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25th June 2018  
 
 
Dear Convenor   
 
I formed the Ministerial Cancer Performance Delivery Group back in September 2017 as 
Cancer Waiting Times (CWT) performance continued to become increasingly challenged.   
 
This multi-disciplinary group was tasked with a number of short term actions to ultimately 
improve cancer pathways. This was backed by an additional £1 million investment to roll-out 
new technology to allow consultants to report on diagnostic scans taken anywhere in the 
country – helping address short-falls in capacity in some areas.  
 
Longer term, there are a number of service redesign projects underway including the 
introduction of urology diagnostic hubs, virtual lung cancer clinics and the introduction of 
qFIT in primary care to reduce unnecessary scopes, providing diagnostic capacity for the 
most urgent patients. 
 
The work of the group, to ultimately improve cancer pathways and patient experience, is 
complex however with more patients coming through the USC referral pathway than ever 
before, we need to ensure our cancer pathways are fit for purpose, now and for the future.  
 
Recommendations from the Clinical Review of Cancer Waiting Times (CWT), published on 
2 May 2018, provides the option of a series of steps leading towards the goal of a well 
informed and well supported patient, sharing decision-making with clinical staff. I chaired the 
latest Ministerial meeting on 30 May 2018 where we discussed the recommendations in 
more detail and agreed to explore all 24 recommendations, subject to wider consultation and 
additional evidence gathering.  
 
Alongside this letter is an interim report from the group. This provides an update on the 
projects and work I have mentioned so far and outlines next steps to ensure improvements 
are made at pace.  
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This work forms part of a large programme of work under our cancer strategy ‘Beating 
Cancer: Ambition and Action’ that was launched in March 2016 alongside a commitment to 
spend £100 million over five years to improve performance across the whole cancer pathway 
including prevention, detection, diagnosis, treatment and aftercare of those affected by 
cancer.  
 
I provided the Committee with an update on progress in the first two years of the strategy at 
the end of April 2018. In that I highlighted that between March 2016 and March 2018, 
approximately £39 million was invested in delivering on the strategy’s commitments. As of 
June 2018; 30% of the actions in the strategy are completed, 68% are in progress and 2% 
(i.e. one action) is yet to start.   
 
It is also worth being mindful of the wider work under way to improve cancer pathways and 
patient experience across Scotland, including:  

 

 A national endoscopy action plan has been announced (Sunday 24 June 2018). This 
includes £6 million of new investment, plus an existing £2 million per annum, being 
released to support improvements in endoscopy capacity with a focus on sustainable 
solutions.  
 

 Two new diagnostic posts (announced on Monday 28 May 2018) will provide national 
leadership for diagnostics and ensure the right patients are on the right pathway at the 
right time. 

 

 A clinical refresh of the Scottish Referral Guidelines for Suspected Cancer is 
underway and expected to be published in Autumn 2018. 

 

 £4.85 million has been made available to NHS Boards to support access to 
diagnostics for suspected cancer patients in 2017/18. 

 

 £3 million investment (announced on Tuesday 26 September 2017) to increase 
radiology trainees by at least 50 over the next five years. 

 

 Cancer strategy – Beating Cancer: Ambition & Action - commitment to increase the 
number of Nurse Endoscopists in training by 40%.  
 

 The earlier a cancer is diagnosed the more likely it is to be treated successfully so the 
£41 million Detect Cancer Early Programme continues and will launch a new 
pan-tumour awareness campaign later this year to reduce fear around cancer.   
 

 Weekly monitoring of Boards who are struggling to maintain the 62 day standard 
continues with Scottish Government officials.  

 
 
The Ministerial Cancer Performance Delivery Group was a short-term group and has now 
disbanded, however I will continue to receive regular updates on work in this area being 
taken forward through existing networks, with six monthly review meetings via this group. 
Cancer patients remain a top priority for the Scottish Government. 
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I’d like to express my thanks to members of the Ministerial Group and to acknowledge the 
vast amount of work colleagues in the NHS are undertaking every day to ensure cancer 
patients receive the best possible care.  
 
These are challenging times, as more patients enter our cancer pathways than ever before, 
but I offer my reassurance that we will continue our concerted efforts until we see them 
reflected in improved cancer waiting times performance.  
 
 
 
 

 
 
 

SHONA ROBISON  

http://www.lobbying.scot/
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1. Background  
 

1.1 Cancer Waiting Times (CWT) Standards in Scotland  

The Scottish Government’s current position has been to focus on ‘whole cancer 

pathway’ standards. The pathway to diagnosis and staging (and therefore to a 

decision-to-treat date) can be complex for cancer patients, involving several medical 

investigations and decision-making processes.  

There are two waiting times standards which are applicable to adults (NHS Scotland 

patients over 16 at the date of diagnosis), with a newly diagnosed primary cancer 

against the ten major cancer types: 

62-day standard to treatment for all patients referred urgently with a suspicion of 

cancer, screened positive patients and for patients who attended A&E or were 

referred directly to hospital (where the signs and symptoms are consistent with the 

Scottish Referral Guidelines for Suspected Cancer). 

