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Executive Summary  
  
The length of time a patient needs to wait for hospital treatment, both as outpatient or 
inpatient, is an important quality issue and is a visible and public indicator of the quality 
and efficiency of the services provided by the Hospital Trust.  
 
The successful management of patients who are waiting for elective treatment is the 
responsibility of a number of key individuals and organisations including General 
Practitioners and other referring agents, Hospital Clinicians, Clinical Commissioning 
Groups (GP Consortia) and Trust Managers. If patients who are waiting for treatment are 
to be managed effectively it is essential for everyone involved to have a clear 
understanding of their roles and responsibilities. 
 
The Trust will work with local Clinical Commissioning Groups, GP Practices and patient 
representatives to ensure that best practice waiting list management is applied and 
adhered to.  
  
The aim of this policy is to ensure that all patients requiring access to outpatient 
appointments, elective inpatient treatment, elective day case treatment and diagnostic 
tests are managed consistently, according to national and local frameworks and 
definitions. This policy defines those roles and responsibilities and establishes a number 
of good practice guidelines to assist staff with the effective management of elective 
patients.  
 
The underlying principle of this policy is that patients should be treated with respect and 
kindness and reasonable steps should be taken to accommodate individual patient 
circumstances and needs. This is not in conflict with the achievement of national waiting 
time‟s policy. This policy will be policed through routine Data Quality Audits which will 
ensure that the Trust and individuals are compliant with the standards contained within 
this document and will also be subject to ratification and review by the Planned Care 
Network Board.  
 
NB: This policy should be read in conjunction with the latest guidance from the 

Department of Health relating to NHS Referral to Treatment (RTT) Consultant-Led 

Waiting Times Rules  

 

Policy Description  

 
The policy applies to all staff involved in the management of patient access. The policy 

will outline good practice, key principles, and identifies the roles and responsibilities of 

the Trust and its staff in relation to waiting time management. 
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1. Introduction 
 
The Countess of Chester Hospital NHS Foundation Trust is committed to ensuring that 
patients receive treatment in accordance with national objectives and targets  
 
The Patient Access Policy sets out the Trust‟s local access policy and takes account of 
guidance from the Department of Health. This policy is intended to support a maximum 
waiting time of 18 weeks from referral to first definitive treatment for English patients, 26 
weeks for Welsh patients, and is designed to ensure fair and equitable access to 
hospital services. The overall aim of the policy is to ensure patients are treated in a 
timely and equitable manner.  
 

 The purpose of this policy is twofold: it is both a statement of the policy for the 
management of patients on an 18/26 week referral to treatment (RTT) pathway 
and an operational guide for those staff who are involved in the management of 
these pathways. In conjunction with published Standard Operational Procedures 
(SOP‟s), it sets out the roles and responsibilities, processes to be followed and 
establishes a number of good practice guidelines to assist staff with the effective 
management of patients who need to come into hospital for treatment as an out-
patient, in-patient, day case, or who receive diagnostic treatment. Specifically to:  

 

 Ensure that patients receive treatment according to their clinical priority, with 
routine patients and those with the same clinical priority treated in chronological 
order, thereby minimising the time a patient spends on the waiting list and 
improving the quality of the patient experience.  

 

 Reduce waiting times for treatment and to ensure patients are treated in 
accordance with agreed targets.  

 

 Reduce the number of cancelled operations for non-clinical reasons.  
 

 Allow patients to maximise their right to patient choice in the care and treatment 
that they need.  

 

 Communicate efficiently and effectively with patients, thereby minimising Did Not 
Attends, (DNA), cancellations, and improving the patient experience by giving 
sufficient notice for any changes.  

 

 This policy should be read in conjunction with the following key standard 
operating procedures 

 

 The Standard Operating Procedures (SOP) are attached within Appendix 1 for 
information. 

 

 
This policy is also closely aligned to the following documents:  
 

 Trust Annual Leave and Study Leave Policy  

 Commissioning Agreements with Local Commissioning Groups 

 Data Quality Audits  
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 Health Records Policy  
 
Implementation of this policy and standard operating procedures ensures that the Trust 
complies with all directives. 
 
 

2. Policy Objectives 
 

Legislative Right  
 
The NHS Constitution sets out the following right for patients:  
 
“You have the right to access services within maximum waiting times, or for the NHS to 
take reasonable steps to offer you a range of alternative providers if this is not possible. 
The waiting times are described in the ‘Handbook to the NHS Constitution.’  
 
This means patients have the right to start consultant-led treatment within 18 weeks of 
the Trust receiving the referral, and be seen by a specialist within 2 weeks of GP referral 
for suspected cancer or, where this is not possible, for the NHS to take all reasonable 
steps to offer the patient a quicker appointment at a range of alternative providers if the 
patient makes such a request. This came into force for patients referred on or after 1st 

April 2010.  
 

The NHS Constitution also sets out responsibilities of patients including responsibility to 

attend appointments. According to the constitution, patients “should keep appointments, 

or cancel within reasonable time‟1. Receiving treatment within the maximum waiting 

times may be compromised unless patients observe this important practice”.  

3. Waiting Times  
 
Waiting times for consultant led elective treatment and urgent cancer referrals are 
already covered by existing operational standards. Previously, the Department of Health 
(DH) and Welsh Health Boards had set out a number of milestones including that:  
 
English Patients 
 

 The maximum wait for the whole of the patient pathway from referral to first 
definitive treatment is a maximum of 18 weeks for at least 92% of patients on 
incomplete pathways. This includes the various stages out-patient consultation, 
diagnostics and in-patient treatment.  

 
Welsh Patients 
 

 95% of admitted / non-admitted patients are treated within 26 weeks of referral 

 100% of admitted / non-admitted patients are treated within 36 weeks of referral 
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Under the provisions outlined within the „Operating Framework for the NHS in England 
2012/13, November 2011, the operational standards of 90 per cent for admitted and 95 
per cent for non-admitted completed waits (as set out in the NHS Constitution) remain. 
In order to sustain the delivery of these standards, Trusts will need to ensure that 92 per 
cent of patients on an incomplete pathway should have been waiting no more than 18 
weeks, meaning that the backlog must only account for up to 8% of total incomplete 
pathways. However, the Trust will ensure that all patients breaching their 18 week RTT 
times across any of the above indicators are managed safely and appropriately in line 
with the NHS Constitution (please see section 5.80, p32 – 33). The referral to treatment 
(RTT) operational standards should be achieved in each specialty by every organisation 
by March 2012 and this will be monitored monthly. In addition, less than 1 per cent of 
patients should wait longer than six weeks for a diagnostic test (Please see section 13 – 
Diagnostic Waiting List Management)  
 

4 .Cancer timescales  

 
To meet the requirements of suspected cancer access standards, suspected cancer 

referrals must be seen by a specialist within 14 calendar days of the GP making the 

decision to refer. To ensure this is achieved: 

 Referrals from GPs must clearly indicate the referral is on behalf of a suspected 

cancer patient 

 On receipt of a cancer referral (Day 0), the recipient (appointments hotline) will 

offer the patient a date within 14 calendar days (2 weeks). If the consultant feels 

the referral is inappropriate the consultant or specialist is to discuss with the 

referring GP and ask for the referral to be amended to either urgent or routine 

upon agreement. The previous appointment will be cancelled and an alternative 

appointment will be offered. Cancer referrals are subject to a regular audit, with 

appropriate feedback to individual GPs and the CCG. 

