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1.  Purpose 
 

Cancer is an organization-wide service, cross cutting into a vast majority of specialist 
and diagnostic services. 

 

The purpose of this document is to ensure adherence to the following national 
guidance and identified best practice across the organization 

 

   All patients referred by a General Practitioner or General Dental Practitioner 
under the 2 week rule should be offered an appointment with an appropriate 
specialist, or for a diagnostic procedure, within 14 days of the date the referral 
was received by the Trust.  

 

 All Patients referred on a 2WW or screening pathway should have their 
diagnosis communicated to them by day 28 and receive their treatment by 
day 62 from the date of their referral. 

 

  GP routine or urgent referrals can be upgraded in status if a Consultant (or 
appropriately qualified member of the clinical team) suspects that a patient 
may have cancer. These patients will be monitored on the 31 and 62 day 
target pathways from the date of the upgrade.  

 

 All patients referred by a national screening programme will also be 
monitored against both pathways.  (Cancer Reform Strategy January 2008). 

 

 Upgrades can take place at any point within a patient’s pathway prior to 
discussion at their first MDT (CWT, v9). Upgrading a patient at point of 
suspicion of cancer is deemed best practice and should be a standard 
process adopted within all tumour areas. 

 

   All patients with a diagnosis of recurrent or secondary cancer will be tracked 
against the 31 day target, with a maximum wait of 31 days from the date of 
decision to treat to receiving treatment.  

 

 All patients who receive a subsequent treatment will be tracked against the 
31 day target, with a maximum wait of 31 days from the date of decision to 
treat to receiving treatment or earliest clinically appropriate date (ECAD).  
 

 

 Where imaging suggests the presence of a cancer or other serious or 
unexpected abnormalities, the person requesting the diagnostic imaging must 
be notified of the findings in an appropriate and urgent manner. They also 
have the responsibility to inform the Cancer services MDT Co-ordintor team 
to allow the patient to be tracked in line with regional and national guidance. 

 

   After  a  patient  is  given  a  diagnosis  of  cancer,  their General  Practitioner 
should be informed of the diagnosis by the end of the following working day.  

 

The policy applies to all Trust staff involved in booking, tracking or treating patients 
with suspected or diagnosed cancer. 

 

Implementation of this policy will ensure that: 
 

   Staff are aware of the correct processes and timescales for booking and 
seeing 2 week wait referral patients. 

 

   The Trust is compliant with the National Cancer Waiting Times standards. 
 

   Patients are seen in a timely manner by an appropriate specialist. 
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   There is a clear process to enable Consultants to fast track referrals where 
they suspect malignancy, even if this was not identified before referral to 
them. 

 

   Patients with recurrent or secondary disease will be treated to the same 
targets as those with primary disease. 

 

   When there is a suspicion of malignancy or other serious abnormality after 
imaging, the referrer is made aware and can then refer urgently to the 
appropriate team. 

 

   GPs will receive timely information about a patient who has received a cancer 
diagnosis, and can then offer the appropriate support to the patient and their 
family. 
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  Clinical and divisional teams take responsibility for their own demand and 

capacity, including monitor performance and develop proactive ways to meet 
the National cancer waiting times targets in line with best practice.  

 

   Clinical teams take responsibility for monitoring clinical pathways in line with 
best practice and Cancer Alliance Guidance 

 
2.  Definitions 

 
2.1 e-Referrals 

 
 

Computerised referral system for GPs to send referrals to the Trust. 
 

2.2 PAS (Patient Administration System) 
 

Hospital computerised Patient Administration System to record all referrals 
and activity. 

 
2.3 Somerset Cancer Register (SCR) 

 
Hospital database to record specifically all cancer related activity. 

 
2.4 Cancer waiting times targets (CWT) 

 
Nationally agreed waiting times for the treatment of patients with suspected or 
diagnosed cancer. 

 
2.5 2 week wait (also 2ww) target 

Maximum 14 days (including weekends and Bank Holidays) from the date 
that a 2 week wait referral is received by the Trust to Date first seen with an 
appropriate specialist or attendance at an appropriate diagnostic procedure. 

 
2.6 31-day target 

Maximum 31 days from the date the patient and Consultant agree the 
treatment plan (Date of Decision to Treat) to the date of the first definitive 
treatment (i.e. surgery, radiotherapy, chemotherapy, palliative care, active 
monitoring). Applies to all patients with a cancer diagnosis whether primary, 
secondary or recurrent disease, and whatever their referral route. Patients 
upgraded by a Consultant, and those undergoing second or subsequent 
treatments, are also measured against this target. 

 

The 31 day target is also applied to subsequent treatments when there is no 
new decision to treat, but there has been a previously agreed and clinically 
appropriate  delay  before  treatment  can  commence.    In  these  cases  the 
Earliest Clinically Appropriate Date (ECAD) is the start of the 31 days. 

 
2.7 62-day target 

Maximum of 62 days from the date that a 2 week wait referral is received by 
the Trust, or from a Screening Service, or the date of Consultant upgrade, to 
the date of the first definitive treatment. 

 
2.8 MDT 

Multi Disciplinary Team comprising those involved in treating cancer patients 
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2.9 IOG 

Improving Outcomes Guidance 
 
 
 

2.10 NSSG 

Network Site Specific Groups 
 
2.11 LWBC 

Living With and Beyond Cancer 

 
 
3.  Responsibilities 

 
3.1. Role of Director of Operations 

 
The Director of Operations is responsible for: 

 

 Ensuring  that  the  Key  Performance  Indicators  related  to  Cancer 
Waiting Times targets are achieved. 

 Support local delivery of the National Cancer Strategy (2015 – 2020) 
 

3.2. Role of the group manager for Unscheduled Care 
 

The Group manager for Unscheduled Care is responsible for: 
 

   Supporting the Cancer Management Team to ensure compliance of 
cancer waiting times targets within divisional teams 

 
  Supporting the Cancer management team and service Leads in the 

implementation and delivery of optimized and best practice pathways, 
facilitating change and improvement. 
 

 

   Supporting the Cancer Management Team in leading Cancer and 
driving forward performance on delivering National Cancer Waiting 
times; including support delivery of regional and national objectives. 

