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1. Introduction 
 

 

Providing timely access to care is central to improving quality, both by ensuring that care 
is received when it is most needed, and by contributing to a positive patient experience. 
 
This policy outlines the expectations of The Royal Liverpool and Broadgreen University 
Hospitals (NHS) Trust. It provides direction and guidelines to promote consistency, rights 
and equitable access. It aims to ensure that patients have a timely appointment or 
admission date and that they see the right professional in the minimum waiting time. 
 
Fair access to secondary care services improves patient flow across the whole of the 
NHS. This policy aims to balance the requirements of providing highest quality of care 
whilst ensuring continuous improvement in the patient pathway. 
 
The Referral to Treatment (RTT) pathway focuses on the patient journey from referral to 
treatment; it records the patient experience to access from referral up to the start of 
treatment.   The underlying principle is that patients have a right, under the NHS 
Constitution, to care without unnecessary delay. 
 

 
2. Scope 

 
This  policy  is relevant  to  all  staff  involved  with  elective  service  provision, including  
those outside the centralised Patient Access Department. It  sets  out  the  policy  to  be  
followed  by  all  staff  when  dealing  with  the elective  access management of outpatient 
appointments (including suspected cancer), diagnostic, direct access, admissions, day 
case and non-surgical elective interventions.   
 
It applies to all patients waiting more than 1 day for treatment.   
 
 
3. Objective 

 
The objective of this policy is to ensure all staff involved in elective access can effectively 
manage  the  patient  referral  to  treatment  without  unnecessary  delay  within  the  
current national waiting time standards, which are: 
 

 95% of patients on a Non-Admitted Pathway will wait below 18 weeks from Referral 
to Treatment; 

 90% of patients on an Admitted Pathway will wait below 18 weeks from Referral to 
Treatment; 

 92%  of patients on an Active Pathway will wait below 18 weeks from Referral to 
Treatment 

 93% of patients with suspected cancer referrals (2 week waits) to be seen with 14 
days; 

 98% of patients referred by their General Practitioner with Rapid Access Chest 
Pain will be seen with 14 days; 

 93%  of patients  referred  by their General Practitioner to Breast Surgery (Breast 
Symptomatic Patients only) will be seen with 14 days; 

 85% of patients referred by their General Practitioner/General Dental Practitioner 
for suspected cancer, or having been upgraded to the cancer pathway following 
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consultant decision, will be treated within 62 days of their referral date. 
 90% of patients referred from breast and bowel NHS Cancer Screening 

Programmes for suspected cancer will be treated within 62 days of their referral 
date. 

 96% of patients with confirmed diagnosis of cancer and agreed treatment plan will 
be treated within 31 days of their confirmed diagnosis; 

 95% of patients cancelled by hospital on day of admission/operation for non-clinical 
reasons will be guaranteed an admission/operation date within 28 days of the 
cancellation and within the waiting time guarantee, or be offered treatment at an 
alternative provider; 

 94%   of  patients  with  a  confirmed  diagnosis  of  cancer  who  require 
second/subsequent surgical intervention will be treated within 31 Days. 

 98%   of  patients  with  a  confirmed  diagnosis  of  cancer  who  require 
second/subsequent drug therapy will be treated within 31 Days. 

 100% of patients admitted for elective surgery will undergo MRSA screening.  
 

Tolerance within these standards is there to deal with valid exceptions such as patient 
choice, unavoidable cancellations by hospital or patient and clinical exceptions.  However, 
the overall objective  of  this  policy  is  to  treat  all  patients  within    their  rights  under  
the  NHS Constitution. 
 
 
4. Policy 

 

4.1. NHS Constitution 
 

“You have the right to access certain services commissioned by NHS bodies within 
maximum waiting times, or for the NHS to take all reasonable steps to offer you a range of 
suitable alternative providers if this is not possible.” (Department of Health, 2013)  These 
waiting times are fully described in the Handbook to the NHS Constitution, available from: 
 
https://www.gov.uk/government/publications/the-nhs-constitution-for-england 
  
The Trust will take all reasonable steps to ensure that patients have access to consultant-
led services within Referral to Treatment Waiting Time Targets for routine referrals and 
access to be seen by a specialist within 2 weeks for General Practitioner (GP) /General 
Dental Practitioner (GDP) referrals for suspected cancer.  The Trust will support the offer 
of treatment at an alternative provider if this is not available. 
 
The NHS Constitution also sets out the responsibilities of patients which includes the 
following: 
 

 Keep appointments once agreed or give reasonable notice if unable to; 
 Whenever possible help manage your own health to ensure you are fit enough to 

receive treatment; 
 
To support this, patients are required to: 
 

 Notify the Trust of any change in contact details; 
 Notify the Trust of any planned leave of absence; 

 

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
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The Trust will promote patient rights, and the consequences of missed appointments 
under the NHS Constitution on patient letters. 
 
 
4.2. Key principles 
 

In order to enhance patient experience, the Trust is committed to allowing patients to 
negotiate their appointment date and time at their own convenience using the National E-
Referral system and work towards full booking throughout the patient journey. 
 
The Trust will improve patient communication by providing a clear point of contact within 
the Trust. 
 
In the event of a cancellation by the hospital, the Trust will negotiate a new date with the 
patient immediately; a second cancellation is not acceptable and as such will be 
monitored via reporting mechanisms to ensure that this only occurs in exceptional 
circumstances. 
 
The Trust will treat patients equitably and according to their personal and clinical need 
giving reasonable notice1 of their appointment or admission.  
 
In order to make best use of NHS resources, it is essential that there is a mechanism to 
fast track patients back on to the waiting list who have already been assessed as 
requiring treatment and have recently been discharged in line with the policy, for example 
a routine patient who does not attend (DNA) or a patient who has been temporarily unfit 
for treatment and has been discharged back to the care of their GP/GDP. 
 
Strict time controls are required to ensure that patients whose condition or circumstances 
may change significantly over time are still assessed in a consultant-led outpatient setting 
if required. 
 
To ensure consistency and the standardisation of reporting with commissioners, all 
waiting lists are to be maintained in the Trust patient administration system. Manual "T" 
card based systems and diaries are not acceptable. It is vital for the monitoring of the 18-
week pathway that there should be no locally held waiting lists. 
 
 
4.3. Outpatient Pathway 
 

The 18-week clock starts when a patient is referred into a consultant-led service 
(regardless  of setting) in which it is  expected  that the patient will be assessed and, if 
appropriate, treated within the service before the responsibility is transferred back to the 
referring health professional. 
 
The receiving Care Group must ensure all referrals are recorded within 24 hours of receipt 
of referral. 
 
The first outpatient appointment clock will start when; 
 

                                                
1
 See Appendix 1 for glossary of terms 
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 The Unique Booking Reference Number (UBRN) issued by the E-Referral System 
is used to book an appointment or; 

 For external tertiary referrals the date provided on the Inter Provider Transfer (IPT) 
form; 

 For all other referrals the date received into the Trust should be used. 
 
 

4.3.1. E-Referral System 
 

The national E-Referral System is the Trust’s preferred referral route for all GP 
outpatient referrals. 
 
The Trust is contracted to publish all relevant services on the E-Referral System. As 
such, it is the responsibility of the Clinical Leads/General Managers to ensure that all 
of their Care Group services accessible to GPs are made available on the E-Referral 
System. They must ensure that their Directory of Service (DoS) is accurate and kept 
up-to-date, reflecting any changes in referral criteria, service provision, personnel or 
instructions for the patient. 
 