The maximum wait for all cancer patients from the date of decision to treat, to the first 

definitive treatment should be no more than 31 days (including diagnostics). In total, no 

cancer patient should wait longer than 62 days from urgent 2 week GP referral to first 

definitive treatment (including diagnostics). 

All Cancer pathways and associated wait times are contained within a separate Cancer 

Access Policy.  
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5. Definitions and Abbreviations  
 
For the purposes of this policy, the following terms have the meanings given below: -  
 
Active Monitoring: An 18/26 Week clock may be stopped where it is clinically 
appropriate to start a period of monitoring in secondary care without clinical 
intervention or diagnostic procedures at that stage.  
 
 
A new waiting time clock would start when a decision to treat is made following a 
period of active monitoring (also known as watchful waiting). Where there is a clinical 
reason why it is not appropriate to continue to treat the patient at that stage, but to 
refer the patient back to primary care for on-going management, then this constitutes a 
decision not to treat and should be recorded as such and also stops the clock (18 
weeks RTT pathway). If a patient is subsequently referred back to a consultant-led 
service, then this referral starts a new clock (18/26 week RTT pathway). 
 
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 
 
Clinical Priority: the Trust has 3 clinical priorities that are used when listing a patient 
for a procedure. 
Routine  
Urgent  
Cancer  - Fast track        
 
 
 
 
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  
 
Day case: Patients who require admission to hospital for treatment but who are not 
intended to stay in hospital overnight.  
 
Did Not Attend (DNA): Patients who have been given an admission date (inpatients/ 
day cases / diagnostics) or appointment date (outpatients) and who, without notifying the 
hospital prior to that date, did not attend for admission/ appointment  
 
Directly Booked Patients: Patients who have booked their outpatient appointment via 
the e-referral system.  
 
First Definitive Treatment: An intervention intended to manage a patient‟s disease 
condition or injury and avoid further intervention.  
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Inpatients: 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.  
 
Non Responders: Patients who have been invited to contact the Trust to agree a date 
for admission, an outpatient consultation or a diagnostic event, as part of a partial 
booking process, and have failed to contact the hospital within the agreed time.  
 
Outpatients: Patients referred by a general medical or dental practitioner, another 
consultant or relevant health professional for clinical advice or treatment.  
 
Partially Booked Patients: (Inpatients, Day cases and Outpatients) Patients who have 
been given the opportunity to agree a date for their elective admission or appointment 
after 1 working day of the decision to refer or treat.  
 

Patient Tracking List (PTL): a prospective reporting tool to ensure patients are 

managed within the target waiting/treatment times. 

Planned Admissions: Patients who are to be admitted as part of a planned sequence 
of treatment or investigation. They may or may not have been given a definitive date for 
their admission. This will include those waiting for tests as part of a screening 
programme.  
 
Reasonable Notice: National rules state that an offer for admission for treatment is 
considered reasonable when it is for a date more than 3 weeks from the offer date. Local 
agreement has defined reasonable notice as: outpatients (21 days) diagnostics (7 days), 
inpatients and day cases (21 days).  
 
Short Notice Admission: In order to promote efficient use of Trust resources a system 
of short notice has been introduced. Patients are offered the opportunity to be noted as 
a short notice patient (SNP) on the Patient Administration System (PAS). They can opt 
to come out of this scheme at any time.  
 
Reinstatement: If a patient previously referred to the Trust is removed for reasons other 
than treatment, and subsequently contacts the trust to reinstate their journey the Trust 
will require a new referral from the GP or other referrer. All reinstatement patients will be 
booked as an outpatient first, to revalidate their clinical condition. The 18 week clock 
starts from the date the trust receives the new referral. This does not apply to cancer 
referrals.  
  
Referral to Treatment Time: The period of a patients‟ care, from receipt of the initial 
referral to the point of first definitive treatment or other 18 week clock stop point  
 
Resume Active Monitoring: A new 18-week clock would start when a decision  
to treat is made following a period of watchful waiting/active monitoring.  
 
Self-deferrals: Patients who, on receipt of offer(s) of admission / appointment, notify the 
hospital that they are unable to attend.  
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Tertiary referrals: Patients referred by another clinician, either within the Trust or 
another Hospital, for clinical advice or treatment. These are also known as Internal  
Referrals (ITR) to another consultant within the Trust  
  
War Pensioner / Veterans of the Armed Forces: 
When referring a patient who is known to be an armed forces veteran, GPs have been 

asked to consider if the condition may be related to the patient‟s Military Service. If the 

GP decides that a condition is related to Military Service any referral for treatment should 

make this clear. It is for the hospital clinician in charge to determine whether a condition 

is related to Military Service and to allocate priority accordingly. Where hospital clinicians 

agree that a veteran‟s condition is likely to be Service-related, they have been asked to 

prioritise veterans over other patients with the same level of clinical need. However, 

veterans will not be given priority over patients with more urgent clinical needs e.g. 

cancer.  

Abbreviations  

CCG Clinical Commissioning Groups  
 
DBS Directly Bookable Services  
 
DOH Department of Health  
 
DOS Directory of Services. Electronic Description of Services available at Trusts.  
 
IBS Indirectly Bookable Services   
 
PPI Patient Pathway Identifier relating to specific 18 week pathway  
 
RTT Referral to Treatment Time  
 
SCR Summary Care Record  
 
SOP Standard Operating Policy  
 
UBRN Unique Booking Reference Number (Allocated to a patient by their GP at the time 

of referral. This is used as a unique patient identifier when booking an appointment via 

Choose & Book). 

