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INTRODUCTION 
 
Following the review of performance data, concerns raised by providers in regards to confusion 
over previously issued guidance and processes, and in support of ongoing performance 
improvements activities, NHSE, NHSI and the Cancer Alliance hosted an event to identify 
current processes and best practice and develop standardized guidance and documentation to 
support the ongoing improvements. 
 

AIMS & OBJECTIVES 
 
The aims and objectives of the day were described as: 
 

To agree which points should be included in a single harm assessment process, who should do 
the assessment and at what point to agree a single process of internal escalation and 
management to prevent 104 day breaches  
 
How might this be escalated to CCGs/NHSE? 
 

It was agreed by all that: 
- Long waits for diagnosis and treatment is a significant quality issue for patients 
- Some patients will have a legitimate reason for a long delay including other medical 

conditions and informed patient choice (the 85% 62 day standard was set to take this 
into consideration). 

- There should be zero tolerance to non-clinically justifiable 104 day delays and we 
should eradicate these delays.  

- The variation in performance should be reduced 
- Early escalation potential breaches will enable mitigation plans to be put in place to 

reduce the risk of longer delays 
- There is a need for more robust qualitative data in regards to 104 day waits, specifically 

in regards to clinical justification and tumor site and risk 
- We need to ensure that existing mechanisms for reporting and investigating harm to 

patients (Serious Incident Reporting Framework) are utilized if clinicians feel that a 
patient has experienced harm at any point along the pathway (including the statutory 
Duty of Candour) 

- There needs to be robust communication between providers and CCGs in regards to 
learning and action arising from the process including the need for any service redesign/ 
recommissioning  

- There should be an element of independent review incorporated into investigation 
processes 

- Where possible guidance should mirror the timelines expected in the new breach 
allocation guidance expected April 1st 2018. 
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GUIDANCE 
 
The following has been devised in conjunction with the advice from NHSE and previously 
Monitor and Trust Development Agency (Gateway reference 04237) and the principles of 
incident management and investigation 
 

Level 1 
Early intervention 
(to prevent 62 day 

breach) 

Level 2 
62 day breach 

Level 3 – 
62 -103 days 

(Escalation to prevent 
104 day breach) 

Level 4 – 
104 day breach 

Patients at day 38 
of the pathway 
through the 
weekly PTL 

Performance <85% 
overall as reported 
through Open Exeter 

Individual patients 
identified through 
weekly PTL 

Patient with a confirmed 
cancer diagnosis after 104 
days 

Identify pathway 
where breaches 
occurring and 
undertake a Root 
Cause Analysis  (RCA) 
on last 10 cases for 
each breaching 
pathway 

Individual RCA for the 
patient reported 
through to the PTL 
meeting 

Where medical reason for 
the delay in treatment, 
evidence of regular patient 
pathway review 

Report findings of 
RCA through Contract 
and Quality Review 
groups to CCGs 

Individualised plan to 
prevent patient 
breaching 104 day 

Independent harm review 
undertaken  
(including CCG 
representative or senior 
clinician or quality lead 
external to the MDT) 

Report to CCG 
through contractual 
quality reporting 
routes 

Harm identified – report as 
an SI and undertakes RCA. 
(If SI criteria not met 
manage as local incident) 

Serious communication 
error may be considered as 
an SI 

Report to CCG through 
quality and contract 
governance mechanisms 
(CQRG) 

CCG to report to STP/ QSG 
quality groups and confirm 
provider and commissioner 
actions to rectify 
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For tertiary 
referrals 

The treating Trust will lead the RCA and share 
the completed analysis and recommendations 
with the referring Trust. The referring trust 
must send the RCA for their part in the breach 
alongside the tertiary referral. 

The treating Trust will lead 
and coordinate the harm 
review and share the 
conclusions and 
recommendations with the 
referring Trust. 