In particular: 
 
- The specialty/clinic types/clinical terms will be maintained as these keywords 

drive the referral process. Poor quality keywords can lead to an increase in 
inappropriate referrals or a reduction in referrals to a service; 

- The referral criteria (and any exclusion) will be clearly identified, to enable GPs to 
select the relevant service for their patient and include sufficient information within 
their referral letter; 

- The alert feature will be used to highlight key messages relating to the service 
and referrers should review this prior to making a referral; 

- The instructions section will be used to highlight key messages for the patient and 
referrers should ensure that patients see this. 

 
Clinicians are required to triage all referrals within 3 working days (and ensure that 
cover arrangements are in place during their absence).  Clinical Directors are 
responsible for ensuring that this is done. 
 
The E-Referral System encourages referral into specialty areas and clinic types, not 
to named clinicians, and the Trust works with local GPs and Clinical Commissioning 
Groups (CCG) to ensure that services are easily accessible and protocols for 
referrals into specific specialties are clearly communicated. However, the E-Referral 
System can accept named referrals, but these should only be made where this is 
clinically necessary and clear reasons are provided within the referral letter. 
 
For patients whose first appointment is made via the E-Referral System, the referral 
letter will be graded upon receipt by the clinician.  At this time, the referral may have 
the priority upgraded or be accepted, rejected or re-directed to a more appropriate 
service within the E-Referral System.  If a referral has been upgraded or accepted a 
confirmation letter should be sent to the patient or for a re-directed referral, a 
confirmation letter must be sent to the patient.   If a clinician deems a referral to be 
inappropriate, this should be rejected via the E-Referral System with an explanation 
for the rejection given to the referrer, who should then communicate this to the 
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patient; in this case a rejection letter must be sent to the patient from PAS. 
 
Referrers should attach the referral letter to the E-Referral System appointment 
according to the nationally recommended timeframes (72 hours for routine, 24 hours 
for urgent, and the same day for 2 week waits).  This will ensure that our clinicians 
have time to review the referral and be confident that the patient is going to be seen 
in the most appropriate clinic/timeframe. 
 
The Patient Access Services Department (Care Group teams where non-centralised) 
will contact referrers when the letter has not been attached within this timeframe.  In 
the exceptional circumstances of the referral not being obtained before the clinic, 
then the patient may be contacted, the original appointment cancelled and a further 
appointment made within target timescales. 
 
Repeated rescheduling of appointments within the E-Referral system can make the 
management of the patient journey through elective access problematic; this can 
impact on patient care where the GP believes the patient to be under the care of a 
hospital, when this is not the case due to repeated appointment rescheduling.  For 
this reason, should a patient cancel and rebook twice, following clinical review either 
a further appointment will be made or the UBRN will be cancelled and the patient 
discharged back to the care of their GP to allow for appropriate review in the 
community setting.  The patient must be informed in writing accordingly. 
 
In circumstances where no appointments are available via the E-Referral system, 
the Trust will be notified of ‘appointment slot issues’ through an E-Referral System 
work list. This work list is managed daily and patients will either be given an 
appointment within the E-Referral System or if no suitable appointments can be 
found within 5 days, they will be removed from e-referral and their appointment will 
be booked manually. 
 

 
4.3.2. Non-E-Referral System Referrals 

 

The referral letter will be triaged upon receipt by the clinician, if appropriate an 
appointment will be made in the patient administration system and a confirmation 
letter must be sent to the patient or the patient informed verbally.  If a clinician 
deems the referral to be inappropriate, a letter must be sent to the referrer and to the 
patient. Clinicians are required to triage all referrals within 3 working days (ensuring 
that cover arrangements are in place during their absence). Clinical Directors are 
responsible for ensuring that this is done. 
 
All tertiary referrals will be made as continuation of care. Where a hospital clinician 
identifies a separate condition, the referral should be returned to the GP/GDP to 
ensure patient choice is offered. The only exception to this is in cases of clinical 
urgency where internal consultant to consultant referrals will be accepted (please 
see section 4.3.3 for further details). A new 18 week Referral to Treatment clock 
would be started in either case. 
 
All referrals must be held and managed by the patient administration system (iPM) or 
other Trust approved system. 
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4.3.3. Consultant to Consultant Referrals 

 

The NHS Standard Contract, which the Trust is signed up to with the clinical 
Commissioning Group, states with regards to Consultant to Consultant referrals: 
 
"Except as permitted under an applicable Prior Approval Scheme, the Provider shall 
not carry out, nor refer to another provider to carry out, any non-immediate or routine 
treatment or care that is unrelated to a Service User's original Referral or 
presentation without the agreement of the Service User's GP/GDP."  
 
The following guidelines stipulate what we need to work to in relation to Consultant 
to Consultant Referrals: 
 
The vast majority of referrals should be made from Primary to Secondary Care 
(“GP/GDP to Consultant”) for the following reasons:  
 

 To offer patient choice for each different episode of care. Patients should be 
offered the opportunity for ‘Choice’ in relation to referral for and opinion or 
management of a condition. 

 To provide care closer to home wherever possible by ensuring management 
of patients within primary care where appropriate. 

 To contribute to the management of secondary care capacity by ensuring only 
those genuinely needing secondary care receive it, and in a more timely way 
as part of 18 weeks pathway.  

 
For these reasons, when a Consultant decides that the opinion of another 
Consultant/service should be sought, in the majority of cases he/she will write back 
to the referring GP/GDP detailing this opinion so that the patient and their GP/GDP 
can agree on further management.  
 
There are however circumstances in which a “Consultant to Consultant” referral is 
clinically appropriate. This section of the policy describes these. No matter how 
well defined these circumstances are, there will always be occasional exceptions 
where Consultants and Commissioners will have to take a view based on individual 
patients and clinical circumstances. 
 
A Consultant will refer directly to another Consultant when:  
 

 In the opinion of the Consultant at the time of the first appointment, the 
patient’s condition is clinically urgent and is most appropriately dealt with by 
direct urgent or “2 week” referral to a Secondary Care colleague/service  

 
A Consultant may refer directly to another Consultant when: 
 

 The original referral is for 2 conditions, e.g. glaucoma and cataract and one 
needs treating prior to the other  

 The referral is for the investigation or further treatment either medical or 
surgical, of the condition for which the original referral was made 

 Diagnostics and investigations e.g. an endoscopy is required as part of the 
patient pathway for the original presenting condition.  

 A patient specifically asks that the diagnosis is not shared with their 
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GP/GDP (e.g. some sexual health cases) 

 Sub-acute tertiary referral is needed, i.e. an inpatient waiting to go to a 
specialist unit 
 

Circumstances in which Consultant to Consultant referrals are NOT 
appropriate:  
 
Consultant to Consultant referrals are not appropriate when: 
 

 The GP/GDP referral does not contain enough information to ensure that the 
patient will see the right consultant at their first appointment  

 The referral triage process has not been adequately applied (Where this is the 
case, commissioners reserve the right to refuse payment for a consultation 
with ‘the wrong’ consultant)  

 An incidental finding is made during the course of assessment or investigation 
that is unrelated to the reason for referral 

 A patient discloses symptoms to the consultant that indicate a diagnosis 
unrelated to the reason for referral  

 The consultant is considering a designated ‘procedure of low clinical value’ as 
the next management option for the patient  

 
In all these circumstances, the patient (with a letter from the consultant or the 
original GP/GDP referral letter) should be directed back to their GP/GDP with 
adequate information and guidance to allow the patient and GP/GDP to agree an 
appropriate course of action. Primarily it is considered that some consultant to 
consultant referrals may be requests for clinical management that could be 
carried out in a primary care setting. 

 
 

4.3.4. New Outpatient Appointment 
 

All new appointments will be booked within agreed waiting times of their referral 
date.  See Appendix 2 Process flow - Booking of New Outpatient Appointment for 
process steps. 
 