 

6. Duties, Accountability and Responsibilities 
 
 
This section outlines the key responsibilities of key groups of staff within the Trust in 
relation to this policy. The list is not exhaustive and each group will have other roles and 
responsibilities that are not listed here. Specific tasks are included in the Standard 
Operating Procedures (SOP‟s).  
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Chief Executive  
The Chief Executive has overall responsibility for delivering access targets as defined  
in the NHS Plan, NHS Constitution and current Operating Framework.  
 
 
Director of Operations and Planning  
Board level responsibility lies with the Director of Operations, who is responsible for 
ensuring that there are robust systems in place for the audit and management of access 
targets. These will be monitored and reported to the board. The Director of Operations 
will ensure this patient access policy is implemented and adhered to. The Director of 
Operations (or Divisional Director) will monitor Patient Access monthly via the Divisional 
Board meeting and review all external reports for verification.  
 
 
Director of IMT, Operational Planning and Performance 
Responsible for ensuring there is a fit for purpose Patient Administration System (PAS) 
and that staff are appropriately trained in its use and that Data Quality Audits are 
produced and policed. Is responsible for administering data required for managing and 
reporting waiting list activity and ensuring there is a robust Standard Operating Policy for 
the external reporting of performance. Ensure that date is captured in line with national 
and local data standards. Where possible, data will be captured on mandatory fields 
within meditech. In addition, consistent waiting list reporting must be achieved internally 
and externally. System changes will be actioned in liaison with suppliers. Software and 
process changes are to be implemented in liaison with users.  
 
 
Divisional Directors (Planned & Urgent Care) 
Responsible for administering the patient access policy, and for the administration and 
governance of the Standard Operating Procedures in Patient Booking Services 
(Appointments and Receptions), including Outpatient Clinics.  
 
 
Senior Managers  
Responsibility lies with Business Performance Managers (BPM‟s) in all divisions for 
performance. BPM‟s will be supported by their Practice Managers or Business 
Performance Assistants who will monitor the PTL‟s within their practice on a weekly 
basis. BPM‟s are responsible for ensuring their respective directorates deliver the activity 
and capacity required to meet the waiting list targets, and for the necessary governance 
arrangements required to ensure adherence to the Patient Access Policy and associated 
Standard Operating Procedures. 
 
 
Information Management & Technology (I M &T)  
Responsible for the information produced e.g. PTL and for the system trainers who will 
work with users to ensure that training needs are met and underpinned with effective 
training and documentation. This is to include training manuals and annual updates for 
all relevant staff. 
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Consultants  

 Are responsible for managing patient expectation of anticipated waiting times. 
 

 Individual consultants have a shared responsibility with Trust Managers for 
managing their patients‟ waiting times in accordance with the maximum 
guaranteed waiting time.  

 

 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 Business Performance Manager, 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 actioned if 
supplied in writing with Business Performance 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 adopt the principles within the policy to ensure 
compliance with Trust Standard Operating Procedures.  

 
 
Operational management  

 Managers and administrative staff will be responsible for ensuring all patients 
receive treatment within national and locally agreed targets, and that all staff and 
clinicians are aware of and adhere to the Trust Patient Access Policy and 
associated Standard Operating Procedures listed on page 2 & 3.  

 

 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.  

 

 Roles and responsibilities will be reviewed regularly and updated in response to 
changes in national and local standards.  

 
Health Records   
Are responsible for ensuring appropriate medical records are available as per the Trust‟s 
Health Records Policy  
 
Access Co-ordinator 
Responsible for maintaining the Directory of Services (DoS) and for ensuring outpatient 
referral processes are reviewed in line with the requirements of Choose and Book. 
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Appointments/Admissions  
Responsible for following all departmental procedures in their respective areas as 
outlined in the local Standard Operating procedures for each department.  
 
 
 
Wards and Departments  
Must ensure patients are admitted and discharged on the Hospital PAS System as per 
the Standard Operating Procedures or by an agreed Trust protocol. 
 
Theatre/Ward Managers  
Must follow the cancelled operations procedure and cancelled operations Situation 
Report (Sitrep)   
 
 
Clinical Commissioning Group (CCG) will:  

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

 

 Adhere to Countess of Chester Hospital NHS Foundation Trust‟s local Patient 
Access Policy and associated Standard Operational Procedures.  

 
General Practitioners or referring agents will : 

 Adopt the principles of the Access Policy 
   

 Manage patients and review them as appropriate, when informed by Countess of 
Chester Hospital NHS Trust that the patient has been removed from the waiting 
list for reasons other than treatment.  

 

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

 
 
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  
Emergency Department (ED)  
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  
Hospital Consultants (or Consultant-led services) 
Self referrals                        
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 Referrals should only be sent to the Trust if the patient is willing and able to 
be treated within the maximum access times target and 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). The E-referral system 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.  

 

 All referrers have a responsibility to ensure that any referrals reflect the Trust‟s 
policy on managing referrals i.e.: that they are clear, concise and addressed via 
the Appointments department, or are made using Choose and Book. Referral 
letters will be periodically reviewed through clinical audit. 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 military forces. 

 
 
Responsibilities of all staff  

 To respect all patients  
 

 Act kindly in the patients‟ best interest  
 

 To understand and actively support the principles of Waiting List Management.  
 

 To adhere to the Patient Access Policy and to escalate issues of non-compliance  
 

 Ensure all local procedures are captured and followed in local Standard 
Operating Procedures.  

 
 

 7. Key Principles and Processes 
 

KEY PRINCIPLES:  
 

 Patients often find it difficult to engage with health providers. Therefore, this 
policy will be implemented to facilitate, not hinder, access to healthcare. 

 

 Waiting lists should be managed according to clinical priority. Patients with the 
same clinical priority should be treated chronologically. Clinically urgent patients 
(as defined by a Consultant), and cancer / suspected cancer patients will always 
take priority.  

 

 Commissioners and the Trust must work together to ensure adherence to 
national directives on patient access management and to ensure that all patients 
are treated in compliance with local contractual agreements. In addition, timely 
regard should be paid to the implementation of Data and Information Set Change 
Notifications (DSCN‟s / ISN‟s), National targets for access times, and any other 
mandatory requirements relating to patient access.  



  

14 
 

 

 Communication with patients should be informative, clear and concise. In 
addition, the process of waiting list management should be transparent to the 
public.  

 

 Ensure that no equality target group (Black & Minority Ethnic, Age, Gender, 
Disability, Religion, and Sexual Orientation & Transgender) are discriminated 
against or disadvantaged by this policy and its associated procedures. 

 

 To positively promote access for hard to reach communities.  
 

 This policy covers all elective and planned patients with the exception of Sexual 
Health Medicine, and Maternity services.  

