’s PAS.  This provides a uniform approach and an audit trail. 

3. Any potential retrospective breaches of waiting times standards must be notified to the Directorate Manager using locally agreed escalation processes as soon as they come to light.

REFERENCES

1. Answers to the most frequently asked FAQs for outpatients and inpatients are available at http://www.connectingforhealth.nhs.uk/systemsandservices/data/datamodeldictionary/help/faqs-07/waiting-times
2. Detailed data definitions are available at http://www.connectingforhealth.nhs.uk/datadictionary/web_site_content/navigation/diagrams_menu.asp?shownav=1
3. Guidance on diagnostic waiting times is available at: http://www.performance.doh.gov.uk/diagnostics/definitions.html
4. Guidance on cancer waiting times is available at http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_063067
5. Guidance on RTT clock stops and clock starts is available at http://www.18weeks.nhs.uk/cms/ArticleFiles/kk4lzf45hu10e0iaaa54bl4523082005112550/Files/061211UpdatedRulesfinal.doc
6. Calculation of waiting times

6.1. http://www.connectingforhealth.nhs.uk/systemsandservices/data/datamodeldictionary/help/faqs-07/admitted for admitted patients (inpatients/day cases).  Gives details in diagram form.

6.2. http://www.connectingforhealth.nhs.uk/systemsandservices/data/datamodeldictionary/help/faqs-07/out-patient for outpatients.  Gives details in diagram form.

REFERRAL TO TREATMENT (RTT)
	RTT – QUICK DEFINITIONS

	Overview

The target applies to pathways that do or might involve medical or surgical consultant-led care.  It sets a maximum time of 18 weeks from the point of initial referral to the start of any treatment necessary for all patients who want it, and for whom it is clinically appropriate.

These rules are not exhaustive. Answers to frequently asked questions are available at www.18weeks.nhs.uk which is updated regularly and recommended as giving more detail. 

If in doubt, the principle of providing excellent care without unnecessary delay should be followed, together with those of reasonableness, honesty and good communication.



	Start of wait
	Clock start (see below for details of clock starts).

1. In the case of a referral from primary care or a self-referral, the clock starts running when the referral is received at CMFT.

2. If the referral is from an interface service or another acute provider, then clock start details must be obtained from the referring organisation. 

3. If the referral is from another consultant (or consultant-led service) for a new condition, the clock starts when the consultant decides to refer.  

3.1. Note: this is the date that the consultant decides to refer and not the date when the referral is received.

	Clock starts
	A referral from primary care starts an 18-week clock if it is expected that:

1. The patient will be assessed and, if appropriate, treated before responsibility is transferred back to the referring health professional; and

2. Any treatment will or might be carried out by a medical or surgical consultant-led service irrespective of setting

	A. 
	Referrals from primary care to the following services start 18-week clocks:

1. Medical or surgical consultant-led services irrespective of setting
1.1. Referrals to nurse consultants and allied health professionals are not covered under 18 weeks, but see (4) below.
2. Cancer services (for which a 62-day cancer-target clock also starts)
3. Obstetrics, although pregnancy referrals should only start a clock when there is a separate condition or complication requiring medical or surgical consultant-led attention
4. Diagnostics services, provided the patient will be assessed and might, if appropriate, be treated by a medical or surgical consultant-led service, before responsibility is transferred back to the referring health professional (i.e. ‘straight-to-test’)
5. Referral-management centres (as defined in the Commissioning Framework and which cover arrangements known as clinical advisory centres, integrated clinical assessment and treatment services, interface services etc).
6. Practitioners with special interests if they are part of a referral-management arrangement as defined.
7.   Any Tier 2 services using the agreed referral criteria and processes. 

8.  In the case of Choose and Book (CAB), the clock starts when the patient
     converts/attempts to convert their UBRN.  i.e. at the time of booking at GP /
     online / through TAL. If no slots are available on the date of addition to TAL the clock starts at the date of ‘no slot’ report.


	
	Note: Referrals from primary care to diagnostics:

1. Direct Access - the GP refers for diagnosis reasons and upon receiving the results makes the decision whether or not to refer the patient on to secondary care.  

2. Straight to test - the GP refers the patient to a secondary care consultant and refers for the test at the same time.

	Clock starts (continued)
	Referrals from the following may start an 18-week clock:

1. General practitioners (GPs)

2. General dental practitioners (GDPs)

3. General practitioners (and other practitioners) with a special interest (GPwSIs) 

4. Optometrists and orthoptists

5. Accident & emergency (A&E) Minor injuries units (MIU)

6. Walk-in centres (WiC)

7. Genitourinary medicine clinics (GUM)

8. National screening programmes 

9. Specialist nurses or allied health professionals where PCTs have approved these

10. Self referrals 

11. Prison health services
12. Tier 2 services where treatment has already commenced and further intervention is required (e.g. Orthopaedic patient treated initially with physiotherapy referred for surgical opinion)

	B. 
	Consultant to consultant (or consultant-led services) referrals do start a clock, specifically for:

1. New conditions identified by the consultant.  This may cause a second clock to start (and a 31-day clock if cancer is the new condition) with any first clock still ticking

2. 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

3. New conditions identified as a result of a genetic test
4. In cases where a decision to treat is made (at follow-up outpatients) for a patient whose programme of long-term care needs to be medical or surgical consultant-led and who does not currently have an 18-week clock.