 
 
 
 

3.3. Role of Lead Clinician for Cancer 

The Lead Clinician is responsible for: 
 

  Ensuring   high   standards   of   cancer   clinical   care   across   the 
organisation in a timely manner 

 

   Working with the director of operations, Associate Director of 
Operations and Cancer management team to Lead the development 
of the cancer strategy 

 
 
 

3.4. Role of Cancer Management Team 

The Cancer Management team are responsible for: 
 

 Monitoring cancer waiting data quality and validating compliance with 
the Cancer Waiting Times targets, Facilitating the delivery of cancer 
waiting times 

 

 Ensuring  that  policies  and  processes  are  in  place  to  support  the 
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management of cancer patients. 
 

 Lead  on  local  Cancer  Quality Surveillance Programmes  and  
Internally  validate  the compliance of each cancer MDT. 

 

 Working with clinical and divisional teams to support performance in 
Cancer, including delivering National Cancer Targets and agendas. 

 

 Providing  clinical  and  divisional  teams  with  performance  data  to 
enable review of demand and capacity within individual teams. 

 

 Monitoring Audit (including COSD) and facilitating the capture of 
appropriate data to  a high degree of accuracy.
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Delivering  the  Cancer  Education programme  for  staff  working  within  
Cancer  to ensure the delivery of cancer waiting times. 

 
3.5. Role of Divisional Management teams and Service Managers 

The divisional management teams are responsible for: 
 

 Working with clinical teams within the division to monitor capacity and 
demand for services and support performance in Cancer to deliver 
national targets and ensure high quality services and patient 
experience. 

 

 Notify the Cancer Management Team if they are unable to identify and 
supply additional capacity when it is required and there are potential or 
actual breaches of standards aligned to cancer pathways and 
performance. 

 
3.6. Role of Patient Access Co-ordinators 

The Patient Access Co-ordinators are responsible for: 
 

 Reviewing own specialist area capacity regularly using tools available. 
 

 Identifying the need for additional activity required to meet the demand 
 

  Liaise with booking staff, clinicians, outpatient teams and any other 
appropriate   departments   to   ensure   that   additional   capacity   is 
managed effectively 

 

 Notify the Divisional management teams if they are unable to identify 
and supply additional capacity when it is required and there are 
potential or actual breaches of the cancer standards. 

 
3.7. Role of Booking Clerks 

The Booking Clerks are responsible for: 
 

 Receiving the 2 week rule referral via fax or Choose and Book, and 
making an appointment for the patient to see a specialist or attend for 
a diagnostic procedure within 14 days. 

 

 Entering the referral and appointment details on both PAS and the 
Cancer Register. 

 

 Notifying the Patient Access Co-ordinators if additional appointment 
capacity is required to enable the 2 week target to be met. 

 

 Notifying their Divisional management teams of any problems or 
concerns with any aspect of booking the 2 week rule patients to 
enable escalation to Cancer Management team 

 
3.8. Role of the Performance Team 

The Performance Team are responsible for: 
 

 Monitoring compliance with the Cancer Waiting Times targets in line 
with the Trust’s Key Performance Indicators. 

 

 Report  Cancer  Performance  on  a  regular  basis  to  the  Executive 
Team, Divisional Teams and Local Commissioners. 

 

 Meeting with the Cancer management team weekly to discuss cancer 
performance 
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3.9. Role of the Information Department 

The Information Department are responsible for: 
 

 
 

 Providing demand and capacity data to divisional and clinical teams 
to enable proactive management of clinics in line with the demand. 

 

 Uploading the Cancer Waiting Times data to the NHS Digital site on a 
monthly and quarterly basis in line with nationally directed deadlines. 

 

 Uploading National Cancer Audit data to the relevant platforms. Where 
records are not uploaded due to errors escalating this to the cancer 
Services management team/MDT coordinator to rectify 

 

 Upload the Cancer Outcomes Services Dataset (COSD) on a monthly 
basis in line with nationally directed deadlines. 

 

 To  support  the  Divisional  and  Cancer  Management  Teams  in the 
provision of performance data for service planning and delivery of 
Cancer Waiting Times. 

 

 Proactively work with the cancer management team on the 
development of tools to support delivery of key cancer indicators 

 
3.10. Role of Clinicians 

 
All Clinicians are responsible for: 

 

 Informing the relevant CNS/MDT coordinator when required to ensure 
that patients are tracked appropriately and treated in accordance with 
the Trust Patient Access Waiting Policy. 

 

 When  imaging  reveals  an  unsuspected  diagnosis  of  cancer  the 
radiographer / ultra sonographer will give the images to the Duty 
Radiologist of the day for their attention. 

 

 The reporting radiologist is responsible for arranging that the referring 
hospital clinician or GP be notified in an urgent fashion as laid out in 
the procedure. This notification must also be sent to the MDT Co-
ordinator for registration on the SCR system. 

 

 All clinicians who have direct contact with patients diagnosed with 
cancer are responsible for attending Advanced Communications 
training  

 

 When a patient receives a diagnosis of cancer, the attending clinician 
or Clinical Nurse Specialist must ensure that this information is 
communicated to the patient’s GP before the end of the following 
working day (within 24 hours of the patient being informed). 

 
3.11. MDT Lead Clinician is responsible for: 

 
 

 Providing professional advice within and outside the Trust on the tumour site 
and its services. 

 

 To be responsible to the Lead Clinician of Cancer Services for the overall 
responsibility for ensuring the MDT meetings and multidisciplinary team meet 
peer review quality measures. 

 

 Providing guidance, support and direction to ensure the trust moves toward 
the goals of the “National Cancer Strategy” and the “Achieving world class 
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cancer outcomes Strategy” 
 

 Establishing and maintain appropriate links with colleagues in the Strategic 
Clinical Cancer Network through membership of the Site Specific Group 
(SSG). 

 

 To ensure that the multidisciplinary team meet regularly, with an agreed core 
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 membership, records of attendance and appropriate records and care plans 

of cases discussed. 
 

 Confirming the membership and roles of the core and extended MDT at 
regular intervals with the team members and Lead Clinician of Cancer 
Services. 