The following policy definitions apply;  
 

 New urgent referrals will be assessed by the clinician and acted upon 
accordingly; 

 Should the patient decline two offer dates for a 2 week rule or urgent 
appointment, the referral letter must be clinically reviewed and where it is 
clinically appropriate the patient will be discharged back to their GP/GDP. The 
patient must be informed in writing accordingly.  If required, the appointment can 
be reinstated at a later date. 

 For all other appointments, the patient will be offered two reasonable offer dates 
for their required specialty; a reasonable offer is one with at least 21 days’ notice 
or an earlier date agreed by the patient.  Should the patient decline both 
reasonable offers, the referral letter will be clinically reviewed and where it is 
clinically appropriate the patient will be discharged back to their GP/GDP. The 
patient must be informed in writing accordingly.  If required, the referral can be 
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reinstated at a later date. 
 
 
4.3.5. New Outpatient Appointment – DNA 

 

Urgent, 2 week rule or screening patients who DNA their first new outpatient 
appointment will have a further appointment arranged, being provided 2 offers of an 
appointment date. If the patient is given another new outpatient appointment then 
the Referral to Treatment clock will re-start from the appointment rebooked date. 
 
Any further DNA’s by patients referred on an urgent or 2 week rule referral will result 
in the referral being assessed by the clinical team during the clinic session and 
discharged unless there is good clinical reason to send a further out-patient 
appointment. The patient and GP/GDP must be informed in writing accordingly. 
 
A first DNA by patients on a routine referral will result in the referral being assessed 
by the clinical team during the clinic session and discharged unless there is good 
clinical reason to send a further out-patient appointment. The patient and GP/GDP 
must be informed in writing accordingly. 
 
See Appendix 2 Process flow - New Outpatient Appointment DNA for process steps. 

 
 

4.3.6. New Outpatient Appointment – Patient Cancellations / Patient 
Rescheduled 

 
Patients who cancel/reschedule their new outpatient appointment, regardless of prior 
notice, will be given an alternative date at the time of cancellation. If a patient 
cancels/reschedules a second time or more, then the details will be passed to the 
clinical team for review.   The clinical team will communicate the instructions (rebook 
or discharge) for action within one working day. If the action is to discharge, the 
patient must be informed in writing by the Care Group with a copy sent to their 
GP/GDP. 
 
Where a patient cancels their E-Referral Service appointment and does not rebook 
within 3 weeks the UBRN must be cancelled by the Trust; the GP will be notified via 
E-Referral to ensure that appropriate patient care is given. 
 
See Appendix 2 Process flow - New Outpatient Appointment Patient Cancellation for 
process steps. 
 

 
4.3.7. Follow-up Outpatient Appointment 

 

In general,  non-urgent  follow-up  appointments  should  be  booked   within  1  
week  of  the patients  last appointment date. See Appendix 2 Process flow - Follow-
up Outpatient Appointment for process steps.   

 

The exception to the above is where a service offers partial booking. Areas 
providing partial booking for chronic disease management should ensure patients 
are added to the booking list immediately. Patients should be subsequently 
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contacted a minimum of 3 weeks in advance of the expected appointment due date 
in order to arrange a suitable appointment.  

 
In the event of a patient or the Trust postponing and/or re-arranging a follow-up 
outpatient appointment, alternative dates should be agreed with the patient. It should 
be remembered, however, that many patients require a structured follow-up to detect 
the need for further treatment at appropriate intervals for individual clinical 
conditions, e.g. patients with diabetic eye disease who require eye examination 
regularly, or patients receiving planned monitoring due to the potential side effects of 
their treatment.  For this reason, any appointments which are postponed should be 
highlighted to the Care Group team as per the process flow.     
 

 
4.3.8. Follow-up Outpatient appointment DNA 
 
Urgent, cancer and screening patients who DNA their follow-up outpatient 
appointment will have a further appointment arranged, being provided 2 reasonable 
offers of a subsequent date.    
 
Any further DNA’s by Urgent, cancer and screening patients will result in the referral 
being assessed by the clinical team during the clinic session and discharged unless 
there is good clinical reason to send a further out-patient appointment. The patient 
will be informed in writing accordingly. 
 
A first DNA by routine patients will result in the referral being assessed by the clinical 
team during the clinic session and discharged unless there is good clinical reason to 
send a further out-patient appointment. . The patient and GP/GDP must be informed 
in writing accordingly. 
 
Review of repeated DNA appointments is essential in order to ensure that patient 
care is not delayed so long as to pose further risk to the patients’ health.  Discharge 
back to the care of their GP/GDP will allow for appropriate review in the community 
setting.   
 

See Appendix 2 Process flow – Follow-Up Outpatient Appointment DNA for process 
steps. 
 
 
4.3.9. Follow up Outpatient Appointment – Patient Cancellations/ Patient 

Rescheduled 
 
Patients who cancel/reschedule their follow-up outpatient appointment, regardless of 
prior notice, will be given 2 reasonable offers of alternative dates at the time of 
cancellation/reschedule. If a patient cancels/reschedules another time, then the 
detail will be passed to the clinical team for review. The clinical team will 
communicate the instructions (rebook or discharge) for action within one working 
day.  If the action is to discharge, the patient must be informed in writing by the Care 
Group with a copy sent to their GP/GDP. 
Review of repeated patient cancellations/reschedules is essential in order to ensure 
that patient care is not delayed so long as to pose further risk to the patients’ health.  
Discharge back to the care of their GP/GDP will allow for appropriate review in the 
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community setting.   
 
See Appendix 2 Process flow – Follow-up Outpatient Appointment Patient 
Cancellation for process steps. 
 
 
4.3.10. Diagnostic Assessment 

 
All non-urgent diagnostic assessments will be carried out within six weeks of the 
decision to refer. 
 
2 week rule / Urgent diagnostics will be assessed by the clinician and acted upon 
accordingly, with the aim of being within 14 days for those remaining on the 2 week 
rule / urgent pathway. 
 
Should a patient be asked to contact the Trust following a diagnostic test, but fail to 
do this within a three week period, the case will be reviewed by the clinical team with 
a view to discharge to the care of their GP/GDP. The patient must be informed in 
writing by the Care Group with a copy sent to their GP/GDP 

 
Review of non-response to contact of this nature is essential in order to ensure that 
patient care is not delayed so long as to pose further risk to the patients’ health.  
Discharge back to the care of their GP/GDP will allow for appropriate review in the 
community setting.   

 
 

4.3.11. Diagnostic Assessment – DNA 
 

Should a patient DNA their diagnostic assessment, the requesting clinical team will 
be notified of this.  The referring clinical team should review the patient’s record and 
communicate instructions for action (rebook or discharge) within one working day.  If 
a subsequent DNA occurs, the patient will be discharged back to the care of their 
GP/GDP. The patient must be informed in writing by the Care Group with a copy 
sent to their GP/GDP. 
 
Review of repeated DNA appointments is essential in order to ensure that patient 
care is not delayed so long as to pose further risk to the patients’ health.  Discharge 
back to the care of their GP/GDP will allow for appropriate review in the community 
setting. 
 
See Appendix 2 Process flow – Diagnostic Assessment DNA for process steps. 
 

 
 

4.3.12. Diagnostic Assessment – Patient Cancellations / Patient Rescheduled 
 

Patients who cancel/reschedule their diagnostic assessment with at least one day 
prior notice, where possible, will be given an alternative date at the time of 
cancellation. If a patient cancels a second time, the detail of the cancellation will be 
passed to the referring clinical team for review.  The clinical team will communicate 
its instructions (rebook or discharge) for action within 1 working day. If the action is 
to discharge, the patient must be informed in writing by the Care Group with a copy 
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sent to their GP/GDP. 
 