	Clock stops


	The clock stops when 

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

A clinical decision is made and has been communicated to the patient and subsequently to the GP &/or other referring practitioner without undue delay, to add the patient to a transplant list.   The following “non-treatment” decisions stop the clock:

1. Clinical decision not to treat
2. Clinical decision to embark on a period of watchful waiting or active monitoring
3. Clinical decision that it is appropriate to return the patient to primary care for non-medical/surgical consultant-led treatment in primary care

4. The patient declines treatment having been offered it
5. The patient DNAs the first appointment following the initial referral that started the 18-week clock
6. The patient DNAs any other appointment and is subsequently discharged back to the care of the GP. Refer to page 23, section 4.12 and page 34, section 5.11 of the Trust’s Patient Access and Data Management Policy.


	

	
	Note on DNAs: 

The provider must be able to demonstrate that the appointment was clearly communicated to the patient and must have procedures in place to protect the clinical interests of vulnerable patients.

	End of wait
	Clock stop (see above for details of clock stops).

1. First definitive treatment - the clock stops on the date that the patient receives the first definitive treatment intended to manage his or her condition.

1.1. For inpatient or day case admission, the clock stops on the day of admission.  If treatment does not occur on or after admission (e.g. operation cancelled or patient unfit on the day), but admission is still required the RTT status should be revised accordingly e.g. updated on PAS.
1.2. For treatment provided in an outpatient setting, the clock stops on the day the patient attends.

2. Clinical decision - the clock stops on the date that the clinical decision (as above) is communicated to the patient.

3. Patient choice to decline treatment - the clock stops on the date that the patient declines treatment, having been offered it.
4. The date a letter is sent to a patient with results of diagnostic test/s and confirming patient is discharged.    


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

	NOT clock starts
	Referrals from primary care to the following services will not start the clock:

1. Therapy, healthcare science (e.g. audiology) 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.
2. Diagnostic services if the referral is not part of a ‘straight-to-test’ arrangement  (see note on Clock Starts, above)
3. Primary dental services provided by dental students in hospital settings

	NOT clock stops
	The following examples do not stop the clock:
1. Administration of pain relief before a surgical procedure takes place, or other steps to manage a patient’s condition in advance of definitive treatment.  See local clinical pathways.
2. Consultant-to-consultant referrals where the underlying condition remains unchanged.
3. The mere act of making a tertiary referral or a referral from one provider to another.

	Clock still running
	The clock does not stop if a provider rejects a referral, stating that their service is not appropriate for this patient.  The referrer must re-refer the patient to an appropriate service without delay.

	Referral to Treatment (RTT) status
	The RTT status shows where the patient is on the pathway.

1. If an 18-week clock is running

2. Where the patient is on the pathway (clock start, clock stop, the start of watchful waiting, etc).

3. If the patient is under care at the trust but with no clock running.
If the RTT status is not recorded or cannot be derived, then it is not possible to identify if or for how long the patient has been waiting on an 18-week pathway.

	
	Note on data completeness: The Department of Health has developed a data completeness indicator that compares the reported RTT data for each organisation with data from other known data sources.



	Legitimate exceptions and delays
	Patients waiting for inpatient or day case treatment will be able to choose to pause their clocks under certain circumstances.

	C. 
	PCTs and providers will need to be able to demonstrate (to an auditor or the Healthcare Commission or in the event of a patient complaint) that cases that take longer than 18 weeks to reach the start of first definitive treatment are legitimate.



	What if it is not clinically appropriate to treat within 18 weeks?
	In some cases, treatment within 18 weeks may prove not be possible for clinical reasons.  For instance: 

1. If a series of tests must be done in sequence;  
2. Where the patient and consultant have agreed that the patient should receive a second opinion which despite best efforts adds a critical delay; 
3. Any patients for whom there is genuine clinical uncertainty about the diagnosis but where watchful waiting (and clock stop) is inappropriate.

These cases will be covered by the tolerance.

	Patient is not sure about proceeding with treatment
	If a patient is uncertain about going ahead with treatment then this can be recorded as a clock stop as active monitoring has been initiated by the patient and a new pathway will start when the patient decides that that they wish to proceed with the suggested treatment., In this instance local monitoring systems will need to be put in place to ensure that the patient is followed up in a timely manner.

In some instances it may be appropriate to discharge the patient and refer them back to their GP, where their ongoing care will continue to be managed within primary care. If and when the patient feels ready for treatment they can ask their GP to re-refer them. Referral back to the GP in this scenario would stop the 18-week clock and a new 18-week clock would start at the point when the patient and GP agreed to re-refer for treatment.

 

	Patient has a new or pre-existing  condition which requires treatment before condition referred for can be treated.
	Where such instances mean that treatment cannot be started within the 18 weeks then this may constitute a clinical exception which is accounted for within the tolerance.

If however the patient would be unable to have treatment (eg surgery) for a significant length of time because they require prolonged treatment for another condition it may be appropriate to stop the clock to actively monitor their condition. In these cases a new clock would start when the patient is fit and ready to have treatment.