31-day standard from decision to treat to first treatment for all patients diagnosed 

with cancer irrespective of their route of referral. This means that access from 

decision to treat to first definitive treatment will be the same for all cancer patients, 

whatever their flow into the system. 

There is currently a 5% tolerance on each standard. 

To ensure first treatment occurs within the 62 day timescales, an early first 

appointment for diagnostic investigations or clinic is advisable. For the CWT 

standards to be met, all steps included in the pathway require completion in a timely 

manner.  

For patients with cancer, Scottish Government waiting times policy applies to first 

treatments. The first treatment standards provide assurance to patients that the 

immediate cancer control measures are being started as soon as possible and 

reduce the period of uncertainty whilst awaiting clarification of a diagnosis.  

The 31-day standard was introduced in 2010 as around 45% of all cancers 

diagnosed in Scotland are through non USC referral routes. A 31-day treatment 

standard is in place to ensure that access from decision-to-treat to first definitive 

treatment is equitable for all cancer patients, regardless of their flow into the system. 

Patients are excluded from the standard who have died before treatment, refused all 

treatment or are regarded as clinically complex.  On reflection of a whole patient 

pathway there may be some areas of delay not attributable to NHS Board 

performance. These pathways may be adjusted to discount periods of patient 

unavailability, for patient-induced delays and/or medical suspensions.   
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1.2 Latest Cancer Waiting Times (CWT) performance  

Recent figures show a significant challenge, especially to the 62 day standard, with 

around 63%1 more patients coming through the Urgent Suspicion of Cancer (USC) 

referral pathway compared to Q1 2007.  

This is having an impact on diagnostics and other high risk patient groups while only 

small proportions of these referrals result in cancers being diagnosed (3-5%).  

Validated statistics, published by ISD on Tuesday 27 March 2018, show that for Q4 

2017 [Oct-Dec] the 62-day standard was not met at 87.1% and the 31-day standard 

at 94.5%, just below the 95% standard. The 31 day standard was met for eight of the 

ten cancer types.  

Tables: Performance against the 62 and 31-day standards by a) area and b) 

cancer type, Q4 2017 

a) area 62 days 31 days 
  

b) cancer type 62 days 31 days 
  

Scotland 87.1% 94.5%   All Cancer Types 87.1% 94.5% 

Ayrshire & Arran 89.9% 98.0%   Breast 94.6% 95.6% 

Borders 97.3% 100.0%   Non-screened 93.6% 96.3% 

Dumfries & Galloway 95.1% 96.0%   Screened only 95.7% 94.3% 

Fife 92.8% 99.3%   Cervical 78.3% 92.5% 

Forth Valley 85.0% 99.0%   Non-screened 71.4% 91.7% 

Grampian 80.4% 87.3%   Screened only 81.3% 93.8% 

Greater Glasgow & Clyde 82.6% 93.6%   Colorectal 85.1% 96.1% 

Highland 83.7% 95.9%   Non-screened 87.4% 96.8% 

Lanarkshire 96.1% 98.0%   Screened only 79.3% 92.6% 

Lothian 90.1% 94.0%   Head & Neck 90.7% 95.4% 

Orkney 100.0% 100.0%   Lung 92.3% 98.8% 

Shetland 84.6% 92.3%   Lymphoma 89.6% 99.3% 

Tayside 87.1% 95.1%   Melanoma 85.4% 96.2% 

Western Isles 84.6% 100.0%   Ovarian 91.5% 95.1% 

        Upper GI 89.0% 98.7% 

*Denotes performance below the 95 
standard  

  Urology 74.1% 85.2% 

 

Source: ISD, Cancer Waiting Times, published 27 March 2017 

 

 

 

                                                           
1
 Prior to 2010, cancer types included were breast, colorectal, head & neck, lung, lymphoma, melanoma, 

ovarian, upper GI and urology.  This was then extended to include screened positive patients and cervical 
cancer thus the cohort of eligible patients has also increased over time. 
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The median wait from decision to treat to treatment is six days. 

Table: Median waits – 62 and 31 day standards 

 

To help demonstrate the scale of people receiving treatment - over 57,000 patients 

were treated within the 62 days standard, and almost 110,000 treated within the 31 

day standard in the last five years. 

Every year around 31,900 people are diagnosed with cancer in Scotland and with a 

growing, ageing population the volume of patients coming through cancer pathways 

is expected to further rise.  
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2. Ministerial Cancer Performance Delivery Group  

The Cabinet Secretary for Health & Sport, Shona Robison MSP, formed the 

Ministerial Cancer Performance Delivery Group in September 2017 to drive 

improvement across cancer pathways in NHSScotland, encouraging service re-

design pilots and implementing pathway efficiencies at pace. 