The records of patients who cancel/reschedule their diagnostic assessment on the 
date of the appointment will be passed to the clinical team for review.   The clinical 
team will communicate its instructions (rebook or discharge) for action within 1 
working day.  If the action is to discharge, the patient will be informed in writing by 
the Care Group with a copy sent to their GP/GDP. 
 
A third cancellation/reschedule will result in discharge back to the care of their 
GP/GDP, with the patient informed accordingly. 
 
Review of repeated patient cancellations/reschedules is essential in order to ensure 
that patient care is not delayed so long as to pose further risk to the patients’ health.  
Discharge back to the care of their GP/GDP will allow for appropriate review in the 
community setting. 
 
See Appendix 2 Process flow – Diagnostic Assessment Patient Cancellations for 
process steps. 
   

 
4.3.13. Pre-operative Assessment 
 
All outpatients referred for invasive or diagnostic procedures will be offered to attend 
a pre-operative triage assessment and subsequent pre-operative appointment. 
 

 
4.3.14. Pre-operative Assessment DNA 
 
Except in cases with a clinically urgent need for surgery, patients who DNA two pre-
operative and/or anaesthetic appointments will be removed from the waiting list and 
the consultant team will be informed. The records of the patient will then be reviewed 
and the patient will be given either a follow up outpatient appointment or discharged 
back to their GP/GDP. The patient must be informed in writing by the Care Group 
with a copy sent to their GP/GDP. 
 
Clinically urgent patients will not be removed from the waiting list, but the referring 
clinical team will be contacted to advise of appropriate action which may be to re-
appoint for pre-operative assessment, offer an outpatient appointment or discharge 
back to the care of the GP/GDP. The patient must be informed in writing by the Care 
Group with a copy sent to their GP/GDP. 
 
Review of repeated DNA appointments is essential in order to ensure that patient 
care is not delayed so long as to pose further risk to the patients’ health.  Discharge 
back to the care of their GP/GDP will allow for appropriate review in the community 
setting.   
 
See Appendix 2 Process flow – Pre-operative Assessment DNA for process steps.  
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4.3.15. Pre-operative Assessment Patient Cancellation / Patient Rescheduled 
 

Except in cases with a clinically urgent need for surgery, patients who cancel or 
reschedule two pre-operative and/or anaesthetic appointments will be removed from 
the waiting list and the consultant team will be informed. The records of the patient 
will then be reviewed and the patient will be given either a follow up outpatient 
appointment or discharged back to their GP/GDP If the action is to discharge, the 
patient must be informed in writing by the Care Group with a copy sent to their 
GP/GDP. 
 
Clinically urgent patients will not be removed from the waiting list, but the referring 
clinical team will be contacted to advise of appropriate action which may be to re-
appoint, offer an outpatient appointment or discharge back to the care of the 
GP/GDP. The patient must be informed in writing by the Care Group with a copy 
sent to their GP/GDP. 
 
See Appendix 2 Process flow – Pre-operative Assessment Patient 
Cancellations/Rescheduled for process steps.  
 

 
4.3.16. Anaesthetic Review 

 

All preoperative assessment patients who require Anaesthetic review will be booked 
within one week of the decision to refer for review. 
 

 
4.4. Inpatient and Day Case Elective Pathway 
 
Patients will be invited to attend for their admission by the Patient Access or Care Group 
Team. This may be by letter or telephone should a shorter notice admission be available.   
 
Patients who fail to contact the Patient Access / Care Group Team following two invitation 
letters and subsequent attempts to contact the patient via telephone will have their clinical 
record returned to the clinical team for review. The clinical team will communicate its 
instructions (rebook or discharge) for action and the patient will be informed accordingly. 
 
Review of non-response to contact of this nature is essential in order to ensure that 
patient care is not delayed so long as to pose further risk to the patients’ health.  
Discharge back to the care of their GP/GDP will allow for appropriate review in the 
community setting.   
 
If the action is to discharge, the patient will be informed in writing by the Care Group with 
a copy sent to their GP/GDP. 
 

4.4.1. Elective Admission (Inpatient / Day Case) 

 
The  decision  to  add  a  patient  to  an  elective  admitted  pathway  must  be  made  
by the consultant, or under an arrangement agreed with the consultant. 
 
Patients who are added must be clinically and socially ready for admission on the 
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day the decision to admit is made, i.e. if there was a bed available tomorrow in which 
to admit a patient, they are fit and able to come in. 
 
Patients should only be added to the waiting list when they have accepted consultant 
advice for elective treatment; i.e. if the patient is unsure and wishes to reconsider 
before proceeding with their treatment, they should not be added to the list. In this 
circumstance the listing clinician should initiate a period of active monitoring and this 
would constitute a ‘clock pause’ in respect of the patient’s Referral to Treatment 
pathway.  

 
Urgent patients will be treated as a priority. Routine patients will be treated in turn 
based on their clinical condition and their length of time on the Referral to Treatment 
pathway.  
 
All patients will be able to choose / negotiate their admission date and should be 
provided with 2 reasonable offers of admission date.  An offer is defined as 
reasonable where three or more weeks’ notice is given or the patient accepts the 
offer, even if this date is less than three weeks’ notice. Further information on 
reasonable offer is within Appendix 1. 
 
Should a patient be unavailable due to holidays or other commitments, the proposed 
dates should be clearly recorded in the patient’s record to allow for an auditable 
trace of the reasonable offers.  Hospital Booking Clerks should refer to the EROD 
(Earliest Reasonable Offer Date) Standard Operating Procedure for detail on this 
process.  Patients who are unable or unwilling to come in for treatment should be 
referred back to their GP/GDP’s care until such time as they are ready and able to 
attend for treatment. 
 
Patients requiring bilateral procedures which are not required to be undertaken 
simultaneously will be listed for one procedure at a time. The patient should only be 
listed for their second operation when the first operation has been successful, the 
recuperation period completed and the patient is clinically and socially ready for 
admission on the day the decision to admit is made, i.e. if there was a bed available 
tomorrow in which to admit a patient, they are fit and able to come in. A new clock 
will then start when the patient becomes fit and ready for the second procedure.  
 
See Appendix 2 Process flow – Elective Admission (Inpatient / Day Case) for 
process steps. 
 

 
4.4.2. Unfit for Surgery 
 
Should a patient be found to be not clinically fit for surgery, the clinician will decide 
on the most appropriate course of action.  
 
One option would be to discharge the patient back to the care of their GP/GDP.  
However, if the patient is deemed clinically fit by their GP/GDP within 3 months of 
discharge, the GP/GDP can contact the hospital and following a pre-operative 
assessment, the patient can be added to the waiting list. 
 
If  the  patient  becomes  clinically  fit  after more than  3  months  of  discharge  and  

http://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
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still requires assessment/treatment, then the patient should be re referred by their 
GP/GDP for a new clinical assessment. 
 
Another option is to remove the patient from the operative waiting list, and place 
them on active monitoring of their condition.  This may involve follow-up outpatient 
appointments or monitoring via diagnostic assessment. 
 
If the patient has a short period of being unfit only e.g. has a minor cold or other 
minor illness, or needs an echo or anaesthetic review at preoperative assessment, 
the clock continues to run, with a maximum illness of two weeks.  Following this two 
weeks, a decision is required regarding the best course of action for the patient in 
the longer term. 
 
See Appendix 2 Process flow – Unfit for Surgery for process steps.  
 