Where there are concerns that RCA should have been undertaken the 
Medical Director or Cancer Lead Clinician will contact their counterpart at the 
referring hospital at the earliest opportunity 

Provider reports 

Provider Trusts Boards should receive routine reports on Cancer performance, and actions taken to 
improve and sustain cancer performance. Reports should include the number and proportion of 
patients waiting, by pathway/tumour site. The Trust Board should also see outcomes and actions 
arising from RCA 

Providers should report cancer performance, RCA outcomes, learning and actions to CCGs through 
the agreed contractual and quality reporting routes (CQRG) 

Clinical Commissioning Group reports 

Through CQRG CCGs should report back to providers where they have undertaken actions in 
regards to the commissioning of services in response to the learning from the pathway RCAs  

CCGs will also report performance and improvement activity and themes and trends from RCAs 
(including those reported as SIs) through to system Quality Surveillance Groups (QSG) or STP 
quality groups as they emerge 

 

NB If a Trust does not trigger a pathway review as they have less than 10 breaches or near 
misses (defined as patients who came within 48 hours of breaching) on a single failing 
pathway, there is an expectation that they will review the individual patient RCAs to identify 
any specific themes or trends which may impact on their performance. At this point a 
pathway review would be beneficial. 
 

ASSESSING HARM TO PATIENTS 
 

If a clinician believes that a patient has come to harm as a result of the delay in their pathway 

(regardless of whether that patient has breached), this should be reported through the 

established reporting systems within the trust. For harm considered medium or above this 

should be reported through the national STEIS reporting system. This will prompt an RCA. Data 

is routinely monitored within providers and by CCGs. 

Best practice dictates that for patients who have breached, a harm review discussion is 

undertaken through the MDT and in conjunction with quality leads (appendix 1 and 3). It is 
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good practice to include someone external to the MDT such as a CCG representative or senior 

clinician or quality lead from elsewhere in the Trust. 

QUALITY ASSURANCE MECHANISMS 
 

 
Clinical quality review group meetings should maintain a focus on 104 day waits and review themes 
and trends and agree improvement plans with providers. The data should be used as necessary to 
inform commissioning decisions as part of system improvements.  
 

The CCG should provide qualitative information on the breaches, including cancer site, level of harm 
and outcome of RCA (or pathway review) thorough their routine escalation reports to Quality 
Surveillance Group, using the proforma below. 
 
NHSE and the Cancer Alliance will have a system oversight of this intelligence. 

Providers 

• Internal performance monitoring 

• Quality improvement through investigation, identification of learning & action 
planning 

• Report to Trust boards & commissioiners through CQRG 

CCGs 

• Review performance & learning through CQRG reports 

• Review commissioning arrangenents as necessary in reposnse 

• Feedback to providers through CQRM 

• Report to Quality Surveiallnace Group 

NHSE/I 

•  Support CCGs and providers to improve quality for patients 

•  Provide system level assurance of the Cancer Improvement & Delivery plan 
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CCG/ Provider Cancer Long waits improvement reporting template 
CCG Provider Date 

62 day breaches 

62 day performance (overall) Month Month 

   

Month 
 

Pathways Breached (%) Pathway RCA completed & 
shared with CCG? 
(Y/N) 

Root Cause 

    

   

    

   

63-103 day waits 

Month Number of patients 
affected 

Number of 
patients with 
RCA 

No of pts with 
Mitigation 
plans in place 

Root cause 

     

     

104 day breaches 

Month Pathway/Tumour site No. of 
pts 

No. 
independent 
harm 
reviews 
undertaken 

No. 
patients 
with 
identified 
harm 

No. of 
RCAs 

Root cause 
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Root Cause Analysis Investigation Report for 62 day cancer pathway 

breach analysis 104 day breach analysis 
 

Incident description and consequences 

Incident description: 

Incident date: 

Incident type: 

Specialty: 

Actual effect on patient: 

Actual severity of the incident: 

Level of investigation 

Level  1 – Concise investigation 

Involvement and support of patient and relatives 

Add text here 

FINDINGS: 

Detection of incident 

Add text here 

Care and service delivery problems 

Add text here 

Contributory factors 

Add text here 

Root causes 

Add text here 

Lessons learned 

Add text here 

CONCLUSIONS: 