Stopping the clock for  a period of active monitoring in these instances requires careful consideration on a case by case basis and its use needs to be consistent with the patients perception of their wait e.g. stopping the clock knowing that the patient will be ready for treatment in a couple of days/weeks would not make sense to a patient as they are likely to perceive their wait as one continuous period from the time of their initial referral e.g. 
· a patient attends for pre-operative assessment and is found to have a chest infection for which they require a 5 day course of antibiotics prior to being fit for anaesthetic. In this instance it would not be appropriate initiate a period of active monitoring.
If however it has been made clear to the patient that one condition needs to be treated before the condition for which they were referred and that this is likely to take a significant period of time then they would be likely to perceive their waiting time for treatment of the initial condition to be from the point they were declared fit and ready to proceed e.g.
· if a patient requires cardiac surgery before they are fit to have an aortic aneurysm repaired but there was a clear need for the condition of the aneurysm to be monitored within a secondary care setting then it would be appropriate to initiate a period of active monitoring as it will be a minimum of three months before the aneurysm surgery can take place.
· If a patient is on the waiting list for a procedure and becomes pregnant it is likely that unless the initial condition were immediately life threatening then it would need to be delayed until after the birth and possibly longer. Again it would be acceptable to initiate a period of active monitoring if it was not clinically appropriate to discharge the patient back to the care of the GP. 


	Patients who choose to delay treatment - general
	Some patients will turn down reasonable appointments because they prefer, for example, to go on extended holiday or because of work commitments. 

	D. 
	The DH 18-week website says
:

18 weeks is part of a package of patient centred reforms, which include patient choice. Patients are entitled to turn down appointments because of lifestyle preferences or personal circumstances. For the most part, the NHS will be able to accommodate the effects of patient initiated delays and still deliver maximum 18 week waits from GP referral to start of treatment. 

Beyond a certain point, patient initiated delay like this makes it unreasonable or impossible for the NHS to provide treatment within 18 weeks

	
	*Guidance on the handling of patients who choose to delay their treatment will be published in the Operating Framework for 2008/09.   

* (As of December 2008, nothing published as yet)

	Patients who choose to delay treatment - detail
	The Department of Health supports the patient’s right to choose a date for any point along the pathway (eg outpatient or diagnostic appointment, inpatient admission) even if this means that he or she cannot be treated within 18 weeks. 

	
	Patients are allowed to pause their admission for treatment if this is their choice.  The details will be confirmed in the Operating Framework.

	
	There will be a tolerance to allow for patient choice and specific guidelines to cover patient-initiated delays for inpatient or day case admission. 

	Reasonable offer of appointment / diagnostic / IP admission.
	The current definition of a “reasonable offer” is that it gives the patient a minimum of 3 weeks’ notice and a choice of 2 dates if the offer is made verbally.  

This standard will continue to apply for patients who choose to pause their pathways.

It will continue to apply for the Stages of Treatment standards (see above, p.4).

It continues to apply for patients who choose to pause their admission.  Patients must have been offered 2 dates with a minimum of 3 weeks notice. 

The Department of Health has not yet confirmed if it will apply as a general standard for patients on an 18-week pathway.

Until the standard is changed by the Department if Health, it continues to apply. 

	DNA 

(Did not attend)
	Any patient (except for children where relevant legislation overrides this) who did not attend their first appointment after initial referral will have their clock nullified and their referral will be returned to the GP (or other referrer). 

A new clock will start on the date the provider receives notice of any subsequent re-referral.

	E. 
	Note: If the first appointment takes place outside the trust, then this rule will not apply to any appointment on CMFT’s part of the journey.  Please refer to local DNA policy. 

	F. 
	Providers will need to be able to demonstrate that the appointment offer was reasonable and clearly communicated to the patient, and informed of decision if DNA 



	Communication and documentation
	In cases where a referral by a consultant starts a new clock, consultants should copy details of all 18-week clock-starts to the GP and original referrer if not the GP. The principles of Prior Approval apply as set out in NHS contracts for acute hospital care.

	G. 
	If the clock is stopped because of a clinical decision not to treat, then the clock stops on the date that the clinical decision (as above) is communicated to the patient.

	H. 
	A key principle for 18 weeks is that any decision to pause or adjust a patient’s clock or to accept that a patient will not receive their treatment in 18 weeks, however legitimate this is, should be explicitly communicated to the patient and subsequently to their GP and the original referrer if not the GP.

	I. 
	PCTs and providers will need to be able to demonstrate (to an auditor or the Healthcare Commission or in the event of a patient complaint) that cases that take longer than 18 weeks to reach the start of first definitive treatment are legitimate exceptions. 




	REFERRAL TO TREATMENT (RTT) STANDARDS

	General


	The specific standards for each stage of treatment (outpatient, diagnostic, inpatient or day case) must all be followed.  This includes:

1. Recording and grading a referral/addition to the list

2. Agreeing all offers of appointment/admission with the patient

3. Reasonable offers

4. Minimising hospital-initiated cancellations.

For further information please refer to the Trust’s Patient Access and Data Management Policy.

	Data Entry & Data Quality
	A minimum set of data items must be recorded for every patient as described on pages 7-8 of the Trust’s Patient Access and Data Management Policy.  If they are not provided, the A&C staff are responsible for finding and entering them.