 
4.4.3. Inpatient / Day Case Admission – DNA 

 

When a patient has agreed an admission date following a reasonable offer, and the 
patient subsequently does not attend (DNA) this admission, the patient’s record will 
be passed to the clinical team for assessment as to the appropriate course of action. 
 
If the action is to remove the patient from the waiting list and discharge, the patient 
will be informed in writing by the Care Group with a copy sent to their GP/GDP. 
 
See Appendix 2 Process flow – Inpatient / Day Case Admission DNA for process 
steps.  
 
 
4.4.4. Inpatient /Day Case Admissions – Patient Cancellations/Patient 

Rescheduled 
 
A patient cancellation/reschedule occurs when, following reasonable written or 
verbal notification of an admission date, the patient has declined two reasonable 
offers of admission or the patient has accepted an admission date at short notice 
(i.e. less than 21 days from date of booking to date of admission), but later declines 
the offer prior to the admission.  
 
Patients who cancel/reschedule their admission date with prior notice, where 
possible, will be given an alternative date at the time of cancellation.  In every case 
where the cancellation/reschedule was deemed to be unavoidable, e.g. due to 
illness or compassionate grounds, every effort should be made to offer the patient a 
‘reasonable’ offer of a new date (i.e. within 21 days of the original date).  
 
If the admission is cancelled/rescheduled by the patient on the day of surgery due, 
for example, to illness (supported by a sick note), every effort should be made to 
provide the patient with a new admission date as soon as is practicable.  For other 
patients cancelling their admission date on the day, the records will be passed to the 
clinical team for review.   The clinical team will communicate its instructions (rebook 
or discharge) for action within 1 working day. 
 



Page 18 of 42 
 

 

 

If a patient cancels/reschedules more than once the detail of the cancellation will be 
passed to the clinical team for review.   The clinical team will communicate its 
instructions (rebook or discharge) for action within 1 working day. 
 
If the action for any of the above is to discharge, the patient will be informed in 
writing by the Care Group with a copy sent to their GP/GDP. 
 
See Appendix 2 Process flow – Patient Cancellations for process steps. 
 

 
4.4.5. Elective Planned Admission 
 
Elective planned admissions are usually part of a planned sequence of clinical care 
determined on clinical criteria (e.g. series of injections, removal of metalwork). 
Planned admissions are excluded from the Referral to Treatment waiting time 
targets. However, planned lists should be continuously reviewed to ensure 
appropriateness. 
 
 
4.4.6. Transfers between hospitals 
 
Any proposal to transfer a patient to another Trust must be discussed and agreed by 
the patient and the Consultants in both units.  Where a patient is transferred from 
another Trust’s waiting list to this Trust, then the clock start date should be the 
original date at the previous organisation and not the date of transfer. This 
information will be provided between Trusts using the Inter Provider Transfer Forms. 
 
 
4.4.7. Suspend and defer 

 
Patient are not suspended or deferred at this Trust. 
 

 
4.5. Cancellations/Rescheduled by hospital (In-Patient, Day Case & Outpatients) 

 
A hospital cancellation is where the patient has agreed a date for 
admission/appointment but the hospital subsequently cancels/reschedules this. This 
has no effect on the Referral to Treatment clock which continues from the original 
clock start date.  
 
2 week rule cancellations/reschedules are not acceptable.  Should the need arise to 
revise the admission date of a 2 week rule patient; this should be escalated to the 
Cancer Manager in the first instance, who will advise on the appropriate course of 
action. 
 
All patients who have operations cancelled/rescheduled on the day for non-clinical 
reasons, are to be offered another binding date within 28 days, or the patient should 
be offered treatment to be funded at the time and hospital of their choice. 
 
A second cancellation/reschedule is not acceptable.  Should the situation arise 
where this seems possible, the detail should be escalated to the relevant General 
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Manager who will advise of the appropriate course of action. 
 
Cancellation or reduction of scheduled sessions will not take place at under 6 weeks’ 
notice other than in exceptional circumstances to minimise disruption to patients.   
The Medical Leave Policy will be followed to ensure this is facilitated.  Should this 
occur in exceptional circumstances, then the new date should be within the 18 week 
Referral to Treatment time.  If this cannot be achieved, then the date should be 
booked, but the details should be escalated to the relevant General Manager who 
will review the need to alter the date. 
 
Cancellations/reschedules with more than 6 weeks’ notice will be carried out with the 
patient booked into the next available slot ensuring that this new date is within the 18 
week Referral to Treatment time.  If this cannot be achieved, then the date should be 
booked, but the details should be escalated to the relevant General Manager who 
will review the need to review the date. 
 
See Appendix 2 Process flow – Hospital Cancellations for process steps. 
 
 

4.6 Patient Correspondence 

 
As soon as a mutually agreed dates has been arranged with the patient a confirmation 
letter must be sent to the patient. This letter is an audit trail of the arrangements and 
should contain the following core details: 

 
 Patients Name 

 Date letter sent to patient 

 Date and time of admission/appointment agreed 

 Where to report to upon arrival 
 Response required from patient 

 Named contact for queries relating to admission/appointment 

 Reference to instructions for admission/appointment and/or booklet 

 Information about planned treatment 
 
 

 

4.7 Copying letters to patients 
 

In line with the NHS Plan (2000), the Trust is committed to providing patients with copies 
of correspondence written about them to another professional relating to their medical 
problem.  The Trust operates an opt-in service for the copy letter.  Patients who wish to 
receive this information should advise their clinician so that this can take place. 
 
 
5. Roles and Responsibilities 

 
It is the responsibility of all staff involved with patient access to familiarise themselves with 
the policy and all related policies and documentation where applicable.  The key 
responsibilities highlighted below are not exhaustive. 
 
Chief Executive  
The Chief Executive has overall responsibility for delivering patient access targets as 
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defined in the NHS Plan, NHS Constitution and the NHS Operating Framework.  
 
Chief Nurse 
Board level responsibility for patient access lies with the Chief Nurse, who is responsible 
for ensuring that there are robust systems in place for the audit and management of 
access targets. Targets will be monitored and reported to the board. The Chief Nurse will 
ensure that this Elective Access Policy is implemented and adhered to. The Chief Nurse 
(or nominated Deputy) will monitor elective access via the weekly performance meetings 
and review all external reports for verification.  
 
Divisional Directors of Operations 
Responsible for ensuring their respective Care Group deliver the activity and capacity 
required to meet the waiting list targets. They are responsible for the governance 
arrangements required to ensure adherence to the Elective Access Policy and associated 
Standard Operating Procedures.  
 
Deputy Director of Information and Patient Access Services (DDoI&PAS) 
The Deputy Director of Information and Patient Access Services is responsible for the 
production of reference data and the quality aspects of the Patient Administration system, 
ensuring that their staff are appropriately trained in its use.    
 

Where services are centralised, the DDoI&PAS will work with Care Group teams to 
support compliance against performance targets, providing suitable reporting for this 
process.  They will ensure the timely and accurate production of all patient activity returns 
as required. 
 
The DDoI&PAS will ensure that data entries within the Patient Administration System are 
accurate and comply with national and local data standards and that data quality audits 
are produced and subsequently policed.    
 
The DDoI&PAS is responsible for the management of the centralised Patient Access 
Department including outpatient and In-patient Booking. 
 
Chief Information Officer 
Is responsible for ensuring there is a fit for purpose Patient Administration System and 
that the patient administration system trainers work with users to ensure that training 
needs are met and underpinned with effective training and documentation. This is to 
include training manuals and updates for all relevant staff as appropriate. 
 
System changes will be undertaken in liaison with suppliers and software and process 
changes are to be implemented in liaison with users.  
 