Recommendations 

Add text here 

Arrangements for Shared Learning 

Add text here 

Author and Job Title 

Add text here            

Report Date   

Add text here    



 

7 | P a g e  
Formally approved by the West Midlands Cancer Alliance Board 22/06/2018 

 

 

 

Action Plan Action 1 Action 2 Action 3 

Root CAUSE  

 

  

EFFECT on Patient    

Recommendation    

Action to Address Root 

Cause 

   

Level for Action           

(Org, Direct, Team) 

   

Implementation by:    

Target Date for 

Implementation 

   

Additional Resources 

Required   

(Time, money, other) 

   

Evidence of Progress and 

Completion 

   

Monitoring & Evaluation 

Arrangements  

   

Sign off - action completed 

date: 

   

Sign off by:    

 
  

Chronology (timeline) of events 

Date & Time Event 
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Walsall Referral to Treatment and Cancer Pathways Clinical Harm Group 

Terms of Reference 

Purpose 
 
The purpose of the Clinical Harms Group is to review cases where it has been identified that 
delays in the delivery of care and treatment have occurred, particularly focusing upon 
patients on a 52 Week Referral to Treatment Pathway and a 62 Day Cancer Pathway.  
The group will review all patients who breach these pathways. The group will oversee and 
seek assurance that the clinical and operational teams identify underlying causes as to the 
delays in these pathways, develop action plans and make changes to practice and process, 
lessons are learned and shared, reporting internally and externally takes place to assure that 
the Trust has a robust governance process in place to drive to improving performance 
relating to harm to patients and supporting the quality and safety agenda. 
 
Role 
 
The role of the Clinical Harms Group is; 
 
To review cases where there has been an identified delay in care or treatment. 
Establish the severity of harm caused. 
Make a recommendation regarding how to proceed with cases, expediting care, RCA. 
Recommend target dates for completing care pathways. 
Reach decisions regarding the application of formal Duty of Candour. 
Review responses delivered as quality concerns which relate to delays in care or treatment 
Receive assurance from operational and clinical teams that actions have been taken, lessons 
are learnt and shared and systems, processes and clinical care has been revised to reduce 
the risk of avoidable harm. 
Receive assurance form the Clinical Governance Team that outputs and recommendations 
from RCAs have been actioned and embedded 
Assure the Trust Board that cases where there have been delays in care and treatment, 
appropriate action has been undertaken to address the delays and prevent recurrences of 
similar incidents. 
Report to Internal and external bodies in relation to frequency and severity of clinical harm 
caused, presenting performance data and action plans as appropriate 
To align to 52 Weeks Referral to Treatment and Cancer Pathway service improvements, 
amending review parameters to support a reduction in waiting times for treatment 
 
Frequency of meetings 
 
The Clinical Harms Group will meet monthly on the first Friday of each month. 
 
 
 
 
 
 

Appendix 1 
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Membership 
 

WHT Medical Director – Chair WHT Nurse Director or Deputy 

WHT Business Manager to the Medical 
Directorate 

WCCG Medical Director  

WCCG Quality and Safety Lead All DDs – Nominated Vice Chair – on 
rotation  

Cancer Services CGM RTT CGM 

Care Group Governance Representation Lead clinician – Cancer Services  

GP  Representative from Clinical Governance  

 
Quorum 
 
This group will be quorate with the following individuals in attendance; 
Medical Director or Divisional Director 
Director of Nursing or Deputy Director of Nursing 
Cancer Services CGM or Deputy 
RTT CGM or Deputy 
Governance representation 
At least two members of the CCG  
 
Administration 
 
The meeting will be administered by the Personal Assistant to the Medical Director or 
corporate A&C support 
 
Reporting, Escalation and Monitoring 
 
Actions from this group will be allocated to individuals, clinical and operational teams, 
including those who are not in attendance, for completion under the authority of the 
Medical Director or Director of Nursing. Appropriate timelines for completion and out 
coming of actions will be determined by the group and included in a live action log. 
None completion of actions by the target date will be escalated to the appropriate Divisional 
Director or Executive as appropriate. 
The Business Manager to the Medical Directorate will produce a monthly report to present 
to TQE, Q&S, Elective Access Performance Group, The Clinical Quality Review Group and 
Trust Board working collaboratively with the Clinical Governance and Patient Safety Teams 
in reporting patient harm across the organisation. 



