
SEEKING VIEWS EXERCISE ON GOING FURTHER ON CANCER WAITING TIMES

Introduction

1. Excellent progress has been made across the NHS over the past 18 months in relation to cancer waiting times.  There are three major targets (widely known as the “2 week wait”, the “31 day” and the “62 day” targets), each of which has been met or is on the verge of being met.  However, these targets have limitations.  In particular, a significant number of cancer patients fall outside the scope of the current targets.

2. The Government set out its commitment to go further on cancer waits in its 2005 election manifesto.  Over the past four months I have received views from cancer charities and professional groups as to how this commitment should be taken forward to maximise the benefits to patients.

3. Taking account of the views expressed to date, I am now seeking views from  a number of  stakeholders to help inform and develop policy direction.

Details of the exercise

4. We are carrying out a limited exercise to seek the views of a number of stakeholders including presidents of Royal Colleges, leaders of key professional groups, heads of charities and patient groups and cancer networks on the questions set out in this paper plus any other relevant issues. I would be grateful if you could answer the questions in the attached paper. Short responses would be very welcome.
5. The outcome of this exercise will help to inform and develop policy.  The deadline for comments is Thursday 16 November 2006.  Please email comments to suzanne.rowe@dh.gsi.gov.uk or send comments to Suzanne Rowe, Area 411 Wellington House, 133-155 Waterloo Road, London SE1 8UG. 

6. We will also be organising a discussion and feedback event on Monday 27 November from 10.00 until 16.00. The event will be held in London (venue to be confirmed). Could you please let Suzanne Rowe know by Wednesday 18 October whether you will be able to attend this event.
Progress on current targets 

7. As you may know, the current targets are: 

· Two week wait: All patients referred urgently by their GP because of suspected cancer are expected to be assessed by a hospital specialist within 14 days.  This target has been operational since the end of 2000.  Currently around 600,000 patients are being referred each year as urgent cases, of whom over 99% are seen within two weeks.  Of these, around 60,000 are subsequently found to have cancer.

· 31 day target: This target relates to the interval between diagnosis (measured by the date of decision to treat) and first treatment for newly diagnosed cancer patients.  An operational standard of 98% achievement has been set. This is now being exceeded (over 99% in July 2006).  Approximately 45,000 cases are now being reported each quarter (equivalent to 180,000 cases per annum).

· 62 day target:  This target relates to the interval between urgent referral and first treatment for newly diagnosed cancer patients.  An operational standard of 95% achievement has been set, recognising the complexity of the diagnostic care pathway for some patients.  In July 2006 achievement was 94.5%.  Under current definitions all patients on the 62 day pathway were originally referred as urgent cases by their GP.  Around 60,000 cases are being reported against the 62 day target each year.
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Mike Richards

National Cancer Director

QUESTIONNAIRE 

Please insert your name, organisation and telephone number: 

Name: Stephen Jones Honorary Secretary

Organisation: British Association of Dermatologists

Telephone number: 0207 383 0266

Short responses would be very welcome.

Broad direction of travel

1. Cancer charities and professional groups whose views have been sought to date have indicated that higher priority should be given to extending the scope of the current targets (i.e. to encompass more patients with cancer) rather than to compress the targets themselves (i.e. to set shorter targets than 14, 31 and 62 days respectively).

Questions 

Q1:
Do you agree with this broad direction of travel? If not, why not?

	Comments: 

1)We agree that there is no clinical reason to compress the current targets.

2)We do not think that there is any clinical reason to include Basal Cell

Carcinoma in the current targets (as a low grade tumour which does not metastasize). In due course they will be included in the overall 18 week target which we feel will be adequate. In addition, their inclusion would create a major logistic problem in view of the common nature of this cancer (for which cancer registries do not have accurate numerical data). Inclusion of this group would also further compromise the service for those with

inflammatory skin disease for which no similar targets exist.

Other individual responses

1) BCCs should be included in the 2 week wait as many are misdiagnosed/mistreated in primary care

2) All undiagnosed skin lesion should be seen within 4 weeks

3) Specialists should be responsible for the initial diagnosis and treatment planning for all suspected skin cancer. Patients with suspected melanoma and SCCc should be seen within 2 weeks and those with BCC/undiagnosed lesions within 4-6 weeks. Some low grade lesion could then be returned to primary care for treatment if appropriate.




Waiting times for breast and bowel problems

2. We know that it can be very difficult for GPs to differentiate between patients who do or do not have cancer, based on history and physical examination alone.  In practice only around one third of all newly diagnosed cancer patients are coming through the urgent referral route, with one third being referred routinely (i.e. non-urgently) and one third coming through other routes (e.g. accident and emergency; screening and consultant to consultant referrals).

3. The proportion of patients being referred non-urgently varies from cancer to cancer.  Particular concerns have been expressed about the high numbers of patients who are subsequently found to have breast and bowel cancer who are referred non-urgently and the anxiety for patients that this can cause.