Clinicians 
Individual clinicians have responsibility for ensuring the appropriate clinical priority and 
listing of their patients to inpatient waiting lists and selecting patients for admission 
through the application of the guidelines set out in this policy. 
 
Individual consultants have a shared responsibility with Trust Managers for managing 
their patients’ waiting times in accordance with the maximum guaranteed waiting time. 
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Best practice identifies that where consultants personally review each decision to add a 
patient to the waiting list; this reduces inappropriate listing, particularly when the decision 
has been made by a junior member of the team. 
 
Consultants, along with their Care Group Managers, will regularly review clinic templates 
to ensure an appropriate demand & capacity fit. Any template changes must take into 
account the potential for appointment rearrangements and every effort must be taken to 
prevent this. Requests for template and clinic maintenance changes will only be accepted 
and acted upon if supplied in writing with General Manager sign-off.  
 
Consultants and their clinical teams are required to comply with the Trust Annual Leave 
and Study Leave policy to ensure there is a minimum of six weeks’ notice if they are 
unable to fulfil their planned clinical programmed activity.  
 
Consultants are expected to follow the Trust Standard Operating Procedures and 
operational checklists  
 
General Managers and Deputy General Managers 
General Managers (GM) and Deputy General Managers (DGM) are responsible for the 
senior management and achievement of patient access targets for their Care Group.   
This includes the component parts of the Referral to Treatment pathway (follow-up waiting 
times and diagnostic tests) ensuring the necessary capacity is made available to meet 
access targets. 
 
GM’s and DGM’s are responsible for ensuring that all staff within the Care Group read, 
understand and apply the policy to ensure inpatients, outpatient and diagnostics for their 
specialty  are  managed  effectively, that routine  patients  are  seen in appropriate 
chronological order, and are given reasonable offers for appointment dates. 
 
Managers are to ensure appropriate training programmes are available to support staff, 
with special regard given to newly recruited staff. All staff involved in the implementation 
of this policy, clinical and clerical, will undertake initial training and regular updating.  
 
Key elements of the roles and responsibilities for each manager and their staff will be 
included in relevant job descriptions.  
 
The GM/DGM will ensure that patients who are cancelled on the day of admission or 
operation are re-admitted within 28 days. 
 
The GM/DGM will ensure that all of their Care Group services accessible to GP’s are 
made available on the e-Referral System.   They must ensure that their Directory of 
Service (DoS) is accurate and kept up-to-date, reflecting any changes in referral criteria, 
service provision, personnel or instructions for the patient. 
 
The GM/DGM will ensure that clinics are not cancelled within six weeks’ notice other than 
in exceptional circumstances. Where a short notice cancellation is necessary a 
contingency plan will be put in place to accommodate the cancelled patients. 
 
GM/DGM’s who are responsible for the management of booking processes and staff 
outside of the central  Patient Access Department should  refer to  the  Deputy Director of 
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Information and Patient Access Services responsibilities section of this policy for 
additional responsibilities regarding data recording. 
 
The GM/DGM for Theatres will work closely with the Care Group Managers in improving 
theatre utilisation and efficiency. 
 

Diagnostic Services 
The Service Managers within each of the diagnostic services are responsible for ensuring 
appropriate and time patient access targets for their service, ensuring the necessary 
capacity is made available to meet access targets and patient need. 
 

Patient Access Services 
Are responsible for ensuring that Health Records required for patient care are scanned 
into the UNITY system.  This excludes those held within the Dental Hospital where the 
notes are kept separately. 
 

Head of Patient Access Services 
Will be responsible for making changes to the Directory of Services (DoS) where 
requested by the Care Group teams and for ensuring outpatient referral processes are 
reviewed in line with the requirements of e-Referral. 
 
Patient Access/Care Group teams where non-centralised 
This group of staff will be responsible for maintain the waiting lists using the Trust’s 
patient administration system.  These lists may be kept at professional carer (Consultant) 
or treatment function (Specialty) level. 
 
The Patient Access staff will operationally manage the inpatient/day case waiting lists 
ensuring  patients  are  listed  and  appointed  in  strict  accordance  with  the  policy  and 
associated procedures. Inpatient booking staff will work closely with Care Groups to 
ensure that targets are achieved and systems are continuously reviewed and updated. 
 
(Please note reference to Patient Access throughout this policy also covers Care Group 
administration staff where the responsibility for booking is non-centralised.) 
 
Appointments/Waiting List Clerks  
Are responsible for following all departmental and Trust procedures in their respective 
areas, escalating appointments/admissions issues to the appropriate Care Group 
Managers as a matter of importance.  
 

Wards and Departments  
Must ensure that patients are admitted and discharged on the Hospital IT System in a 
timely manner to ensure real time record keeping and accurate data capture.    
 

Theatre Unit Managers / Matron 
Must follow the cancelled operations procedure and escalation policy.  
 

Clinical Commissioning Groups  
Under the Primary Care Trusts and Strategic Health Authorities (Waiting Times) 
Directions 2010, PCTs were legally required to:  
 

• make arrangements to ensure providers meet the waiting time standards;  
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• take all reasonable steps to ensure that any patients for whom the 18 week or 2 
week waiting time is not met are offered a quicker appointment to start treatment at a 
range of clinically appropriate alternative providers, if the patient requests this; and  
• provide patients on 18 week and 2 week pathways with a dedicated contact point to 
approach if the maximum waiting time has been, or will be, breached and if they wish 
to seek an alternative.  

 
Since Clinical Commissioning Groups have superseded PCT’s and SHA’s, these 
responsibilities sit with them, along with obligations in relation to patients on 18 week 
pathways for nationally commissioned services. 

 

Clinical Commissioning Groups should:  
 

 Ensure that the principles of this policy are cascaded through primary care and the 
wider health care community.  

 

 Adhere to the Royal Liverpool and Broadgreen University Hospitals NHS Trust’s local 
Elective Access Policy along with any associated Standard Operational Procedures.  

 

 Manage the care of their patients and review as appropriate should a patient be 
discharged back to their care 

 

 
Referring Agent Responsibility: 
 
Referring agents, (as agreed with Commissioners), may include the following Professions 
and Services:  
 

 General practitioners (GPs)  

 General dental practitioners (GDPs)  

 General practitioners (and other practitioners) with a special interest (GPSI’s)  

 Optometrists and Orthoptists  

 Accident and Emergency Department (A&E)  

 Minor injuries units (MIU)  

 Walk-in centres (WiC)  

 Sexual Health Clinics  

 National screening programmes  

 Specialist nurses or allied health professionals with explicit authorisation  

 Prison health services  

 Consultants (or Consultant-led services)  
 
Referrals should only be sent to the Trust if the patient is willing and able to be treated 
within the maximum access times target.  For this reason, the referral should not be sent if 
the referrer knows the patient is unavailable (e.g. on a tour of duty, extended holiday or 
work / study commitments). E-Referral is the Trust’s preferred method of GP referral but 
manual written referrals from GPs and other referrers will be accepted and processed 
without delay. These should be addressed to: 

 
Patient Access Services (Registration) 
Royal Liverpool University Hospital 
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Prescot Street 
Liverpool 
L7 8XP 

 
Or faxed to: 0151-530-2671 
 
Referral letters will be periodically reviewed through clinical audit, in line with the Trust’s 
Record Management Policy. Referrals should also contain the patients NHS number, and 
information on any special needs of patients including the patient’s entitlement to priority 
treatment in the case of veterans of the armed forces, interpreter or access requirements. 
The GP/GDP should also indicate if the Patient is being referred under a Temporary 
Registration with the Practice and if it is known that the Patient is an overseas visitor who 
has not been resident in the country for six months/not entitled to free NHS treatment. 
 