 

 
 
7.10 Outpatients – Key Principles 

Receiving Referrals (This is the commencement of the patients RTT Clock / 18 
week Pathway)  
 
Referrals will arise through 2 main routes:-  
- The E-Referral system   
- Traditional paper/faxed medium  
The process for administering outpatient bookings for traditional and E-referral system 
referrals is contained within the Standard Operating Procedures for Receptions and 
Booking Outpatient Appointments. This is based on the following:  
 

 Open (or ‘Dear Doctor’) referrals should be allocated to the consultant with the 
shortest waiting time within the appropriate speciality.  

 

 There are three priorities of referral - 2 week rule (suspected cancer - seen within 
2 weeks), urgent (seen within 4 weeks) and routine (appointed to next available 
appointment).  

 

 Clinicians are required to triage referrals within 3 working days or sooner and will 
have the ability at this point to upgrade the clinical priority i.e. bring forward a 
patients‟ appointment, redirect to a more appropriate clinic, or reject. E- Referral 
system referrals which are re-directed will be managed by the Patient Booking 
Services Team which will re-direct the referral to the appropriate clinic / speciality.  

 

 All patients (and referring agents in the case of new appointments), will receive 
confirmation of their appointment date, location and time in writing.  
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7.11 Outpatient - New Patients  
 
Details on the tasks associated with making a new patient appointment are contained 
within the Standard Operating Procedures for Booking Outpatient Appointments.  
 
The following policy definitions apply;  
 

 Unless the referral is specified as „2 week rule‟ (suspected cancer), or „urgent‟, 
the patient will be offered the next available appointment slot for their required 
specialty.  

 

 Patients will be offered two alternative dates with at least 14 or 21 days‟ notice. 
However, if an appointment can be offered within 21 days, and the patient 
verbally accepts this date with the booking team, this is considered reasonable 
notice. 
 

 On receipt (and following the subsequent decline), of 2 reasonable offers, the 
patient will be returned to the care of their GP. A patients RTT clock cannot be 
paused during the Outpatient element of the patient‟s pathway.  

 
 
7.12 Outpatients - Follow-ups  
 
The detail for the administration of a follow up appointment is contained within the SOP 
for Booking Outpatient Appointments. The policy principles are:  
 

 Follow-up appointment should be kept to a minimum and are regularly reviewed 
against national benchmarks (via the performance report and weekly PTL 
Dashboard data)  

 

 In the event of a patient or the Trust postponing and/ or re-arranging a follow-up 
outpatient, alternative dates should be agreed with the patient when possible. It 
should be remembered, however, that many patients require structured follow-up 
to detect the need for further treatment at appropriate follow-up intervals for 
individual clinical conditions. Examples may include patients with diabetic eye 
disease, or other eye conditions, who need eye examination to detect 
progression requiring urgent treatment to prevent blindness, or patients with long 
term conditions who require planned monitoring including those on disease-
modifying drugs (such as for rheumatoid arthritis), where both potential side-
effects of the drugs and response to treatment must be assessed. Patient 
Booking Rules and an associated escalation procedure is in place to ensure that 
patient rearranges are overseen and agreed by a Consultant.  

 

 Patients who rearrange on a second occasion will be brought to the attention of 
their consultant/clinician in order to agree the appropriate action (i.e. offer another 
appointment or discharge back to primary care – see appendix 2). This should 
not adversely impact on those patients deemed vulnerable or at risk e.g. children, 
cancer patients and vulnerable adults and therefore must be agreed with the 
consultant responsible for the patient. 
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7.13 Outpatients DNA (Did Not Attend)  
 
The trust is proactive in the management of DNA‟s and this is included in the SOP for 
outpatients‟ administration under the following policy principles;  
 

 Patient contact details should be checked by the clinical teams via PAS or SCR 
before enacting the DNA procedure in order to ensure that the patient is not 
classed as vulnerable or at risk (i.e. children, cancer patients or vulnerable 
adults)  

 

 New „Routine‟ DNA‟s should be removed from the waiting list and returned to the 
care of the patients GP or other referrer (this will be communicated to the patient 
and to the referrer – See appendix 3). In the case of children and vulnerable 
adults, the treating Consultant must consider whether there is a safeguarding 
risk in the non attendance and then act accordingly in following any concerns up. 
It is their responsibility to liaise with the referrer to assess this risk and consider 
further actions if appropriate. For guidance, please refer to the Trusts Policy: 
Safeguarding Children and Young People.  

 

 New „Urgent‟ DNA – the treating clinician should decide if a further appointment is 
offered. If the clinical decision is made not to offer a further appointment, the 
referrer and patient will be informed (see appendix 3).  

 

 New “Fast Track” suspected cancer DNA‟s - a second new outpatient 
appointment is offered following a first DNA regardless of how and when 
contacted regarding the first appointment. Outpatient Receptionists must inform 
the Appointments Hotline of any New DNA‟s at the end of each clinic session so 
they can reappoint. Should the patient DNA a second appointment they will be 
returned to the care of the patients GP or other referrer (this will be 
communicated to the patient and the referrer – see appendix 3).  

 

 Follow up DNAs should be removed from the waiting list and returned to the care 
of their referrer with the exception of children or other vulnerable patients which 
will be at the treating Consultants discretion. For guidance, please refer to the 
Trusts Policy: Safeguarding Children and Young People.  

 

 An 18 week clock can only be stopped providing that the provider can 
demonstrate that the appointment was clearly communicated to the patient. 
Patients will not be considered DNA if reasonable notice has not been given for 
the appointment (see definitions).  

 
 
7.14 Hospital Cancellations – Outpatients  
 
As is detailed within the Standard Operating Procedure for Booking Outpatients 
Appointments, the trust will take all reasonable steps to minimise the incidents of 
cancellations/ clinic reductions, including the enforcement of the 6 week cancellation 
notice period for annual leave and study leave.  
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7.20 Inpatients and Day case Elective Admission (Key Principles) 
  
Details on the procedures associated with creating an inpatient and day case admission 
are contained within the SOP for booking inpatients/ day cases. The following policy 
definitions apply:  
 

 The decision to add a patient to an inpatient waiting list must be made by a 
Consultant or under an arrangement agreed with the Consultant at the 
consultation/appointment. 

 

 Patients will be added to the waiting list within a maximum of 2 working days from 
the decision to admit. 

 

 Consultants leaving the Trust will have their waiting list transferred to another 
Consultant and patients will retain their original DTA (decision to admit) date.  