 

11 | P a g e  
Formally approved by the West Midlands Cancer Alliance Board 22/06/2018 

 

Walsall Clinical Harm Process 

 

 

62 Day Cancer Pathway Breach Lost/delayed Follow Up/Backlog 

Follow up identified 

52 Week RTT Breach 

Performance and Information Services Team add to the 

Clinical Harm Log 

Patient contacted and verbal duty of 

candour enacted. 

Clinician reviews the case and Initial 

Case review (ICR) undertaken. 

 

 

 

Incident entered onto Safeguard 

Incident taken to the SI meeting to 

determine level of harm. 

Serious Incident 

reported on Steis 

Patient Safety Manager adds 

incident to the Clinical Harm Log 

Clinical Harm Group 

Cases Presented 

Level of Harm Determined 

Duty of Candour Determined 

Owner Identified 

Outcome Deadline Agreed 

Oversight of Action Plans and Progress 

 

Outcome and progress update log 

by the access manager 

Cancer Services Review and update 

log as to the outcome, level of harm 

and actions 

Root Cause Analysis 

undertaken  

Action Plan devised. 

Duty of Candour 

Monthly report to Elective 

Access Performance Group 

Monthly report to Quality 

and Safety 

Monthly report to CQR 

Actions monitored 

at Risk 

Management 

Committee. 

Once actions 

achieved, patient 

closed on Clinical 

Harm Log 

Appendix 2 
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Best Practice Guidance for the MDT Harm Discussion and RCA process  

Ipswich Hospital 

 During the RCA process it is identified if a delay has occurred, the MDT lead with 

colleagues will identify if the delay in diagnostics or treatment impacted adversely on 

the outcome for the patient. 

 

 Pertinent Question within this Process are: 

 

 Was a tumor thought to be operable now inoperable as a result of the delay 

 Has a delay meant that patient has had to have more radical surgery than first 
anticipated 

 Has a delay meant that disease progression has precluded some treatment options 

that would have been applicable  

 Has a delay in treatment meant that a patient has loss of functionality that is greater 

than anticipated, commensurate with their disease  

 Has there been any prolonged Psychological harm (28 days or more) Psychological 

Harm is a type of damage to the mind that occurs as a result of a severely distressing 

event. Harm could be the result of an overwhelming amount of stress that exceeds 

one’s ability to cope, or integrate the emotions involved with that experience  

 IHT policy on Reporting & Investigation Guidance for Serious Incidents’ described 

Psychological harm as impairment to sensory, motor or intellectual function or 

impairment to normal working or personal life which is not likely to be temporary [i.e. 

has lasted, or is likely to last for a continuous period of at least 28 days]’ 

 Has the delay resulted in a longer stay in hospital than would otherwise have been 

expected 

 It is appreciated that this is difficult to determine in some cases and relies on 

experience and clinical judgement of senior clinicians to take a view. 

 In cases where it is thought that significant harm has occurred as a result of a delay 

but it is difficult to determine through review of MDT discussions etc., these will be 

raised as a SIRI and an external expert opinion has been sought in order to give as 

much assurance as possible to the patient/family that the delay did or did not 

contribute to an unfavorable outcome.  This will be managed in accordance with the 

trusts Serious Incident Reporting Policy including ensuring that duty of candour 

responsibilities are completed. 

  

Appendix 3 
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Cancer Services Root Cause Analysis / Harm report 

This patient pathway information has been collated using data collected from the Infoflex database. 