 

 Ensuring that objectives of MDT working as laid out in the Cancer Services 
 

 

 Quality Surveillance Measures 
are met 

 

 Ensuring that designated specialists work effectively together in teams such 
that decisions regarding all aspects of diagnosis, treatment and care of 
individual patients and decisions regarding the team’s operational policies are 
multidisciplinary decisions. 

 

 Ensuring  that   care  is  given  according  to  recognised  guidelines  with 
appropriate information being collected to inform clinical decision making and 
to support clinical governance. 

 
 

 To ensure mechanisms are in place to support entry of eligible patients into 
clinical trials. 

 

 Ensure attendance levels of core members are maintained in line with Cancer 

 Peer Review 
measures. 

 

 Ensure that a target of 100% of newly diagnosed cancer patients are 
discussed at MDT meeting. 

 

 Lead on or nominate lead for service 
improvement. 

 

 Organise and chair annual meeting to examine function of team, review 
operational policies and collate any activities that are required to ensure 
optimal functioning of the team. These must include the cancer management 
team. 

 

 Ensure MDT activities are audited and results 
documented. 

 

 Ensure that the outcomes of the meeting are clearly recorded and clinically 
validated an appropriate data collection is supported. 

 

 To ensure that clinical services are delivered in accordance with the required 
standards for accreditation 

 

 Co-ordinate preparation for Quality Surveillance Programme and ensure the 
implementation of resulting action plans for continuous quality improvement. 

 

 To ensure that there is satisfactory system for the confidential reporting of 
clinical   incidents   to   the   Medical   Director   in   accordance   with   clinical 
governance procedures. 

 

 To work with other members of the MDT to ensure that patient and carer 
views of the service are taken into account when planning and delivering 
services. 

 

 To ensure the MDT reviews service improvement opportunities and embeds 
them within clinical operational practice wherever possible. 

 

 To advise the Clinical Lead of Cancer Services on issues likely to affect the 
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strategic development of their specific services. 
 

 To support the Trust’s strategy for the development of cancer services as 
 required

. 
 

 In conjunction with Director of Cancer Services ensure Surgeon operating 
 Time 

Table 
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3.12. Role of the CNS (keyworker) 
 
 
 

The CNS (Key Worker) is responsible for: 
 

 Contribute to the multidisciplinary discussion and patient assessment / 
care planning decision of the team at their regular meetings. 

 

 Provide expert nursing advice and support to other health professionals. 
 

 When a patient receives a diagnosis of cancer, either the attending 
clinician or Clinical Nurse Specialist must ensure that this information is 
communicated to the patient’s GP before the end of the following 
working day 

 

 To be involved in clinical audit , service improvement and other 
appropriate projects where applicable  

 

 Lead on patient and carers’ communication issues and co-ordination of 
the patient pathway for patients referred to the team – acting as key 
worker or being responsible for nominating a key worker for patients. 

 

 Facilitate access to members of the MDT where requested by patients 
or their carers. 

 

 Act as a patient advocate to ensure that their wishes regarding the 
management of their cancer are conveyed to the MDT. 

 

 Contribute to the management of the specific service. 
 

 Utilise research in the nurse’s specialist area of practice. 
 

 Communicate with extended members of the MDT to ensure timely and 
appropriate referrals of the patient to other services such as palliative 
care, psychology or clinical trials. 

 

 To attend training and development opportunities relevant to the CNS 
post. 

 
3.13. Role of MDT 

All MDT’s are responsible for: 
 

 
 

 Making decisions regarding all aspects of diagnosis, treatment and care 
of individual patients for all patient diagnosis with Cancer. 

 

 Ensuring that care is given according to recognised guidelines 
(including guidelines for onward referrals) with appropriate information 
being collected to inform clinical decision making and to support clinical 
governance / audit. 

 

 Ensuring that mechanisms are in place to support entry of eligible 
patients into clinical trials, subject to patients giving fully informed 
consent. 

 

 Ensuring that the MDT is IOG compliant, follows NSSG and National 
guidance, and undertakes service improvement, participation in audit 
and Clinical Alliance audits. 

 

 Ensure that all core members or cover is available for 95% of MDT’s 
meetings in line with Quality Surveillance measures. 
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 Ensure that Cancer Services National Quality Surveillance measures 

are met and the Self-assessment and Internal Validation is completed 
within the nationally driven timescales. 

 

 Ensure that a site specific annual business meeting is arranged and 
minuted with agreement of work plan and Operational policies. 

 

 The MDT lead clinician should ensure that designated specialists work 
effectively together in teams such that decisions regarding all aspects of 
diagnosis, treatment and care of individual patients and decisions 
regarding the team's operational policies are a multidisciplinary decision 

 

 The named lead for the MDT is accountable for Cancer Waiting times 
delivery, breach avoidance and shared learning of Root Cause Analysis 
of breaches. 

 
3.14. Role of the MDT coordinator 

 

 
The MDT coordinator is responsible for:- 

 
 

 Ensuring live recording of the MDT discussion is recorded and all 
outcomes are uploaded onto the Cancer Register 

 

 Co-ordinate and organise the MDT and supplying the 
Agenda/patient list within the locally agreed timescales. Collating 
supporting information and Distributing outcomes 

 

 Review quality of data, missing data and data quality report; 
incorporating CWT, national audit and COSD 

 
 

 Proactively track and manage patient’s on Patient Tracking list 
(PTL) and escalate in accordance with escalation policy 
(appendix c) 

 

 Liaise with key administration and booking staff 
 

 Liaise with partner organisations where patients have been 
referred to or from 

 

 Work with all members of MDT to ensure Cancer Quality 
Surveillance Measures are met 

 

 Escalate in line with the Escalation pathway (Appendix C) if 
concerned that a patient is in potential jeopardy of breaching 
either the 31 or 62 days target (including those referred for 
external tests) 

 
For more detail please see Appendix E 

 
4. Procedures 

 
This section of the policy outlines the procedures to be followed to ensure that 
patients who are suspected of having, or who are diagnosed with, cancer receive 
timely and appropriate care. 