	Patient Pathway Identifier (PPI)
	The PPI identifies a specific condition that a patient requires treatment for. A patient may have more than one pathway and each pathway may contain multiple episodes across different specialties. The PPI in conjunction with the “Pathway Condition” field will allow the correct pathway to be selected when adding episodes such as out patient registration, waiting list entries etc.



	Measurement
	It is not possible to measure the referral to treatment time and the Trust’s compliance with the 18-week standard unless the pathway details are recorded.

	J. 
	The essential elements that must be recorded at all times are:

1. The clock start
2. The RTT status.
3. A Patient Pathway Identifier (PPI)


	Clock start as a new Outpatient


	If the patient is referred directly to CMFT as an outpatient, then the clock starts when the referral is received at the Trust, or on the date that a Choose and Book UBRN (unique booking reference number) was converted or attempted to be converted into an appointment.  
If the referral is from an interface service or another acute provider, then the clock has started outside CMFT and clock start details must be obtained from the referring organisation via use of the ‘Inter trust transfer form’.
If the referral is from another consultant (or consultant-led service) for a new condition, the clock starts when the consultant decides to refer. 

Note: this is the date that the consultant decides to refer and not the date when the referral is received at the trust.  

	
	All referrals must be logged on PAS within 48 hours of being received at the trust.   

	
	 If the referral is made in any other way (paper, telephone, corridor conversation, etc) it is the responsibility of the person who receives the referral to make sure it is recorded on PAS within one working day.  

	
	

	Clock start as a follow-up Outpatient
	A patient’s 18-week clock may start as a follow up outpatient, for example, after a period of watchful waiting.  The Clinic Outcome form must be completed for every outpatient attendance so that these clock starts can be identified.   

	Clock start as an Inpatient
	If the patient is placed directly on the inpatient/day case waiting list, then the clock start must be obtained and recorded as part of the waiting list record.

	
	Additions to the waiting list will be recorded on PAS within 3 working days of the decision to admit.  

	Referral to Treatment (RTT) status
	The RTT status shows where the patient is on the pathway.  It identifies clock starts and clock stops and patients who do not have a clock running.  

If the RTT status is unknown, it is assumed that a clock is running.

	RTT status - Outpatients
	In an outpatient setting, the RTT stage is provided when:

1. RTT status is recorded at the end of every clinic for all new and follow up appointments using the standard Trust clinic outcome form, or one designed specifically for a clinical service or department
2. As per departmental policy.

The clinician must complete the RTT status on the Clinic Outcome form for all patients, whether new or follow-up.  The booking clerk must input these details onto PAS when closing the clinic.

	RTT status – Diagnostics & Therapies
	Diagnostics and Therapies:

1. If the service is managed on PAS as an outpatient service, the standards for Outpatients apply.

2. If the service is run on a Trust system other than PAS (eg Radiology, Physiotherapy, Genetics), the clock start and the RTT status must be recorded.  IM&T will work with these services to find a way of doing this.

3. If any service is run on a diary or card basis, then it must transfer to a Trust system without delay.

	RTT status – Inpatients & Day Cases
	The RTT status can be updated at four different points: -

1. When patient is added to the waiting list

· In the majority of instances the patient will already have an open pathway for the same condition and the waiting list entry should be attached to this existing pathway and the status updated if required.

· Where there is not an existing open pathway e.g. direct listing from tertiary referral a new pathway will need to be created as the patient is added to the waiting list. 

2. When patient is pre-admitted. The RTT status can be updated at this point although it is unlikely that this would ever be necessary.

3. When patient is admitted. The RTT status must be updated at this point.

4. When patient is discharged. The RTT status will default to that entered on admission however if the patient was not treated during the admission then the RTT status must be amended accordingly.



	Inter-Provider Transfers
	A minimum dataset is required to accompany every patient transferred between providers.  This will include the current clock start and RTT status.

This must be attempted to be obtained for:

· Referrals or transfers from other hospitals (DGH, ISTC, community hospitals) 

· Referrals and direct additions to the list from interface services.

This must be provided for:

· Patients transferred or referred to another provider, eg, South Manchester

· Patients transferred back to their local hospital for post-operative care.

	K. 
	It will be the responsibility of anyone accepting an inter-provider referral or transfer to request the correct information on at least one occasion ensuring that an appropriate audit trail is maintained. 

	
	Note: Patients who have been seen in the private sector as private patients and who now wish to transfer to NHS care, do not have an 18-week clock running until the provider accepts them.  The transfer must be agreed with the patient’s PCT, following the principles of prior approval.

	
	It will be the responsibility of anyone making an inter-provider referral or transfer to provide the correct information.

	
	Details must be recorded on PAS for incoming patients.  


	Delays to the 18-week journey 
	This section summarises the recommended actions for patients who are either clinically unfit to proceed or who choose to delay their journey.

Any removal from the list must be discussed with the consultant/AHP and must be communicated by letter to the patient and GP/referrer.

	DNA at 1st appointment, subsequent or diagnostic appointment (adult)
	If an adult patient DNAs their 1st appointment, then the referral will be cancelled and returned to the care of the GP. Any subsequent DNA’d appointment will be reviewed by the relevant clinician as to offer another appointment or returned to the GP.

1. Cancer and suspected cancer patients will be offered another appointment
2. Vulnerable patients will be offered another appointment
3. Children must be offered another appointment
.