4. It has therefore been recommended that all patients who are referred to breast clinics should be considered as “urgent” and be seen within two weeks.

5. It was also originally proposed during the 2005 election campaign that all patients referred to a colorectal clinic should be considered as “urgent” and seen within two weeks. Views from experts in this area however have suggested that four to six weeks would be feasible and it is therefore recommended that all patients who are referred to colorectal clinics should be considered as “urgent” and seen within four to six weeks with the aim of reducing this to two weeks over time. 

6. Discussions with experts suggest that reducing waits for non urgent referrals for breast and bowel problems should be achievable provided a number of steps are undertaken.  These include:

· Better support for decision making by GPs on the need for investigations and/or referral

· Better direct access to investigations from primary care (e.g. to flexible sigmoidoscopy for some patients with rectal bleeding)

· Increased capacity in secondary care (e.g. through the training of breast or colorectal practitioners)

· Reducing follow up, especially for patients with benign conditions

Questions 

Q2 :
Do you agree that all patients with breast problems who are referred to a breast clinic should be seen within two weeks? If not, why not?

	Comments:

Not Applicable




Q3 :
Should the same (2 weeks) apply to all patients with bowel problems? If not, would either four or six weeks be appropriate? Please give reasons. 

	Comments:

Not Applicable




Q4 :
Should this standard apply to patients being referred to any other clinics eg. urology, gynaecology etc?  If so, which patient groups and why?

	Comments: 

This would not be appropriate in Dermatology.

Other individual responses

1) All undiagnosed lesions should be seen within 4-6 weeks

2) Higher risk BCCs should be seen within 4-6 weeks.




Q5:
Have the right steps (see para 6) to achieve the possible new standards been identified? If not, what other steps might be taken?

	Comments:

No. If there is to be any widening of the scope of current targets, significant resources are likely to be needed in secondary care if the care of patients with inflammatory conditions is not to be compromised 




31 days: exploring the options

7. At present, the 31 day target only applies to patients receiving their first treatment for cancer.  In practice many patients receive two or three different treatments for cancer (e.g. surgery followed by radiotherapy followed by chemotherapy), but the second and third treatments are not covered by the current target.  In addition patients may need treatment at the time of a relapse of cancer, but this is not covered by the current target.

8. We have heard both from patient groups and clinicians that there is a strong case for extending the scope of the 31 day target to cover all treatments for cancer.  We have also been told that for second and subsequent treatments the relevant interval is between the patient being “ready for treatment” and treatment.  This is because the decision to treat may be made before the first treatment, when the patient is clearly not ready for the second treatment.

Questions 

Q7:
Do you agree that all treatments should be covered by a 31 day standard? If not, why not?

	Comments: 
Most skin tumours only require 1 treatment modality and so are already

covered by the existing targets. It would be appropriate, however, to

specify that 'wide excision of melanoma' should be carried out within 31

days of the decision that this should be performed.

Individual comments

1)Sentinel node biopsy for melanoma and 2 stage surgical intervention for SCC should be included

2)Rare skin tumours such as angiosarcoma and Merkel cell  may require more than 1 modality. Target should apply to each in turn

3)Targets should apply to relapses or second tumours 



Q8:
Do you envisage any areas (e.g. by cancer type or treatment type) where this may cause particular problems? If so, which areas?

	Comments:

No

Individual Comments

1) If BCCs were added this would be unworkable.




Q9:
Do you agree that the starting point for 31 days should be based on the patient being “ready for treatment”? 

	Comments:

Yes




62 days: exploring the options

9. The 62 day target currently only applies to patients referred urgently for suspected cancer by a GP.  We have heard from a range of stakeholders that a 62 day standard could benefit more patients if:

· Patients detected through national screening programmes were formally to enter a 62 day pathway from the time at which the screening result indicates a substantial risk of the patient having cancer (e.g. an abnormal mammogram)

· Hospital specialists were given the right to deem that a patient should be considered ‘urgent’ and thus transfer to a 62 day pathway when they suspect cancer.  This might, for example, occur

· When the referral letter is reviewed

· When a patient has a suspicious imaging investigation

· At the time of clinical examination

· At the time of an endoscopy

Questions 

Q10:
Do you agree that screen detected cases should be managed on a 62 day pathway? If not, why not?

	Comments:

Yes

Individual responses

1) As no actual screening for skin cancer, incidentally diagnosed lesions should be subject to 31 day target but not logical to include in 62 days from referral




Q11:
Do you agree that hospital specialists should be given the right to deem that a patient should be managed as ‘urgent’ on a 62 day pathway? If not, why not?

	Comments:

Yes

Individual responses

1) I would welcome the flexibility to employ the 2WW system by re-classifying referrals. This is going to be more dificilt with Choose & Book




Q12:
Are there any other ways in which the coverage of the 62 day standard should be broadened? 

	Comments:

No




Is there any other information concerning the proposed options that you would like to tell us?

	Comments


Do you want your responses to be treated as confidential? Please tick one of the following boxes:

Yes


No x
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