 
4.1      Booking 2 week wait suspected cancer referrals procedure 

 

 The decision to refer under the 2-week rule is made by the GP, guided 
by the National referral guidelines for suspected cancer. The Trust (or 
its employees) may not override this decision. 
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 Referrals via the 2-week rule must be received via the e-Referrals 
system , previously  choose and book system. The referral must be 
clearly 
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identified as a 2-week referral, and should be made using the 
appropriate tumour site proforma. 

 

 The booking clerk must register and book the appointment on the same 
day as the referral is received. Referrals received after the booking 
office is closed on Friday must be booked on the following Monday. 

 

 Appointments must be booked with an appropriate team member i.e. 
the relevant lead clinician or second clinician for the cancer site. Where 
this is not possible, alternative arrangements must be discussed with the 
Patient Access Co-ordinator. 

 

 If  the  booking  clerk  is  unable  to  offer  the  patient  an  appropriate 
appointment within the timescale specified this must be reported to the 
Patient Access Co-ordinator immediately, copying in the Cancer Services 
management team.. They will liaise with the speciality team for them to 
find appointment capacity as necessary. If there are capacity issues 
within 2WW clinics this should escalated following the escalation 
pathway (Appendix C) 

 

 
 The booking clerk is to contact the GP surgery by fax, within 24 hours of 

receipt of the referral, confirming the date and time of the appointment 
offered. For practices using the C&B system the confirmation of 
appointment is made on the C&B system. 

 

 If the patient declines an appointment date within the 2 week deadline 
this must be recorded both on TrakCare and on the Cancer Register. 
However, patient choice to wait longer does not stop the clock at this 
outpatient stage. Referring the National Cancer Waiting Times (CWT) 
Guidance and South West Local Access policy.  

 

 When making the 2WW appointment the GP should ask the patient If 
they are available in the next two week. If the patient is not available at 
all  during  the  following  2  weeks  and  longer  from  referral  (e.g.  on 
holiday) the GP must consider making the referral once the patients 
returns or is available. 

 

 The referral must be photocopied/printed and placed in the file in   the  
Outpatients   Department  for  the  relevant   clinic   and   then 
transferred to the patient’s notes. 

 

 Details of the referral and appointment must be immediately entered 
into both TrakCare and the Cancer Register to enable the 2-week clock 
to be monitored. 

 

 The Endoscopy Unit directly receive referrals for: 
 

 Upper GI Endoscopy (2WW). 
 

 Open Access Endoscopy. 
 

 Open access Gastroscopy and Colonoscopy for investigation of 
iron - deficiency anaemia (2WW). 

 

 One stop Haematuria clinic (2WW). 
 

 Open access flexible sigmoidoscopy (2WW). 
 

The proformas for these procedures are available on the Trust Intranet, 
internet and Devon Formulary site. 

http://ndht.ndevon.swest.nhs.uk/?page_id=1755
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Some clinical teams review and triage all 2WW referrals and then book 
into relevant clinic either diagnostics then follow up or clinic as first 
appointment. See specific cancer site information in appendices. If a 
Referral is found to be inappropriate then the triaging Clinician should 
contact the GP to Discuss in line with national Cancer waiting times 
Guidence 

 

If a referral is made outside of normal working hours then the referral 
received date should be classed as the next working day. 

 

 
 
 

4.2 Internal Consultant upgrade for suspected cancer procedure 
 

 If an appropriate clinician suspect cancer from the information 
provided, Consultants are able to complete an Internal 
Upgrade/Recurrence Form to upgrade a non-2 week wait GP referral 
or internal referral to commence tracking, diagnostics and treatment 
through the 31 and 62 day pathways in accordance with the Waiting 
Times Policy. 

 

 This group of patients can be identified from review of the GP referral, 
at first  outpatient  appointment or  following  diagnostics. 

 

 The Internal upgrade referral proforma will be completed and the blue 
copy given to the MDT Co-ordinator for the tumour site (if known). 
From this the information will be entered on to the site specific cancer  
SCR  by  the  end  of  the  next  working  day following the date 
received. 

 

 The Consultant will inform the GP of the change in priority in their 
clinic letter. 

 

 The patient start date for tracking will be the date of the Consultant’s 
decision to transfer the patient to the 62 day pathway. 

 
 

 An upgrade can be instigated by any member of the MDT, including the 
MDT Co-ordinator; under advise from the clinical team or as long as a 
suspicion of cancer has been identified. 

 

 The patient’s pathway and time to treatment will be included in the 
weekly, monthly and quarterly returns.  

 
4.3 New primary/recurrence/change in treatment procedure 

 

 This group of patients are identified from outpatient appointments, 
admissions or following diagnostics. 

 
 

 The patient start date for tracking will be the date of the Consultant’s 
decision to transfer the patient to the 31 day pathway.  
 

 The information entered within the SCR will depend on the point in the 
patients pathway. For example, a patient presenting as a suspected 
recurrence will need to be recorded as such within the initial referral and 
at point of treatment/when a decision to treat has been made, there is a 
requirement to ensure this is recorded under the appropriate section 
within the drop down box. Full guidance can be obtained from the SCR 
Website. 

 

 The patient’s pathway and time to treatment will be included in the 
weekly, monthly and quarterly returns. 
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The flow chart that follows illustrates the procedure for internal upgrade/recurrence. 

 
Consultant referral form & Cancer referral form – the proforma is available via web basket 

(see  Appendix A). 
 
 
 

Cancer waiting times - 
 

Internal consultant upgrade, new treatment/change in treatment or recurrent/ 

secondary cancer referrals 
 

 
 
 
 

Need to upgrade 
identified (at any stage 

prior to decision to treat). 

 
Recurrence. Change in 

treatment. 

 
New primary or 

secondary diagnosed. 

 
 
 
 
 
 
 

Monitor against 62 day 
pathway from date of 
decision to upgrade. 

 
Monitor against 31 day 
pathway from date of 

decision to treat. 
 
 
 
 

 
Consultant to complete upgrade/internal referral proforma 

on day of decision. 
 
 
 
 
 

Blue sheet to be passed to site specific MDT co- 
ordinator (if known) within 1 working day. 