 

 Patients added to the list must be clinically fit to be added to the waiting list on 
the day that the decision to admit is made (i.e. if there was a bed available the 
following day in which to admit a patient, would they be considered fit, ready, and 
able to come in). Patients who are not fit, ready and able to come in should 
be discharged back to their GP for ongoing care. The GP should be advised 
to re-refer the patient when they are fit and ready to undergo the procedure and 
the patient will either be given an outpatient appointment, pre-admission 
assessment appointment, or a date for admission as appropriate.  

 
 

 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 
and the recuperation period completed. A new clock will then start when the 
patient becomes fit and ready for the second procedure (Patients requiring 
bilateral procedures will not be required to return to their GP between each 
operation).  

 
 
 
7.21 Patients on Planned Waiting Lists (Other Than Radiology)  
 

 Patients who are to be admitted as part of a „planned sequence of treatment 
following previous admissions do not form part of the active waiting list and their 
RTT clock (18 week pathway) will have stopped at the point of their first definitive 
treatment. This includes patients waiting for a planned diagnostic test or 
treatment or a series of procedures carried out as part of a treatment plan which 
are required for clinical reasons to be carried out at a specific time or repeated at 
a specific frequency. Examples may include check procedures such as 
cystoscopies, colonoscopies etc. and patients proceeding to the next stage of 
treatment (i.e. undergoing chemotherapy, removal of metalwork or breast 
reconstruction following mastectomy). 
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 Patients on these „planned‟ lists should be booked for an appointment at the 
clinically appropriate time and should not wait for a further period after this time 
has elapsed.  

       

 Each Practice Manager / BPM is responsible for reviewing the planned PTL list 
on a weekly basis to ensure compliance. This review will include checking that 
patients are being brought in, in accordance with their planned review dates, and 
have been listed appropriately to the planned PTL list data definition.  

 

 Where different surgeons working together will perform more than one procedure 
at one time, the patient should be added to the waiting list of the consultant 
surgeon for the priority procedure, with any additional procedures noted.  

 
7.22 Selecting Patients for Admission – Key Principles  
 

 The process of selecting patients for admission and subsequent treatment is a 
complex activity, ensuring that the needs and priorities of the patient are 
balanced against the available resources of theatre time, staffed beds and 
surgical expertise.  

 

 As per DoH and MOD guidance, War Pensioners & Military Personnel should 
receive priority treatment if their condition is directly attributable to injuries 
sustained during military service. The Trust should be notified of this by the 
referring agent (GP etc.).  

 

 A choice of dates should be available to patients.  
 

 All patients are treated in accordance to their clinical priority. Clinically non-urgent 
patients are managed in chronological order (i.e. next in turn / referral date 
order).  

 

 Reasonable notice for admission is 21 days, although where waiting times are 
less, this can be shorter through negotiation and by agreement with the patient. 
However, where earlier admission dates are offered at less than the 21 days 
notice period, patients will have the opportunity to decline without any adverse 
effect on their waiting times or 18 week clock (RTT Pathway). 

 
 
 
 
7.23 Cancellation of Admission  
 
Cancellations can be classified into 3 main categories, namely patient cancellation, 
hospital cancellation or patient did not attend (DNA). It is essential that accurate records 
are kept within the admissions (TCI) department of all patient and hospital actions during 
the TCI appointment process.  
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7.24 Patient Initiated Cancellation / Self Deferral  
 
A Patient initiated cancellation occurs when, with reasonable written or verbal 
notification of an admission date is given, the Trust took account of personal 
circumstances, and the patient has declined two reasonable offers of admission. Or 
when a 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 for whatever reason. With effect from October 2015 the RTT Rules Suite has 
been updated to reflect the removal of the provision to apply adjustments to RTT 
pathways for patient initiated delays.  There is no longer any provision to report pauses 
or suspensions in RTT waiting time clocks in monthly RTT returns to NHS England. 
In every case where the cancellation/deferral 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). Patients should 
not be allowed to self-defer an agreed admissions date on more than one occasion. In 
such instances the patient will be returned to the care of their GP. This should not 
adversely impact on those patients deemed vulnerable or at risk e.g. children, cancer 
patients and vulnerable adults and therefore must be agreed with the consultant 
responsible for the patient.  
 
If the admission is cancelled 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. 
 
 
7.25 Hospital Last Minute Cancellations (on the day)  
 
Last minute cancellation is defined as: “On the day of planned admission, after 
admission, or on the day of operation/surgery”.  
Patients who have their surgery cancelled by the hospital at the last minute for non-
clinical reasons must be rescheduled within 28 calendar days of the cancellation  
 
 
7.26 Inpatient / Day Case DNA - Patient DNA’s will be recorded when:  
 
Reasonable notification of an admission date is provided (21 days, this can be shorter 
through negotiation and by agreement with the patient), and the patient fails to attend 
(DNA). Patients who fail to contact the admissions office following two invitation letters, 
once the demographic details have been checked using PAS and the SCR, and every 
effort has been made to contact the patient by telephone, should be treated as a DNA. 
Routine DNA‟s will be removed from the waiting list and returned to the care of their 
referrer (See Appendix 2). Urgent patients will be discussed and a plan agreed with the 
treating clinician. This should not adversely impact on those patients deemed vulnerable 
or at risk e.g. children, cancer patients and vulnerable adults and therefore must be 
agreed with the consultant responsible for the patient.  
 
 
 
 
 

 
 



  

20 
 

7.30 Diagnostic Waiting List Management  
 
Diagnostic tests are undertaken in a number of settings including x- ray, endoscopy 
units, urology units, outpatient departments and operating theatres. Target waiting times 
for all diagnostic tests procedure irrespective of the location in which they are 
undertaken is a maximum of 6 weeks.  
 
Diagnostic procedures include; Imaging (Magnetic Resonance Imaging (MRI), Computer 
Tomography (CT), Non-obstetric ultrasound.  
 
Physiological Measurements include Audiology, pure tone audiometry, 
echocardiography, electrophysiology, peripheral neurophysiology, respiratory physiology 
- sleep studies and urodynamic (pressures & flows). There is a separate target for 
audiology of 18 weeks referral to fitting. The processes for managing these patients are 
outlined in the departmental Standard Operational Procedures.  
 
The overarching principles and definitions are the same as for in patients/ day case 
waiting list administration but reasonable notice is defined as 7 days. Patients may be 
offered the next available appointment and should this be within 7 days, and the patient 
declines the appointment, then reasonable notice definitions apply and the patient is 
offered an appointment after 7 days but within three weeks of referral date.  
 