	DNA at inpatient admission (adult)
	If an adult patient DNAs an admission, then he or she will be removed from the list and returned to the care of the GP.

1. Cancer and suspected cancer patients will be offered another date
2. Vulnerable patients will be offered another date
3. Children must be offered another date.

	DNA – protection for patients
	In order to support a one-strike policy, each Division must make sure that the following are in place:

1. The patient has been made a reasonable offer

2. There are processes in place to make it simple and easy for patients to cancel or reschedule their appointments or admissions or to notify last-minute problems (eg transport not arriving)

3. It has been made clear to the patient through any verbal and all written communication about the appointment/admission that the patient will be returned to the care of the GP if he or she DNAs

4. All and any cases where the patient, GP or other referrer believes that this was not a true DNA and that the patient should be reinstated must be referred to the Directorate Manager.  



	Patient-initiated cancellation (adult)

Outpatient

Diagnostic

Inpatient

Day Case

Preoperative -assessment
	If the patient has:

1. Agreed a date and then cancelled it; and 
2. Agreed a new date and told that a third date will not be offered; and

3. Cancels the second date then it will be assumed that the patient no longer wants the appointment or admission and the patient will be cancelled and returned to the care of the GP.

4. All appointments offered should be recorded on PAS. 
5. If a patient has been offered a second date and then cancelled it as described above, the patient must be informed that their 18 week pathway has been closed and that a new pathway will be opened when they wish to proceed.  A letter will be sent to the patient and the GP explaining this.  (Please refer to local policy for further guidance).
*Notes*

A clock may be paused only where a decision to admit has been made for inpatient treatment, and, a) the patient has declined at least 2 reasonable appointment offers for admission for inpatient treatment; or b) the patient is unavailable for admission from the point at which the decision to admit is made (for example a patient who is a teacher who wishes to delay their admission until the summer holidays). This may mean that offering actual dates which meet the reasonableness criteria would be inappropriate because the patient would be being offered dates that the provider already knew they couldn’t accept. In these circumstances, the clock should be paused from the date of the earliest reasonable admission date that the provider would have been able to offer the patient. The clock is paused for the duration of the time between the earliest reasonable offer and the date from which the patient makes themselves available again for admission. 

Adjustments cannot be applied for a diagnostic or other admission prior to the admission for first definitive treatment. If a patient cancels their appointment in advance, this has no effect on the RTT time. The 18 week clock should continue to tick and no adjustment should be made. However as part of the rebooking process, the patient should be offered alternative dates for admission. If at the rebooking stage the patient declines two or more reasonable offers, then the RTT clock can be paused. The clock is paused on the date of the earliest reasonable offer given as part of the rebooking process.

If a patient’s clock is already paused (because they have previously declined two or more reasonable offers of admission for treatment) and the patient wishes to cancel their previously agreed admission date, then the patient’s clock should still be paused and the start of the pause will remain unchanged (it will still be the earliest reasonable offer given as part of the original booking process). The end of the pause will be the new date that the patient states they are now available from.

Defining reasonableness – A reasonable offer of admission is defined as “an offer of a time and date three or more weeks from the time that the offer was made”. Two or more reasonable offers should be made before a clock is paused. The offers should be on different days rather than two slots offered on the same day. Typically a pause will result when two verbal offers have been declined at the time of booking. If, however, the trust write to a patient with 3 weeks notice and the patient contacts saying they are unavailable they should be offered another date. If at this stage the patient either declines another admission date or makes it clear they are unavailable the written offer will be considered the first reasonable offer and the pause will commence from this date. 



	
	Note: if the patient is cancelled by the hospital, then this 2-strike process of agreeing a date begins again.

	Patient choice

Outpatient

Inpatient

Day Case

Diagnostic

Preoperative assessment
	The patient should be given 2 reasonable offers (a choice of 2 dates and a minimum of 3 weeks’ notice).

If these dates are not accepted, the patient should be appointed for a date of his or her choice.  The following details must be recorded on PAS:

1. The 2 appointment dates offered

2. The date(s) on which they were offered

If the patient is not willing to accept any dates, then he or she should be discharged and returned to the care of the GP.

	Patient choice delay

Admission
	The clock can be paused between the earliest reasonable date offered and the date at which the patient becomes available again.  There are no other circumstances in which a pause is allowed.

	Patient is unfit and unable to attend 
Outpatient

Diagnostic
	For short-term cases, a new date should be agreed with the patient for a time when he or she is likely to be fit.

The clock does not stop. 

If the patient is unfit for a longer period of time and unable to attend, he or she recorded as watchful wait or should be discharged and returned to the care of the GP.

	Inpatient/day case treatment considered but patient is unfit to proceed 
	Patients must not be added to the list before they are fit and ready for surgery.

If a decision to admit has not been made, the options are:

1. Return the patient to the care of the GP (clock stop - decision not to treat)

2. Place the patient on watchful waiting (clock stop - no treatment planned at present)

3. Alternative treatment if this is possible/available (clock still running till this is started).

4. Decision not to treat



	
	Note: If the patient is to be added to the list at another provider, e.g. Withington Community Hospital, where, by custom and practice, patients who are unfit for the intended provider are transferred to CMFT, then CMFT could inherit the entire waiting time and a patient who is not fit for surgery.  