 

 
 
 

 

 

 

Patient details to be entered on Cancer 
Register within 1 day of receiving form and 
pathway monitored 

 
 
 

 
4.4 Rapid notification of an unsuspected imaging diagnosis of cancer or 

other unexpected and/or serious abnormalities procedure 
 

 This  procedure  applies  to  situations  where  imaging  suggests  the 
presence of a cancer which was not previously clinically suspected. It 
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therefore  does  not  apply to  patients referred  via  the  2  week  rule 
system, or imaging related to known cancers. 

 

 The radiographer / ultra sonographer will give the images to the duty 
radiologists of the day for their attention. In the case of plain films, old 
films where appropriate, should be made available. 

 

 For GP or outpatient department referrals, the reporting radiologist will 
arrange for the GP to be notified urgently by telephone or fax. The 
secretary will, having contacted the surgery, make a record on the 
formal radiology report, of the date, time and name of the individual 
contacted. 

 

 When a patient is an in-patient, the ward will be notified either by: 
 

o Writing in the notes, 

o Telephone call to the referring clinician, 
 

o Telephone call to the ward, or 
 

o Urgent typed report which will be forwarded by the internal 
mail within 48 hours. 

 

 The typed and authorised radiology report is the definitive medico- 
legal documentation. The department will normally report urgent cases 
within 48 hours. 

 

 The report will be given to the secretary on the day the test is carried 
out, for urgent typing on the same working day. The typed report will 
be checked and verified as soon as possible [within 3 days] and 
forwarded urgently to the referring clinician. 

 

 The secretary will send an e-mail to the referring clinician informing 
them that the examination has been reported and that the report 
requires their immediate attention. 

 

 In  the  case  of  an  unexpected  cancer,  the  report  will  include  [if 
possible] a description and possible origin of any suspected cancer. 
Local advice will be included in the report regarding sub speciality 
referral if applicable. 

 

 A copy of the report is sent to the relevant MDT coordinator too enable 
registration within the SCR and to allow pathway tracking to take place.  

 

 Exceptions to the timescales given above are where previous images 
need to be obtained, or where discussion with clinical colleagues, or at 
an MDT, is required. 

 

 Existing sub speciality policies should be reviewed in accordance with 
this procedure to ensure uniform application of timescales. For some 
groups, reports are copied automatically to a clinical specialist. This 
procedure does not preclude this arrangement, but there is an 
expectation that such arrangements will be subject to review in the 
appropriate multidisciplinary forum. 

 
4.5 Communicating patient’s diagnosis of cancer to their General 

Practitioner by the end of the next working day procedure 
 

 It is the Trust's intention to inform all GPs of their patients' diagnoses 
of cancer within the specified timescale, 'by the end of the following 
working day'. When a patient receives their diagnosis during a 
weekend, the target period should be by 12.00 pm on the following 
Monday, or first working day after a Bank Holiday. 
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 The timescale applies in either an outpatient or inpatient setting. 

 

 Patients with an unexpected cancer diagnosis should be informed of 
their diagnosis face-to-face, ideally in the company of a close relative 
or friend. Those patients that have been informed of the probable 
cancer finding awaiting histology confirmation and have pre agreed to 
a telephone call can be called by the consultant to prevent delays in 
the treatment pathway. 

 

 The Clinician imparting the diagnosis should have received training in 
Advanced Communications skills.  The information should be given in 
a comfortable, quiet area, with privacy and without interruption, in the 
presence of a specialist nurse where possible. 

 

 When a patient receives a diagnosis of cancer, the attending Clinician 
or Clinical Nurse Specialist (CNS) is responsible for ensuring that this 
information is communicated to the patient’s GP by the end of the 
following working day. 

 

 Faxing may be carried out by the MDT co-ordinator, administrative, 
clerical or secretarial staff who have been informed of the 
urgency/sensitivity of the information and the process to be followed. 
However the responsibility for the information contained within the 
proforma remains with the Clinician or CNS. 

 

 Until all GP Practices can be contacted by email, it is proposed that 
the individual communicating with the GP Practice will telephone the 
GP Practice to inform of an incoming fax, fax the Notification of 
Diagnosis proforma to the GP surgery and receive telephone 
confirmation from the GP Practice that the fax has been received. 

 

 This procedure does not preclude a clinician from telephoning the GP 
to discuss the diagnosis, however the Notification of Diagnosis 
proforma should still be sent within the designated timescale. 

 

 The original fax proforma should be dated and retained in the patient’s 
medical records. 

 

 The  majority  of  patients  will  be  informed  of  their  diagnosis  in  an 
outpatient setting during 'working hours'.  This allows the process of 
transmitting the diagnosis via fax to the GP on the same/following day. 

 

 A   number  of   patients  are   diagnosed  in   hospital  following   an 
emergency admission and may be informed of their diagnosis, during 
or out of 'office hours' or at the weekend.  Faxing may be carried out 
by administrative,    clerical   or   secretarial    staff;   however   the 
responsibility for the information will remain with the Clinician or Ward 
Manager. 

 

An example of the relevant proforma is in Appendix B - Form available on 
 

Trust Intranet Under Cancer Services section. 
 

 It  is  a  requirement  of  the  Manual  of  Cancer  Services  2004  (and 
subsequent updates) that compliance with this standard is audited at 
least   annually.   Additionally,   GP   complaints   regarding   lack   of 
notification should be monitored and any significant events discussed 
in the appropriate MDT. 

 

 
5 LWBC 
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5.1 Patient Treatment Plan 
 

All patients must receive a copy of their treatment plan either by form of a 
copy of letter to GP or specific treatment plans set out with diagnosis, 
treatment plan and follow up 
 
 

 
5.2 End Of Treatment Summary 

 

All patients will receive an End of treatment summary printed from the Cancer 
Register which will summarise care received and any follow up arrangements 
or requirements for the future. 

 
5.3 Patient records 

 

All patients with a Cancer Diagnosis will be identified on PAS with a CA tag 
and have a purple sticker within the medical notes that informs staff of 
diagnosis and named Key worker 

 
5.4 Written Information 

 

All patients will receive written information about their Cancer, their planned 
treatment and after care. 

 

All patient information will be available in different formats and languages via 
the PALS office at NDHCT. 
 