Responsibilities of all staff  
 
Staff are expected to act and behave in a patient centred way.  This is in line with the 
Trust’s values. 
 
Staff should understand and actively support the principles of waiting list management 
and adhere to the Elective Access policy.  This includes escalating issues of non-
compliance to the relevant Care Group Managers.  
 
 
 
Responsibilities of Patients  
 

Patients should keep appointments once agreed or give reasonable notice if unable to.  
They should help manage their own health to ensure that they are fit enough to receive 
treatment. 
 
Assist an open communication by notifying the Trust of any change in contact details; 
or any planned leave of absence. 
 
Patients are expected to contact the Trust following diagnostic tests if requested to 
do so. 
 

6. Associated Documentation and References 
 
6.1. Data Set Change Notices: 

 
10/2006 Measurement of patient pathway to support 18 weeks; 

17/2006 Data collection to measure 18 week RTT 
18/2006 Data collection changes to measure 18 week RTT; 
34/2007 Referral request received date; 

44/2007 Inter-provider transfer DSCN; 
05/2008 18 week rule suite; 

11/2008 Quarterly Monitoring: Cancelled operations data set; 

14/2008 Central Return: 18 week adjustment Referral to Treatment Data Set; 
29/2008 18 Weeks Referral to Treatment (RTT) Time, Performance Sharing; 
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16/2009 CDS: Mandating of 18 week referral to submit data items; 
17/2009 Referral to Treatment Clock Stop Administrative; 

 
 
6.2. Useful links for further information 

 
http://www.nhs.uk/NHSEngland/appointment-booking/Pages/nhs-waiting-times.aspx  

 

http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/ 
 
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/r/reasonable
_offer_de.asp?shownav=1 
 

 
7. Training and Resources 

 
Clinical, clerical and other staff involved in the implementation of the policy will undertake 
initial training and regular update facilitated within in each directorate. 
 
 
8. Monitoring and Audit 

 
Patient access targets will be monitored weekly using Patient Target Lists (PTL’s) 
produced by the Trust’s Information Team.    Reports  will  be  delivered  via  email  to  the  
Divisional  Teams  and discussed and noted in weekly Divisional Meetings.   
 
The policy will be reviewed routinely to reflect the constantly changing dynamics and 
systems within both secondary and primary care accurately reflecting local, regional and 
national priorities and plans. 
 

 
9. Equality and Diversity 

 
The Trust is committed to an environment that promotes equality and embraces diversity 
in its performance as an employer and service provider. It will adhere to legal and 
performance requirements and will mainstream equality and diversity principles through 
its policies, procedures and processes. This policy should be implemented with due 
regard to this commitment. 
 
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010, this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation.  The Trust will take remedial action 
when necessary to address any unexpected or unwarranted disparities and monitor 
practice to ensure that this policy is fairly implemented. 
 
This  policy  and  procedure  can  be  made  available  in  alternative  formats  on  request 
including  large  print,  Braille,  moon,  audio, and  different  languages.    To arrange this 
please refer to the Trust translation and interpretation policy in the first instance. 
 

http://www.nhs.uk/NHSEngland/appointment-booking/Pages/nhs-waiting-times.aspx
http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/r/reasonable_offer_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/r/reasonable_offer_de.asp?shownav=1
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The Trust will endeavour to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure.   This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, extending 
policy timeframes to enable translation to be undertaken, or assistance with formulating 
any written statements. 
 
 
9.1. Recording and Monitoring of Equality and Diversity 
 
The Trust understands the business case for equality and diversity, and will make sure 
that this is translated into practice. Accordingly, all policies and procedures will be 
monitored to ensure their effectiveness. 
 
Monitoring information will be collated, analysed and published on an annual basis as part 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory duties under the Equality Act 2010.  Where adverse impact is identified 
through  the  monitoring  process,  the  Trust  will  investigate  and  take  corrective  action 
to mitigate and prevent any negative impact. 
 
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
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Appendix 1 
 
Glossary of terms 

Active Monitoring (Also known as ‘Watchful Waiting’) 
An 18 week RTT clock may be stopped where it is clinically appropriate to start a period of 
monitoring in secondary care without clinical intervention or diagnostic procedures. A new 18 
week RTT clock would start when a decision to treat is made following a period of active 
monitoring. 
 
Active Waiting List 
Patients awaiting elective admission, for treatment, first outpatient appointment or diagnostic 
test and are currently available to be called for admission or attendance. 
 
Admitted pathway 
A pathway which ends in a clock stop upon a therapeutic admission for a day case or 
inpatient procedure. 
 
E-Referral 
A method of electronically referring a patient that subsequently allows a patient to book into 
the hospital of their choice. 
 
Clock Pause 
A patients’ 18 Week Referral to Treatment clock may only be paused for non-clinical 
reasons. A clock may be paused only where a decision to admit has been made, and the 
patient has declined at least 2 reasonable appointment offers for admission.  
 
The clock is paused for the duration of the time between the earliest reasonable offer date 
and the date from which the patient makes themselves available again for admission. N.B. 
Clock pauses are not allowed within the outpatient and diagnostic elements of a patient 
journey. 
 
Consultant-led 
A consultant retains overall clinical responsibility for the service, team or treatment. The 
Consultant will not necessarily be physically present for each patient appointment but will 
take overall clinical responsibility for patient care. 
 
Date Referral Received (DRR) 
The date on which a hospital receives a referral letter from the GP/GDP. The waiting time for 
outpatients should be calculated from this date. 
 
Day case 
Patients who require admission to the hospital for treatment but who are not intended to stay 
in hospital overnight. 
 
Decision to Treat date (DTT) 
The date on which a consultant decides a patient’s treatment plan. This date should be 
recorded in the case-notes and used to calculate the total waiting time. 
 
Did Not Attend (DNA) 
Patients who have been informed of their date of admission or pre-assessment 
(inpatients/day cases) or appointment date (outpatients) and who without notifying the 
hospital did not attend for admission/ pre-assessment or appointment. 



Page 29 of 42 
 

 

 

 
First Definitive Treatment 
An intervention intended to manage a patient’s disease, condition or injury and avoid further 
invention. What constitutes First Definitive Treatment is a matter for clinical judgement, in 
consultation with others as appropriate, including the patient. 
 
In-patients 
Patients who require admission to hospital for treatment and are intended to remain in 
hospital for at least one night. 
 
Non-admitted pathway  
A pathway that results in a clock stop for treatment that does not require an admission. 
 
Outpatients 
Patients referred by a General Practitioner or another health care professional for clinical 
advice or treatment. 
 
Partial Booking 
Where the waiting time is greater than 6 weeks for an admission/appointment, or where an 
appointment is required more than 6 weeks hence, the patient will be placed on the 
appropriate Consultant waiting list.  Contact will then be made with the patient a minimum of 
3 weeks in advance of the expected appointment due date.  The patient is then in control to 
contact the Trust to arrange a suitable appointment. 
 
Patient Tracking List (PTL) 
The PTL is a list of patients (both inpatients and outpatients) whose waiting time and/or care 
journey is able to be monitored due to the information gathered in the patient administration 
system. Often, the list may be filtered to only show those who are approaching the 
guarantee date, and who should be offered an admission/appointment before the guarantee 
date is reached. 
 
Pause 
When the patient who is offered a reasonable date, chooses to wait longer than the Referral 
to Treatment target timescale, the pathway may be adjusted for a maximum period of four 
months and a new date negotiated with the patient within that adjustment period. 
 
Reasonable Offer / Reasonable Notice 
For an offer of an appointment to a patient to be deemed reasonable, the patient must be 
offered the choice of dates within the timescales referred to for outpatients, diagnostics and in 
patients. 
 