Consultants running clinics at other providers are asked to keep this in mind when listing patients.

	
	Note: If the patient has been diagnosed at another provider, and is to be referred to CMFT for surgery, then CMFT will work with the other provider to ensure that patients are not referred until they are known to be fit and ready to proceed with surgery.

	Decision to admit has been made, patient is on the inpatient/day case list, patient is unfit to proceed
	1. Patient is not fit, e.g. has a cold or other minor illness, or needs echo or anaesthetic review at preoperative assessment.  The clock continues to run and the patient is brought back or contacted within a maximum of 4 weeks.  

2. If the patient is still not fit, or is unfit in the longer term (may need to lose significant weight, other co-morbidity) then he or she should be removed from the list and returned to the care of the GP.


	Patients who have been returned to the care of the GP
	The GP can re-refer when the patient is fit for surgery or ready to agree a date.   

 This starts a new clock.

	Cancellations by the hospital Outpatient

Diagnostic

Inpatient

Day Case

Preoperative assessment
	These must be kept to a minimum.

The patient’s clock does not stop for a hospital-initiated cancellation (the 28 day standard still stands).

The patient must be rebooked and treated within the waiting time standards.

	Planned Patients


	These fall into 2 categories:

1.   Bilateral Procedures

A bilateral procedure is a procedure that is performed on both sides of the body at matching anatomical sites. Examples include cataract removals and hip or knee replacements.

Consultant-led bilateral procedures are covered by 18 weeks with a separate clock for each procedure. The 18-week clock for the first consultant-led bilateral procedure will stop when the first procedure is carried out (or the date of admission for the first procedure if it is an inpatient/day case procedure). When the patient becomes fit and ready for the second consultant-led bilateral procedure, a new 18 week clock will start.

*Notes*

We should record each episode as it happens which means they can have the appropriate elective Method of Admission of either WL or BL – neither will need to go down as planned. The second procedure should only be added to PAS once the patient is fit and able to have it. Our reporting would then report 2 separate pathways. 

2.   Other Planned Procedures

This means an appointment /procedure or series of appointments/ procedures as part of an agreed programme of care which is required for clinical reasons to be carried out at a specific time or repeated at a specific frequency. Planned activity is also sometimes called “surveillance”, “re-do” or “follow-up”. Examples include 6-month repeat colonoscopy following removal of a malignancy, tumour or polyp. Patients should only be included on planned waiting lists if there are clinical reasons why the patient cannot have the procedure or treatment until a specified time. Once the patient is clinically ready for treatment to commence, the patient should be transferred to the active waiting list and an 18 week clock should start.  

In many of these cases the patient is planned because they have already had their First Treatment and so the planned activity will not be measured against 18 Weeks. There will be some patients, though, who are planned but waiting for their First Treatment, e.g. a child who can only have the procedure at a certain age. In these cases we should be measuring one RTT period up until the decision to treat and then another one when the patient is clinically ready to have their treatment. 


CANCER WAITING TIMES

	CANCER WAITING TIMES – QUICK DEFINITIONS FROM December 2008

	Waiting times targets
	1. Maximum 2-week wait from receipt of urgent GP referral for suspected cancer to date first seen for all suspected cancers.

2. Maximum one month wait from urgent GP referral for suspected cancer to first definitive treatment for children’s, testicular cancers and acute leukaemia.

3. Maximum 2 month wait from receipt of urgent GP referral for suspected cancer to first definitive treatment for all cancers (“62 day target”)

4. Maximum one month wait from decision to treat date to treatment date for all cancers (“31 day target”).

5. Maximum 31 days for subsequent drug/surgical/chemotherapy/radiotherapy treatments once a patient is deemed fit to treat.

	Start of wait
	1. 2-week waits: the urgent GP referral is received into the Trust. ,

2. 31-days: when the decision to treat is made.

3. 62-days: when the GP decides to refer, even if it takes more than 24 hours for the referral to reach the provider.

	Responsibility for meeting the target
	Patients may be seen in one trust for their 2-week wait appointment and may later be transferred to another trust for their treatment.  Both trusts will share the breach if the 62-day standard is not met.

Note: If the transfer from Trust A to Trust B is delayed by an administrative delay,  then, if both CEOs agree, Trust B can apply to have the breach assigned entirely to Trust A.

	31 day subsequent treatment target
	When a patient is deemed fit to treat then the clock starts for any cancer treatment following first definitive treatment.  E.g.  treatment for recurrent cancers, metastatic spread or second cancer treatment.

	31-day target
	The 31-day target applies to all new cases of cancer regardless of the referral route.  It does not apply to patients being treated for a recurrence of cancer.

	62-day target
	The 62-day target only applies to patients referred through the 2-week referral route, but it applies to all patients referred by this route, even if the referral took more than 24 hours to reach the provider.  It does not apply to patients being treated for a recurrence of cancer.

	18 weeks Referral to Treatment (RTT)
	Any patient on a 2-week, 31-day or 62-day pathway would automatically be on an 18-week pathway.  

A referral for a recurrence of cancer does start a new 18-week clock.  This is different from the cancer pathways.

	First definitive treatment
	Detailed information is available in the Department of Health’s publication Cancer Waiting Targets: A Guide (Version 5)
. 