 
7.31 Diagnostic Waiting Times 
 
 

Measuring the waiting time  

When does the clock start? 
 

The diagnostic waiting time clock starts when the request for a diagnostic test or 
procedure is made. 
 
 
When does the clock stop? 

 
The diagnostic waiting time clock stops when the patient receives the diagnostic 
test/procedure. 
 
 
 
What standards should trusts meet when offering patients diagnostic 
appointments? 

 
Organisations should seek to fulfil “reasonableness” criteria when offering patients 
appointments for diagnostic tests/procedures. In summary, this means they should be 
offered at least two appointments date and have at least 3 weeks‟ notice of the 
appointment. For further information on “reasonableness”, please refer to Data Set 
Change Notice (DSCN) 37/2003  
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What happens if a patient cancels or fails to attend their diagnostic appointment? 
 
If a patient cancels an appointment for a diagnostic test/procedure that has been offered 
under “reasonable” criteria then the diagnostic waiting time for that test/procedure is set 
to zero and the waiting time starts again from the date of the appointment that the 
patient cancelled.   
 
If a patient declines an offer of an appointment sent by post that does not fulfil 
"reasonableness" criteria, the clock is not reset and the patient should be offered an 
alternative appointment date. 
 
If a patient does not attend their diagnostic appointment, then the diagnostic waiting time 
for that test/procedure is set to zero and the waiting time starts again from the date of 
the appointment that the patient missed. 
 
 
 

 
7.31 Planned waiting list management (Radiology diagnostics)  
 
Referrals for diagnostic test investigations dated for some point in the future will be 
recorded and managed on the planned waiting list with an expectation that the booking 
will be made on or within 3 weeks of the referral date, plus intended future time interval. 
Referrals on the planned waiting list will be managed in order and processed on a 
monthly planning cycle as outlined within the Standard Operating Procedure for 
Receiving and Booking an Appointment within Radiology. 
 
 

 
7.50 18/26 Weeks – Referral to Treatment Consultant – Led Waiting Times 
(National Clock Rules) 
 
Clock Starts  
 
A waiting time clock starts when any care professional or service permitted by an 
English / Welsh NHS commissioner to make such referrals, refers to:  
 

 A consultant-led service, regardless of setting, with the intention that the patient 
will be assessed and, if appropriate, treated before responsibility is transferred 
back to the referring health professional or general practitioner;  

 

 An interface or referral management or assessment service, which may result in 
an onward referral to a consultant led service before responsibility is transferred 
back to the referring health professional or general practitioner.  

 
A waiting time clock also starts upon a self-referral by a patient to the above services,  
where these pathways have been agreed locally by commissioners and providers, and 
once the referral is ratified by a care professional permitted to do so.  
 
Upon completion of a consultant-led referral to treatment period, a new waiting time  
clock only starts:  
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 When a patient becomes fit and ready for the second of a consultant-led bilateral 
procedure;  

 

 Upon the decision to start a substantively new or different treatment that does not 
already form part of that patient‟s agreed care plan;  

 

 Upon a patient being re-referred in to a consultant-led; interface; or referral 
management or assessment service as a new referral;  

 

 When a decision to treat is made following a period of active monitoring;  
 

 When a patient rebooks their appointment following a first appointment DNA that 
stopped and nullified their earlier clock.  

 
 
Clock Pauses  
 
There are no clock pauses. 
 
On 1 October 2015, the National Health Service Commissioning Board and Clinical 

Commissioning Groups (Responsibilities and Standing Rules) (Amendment) (No.2) 

Regulations 2015 came into effect, removing the provision for a patient pause. The 

October 2015 Rules Suite reflects this change. 

 
Clock Stops (Clock stops for treatment)  
 
A clock stops when:  
 
a) First definitive treatment starts. This could be:  
 

i) Treatment provided by an interface service;  
ii) Treatment provided by a consultant-led service;  
iii) Therapy or healthcare science intervention provided in secondary care or at 
an interface service, if this is what the consultant-led or interface service decides 
is the best way to manage the patient‟s disease, condition or injury and avoid 
further interventions;  

 
b) A clinical decision is made and has been communicated to the patient, and 
subsequently their GP and/or other referring practitioner without undue delay, to add a 
patient to a transplant list. 
 

 
Clock Stops (Clock stops for non-treatment)  
 
a) A waiting time clock stops when it is communicated to the patient, and subsequently 
their GP and/or other referring practitioner without undue delay that:  
 
b) It is clinically appropriate to return the patient to primary care for any non-consultant-
led treatment in primary care;  
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c) A clinical decision is made to start a period of active monitoring;  
 
d) A patient declines treatment having been offered it;  
 
e) A clinical decision is made not to treat;  
 
f) A patient DNAs (does not attend) their first appointment following the initial referral that 
started their waiting time clock, provided that the provider can demonstrate that the 
appointment was clearly communicated to the patient  
 
g) A patient DNAs any other appointment and is subsequently discharged back to the 
care of their GP or other referrer provided that:  

i) The provider can demonstrate that the appointment was clearly communicated 
to the patient; 

 ii) Discharging the patient is not contrary to their best clinical interests;  
iii) Discharging the patient is carried out according to local, publicly 
available/published, policies on DNAs.  
iv) The local policies are clearly defined and specifically protect the clinical 
interests of vulnerable patients (e.g. children, cancer patients or vulnerable 
adults), and are agreed with clinicians, commissioners, patients and other 
relevant stakeholders. 

 

 Where a patient‟s care is being transferred from another provider, information in 
accordance with DSCN 44/2007 must be provided by the transferring provider, 
this is the MDS (minimum data set), using NHS net account. This will include the 
start date of the patients‟ 18 Week journey and the pathway identifier which must 
be entered into the Pathway ID field on PAS. If there is not enough information on 
the MDS, the patient‟s treatment will not be compromised. The date of receipt will 
be taken as the 18 week clock start and PBS (Patient Booking Services) will 
chase the remaining MDS information.  

 

 Where a patient is referred from one specialty within the Trust to another for a 
new clinical condition, the clock starts on the day that the clinical decision is 
made to refer to the other specialty.  

 

 Where Consultant to consultant referrals are made for the same condition, the 18 
week pathway (RTT clock) continues.  

 
 
 
 
Patients unfit for surgery  
 
As a general principle, the Trust expects that before a referral is made for treatment on 
an 18 week pathway the patient is both clinically fit for assessment and possible 
treatment of their condition, and ready to start their pathway. 
 