5.3       e-HNA 
  
 All patients with a confirmed diagnosis of cancer will be offered an electronic 
health needs assessment (e-HNA). There is an expectation for these to be completed 
at set points within the patients journey and are accessible either through Trust 
provisions, or through a web application that patients are able to access at home or 
other setting. 

 
6 Monitoring  Compliance  with  and  the  Effectiveness  of  the  Cancer  Services 

Operational Policy 
 

6.1 Policy Standards/ Key Performance Indicators 
 

Key performance indicators will be those currently in force nationally, for 
Cancer Waiting Times and Quality Surveillance Measures.  These will be 
monitored by the Cancer Services management team and performance team. 

 
6.2 Process for Implementation and Monitoring Compliance and 

Effectiveness 
 

Monitoring  compliance  with  this  policy  will  be  the  responsibility  of  the 
Cancer Services Manager, Group Manager & Trust Performance Team. This 
will be undertaken by 

 

   Monthly   monitoring   of   the   achievement   of   waiting   times   targets, 
investigating cases that fail to comply and taking action as necessary to 
reduce the risk of it occurring again. 

 

   Ensuring, through the Peer Review process, that the relevant audits have 
been undertaken and action plans developed to address any areas that do 
not meet the relevant standards 

 

   Annual audit of appropriateness of 2 week wait referrals 
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 Weekly monitoring of the PTL, supported through 
weekly PTL meetings that link into the Unify Weekly 
returns 

 
Where  non-compliance  is  identified,  support  and  advice  will  be  provided  to 
improve practice. 
 

 

7 Equality Impact Assessment 
 
 

Group Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age   X  
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Disability   X  
Gender   X  
Gender Reassignment   X  
Human Rights (rights 
to privacy, dignity, 
liberty and non- 
degrading treatment), 
marriage and civil 
partnership 

  X  

Pregnancy   X  
Maternity and 
Breastfeeding 

  X  

Race (ethnic origin)   X  
Religion (or belief)   X  
Sexual Orientation   X  

 
 
8 References 

 
 

 National Cancer Strategy (2015 – 2020). 

 Cancer Waiting Times v9.0 

 Improving word class Cancer outcomes 

 South West local Access Policy 

 Cancer Services training manual  

  
 
 
9 Associated Documentation 

 

Urgent two week referral forms for suspected cancer 
 

http://ndht.ndevon.swest.nhs.uk/?page_id=1755
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Appendix A – Consultant referral form & Cancer referral form 

 

 

Northern Devon Healthcare NHS Trust 
 

Consultant referral form & Cancer referral form 
 
 
 

Dr……………………………………… requests 
 
 
 

Dr……………………………………….. to see/take over 
 

(delete as applicable) 
 

 
 
 
 
 
 

AFFIX PATIENT LABEL 
 
 
 
 
 
 
 
 

Ward………………………………….. NDDH. 
 

Suspected cancer diagnosis 
 

Yes 
 

New primary / recurrence / secondary / change in treatment Yes 
 

(circle as appropriate) 

Diagnosis: 

Any other information: 
 
 
 
 
 

Signed………………………………………. Date ……………….. 
 
 
 

White copy – To Consultant 
 

Blue copy – If Yes to cancer related questions send to Cancer Services Secretary, Trinity Suite, Level 5, NDDH. 

Yellow – To file in casenotes 

Order forms via Web Basket stationery ordering 
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Appendix B - Urgent Notification of Diagnosis of Cancer 

 
 

URGENT NOTIFICATION of DIAGNOSIS of CANCER 
I  I 

 

Please Pass to Deputy in Absence of Specified GP 
North Devon District Hospital 

Tel:  01271 370210 

Clinic Date : ..... Fax:  01271 370246 
 

 
GP DETAILS 

Name: 

Address: 

 
Postcode 

PATIENT DETAILS 

Surname 

Forename 

Address 

 
Postcode 

Hospital Number 

NHS Number 

 
CONSULTANT: ........................................ DIAGNOSIS ................................... 

Is the patient aware of the diagnosis? 

Diagnosis based on 

Clinical  Imaging 

vesO  NoD 

Markers D Histology D Cytology D 
 

Key Worker ...... ............. ............. ..... Specialist Nurse . 

Treatment options have been discussed and the patient offered a summary of the consultation  D 
The patient has been offered information sheets  D 

DAn inpatient on .................................. ... ... ward 
The patient is currently D At home D Discharged to ............................ 

 

The following treatment option have been discussed with the patient 

Surgery D Chemotherapy D Radiotherapy D Unknown D 
 

but is subject to further discussion by the MDT, at their meeting on ............................................. 

 
MANAGEMENT PLAN 

 

 
 
 
 
 

Date of Next Appointment:  Notification completed by: ... ... ........ .. ... ........ 
 

Tick when faxed:  D 
 
Date: 

 

Please note that this fax contains privileged information, if you have received it in error please telephone 

01271 370210 immediately and do not divulge its contents to anyone. 
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Escalation Pathway for when a potential breach has been identified 
 

By following the above tracking process MDT Co-ordinators will be aware of where 
pts are within their journey through the hospital system. 

 
When a Cancer MDT Co-ordinator becomes concerned that a patient’s pathway is 
not progressing in a timely way and the patient is in jeopardy of breaching either the 
31 or 62 days target they will resolve or escalate as follows: 

 

 
 
 

MDT Co-ordinator liaises with the appropriate CNS and then directly with the 
relevant department/Clinicians to expedite any dates or resolve any issues 

 

If situation remains unresolved 
 

 

Is the delay due to a service or diagnostic test 
provided outside of the NDHT? 

 
 
 

Yes No 
 
 

 
Contact the Cancer 
Management Team, 
giving  details of 
action taken so far 

Contact Patient Access Co- 
ordinator for the relevant 

division for resolution 

 

 
If situation remains unresolved 

 

 
 
Cancer Service Manager escalates to 
the Director of Operations to confirm 

that a breach is unavoidable 

If situation remains unresolved 
 

 
 
Patient Access Co-ordinator informs the 

Service Manager/Divisional General 
Manager for the specific specialty 

concerned 
 
 
 

If situation remains unresolved 
 

 
Divisional General Manager informs the 

Cancer Services Manager 
 

 
If situation remains unresolved 

 
 

Cancer Service Manager escalates to the Director of 
Operations to confirm that the breach is unavoidable 
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Escalation pathway for 2 Week Waits 
 

 
 
 

Date referral received 
 

Can the booking clerk make space for this patient by 
rescheduling another patient within their target date? 