	Adjustment to waiting times
	Waiting time adjustments for cancer patients is currently being confirmed.  To date WTA are to be brought in line with 18 weeks.

	Reasonable offer
	Cancer waiting times are too short for the usual definition of reasonable offer (3-weeks notice and choice of 2 dates) to apply.

The guidance5 says that an offer was reasonable if “there was a sufficient amount of notice and the provider took account of personal circumstances”.


	CANCER WAITING TIMES - STANDARDS

	2-Week Waits (2WW)
	1. Referrals received via the process agreed with the local health community for handling urgent referrals for suspected cancer must be recorded on PAS using the code for cancer cases.

2. There is currently a manual process in place to facilitate tracking and reporting on these patients.  This must be followed.

3. If the patient DNAs or wishes to reschedule an appointment, then he or she must be offered a date within 2 weeks of the DNA or cancelled date. 

	Patients waiting for treatment
	Patients are tracked through the system by the Multi Disciplinary Team (MDT) coordinators.

The MDT coordinators are responsible for:

1. The practical organisation of the clinical MDT meetings in each area

2. Liaison with all areas involved in the patient’s journey (Radiology, Pathology, clinical services, etc) to ensure that all relevant details are available for the MDT meetings

3. Monitoring the patient from referral to 1st definitive treatment

4. Cascading details of any delays to the patient’s journey to the relevant teams (clinical and managerial)

5. Recording information on Cancer IT systems as available.

	Internal monitoring and reporting
	The Cancer Team will ensure that timely and straightforward monitoring is provided at all times to the cancer manager and directorate manager so that they can manage patients within their specialties.

	
	The Cancer Team will ensure that timely and straightforward monitoring is provided as requested for senior management, so that they can review performance and trends.

	62 days, 31 days
	Divisional Managers and clinical teams are responsible for ensuring that patients receive treatment in a timely manner


	DIAGNOSTICS – QUICK DEFINITIONS

	These definitions apply to the Diagnostic Stage of Treatment only and will be replaced by the 18-week RTT rules.

	Diagnostic
	“Diagnostic” means a test or procedure used to identify a person’s disease or condition and which allows a medical diagnosis to be made.

	Therapeutic
	A “therapeutic procedure” is defined as a procedure that involves actual treatment of a person’s disease, condition or injury.   

	Diagnostic or therapeutic?
	Some procedures are intended as diagnostic up until a point during the procedure, when the healthcare professional makes a decision to undertake a therapeutic treatment at the same time. These procedures should still be reported in Department of Health returns as diagnostic.

Some procedures will include both a diagnostic test and a therapeutic treatment.  If the procedure is part-diagnostic or intended to be part-diagnostic, these should be counted as diagnostic procedures.  An example of this is electrophysiology studies (EPS) – this is a diagnostic cardiac procedure that often results in an immediate treatment (e.g. insertion of pacemaker). 

Patients should not be included if they are waiting for a therapeutic operation on the inpatient waiting list and may require routine diagnostic tests/procedures following their admission.  

	
	Note: A list of tests and OPCS codes for inpatient or day case procedures can be found in the Department of Health’s publication Diagnostics Census: Guidance on completing the “diagnostic waiting times” census.  Version 3 – March 2007
.

	Start of wait
	When the request for a diagnostic test or procedure is made.  This is the date that the request was initiated and not the date when it was received in the department.  The date on the request card or the electronic equivalent is the simplest proxy.

If the patient is waiting for a diagnostic test to be carried out as an inpatient or day case, eg cystoscopy, then the start of the wait is the date of decision to admit.

If the patient is waiting as an outpatient, eg, for neurophysiology, then the start of the wait is the date the referral was made.  

	End of wait
	When the patient receives the diagnostic test/procedure.

	Adjustment to wait
	If a patient cancels or misses an appointment for a diagnostic test/procedure, then the waiting time for that test/procedure is set to zero and starts again from the date of the appointment that the patient cancelled/missed.  

If the provider cancels the appointment, the waiting time is not affected.

	Suspension
	Suspension on an inpatient or day case list does not affect the calculation of waiting times for diagnostic procedures.

	18 week Referral to Treatment (RTT)
	Diagnostics is one part of the RTT pathway.

A diagnostic procedure does not stop the clock.

If a patient requires inpatient or day case admission for a diagnostic procedure as part of an 18-week RTT pathway, this stage of treatment will need to be completed in time for the first definitive treatment to be administered within 18 weeks. 


	DIAGNOSTICS & THERAPIES - STANDARDS

	Scope
	This section applies to diagnostic waiting lists and to patients waiting for treatment or assessment by an AHP.  

For example, it applies to Radiology, Physiotherapy, Dietetics, Speech & Therapy, Occupational Therapy, Osteoporesis, etc.

	Policies
	If the Department does not have a policy, then this policy will apply.

	
	Any policy that a Department already has which covers the management of patients waiting for treatment must be consistent and coherent with this policy.

	
	All existing policies will be reviewed for compliance during 2007/08.

	
	Any Departmental policy should cover:

1. Recording the referral

2. Grading the referral according to clinical urgency
3. Booking the appointment, ie negotiating a choice of dates and times with the patient

4. Reasonable offer

5. Recording the clinic outcome using the Clinic Outcome Form 
6. Meeting and sustaining waiting times 

7. Cancellations and DNAs 

	18-weeks RTT
	Any Departmental policy must take full account of the changes made by the 18-week RTT rules.