It is intended as a guide to inform you and your team of the patient experience and outcome. Please 

review the following: 

All patients treated after day 62 of the pathway require completion of section 2 below  

By General Manger if process related 

By MDT Lead if Clinical 

If breach reason was purely patient instigated RCA will be signed off by the Cancer Services Manager 

at this point and not sent any further  

Where there is more than one delay reason the form will be sent to the General Manager and the 

MDT Lead in order of the length of delay. Unless the breach is >104 days when it will be send to the 

MDT Lead first for completion of the Harm Review 

All patients treated after day 104 of the pathway require all sections to be completed: 

Section 2 as above 

Section 3 Harm Review – to be completed by MDT Lead + copied in to Lead Cancer Clinician 

Patient pathway: 

 

Hospital 
number 

 Treatment 
date 

 

Patient initials  Referral 
date 

 

Consultant  Days on 
pathway 

 

Date Days in 
pathway 

Action Target 62 day (RAG rated) 

    

    

    

    

    

    

    

    

    

    

    

 

 

Microsoft Excel 
Worksheet

Appendix 4 
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For completion by Cancer Services Manager 

Delay due to process 

Capacity – OP clinic  Investigation delay – Radiology  

Capacity – IP Theatre/bed  Investigation delay – Pathology  

Admin/booking  Investigation delay – Endoscopy  

Cancelled for non-medical reason    

 

Delay due to Clinical reason 

More urgent medical treatment  Complex investigative pathway  

Co-morbidities  Synchronous tumours  

Cancer of Unknown Primary    

    

 

Delay due to patient 

Pt delayed - investigations  Pt delayed - treatment  

Non-medical pt circumstances    

 

Was the delay Avoidable of Unavoidable? 

 

Avoidable – what could have been done differently in this case/could be done differently in future? 

 
 
 
 
 
 

 

Unavoidable – Reason why? 

 
 
 
 
 
 

 

Completed by:  
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Harm report – only needs to be completed for those who are treated after 104 days on the pathway 

 

Harm status  Harm Report action notes 

No harm  No action 

Low harm  Complete Datix and either upload this report with the Datix or 
send this form to Patient Safety team at Monkmoor Court 

Moderate harm  Complete Datix and either upload this report with the Datix or 
send this form to Patient Safety team at Monkmoor Court 

Severe harm  Complete Datix and either upload this report with the Datix or 
send this form to Patient Safety team at Monkmoor Court 

Death  Complete Datix and either upload this report with the Datix or 
send this form to Patient Safety team at Monkmoor Court 

 

Completed by:  

 

Signed: 

 

Date: 

 

 

 

 

Levels of Harm 

Low  

Any unexpected or unintended incident that required extra observation or minor treatment and 

caused minimal harm to one or more persons.   

Moderate  

Any unexpected or unintended incident that resulted in further treatment, possible surgical 

intervention, cancelling of treatment, or transfer to another area, and which caused short-term 

harm to one or more persons.  

Severe  

Any unexpected or unintended incident that caused permanent or long-term harm to one or more 

persons.  

Death  

Any unexpected or unintended event that caused the death of one or more persons  

 

 

 

Please return completed form to:  
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Process 
 

 Process 
 

Turn round time 

1. Patient breaches 62 day pathway 
 

 

2. Site specific MDT co-ordinator completes + RAG rates patient  
pathway  
 

1 week 

3. Cancer Services Manager completes section 1 and sends to 
appropriate manager/clinician 
 

1 week 

4. RCA +/- harm review completed by appropriate 
manager/clinician 
 

2 weeks 

5. Cancer Manger collates returns all 62 day RCAs and provides a 
report to: 
Cancer Operational Group 
Chief Operating Officer 
Patient Safety and Risk Manager 
 

For monthly 
Operational meetings 

6. Cancer Lead Clinician reviews all harm reviews and provides a 
report to: 
Cancer Operational Group 
Chief Operating Officer 
Patient Safety and Risk Manager 
 

For monthly 
Operational meetings 

 

MDT team will track and chase returns 

 

Tertiary Guidance 

Normally the treating Trust will lead the RCA, or if the delay reason is clear and attributable to the 

actions/inactions of a provider then they should lead the process. 