 

 
No 

 

Yes 
 
 
Move & book patient 

 
 

Within 24 hours (Day 1) 
 

Escalate the need for capacity to the Patient Access 
Co-ordinator. 

 
 

Within 24 hours (Day 2) 
 

Has capacity been made available to book the patient 
or feedback that capacity will be created? 

No 

 
Yes 

 
 
Book patient 

 
Within 48 hours (Day 3) 

 
Escalate the need for capacity to the Service 

Manager/Deputy Divisional Manager. 
 

Can the Service Manager take further action to create 
capacity to prevent the breach? 

 

 
 
Yes 

 

 
 
 
Book patient 

 

No 
 

 
 

Within 48 hours (Day 5) 
 

- Escalate to the Divisional General Manager for review and action. 
 

- Inform the Cancer Management Team 
 

- book patient as an unavoidable breach 
 
 
 
 
 
 

Within 24 hours (Day 6) 
 

Cancer Management Team to report breach to the Referral 
To Treatment (RTT Group). 
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Process Key Tasks Management 
Responsibility 

Timeframe  

Receipt of 
MDT 

Referrals 

MDT referrals will be received daily via email and MDT 
Coordinators must; 

 Check all referrals for accuracy of information. Is 
the patient on the correct pathway? What is the 
question being asked at the MDT? If any 
information is missing this must be chased prior 
to the MDT and escalated to a manager if not 
available. 

  

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Daily 

 
PTL 

Monitoring 

Cancer Services must maintain a clear overview of the 
PTL to ensure patients are moving through their 
pathway in a timely manner in line with the timed 
pathways and MDT coordinators must; 

 Overview their PTL within one hour of starting 

 
MDT team 

lead and data 
manager and 

cancer 

Weekly 

Purpose Of This Guidence 

This SOP details the responsibilities of each Team member of the core Cancer Services Team and the quality 

of data capture standards they must adhere to as well as generalised standards of practice. Cancer Services 

will ensure that all Cancer Patients data Northern Devon is accurately collected and recorded in line with 

national completeness standards taking account of current waiting time’s targets and improving outcomes 

guidance, cancer services outcomes dataset and national audits.  

This SOP relates to the engagement of the Group Manager,  Cancer services manager and MDT Lead and 

Data Manager  to effectively ensure that department standards meet the expectation of cancer performance 

within the Trust and patient experience. 

 

Core Standards That All Cancer Services Team Must Adhere To 

 All emails requiring any form of action must be flagged upon initial viewing to prevent loss. All 

emails must be actioned by the next working day following receipt or escalated to a manager if 

support is required. 

 All emails must include the agreed NDDH email signature format including correct contact details to 

maintain ease of communication. 

 An out of office reply must be actioned if staff will be away from their desk for a significant period 

of time, including both annual leave and sick leave. The reply must include an alternative contact 

which will normally be the agreed cross-covering staff member. If a member of the team is 

unexpectedly off sick the MDT team leader will contact the IT service desk to arrange for a suitable 

out of office to be added. 

 All voicemails must be checked daily and all messages must be addressed and responded to by the 

next working day or escalated to a manager if support is required. 

 All staff must leave a virtual footprint on every patient they view. All actions must be recorded in 

CWT comments . 

 Any blockages or delays in a patients pathway to be escalated to the appropriate channels and this 

escalation to added as a CWT comment.  

 All Cancer Patients must have all relevant data recorded, including; Referral, All relevant 

investigations, Diagnosis, TNM Staging, Care Plan/MDT outcome, Treatment Plan, Pathology and 

Radiology where reasonably practicable.  
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each day and escalate any significant change in 
numbers to a manager. 

 Track every patient on an open pathway and 
comment on this in CWT comments. Any patient 
with a past next event must be checked and 
updated. Any patient without a next event must 
be highlighted to the service at either the 
weekly Cancer PTL meeting or earlier if in danger 
of breaching. 

 Chase any outstanding action or missing 
information and update CWT comments. 

 Record all future or provisional dates for next 
events and double check that these are still 
booked in the weekly Cancer PTL meeting. 

 Check whether any TCI cancellations from the 
previous day were cancer patients and escalate 
to a manager if they were and cannot be 
rebooked within breach date. 

 

Services 
manager 

 
MDT 

Preparation  

Cancer Services must ensure that MDT’s run as smoothly 
as possible and ensure that all relevant information is 
available to the chair and other clinicians present. To 
ensure this happens MDT Coordinators must; 

 Build the MDT list for all relevant  MDT’s. 

 Ensure all relevant information and 
documentation is accessible. This includes any 
letters or notes from other providers, pathology 
results, radiology results.  

 Review all patients for that weeks MDT in 
advance of the meeting, chase any missing 
information, record this in CWT comments and 
escalate to a manager if support is required. 

 Send out a provisional MDT list to all MDT 
members. 

 Collate all late additions and chase any missing 
information. Escalate back to the referrer in 
advance of the MDT if a late addition will not be 
able to be included in that weeks MDT. Cancer 
Services will try to include any late additions 
where possible to prevent carry forwards. 

 Issue the finalised MDT list to all MDT members. 
 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Weekly  
 

 
MDT 

Meetings 

Cancer Services must ensure that MDT’s run as smoothly 
as possible and ensure that all relevant discussed is 
recorded in CWT comments. To ensure this happens 
MDT Coordinators must; 

 Arrive 10 minutes in advance of the meeting to 
set up all computers and systems required. 

 Accurately record all relevant investigations, 
Diagnosis, TNM Staging, Care Plan/MDT 
outcome, Treatment Plan, Pathology and 
Radiology. 

 Verify the outcome of each individual patient 
with the chair and log in CWT comments. 

 Log attendance for the MDT meeting in line with 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Weekly 
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the operational policy. 