CANCELLED OPERATIONS

	CANCELLED OPERATIONS – DEFINITION AND STANDARDS

	The NHS standard, effective from April 2002, says
:

1. Patients should not have their elective operations cancelled on the day of admission or after admission for non-clinical reasons

2. If the operation is cancelled, then the patient must be given a firm date for admission that is within 28 days of the cancelled date.  If this is not done, then patients are entitled to have their operations performed at a provider and on a date of their choice, funded by the original provider.

	The actions listed below are designed to minimise cancellations.

	

	Before cancellation
	Any potential cancellation (on the day of admission or after admission, for non-clinical reasons) must be escalated explicitly via the local ‘Patient Cancellation Escalation Policy’ .

	Preoperative assessment
	Preoperative assessment must ensure that everything that needs to be done before the patient’s operation has been done (kit ordered, bloods taken, post-op arrangements discussed, etc.)

	Redating patients
	A new and appropriate date must be agreed with the patient when s/he is cancelled.

For patients who have been admitted, it should be agreed with them before they leave the hospital.

For patients who are cancelled on the day of admission and before they come into the hospital, it must be agreed with them at the time that they are cancelled (in the same telephone call).

	2nd cancellation
	No patient is to be cancelled for non-clinical reasons more than once.

Any potential cancellation for the second time must be escalated explicitly to via the local ‘Patient Cancellation Escalation Policy’ .


CHOOSE AND BOOK

	CHOOSE AND BOOK – DEFINITIONS



	Choose And Book (CAB)
	Choose And Book is a secure method of booking an appointment, which offers the patient a choice of date and time and which provides confidentiality.  

The referral letter is not always available to the provider when the appointment is booked.     

	Directory of Services (DOS)
	The Directory of Services is a national system, at the heart of Choose And Book, which allows a GP to find our services and facilitates the patient being booked into the appropriate clinic.
If the DOS is unclear to the GP, then the patient will almost certainly end up in the wrong place and need to be rescheduled.


	Choice of provider
	It is the patient’s right during 2007/08 to be offered a choice of at least 4 providers by the GP at point of referral.

Choose And Book provides a means of handling this.

The primary care menu available to the GP on the DOS is a list of the services commissioned by the PCT.

The secondary care menu allows the patient to choose to go anywhere in the country that meets the standards

	Directly Bookable Services (DBS)
	The patient can book on line either directly with the GP/referrer or via the Telephone Appointment Line (TAL) or via the internet, using a password and Unique Booking Reference Number (UBRN).  The GP’s choice of services determines the clinic slots that the patient can book into (eg cannot book into Orthopaedics if referred to Urology).

The patient can also change or cancel the appointment on line through CAB.   


	CHOOSE AND BOOK – STANDARDS



	
	

	Updating PAS
	PAS is updated automatically if booking or changing a referral through CAB.  If changed on PAS CAB must be updated.

	Checking for the referral
	1. The CMFT Booking Service must check for the referral on missing referrals, which will not be available until the GP practice has added it to CAB.

1.1. If the referral is not added promptly, the TBS must contact the GP practice and request that it be added.

2. If the referral is to be printed off for the consultant to review, then it must be passed to the consultant as quickly as possible with reason for rejection updated.  

	Accepting the referral
	Once the referral has been received, it must be accepted on CAB.  If this is not done, it remains on the GP’s work list even after the patient has been seen.

	Redirecting referrals
	1. If the referral has been directed to an inappropriate consultant or sub-specialty, it must be redirected to the appropriate consultant immediately. 

2. If CAB is used to update the referral PAS will be automatically updated.

3. If PAS is used to update the referral, CAB must be updated also. 

	
	Note: a GP referral that has been redirected from one consultant to a more appropriate colleague remains a GP referral.  It does not become a consultant referral since the patient has not yet been seen and the start of the wait does not change.

	Rejecting referrals
	1. A referral may be rejected under the following conditions:

1.1. Clinical decision that the patient does not need a specialist opinion

1.2. Rejected because of explicit exclusions set out in the DOS

2. CAB must be updated to show the referral has been rejected.

3. The patient must be advised that the referral has been returned.  

	Rescheduling appointments
	Patients who have booked through CAB have by definition chosen their appointments to fit in with their other commitments.  Rescheduling must be kept to an absolute minimum.

	

	DIRECTORY OF SERVICES (DOS) - STANDARDS

	Generally
	The DOS will be revised in line with national guidance and in response to local needs.


� Letter dated 19/10/07 from David Flory, Director General NHS Finance, Performance & Operations.  Gateway 8918.


� Accessed 17/04/07 for (2) – (6), 26/06/07 for (1), 09/07/07 for (6)


� � HYPERLINK "http://www.18weeks.nhs.uk/Public/default.aspx?main=true&load=ArticleViewer&ArticleId=966" ��http://www.18weeks.nhs.uk/Public/default.aspx?main=true&load=ArticleViewer&ArticleId=966� acc 13/08/07





� � HYPERLINK "http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_063067" ��http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_063067�





� This guidance is held on the Unify website, which has password access.  


� � HYPERLINK "http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_5207937" ��http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_5207937� section 10.20, accessed 13/08/07
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