 

Gloucester/Cheltenham shared breaches – we will agree on an individual basis who will undertake a 

harm review 

 



Formally approved by the West Midlands Cancer Alliance Board 
22/06/2018 
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Appendix 6 

Date Event RAG 

   
   
   
   
   
   
   
   
   
   
 

 

 

CONFIDENTIAL 

Cancer Pathway - Patient Clinical Review 
T his documentation needs to be completed for all cancer patients waiting 104 days or more from referral to the 

first definitive treatment, including a clinical harm review 
 

NHS No.  
Breach Date – 62 days 
(if applicable) 

  Near miss date   
(if applicable) 

Cancer Pathway  
  

Investigating Officer  Job Title  
Division    

 
 

No. 
 

Investigation Query 
 

Investigation Findings 

 
 
 
 
 
 
 
 
 

 
1. 

 
 
 
 
 
 
 

 
Background  history 

and description  of 

the event and any 

immediate actions 

taken 

Data source: Somerset Cancer Register, iPortal & Patient’s Health Records, Clinical harm review: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For a more in depth timeline analysis please see page 3 

Appendix 6 
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2. 

 
Assessment  of 

Harm 
Trust Policy RM12 
Duty of Candour 

Outcome  

Actions to be taken  
Has the Duty of Candour been 
triggered? (Trust Policy RM12 
Duty of Candour) 

 

 
 
 
 

3. 

What trigger factors 

have you identified 

as the Root Cause 

of this Incident? 

(e.g. Staffing, 
Communication, 
External factors, 
environment) 

 

 

 
 

4. 

 

Have any 

training/education 

issues been 

identified during 

the investigation? 

 

 
 

5. 

 

Recommendations/ 

lessons have been 

learnt as result of 

this investigation 
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  As per pathway timing     Hospital delay    Patient factors 
 

   
 

Cancer 

Site 
Date/Time 

Added 
Day  

Tracking Notes RAG 
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ACTION PLAN 

 
 

Action 
Person 

Responsible 
Evidence of Implementation (Uploaded to Datix where Serious 

Incident applicable) 
Timescale 

Progress/and 
Date Action 
completed 

 
Share the outcome of the 
investigation with all staff directly 
involved in the incident and staff 
from the area where the incident 

occurred. 1 

    

Check to see if Duty of Candour 
requirements apply and action if 
they do.

2
 

    

RCA avoidable issues identified 
to ensure themes are collated to 
inform Improvement Plan. 

    

     

     
 

 
 
 
 
 
 
 
 
 
 

1 
This action is compulsory and must not be over written 

2 
This action is compulsory and must not be over written 
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Gateway Reference: 04237: Managing long waiting cancer patients- policy on “backstop” 

measures. 

Summary 

This document explains the process for managing “long waiting” cancer patients on 62 day 

pathways and describes the ‘backstop’ waiting time beyond which patients should be 

specifically reviewed for potential harm. It advises that any cancer patients waiting 104 days 

or more from referral to the first definitive treatment should be reviewed in accordance with 

the process outlined below. The selection of 104 days is to align with the reporting capabilities 

of the Open Exeter data collection system. 

This process should be viewed in conjunction with the Eight Key Priorities for improving 

cancer waiting times (recognising these are short term measures), the NHS Interim 

Management and Support publication, “Delivering Cancer Waiting Times – A Good Practice 

Guide ” and the NHS England publication “ “Building the NHS of the Five Year Forward View 

England - The NHS England Business Plan 2015-2016” 

Background 

The NHS has set maximum waiting time standards for access to healthcare. In England, 

waiting time standards for cancer care come under two headings: 

 The individual patient right (as per the NHS Constitution); 

 The standards by which, individual providers and commissioners are held 

accountable by the Department of Health for delivering (as per the NHS 

Operating and NHS Performance Frameworks) 

This policy refers specifically to the number of days between urgent GP referral and first 

definitive treatment for cancer patients. 

The Going Further on Cancer Waiting Times operational standards have been designed to take 

in to account the practicalities of managing very complex diagnostic pathways, patients who 

are temporarily clinically unfit for cancer treatment, and those who choose to defer their 

diagnosis or treatment for personal reasons. For these reasons, some patients may have a 

recorded waiting time in excess of 62 days, which is both accurately reported and is clinically 

directed in the best interests of the patient concerned. 