Post MDT 
Meeting 

  

Many actions and treatment plans will be discussed in 
the MDT meeting and Cancer Services must ensure that 
these actions are escalated to the correct people so they 
are actioned effectively. To ensure this happens MDT 
Coordinators must; 

 Log attendance list from MDT meeting on SCR. 

 Forward any actions from MDT meeting to 
relevant parties. Next events must be escalated 
to the service to book. 

 All outcomes to be copied to the MDT members 
and referrers. 

 All carried forwards to be placed on the next 
MDT list. 

 All pathology carried forwards to be escalated to 
Cancer Services Manager. 

  

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Within 24 
hours of the 
end of the 

MDT 
meeting 

Data Quality 
and Audit 
Reports 

Cancer patients data is shared through the SCR with NHS 
England and used to manage performance against 
national standards and inform decision making so it 
must be accurate and complete. To ensure this happens 
MDT Coordinators must; 

 Log all mandatory COSD data within one month 
of treatment. 

 Ensure all TNM staging is gained at MDT 
meetings and logged in both CWT comments 
and correct place on SCR. Any missing COSD 
data is to be escalated to radiology or pathology 
to obtain. These must be obtained within 1 
week of MDT. 

 Address all CWT errors that are provided weekly 
as this prevents data being uploaded. These 
must be addressed within 1 week of receipt. 

 Ensure all data is recorded for relevant audits – 
NOGCA (upper GI), NBOCAP (colorectal), 
LUCADA (lung) and NPCA (prostate). There is an 
individual monthly cut off for each of these. 

 

. MDT team 
lead and data 
manager and 
cancer 
Services 
manager 

Each 
individual 
task has its 
own 
timeline. 

Data quality    

Quality Care must be taken that the correct clinical information 
is recorded on the correct record. All staff must copy the 
patients name when copying and pasting results not just 
the report conclusion. Transcribing is not permitted. 
 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Ongoing 

Breaches  
 

If treatments are scheduled beyond breach date 
immediately contact the relevant person responsible 
e.g. w/list clerk and ask for the date to be brought 
forward if possible and if not contact the department to 
ask for the reasons why the patient could not be treated 
within target. E.g. patient choice, lack of capacity etc. 
If the Tracker is unable to prevent a breach then this 
should be escalated immediately to management. 
 
 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Weekly 
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Date of 
patient 

informed of 
diagnosis 

MDT coordinators to ensure cancer alerts added to the 
TrakCare, once they are aware the patient has been 
informed of the diagnosis, if the alert has not been 
added by a clinician. 

MDT team 
lead and data 

manager  

Ongoing  

Training     

e-learning/ 
Training 

All team members must have a basic understanding of 
the cancer site they are responsible for in terms of the 
tests used for diagnosis and the likely treatments. 
They must have completed the e-learning modules 
available on NCIN for the Cancer Site they are 
responsible for (if it is available) in addition to the 
modules on Cancer Services, how it is run. Additionally 
all team members should complete the e-learning of the 
Somerset system. Forward copy of all results to line 
manager. 
Also they must read the information available on the 
Macmillan website that will give information on their 
Cancer Site – Symptoms, Diagnosis and Treatments. 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Ongoing  

Guides to 
recording 

Data 

All team members must be familiar with their Data 
folders which includes how and what information should 
be recorded on Somerset. Especially familiar with the 
tumour specific guidance to their own Cancer Site and 
know how to access the CWT guidelines manual. Any 
updates to this info, including COSD must be printed and 
added to the folder. 
The folder must also be updated with any other relevant 
information for the cancer site including instructions for 
any one that should have to cover at short notice 
without the benefit of a structured training schedule.  
These folders will be monitored on a quarterly basis. 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

Ongoing 
 

Questions 
and further 

training  

Any team member having a clinical question in 
connection with their tumour site should talk to their 
CNS. For all other queries team members should first 
refer to their Instruction Manuals and Data Folders and 
if there are still questions then these should be 
discussed with the MDT and Cancer Performance 
Manager and the Data Quality and validation team Lead 
or brought up at the Team meetings. If team members 
feel they do not understand any aspect of the job then 
further training can be arranged and MDT and Cancer 
Performance Manager should be informed. 

MDT team 
lead and data 
manager and 

cancer 
Services 
manager 

 

 

 

References  

http://systems.hscic.gov.uk/ssd/cancerwaiting/cwtguide8-1.pdf 
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http://www.mylearningspace.me.uk/moodle/ 
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http://www.hscic.gov.uk/bowel 

http://nww.cancerreg.somersethis.nhs.uk/ 

NDDH local access policy for RTT and Cancer . 

 

  

  

http://www.hscic.gov.uk/bowel
http://nww.cancerreg.somersethis.nhs.uk/
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Appendix F  

Before staring the upload all mandatory CWT and COSD errors for the month you are uploading should be 

completed. This often means you will be running the CWT reports daily on the run up to the upload and possibly 

fixing any errors yourself 

As a trust we plan to upload our cancer records to the open Exeter system twice per month. We main deadline is 

5PM on the 22
rd

 working day following the end of a month. We also plan to do an initial upload to rule out any 

errors around a week before.  

The physical process for uploading the files is done by informatics, cancer services role is to correct any errors on the 

cancer register that stop the upload happening. Informatics will email these to cancer services who will  try to have 

the errors fixed within about 15 minutes. Before informing infomatics they will restart the upload and let you know 

when the next error crops up. 

Common errors are; 

 Treatment organisation does not match first seen organisation- IPT needed 

 DTT is before upgrade date 

 DTT is before first appointment 

 Referring/treating organisation is not known. 

 NHS number not valid (this patient may have to excluded from the upload) 

 Breach reason not added 

“quotation marks” used in the comments or breach 

Informatics to inform 

Cancer services 

management  team leads 

of errors during upload  

No errors and 

upload successful 

– Julie-Ann to 

distribute 

performance/com

parison report   

Approval received from 

cancer management 

team and Informatics  

to process upload   

Informatics to Check run CWT 

and COSD error reports- MDT 

co-ordinators to correct any 

errors and both to inform 

cancer management team if 

issues unresolvable  

Inform cancer 

management to that 

upload ready to start 

upload 

No Error  Error  

Fix errors on cancer register 

and check CWT report    