Patients will only be added to, or remain on an elective waiting list if they remain fit for 
surgery, and will be in a position to accept dates for treatment within reasonable 
timeframes as defined within this policy. 
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Once a referral to treatment (RTT) waiting time clock has started it continues to tick until: 

 The patient starts a first definitive treatment  

 A clinical decision is made that stops the clock. 
 
This will ensure that all clock stops without treatment are made in the best clinical 
interest of the patient and are not influenced by the impact on the incomplete pathway 
waiting time performance. 
 
Patients should be allowed to choose their time of treatment taking account of clinical 
advice where undue waiting time delay may present a risk to them.  
 
 
Clock Pauses for ‘Social’ Reasons  
 
There are no clock pauses for social reasons as per NHS England Recording and 
Reporting referral to treatment waiting times for consultant – led elective care (October  
2015) 
 
Pregnancy  
 
Patients who become pregnant and the waiting time is such that an offer could be made 
before the gestation time is complete, should be removed from the waiting list and 
referred back to their GP, unless the procedure is clinically advisable during pregnancy. 
The GP should make arrangements to re-refer the patient when they are no longer 
pregnant and are medically fit.  
 
 
Inter-provider transfers (tertiary referrals)  
 
Where patients are transferred between providers, including primary care intermediate 
services, the standard minimum data set (MDS) form must accompany the referral. The 
same template must be used when referring patients within the Trust for the same 
condition. The template is used when there is no other pre-existing template in place i.e. 
Cancer. This is to ensure national compliance regarding provision of information for 
tertiary referrals.  
When a patient is transferred for treatment in the middle of a pathway, the 18 week 
clock will continue and it will be the joint responsibility of all providers involved to 
ensure that the patient is managed within 18 weeks. There will also be occasions when 
a patient is transferred for further treatment of a significantly different condition after the  
original clock has stopped – this information will also need to be shared with the onward 
provider, hence an MDS form will still be required. In this instance a new 18 week clock 
will start with the new provider. 
 
Consultants may also accept a referral to treat a patient referred to them by a Consultant 
from another hospital for a condition where the 18 week pathway to treat has already 
commenced. The clock will continue ticking from the date it commenced at the 
referring hospital. 
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7.60 Management of Welsh Patients  
 
The above cohort of patients should be managed in the same way as all other patients 
on our waiting list, and the Patient Target Times for their local CCG‟s or commissioners 
should be applied which is currently 26 weeks RTT. 
 

 
7.70 Data Quality Audits 
 
Adherence to the Patient Access Policy is monitored through the completion of the 
following Data Quality Audits. These are reviewed during the weekly / monthly PTL 
meeting. 

 
 
NB; Patients with suspected cancer should be able to see a specialist within two 
weeks(14 days) of their GP deciding they need to be seen urgently and requesting an 
appointment. The hospital appointments department must contact the patient within 1 
week of receipt of the referral and offer an appointment for within 2 weeks of receipt of 
referral.  
 
Where a referral has been received and triaged, and in the opinion of the Consultant is 
considered urgent, the hospital appointments department must contact the patient 
within 1 week of receipt of the referral and offer an appointment for within 4 weeks of 
receipt of referral.  
 

 Audit of „Clinic Disposal‟, i.e. recording the outcome of appointment and closing 
an outpatient clinic. The target is for 100% of clinics to be closed within 5 working 
days of the clinics being held. This audit is completed on a weekly basis.  

 

 Audit that all patients who are recorded as „added to WL‟ as the outcome of an 
outpatient clinic attendance must be added to the relevant TCI (admissions) list 
within 2 working days. This audit is completed on a weekly basis.  

 

 Audit that every patient whose RTT clock has been paused has an “end” date 
and treatment plan within 28 days of the original clock pause. This audit is to be 
completed on a weekly basis.  

 

 Audit of hospital rearrangement of outpatient appointments and inpatient / day 
case admissions to ensure patients are not cancelled twice within any 6 month 
period by the hospital. This audit is completed on a monthly basis.  

 

 Audit of adherence to the Standard Operating Procedure for Booking Outpatient 
clinics. This audit is completed on a weekly basis  

 

 Spot check audits of coding are completed to ensure that the coding documented 
in this policy is adhered to. This is undertaken on an ongoing basis.  
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7.80 Reviewing Patients Who Have Waited Longer Than 18 Weeks 
 
DOH guidance has set out the benefits of reviewing and reporting on waits longer than 
18 weeks - which include understanding the causes of any unnecessary waits and 
driving further improvement in patients‟ experience of 18 week pathways. The aim of 
reviewing waits longer than 18 weeks is to differentiate between legitimately longer waits 
(where it is not in the patient‟s clinical interest or the patient chooses to wait along the 
pathway) and unnecessary waits (breaches) of the 18 weeks standard.  
 
 
This policy recommends that monthly reviews be undertaken and reports are to include: 
 

 The total number of unnecessary waits (breaches) in the month and the 
distribution of their Referral to Treatment (RTT) waiting times at specialty level  

- separating those specialities reported in national returns under the „Other‟ 
category and at sub-speciality levels to ensure greater visibility of those 
specialities  

 

 A breakdown of waits longer than 18 weeks for legitimate reasons (choice and 
(complexity) and unnecessary waits (breaches). As recommended in the DOH 
document „Reviewing patients who have waited longer than 18 weeks‟, a sample-
based approach will be implemented which will involve undertaking a detailed 
audit by treatment function on a rotating basis, for example Trauma and 
Orthopaedics in March, and General Surgery in April. Operational teams will be 
expected to have a clear rationale for their selection process and this must be 
supplemented by a variety of existing 18 week performance reports and 
validation processes.  

 

 For unnecessary waits (breaches), details of the systemic reasons identified, the 
total length of RTT waiting time and an estimate of the excess wait caused by the 
breach  

 
 

 Responsibilities for reviewing waits longer than 18 weeks are as follows:  
 

 The Trust to review waits longer than the 18 week standard on a monthly 
basis in a way that differentiates between legitimately longer waits and 
unnecessary waits (breaches) at specialty level. This will initially be 
reported through weekly PTL meetings and subsequently to the Board and 
primary care commissioners.  

 

Long Waiters (52 weeks and over) 

Following the removal of “clock pauses” as per the NHS England Recording and 
Reporting referral to treatment waiting times for consultant – led elective care (October  
2015), patients who opt to wait for longer than 18 weeks RTT will be reviewed on a case 
by case basis as follows: 

 

 Patients will be clinically reviewed and a decision will be made to either:- 
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 Remove from the inpatient waiting list and apply active monitoring.  The patient 

will be reviewed in clinic to ensure surgical treatment is still appropriate.  Once 

reviewed and if surgery is still required, the patient will be pre-operatively 

assessed, consented and a TCI agreed. 