It is also recognised that a small proportion of patients will have a recorded waiting time of 

more than 104 days for this reason i.e. 6 weeks beyond a breach of the 62 day standard. The 

exact approaches to managing patients with a long waiting time, both proactively and 

retrospectively, require clarification so that avoidable non-clinical factors can be identified 

and separated from clinically appropriate management, and patient choice. Equally,  

Appendix 8 
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providers should have effective processes in place to review such patient pathways and 

escalation approaches for delays which may have direct clinical significance and/or have 

resulted in a harm event for the delayed patient concerned. 

Policy objectives 

This ‘backstop’ policy aims to ensure that the cancer operational standards, performance 

management and reporting arrangements act as a tool to improving access times for all 

cancer patients. The paper aims to describe a process by which patient pathways with 

significantly long waiting times are reviewed on a patient-specific and thematic basis. There 

must be a direct link between such reviews and internal processes for effective clinical 

governance and risk management within provider organisations, and timely information 

sharing with clinical commissioning groups as appropriate. 

Process for managing long waiting cancer patients 

The process below explains how to manage cancer patients with long waiting times on 62 day 

cancer pathways. 

What is a long waiting time? 

 Generally, any waiting time of over 62 days from urgent referral to 

treatment is classified as a long wait. 

 For the purposes of this document however, long waiting times means those 

in excess of 104 days (the backstop measure). Some patients will have a 

legitimate long waiting time for cancer diagnosis and treatment, for either 

choice or medical reasons. The operational standard for delivery of cancer 

care within 62 days of urgent referral was set at 85%, to take account of 

these cases. 

 Patients classified as “long waiters” are expected to form a minority of cases 

breaching the operational standard. 

How are patients with a long waiting time identified? 

 In accordance with the Eight Key Priorities, all trusts should maintain a 

weekly patient tracking list (PTL) and hold a weekly PTL meeting, involving 

the departments directly supporting and overseeing the delivery of cancer 

waiting times. This would support the daily management and monitoring of 

cancer waits. 

 The PTL meeting should be able to review a patient-specific list of those 

waiting on a cancer waiting times pathway, against any of the 31 and 62 day 

standards. Performance and capacity data for the 14 day wait to first seen 

standard should also be reviewed (as required). The patient- specific list may  
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be split in different ways, depending on local practice, but should allow 

decisions to be taken at the meeting which can respond to individual patient    

delays, as required. 

How are patients with a long waiting time tracked? 

 All Trusts must have electronic records to track patient pathways and to 

provide evidence of action taken to expedite diagnosis and treatment within 

agreed timeframes where necessary. All actions taken to progress patient 

pathways should be notarised on this electronic record and reviewed 

regularly (at least weekly). 

 It is essential that tracking of cancer patients continues after a breach has 

occurred by the provider responsible for the patient’s care, and also 

following any patient transfer to another provider, for the purposes of either 

the delivery of treatment, or diagnostic tests and investigations. 

Reporting of cancer patients with a long waiting time 

 The Trust Board should receive routine reports on cancer waiting times 

performance. These reports must show performance against each of the 

cancer operational standards and the actions being taken to improve and 

sustain cancer performance. 

 These reports should be presented in a way which allows the Trust Board to 

see the number and proportion of patients with a long waiting time. 

 Where required (see below), the Trust Board should see outcomes of the 

root cause analysis (RCA) in relation to the cancer pathway/s concerned, and 

may request further forms of exception reporting as required by local 

circumstances. 

 Clinical Commissioning Groups (CCGs or equivalent) may request further 

exception reporting and ensure that themes identified within the RCAs are 

embedded in the Trust’s Cancer Improvement Plan. 

When is a root cause analysis required? 

 RCA should always be carried out for each pathway not meeting current 

standards (i.e. failing the 85% standard), by reviewing the last ten patient 

breaches and near misses (defined as patients who came within 48 hours of 

breaching). 