An offer is defined as reasonable in terms of the NHS data definitions where: 

the offer of an Out-Patient Appointment or an offer for an Admission is for a time and 
date three or more weeks from the time that the offer was made 
or 
the Patient accepts the offer, even if this date is less than three weeks’ notice 
or 
the offer is for any appointment for treatment in a Cancer Treatment Period 

 

http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/o/out-patient_appointment_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/o/offer_of_admission_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/a/appointment_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/c/cancer_treatment_period_de.asp?shownav=1


Page 30 of 42 
 

 

 

 

Referral to Treatment (RTT) 
Instead of focusing upon a single stage of treatment (such as outpatients, diagnostic or 
inpatients) the 18 week pathway addresses the whole patient pathway from referral to the 
start of treatment. 
 
Self-deferrals  
Patients, who on receipt of offer(s) of admission or appointment notify the hospital that they 
are unable to attend. Sometimes referred to as rescheduled appointments/admissions. 
 
Tertiary referrals  
Patients referred by another clinician, either within the Trust or another Hospital, for clinical 
advice or treatment. 
 
To Come In date (TCI) 
The offer of admission, or TCI date, is a formal offer of a date of admission. 
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Appendix 2 
 

i. Process flow - Booking of New Outpatient Appointment (Section 4.3.4) 

 

 

 
ii. Process flow - New Outpatient Appointment DNA (Section 4.3.5) 
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iii. Process flow - New Outpatient Appointment Patient Cancellation (Section 4.3.6) 

 

 

iv. Process flow - Follow-up Outpatient Appointment (Section 4.3.7) 

 

 

Within 7 days 
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v. Process flow – Follow-Up Outpatient Appointment DNA (Section 4.3.8) 

 

vi. Process flow – Follow-up Outpatient Appointment Patient Cancellation (Section 

4.3.9) 
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vii. Process flow – Diagnostic Assessment DNA (Section 4.3.11) 

 

 

 
viii. Process flow – Diagnostic Assessment Patient Cancellations (Section 4.3.12) 
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ix. Process flow – Pre-operative Assessment DNA (Section 4.3.14) 

 

 
x. Process flow – Pre-operative Assessment Patient Cancellations/Rescheduled 

(Section 4.3.15) 
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xi. Process flow – Elective Admission (Inpatient / Day Case) (Section 4.4.1) 

 

 

 

 
xii. Process flow – Unfit for Surgery (Section 4.4.2) 
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xiii. Process flow – Inpatient / Day Case Admission DNA (Section 4.4.3) 
 

 

xiv. Process flow – Patient Cancellations (Section 4.4.4) 
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xv. Process flow – Hospital Cancellations (Section 4.5) 
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Appendix 3 

 
Key responsibilities for this policy 

 
Key responsibilities of Trust; 
 

 To ensure patients have access to consultant-led services within Referral to  
Treatment Waiting Time Targets for routine  referrals;   

 To ensure access to a specialist within 2 weeks for GP/GDP referrals for suspected 
cancer; 

 In the event of a cancellation by the hospital, the Trust will negotiate a new date with 
the patient immediately; a second cancellation is not acceptable and as such will be 
monitored via reporting mechanisms to ensure that this only occurs in exceptional 
circumstances; 

 The Trust will support the full utilisation of GP outpatient referrals via E-Referral, 
ensuring the Directory of Services (DOS) is up to date and the appropriate level of 
commissioned capacity is published to ensure patients have access to service;  

 The Trust will endeavour to work towards the inclusion and equal access for all 
service users. 

 
Key responsibilities of Trust staff; 
 

 To be aware of their role in terms of Elective Access to Trust services;  
 To take reasonable steps, commensurate to their role, to ensure that patient 

care is not delayed or compromised, this includes ensuring that patients do not 
leave their hospital attendance without knowing when the next stage of the 
pathway is booked for or intended to be booked; 

 To ensure that the Trust patient information system is updated with any new patient 
information or RTT status when appropriate to their role; 

 Where appropriate, to escalate issues with patient access to the relevant service 
manager. 

 
Key responsibilities of CCG; 
 

 To ensure providers meet the waiting time standards; 

 To ensure that patients for whom the 18 week or 2 week waiting time is not met are       
offered a quicker appointment to start treatment at a range of clinically appropriate 
alternative providers; 

 Adhere to RLBUHT local patient access policy and associated procedures. 
 
Key responsibilities of GP/GDP’s; 
 

 To ensure that patients they refer to the Trust, are informed as to the reason for 
the referral; 

 To ensure that the demographic data that is provided for patients is accurate and 
updated on the NHS spine; 

 To inform the Trust of additional information such as whether an interpreter is 
required etc., when making referrals to the Trust; 

 Manage patients and review them as appropriate when informed by RLBUHT 
that the patient has cancelled their admission on two occasions and has been 
removed from the waiting list; 

 Manage patients and review as appropriate when informed by RLBUHT that they 
have not responded to a validation letter and have been removed from the 
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waiting list; 
 Manage patients and review them as appropriate, when informed by RLBUHT 

that the patient has DNA’d their admission and/or appointment and has been 
removed from the waiting list;  

 Manage patients and review them as appropriate, when informed by RLBUHT 
that the patient is not clinically fit to have required procedure at the time of 
decision to treat.  

 

Key responsibilities of Patients; 
 

 To keep appointments once agreed or give reasonable notice if unable to; 

 Whenever possible, help manage their own health to ensure that they are fit enough 
to receive treatment; 

 Notify the Trust of any change in contact details; 
 Notify the Trust of any planned leave of absence which would make them 

unavailable for hospital inpatient treatment; 
 Contact the Trust following diagnostic tests if requested to do so. 

 

Patients should know when their next appointment/admission will be, please question 

this at the time of hospital attendance.  
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Version Date Comments Author 

2 July 05 Reviewed  and approved  by the 

Executive Team 
J Henshaw 

3  Reviewed  to support 18-week 

RTT requirements. 
A Penketh J Henshaw, 
A Cleary, L Howard 

3.1 February 2008 Reviewed  to include clock 

pause. 
A Penketh 

3.2 March 2008 Amendments following 

consultation 
A Penketh 

4.0 October 2009 Full review J Pepper 

4.1 March 2010 Addition following  NHS 

Constitution 
J Pepper 

5 September 2010 GFOCW 6.7 

Going further  on Cancer waiting 

times 

G Donnelly 

6 May 2012 Full review L Abernethy 

6.1 May 2013 Reviewed  to include active 

monitoring,  amendments  due to 

NHS standard contract and new 

NHS Commissioning  Structure 

L Abernethy 

6.2 February 2014 Inclusion of Aide Memoir to 

support the 18 week pathway 
J Pepper 

7 November 2014 Full Review to include process 

flows to aid with policy use and to 

make roles and responsibilities 

clearer. 

J Henshaw 

8 April 2017 Full Review to include process 

flows to aid with policy use and to 

make roles and responsibilities 

clearer, including review of DNAs 

A Penketh/A Glover 

 

Review delegates: 
 

NAME TITLE DEPARTMENT 
Lisa Grant Chief Nurse  Trust Board 

Amanda Penketh Deputy Director of 

Information and Patient 

Access 

Information  and Records  
Management 

John Foley Divisional Director of 
Operations for 
Unscheduled Care 

Unscheduled Care 

Teresa Keyes/Jo 
Henshaw 

Divisional Director of 
Operations for 
Scheduled Care 

Scheduled Care 

Neil Haslam Chief of Service Unscheduled Care 

Mark Hartley Chief of Service  Scheduled Care 
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