 If surgical treatment is not appropriate, the patient will be referred back to their 

GP. 

 If monitoring is still required the patient will remain on active monitoring and a 

follow up appointment will be made for further review.   

 

8. Training 
Training on waiting list management (18/26 weeks) will be undertaken by key relevant 

staff within the Trust. Key individuals will be tasked with ensuring that all new staff 

members involved in managing access targets and waiting times have the required 

knowledge and skills necessary to manage RTT performance effectively. These key 

individuals will also ensure that any future guidance in respect of 18/26 weeks is 

cascaded to the appropriate staff members through local inductions and periodic 

updates in a timely manner, and that any additional training is introduced as required. 

Appendix 1                   
Standard Operating Procedures 
 

145 Book in SOP.doc 146 Cancellation 
sop.docx

148 Book out 
SOP.doc

501 Log Letter.doc 502 Consultant 
Action.doc

503 Enter Waitlist 
Patient.doc

504 Enter Edit TCI 
Date.doc

512Consultant_ 
Review.doc

514Undo_Logged_Le
tter.doc

516 Undo Consultant 
Action.doc

517 View WL 
Patient.doc

520 View Event 
Trail.doc

521 View GP Letters 
(1).doc

521 VIEW REFERRAL 
LETTERS BY PATIENT.doc

522 View Referral 
Action.doc

523 View WL (PCI) 
Activity.doc

533 Suspend WL 
Patient.doc

535 Cancel TCI.doc 537 Remove Patient 
from Waitlist.doc

538 Undo Remove 
Patient from Waitlist.doc

807 - Request 
Review Appointment.doc

CEA in Meditech.doc CELA in 
Meditech.doc

Change of 
Consultant 501.doc

Edit Clinic Comments 
530 131.doc   

Log a GP Referral 
Letter in to Meditech.docx

Making an 
appointment from the queue (130) (3).doc

Making an 
appointment from the queue (130).doc

Making an 
Appointment in 502.docx

Paediatric E mail 
Logging Advice Given.docx
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Paediatric E mails 
Referral to Paeds.docx

SOP fo Audit 
Sheets.docx

 

Appendix 2 

Patient Cancellation 
letter.docx  

Appendix 3 

FTA Letter.docx

 

Links 
http://www.dh.gov.uk/en/index.htm  
 
www.dh.gov.uk

http://www.dh.gov.uk/en/index.htm
http://www.dh.gov.uk/
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Title 
 

 
Access Policy Standard Operating Procedures and Training 
 

What is being considered?  

Policy  
 

Who will be affected?           Patients  [ X ]              Staff  [X]                  Public      [X ]             Partner agencies   [X ]     
 

What engagement is taking place or 
has already been undertaken? 
 
Mark any of the engagement methods in the 
Public, Partners and Staff you are employing 

Public 
 

Interviews 
Focus groups 
Public event 
Carer forum 
Questionnaires 
Publications and promotional 
materials 
On line forum 
Local media 
Other (please state) 
 

Partners 
 

Joint working group 
Multi agency network X 
Regional E&D forum 
GP practices 
Local / County Council X  
CCG / CSU  X 
Other NHS Trust   
 Health Watch 
 Voluntary organisations 

 

 
 

Staff 
 

Staff event / workshop  X  
Board meeting  
Executive Committee X 
EDHR Strategy group 
Staff side  
Staff minority network 
Equality & Diversity Manager X  
Governance 
Annual General Meeting 
Communication methods X 
Learning & Development 

 
 

What evidence has been analysed? 
 
Please highlight or mark what evidence or 
research you have considered?  

Evidence / Research : 
 
ONS census / regional / local demographics     X     
Previous strategy                                          
National guides e.g. NICE / DH   X                                        
Joint Strategic Needs Assessment (JSNA)  X 
Equality Strategy  
Risk Assessments     X 
Work force data / report / NHS Staff Survey            
Research / Epidemiology studies                                                                          
Legislation update    
Engagement records / analysis  
NHS Constitution (2013)    X  
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What is the result of the analysis?  
Will there be an impact against the 
protected groups below? 
 

•  Age  X 
•  Disability X 
•  Gender Reassignment X 
•  Marriage and Civil Partnership X 
•  Pregnancy and Maternity X 
•  Race X 
•  Religion and Belief X 
•  Sex (Gender) X 
•  Sexual Orientation X  
•  Human Rights articles X 

 

 
Protected Characteristics – Positive Impact:  
 
The Policy, related SOPS and training aim to promote uptake of services and treatment by people from 
protected characteristics and people in groups that are demonstrate to face health inequalities. 
The intent and purpose are to uphold choice under the NHS Constitution and to work with partner agencies 
across both primary and secondary care domains to facilitate access for all communities. 
The Trust has reasonable adjustments to meet the needs of disabled people and these would be actioned 
where needed to ensure disabled patients do not face unfavourable treatment or undue delays in access. 
 
Human Rights Articles: A2 Right to Life, A3 Prevention of torture or inhumane treatment, A13 Right to not 
face discrimination.- Positive impact: 
The policy and related SOPs set out how the Trust will uphold the rights Human rights Articles indicated and 
meet the requirements outlined in the NHS Constitution (2013)  
 
 

Do further steps in the following areas need to be taken to mitigate or safeguard these impacts - Involvement & consultation, Data 

collection & evidence, Assessment & analysis, Procurement & partnerships, Education and workforce? If so complete the action plan below:  
 

Outcome Actions required Time scale responsible officer 
 

N/A 
 

N/A 
  

 

 

How will we monitor this and to whom 
will we report outcomes? 

 

 
 

 
Author                     Matt Butcher                                          Title  Business and Performance Manager                                                 Date 14/01/2014 
   

 
Equality Analysis assessed  by       Joe O‟Grady                                   Title    E&D Manager                                                                   Date  21/1/2014 
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The Equality Act 2010 has brought a new equality duty to all public authorities which replaced the race, disability and gender equality duty.  The Equality 
Analysis provides assurance of the steps the Countess of Chester Hospital NHS Foundation Trust is taking in meeting its statutory obligation to pay due 
regard to: 
 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited by the Act. 
• Advance equality of opportunity between people who share a protected characteristic and those who do not.  
• Foster good relations between people who share a protected characteristic and those who do not.  

 
For further information or guidance please contact 
 
Joe O‟Grady 
Equality & Diversity Manager 
joe.o‟grady@nhs.net  