 Long waiting patients, as defined by this policy, should be the subject of 

individual RCA. These should be reviewed in the weekly PTL meetings. 

 In addition for long wait patients (over 104 days) with a confirmed cancer 

diagnosis a clinical harm review should be undertaken (see below). 
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 In the case of shared pathways, all providers involved in the patients care 

should participate in the RCA. The providers must communicate with each 

other at an early stage to agree which trust will lead on the RCA. Normally, 

the treating Trust would lead the RCA, or, if the delay reason is very clear  and 

attributable to the actions/inactions of a provider then they should lead  the 

process.  

 Trusts should avoid each commencing a separate RCA process and not 

identifying the delay reasons for stages of the pathway managed by the 

other provider/s and vice-versa. They should also consider the possibilities 

for early escalation to Trust Boards and Commissioning Clinical Leads, should 

a Serious Incident (SI) likely to have occurred (see sections below). 

 Where any provider in shared pathways is concerned that a RCA should have 

been undertaken or potential harm event investigated in line with this 

guidance, then the Medical Director or Lead Cancer Clinician should contact 

their counterpart at the earliest opportunity. 

How should a root cause analysis take place? 

 A typical approach is to map each appointment, diagnostic test, 

investigation, MDT discussion or delay reason as a specific “step” and to 

analyse the pathway in terms of each step/delay as being either unavoidable 

or avoidable, using a Red, Amber, and Green (RAG) system. Other 

approaches are available and the scope of the RCA will depend on the 

circumstances of the case. 

 The RCA should involve a senior oversight by either the Lead Cancer 

Clinician, or by another consultant within the multi-disciplinary team. 

 The RCA process must be supported by the departments involved in the 

pathway (such as radiology and pathology, or the chemotherapy, surgical 

and radiotherapy service as appropriate). The Lead Cancer Manager and/or 

Lead Cancer Nurse would also be expected to be involved with the RCA 

process. 

 For long waiting patients the RCA must be completed as soon as possible 

after the patient receives their cancer care. In many cases, it will be possible 

to commence the RCA process sooner, when the delays are initially 

identified, tracked, and where possible mitigated via the weekly PTL 

meeting. Where the RCA identifies a delay/s which caused the breach, then 

the breach should be reported on as “avoidable” and, where a thematic 

issue be addressed via an Improvement Plan. 
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Process for potential clinical harm reviews 

 Where an individual patient with a confirmed cancer diagnosis has waited 

over 104 days, there should be a clear, transparent process in place to identify 

if the extended delay has caused harm to the patient. 

 Where there was a medical reason for the patient to wait for cancer 

treatment   t then there should be clear evidence that the patient pathway 

has  been reviewed at regular intervals. 

 If either a single delay or a sequence of delays can be shown to have 

resulted in a serious harm event for the patient concerned, or the available 

evidence suggests that this may have been the case, then the Trust/s where 

such delays occurred should follow their policy for investigating and 

reporting the case as a SI. It would be good practice to undertake SI-type 

reviews for cases of harm not considered to be ‘serious’ under SI definitions. 

 A serious communication breakdown or administrative error in a patient 

pathway may also be considered as a SI. This would depend on the overall 

circumstances and the actual/potential consequences of the error/s 

concerned. 

 The RCA will shape the terms of reference for the SI investigation process. 

 Where a SI investigation commences the Trust must follow its escalation 

process through to the senior clinical lead at the relevant CCG (or other 

process as locally agreed). 

Regional review 

 In turn, the CCG Clinical Lead will bring details of such cases for discussion at 

the next Clinical Quality Reference Group (CQRG) meetings and may refer to 

either the senior leadership team within a Strategic Clinical Networks (SCNs), 

or other cancer focused commissioning or provider collaborations as 

appropriate, to ensure specific knowledge-share. 

 Additionally, CQRG’s will work will the Regional teams to ensure that themes 

are captured and support provided where serious concerns are highlighted 

in providing timely care to patients. 

 The Commissioning Clinical Lead would be expected to confirm with the 

provider the actions taken as a result of the SI, as part of its overall existing 

process.               

 

  