The short term group (full membership in 2.2), met on five occasions between 

September 2017 and May 2018 with interim updates shared with the Cabinet 

Secretary. The Group’s two main objectives were to:  

1. Agree and implement a delivery plan which reduces variation in cancer 

pathways  

2. Support the delivery of improvement service re-design programmes. 

This would be done by:  

 Sharing cancer pathways best practice and encouraging adoption across 

NHS Boards. 

 Renewing the focus on appropriate use of USC referral and ensure guidelines 

continue to reflect the most up to date evidence and practice. 

 Considering extending the present use of protocol driven direct access to 

radiology from primary care prior to USC referral. 

 Considering recommendations from the Clinical Review of Cancer Waiting 

Times (CWT) Standards. 

 Sharing results of recently audited new ways of working e.g. virtual clinics to 

support effective triage. 

£1 million in non-recurring revenue was invested by the Group to support the 

National Radiology Transformation Programme (more information on the Programme 

can be found under section 8 of this report). 

 

2.1 Progress Report  

This report provides an overview of progress across a number of projects endorsed 

by the Ministerial Cancer Performance Delivery Group.   

Following the publication of this report, the Group will disband however work will 

continue to be taken forward through existing networks. Section 9 of this report 

summarises the key actions the Group would like to see implemented moving 

forward.   

Efforts to improve cancer pathways, and ultimately waiting times performance, will 

continue to be closely monitored by the Cabinet Secretary for Health & Sport, with 

six monthly review meetings via this Group and frequent updates shared by officials.   
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2.2 Membership  

Name Title 

Shona Robison MSP (Chair) Cabinet Secretary for Health & Sport 

Alan Hunter NHSScotland Director of Performance & 
Delivery 

Professor David Dunlop Senior Medical Officer – Oncology  

Liz Sadler Deputy Director - Planning & Quality 
Division 

Calum Campbell Chief Executive, NHS Lanarkshire 

Mr James Mander Lead Cancer Clinician SCAN & 
Consultant Colorectal Surgeon  

Mr Sami Shimi Lead Cancer Clinician NoSCAN & 
Consultant Upper GI Surgeon 

Mr Seamus Teahan Lead Cancer Clinician WoSCAN & 
Consultant Urological Surgeon  

Dr Hugh Brown Chair Scottish Primary Care Cancer 
Group & Lead Cancer GP NHS Ayrshire 
& Arran 

Dr Hamish McRitchie National Transformation Medical Director 
(SRTP) 

Jim Cannon National Transformation Programme 
Director (SRTP) 

Margaret Kelly Haematology & Cancer Services 
Manager NHS Lanarkshire 

Evelyn Thomson Regional Manager - West of Scotland 
Cancer Network  

Sara Hiom  Cancer Research UK Director of Early 
Diagnosis 

Gregor McNie Head of External Affairs (Devolved 
Nations), Cancer Research UK 

Peter Hastie Policy Manager, Macmillan, Scottish 
Cancer Coalition 

Paul Hawkins Chair of Scottish Screening Committee & 
NHS Fife Chief Executive 

Derek Bell Academy of Medical Royal Colleges  

Barbara Anne Nelson Director of Workforce - NHS Fife 

Kenneth Small Director of Human Resources - NHS 
Lanarkshire  

Dr Valerie Doherty Clinical Lead, Cancer Waiting Times 
Review, Scottish Government   
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3. Reducing variation in cancer pathways  

There is variation in cancer pathways across NHS Boards and the Ministerial Cancer 

Performance Delivery Group agreed early on that this would be a focus, with a view 

of stimulating clinical discussion to obtain consensus around streamlining existing 

pathways, ultimately providing better consistency across NHSScotland.  

 

3.1 Optimal pathways  

Through the NHSScotland Cancer Managers Forum, the Scottish Government’s 

Cancer Access Team requested examples of cancer pathways from NHS Boards 

which could be used to identify key differences. 

Sample pathways from seven Boards, covering 20 different cancer types, were 

received. 

With clinical guidance, the pathways were considered and a generic ’skeleton’ 

pathway was developed, outlining key steps. This was presented to the Ministerial 

Cancer Performance Delivery Group at their third meeting in February 2018.  

To identify bottlenecks, it was agreed to collect data from Boards on the key points in 

this pathway, including: 

• Date of referral 

• Date of diagnosis 

• Date of staging 

• Date of decision to treat (pre-treatment MDT) 

• Date of treatment 

 

By measuring the time taken between date of referral and the other dates, the 

timings of pathways could then be reviewed and the variation between Boards and 

cancer types analysed.  

A sample of Boards provided this detail which was used to complement other 

information available for the workshops at a clinical consensus event held on 2 May 

2018 (more information under section 3.3). However, disappointingly, it was not 

possible to carry out a full analysis as first planned. 

This work is supported by the recommendations of the Clinical Review of Cancer 

Waiting Times (CWT) Standards (see section 5.1), which were published on 2 May 

2018 and includes the following:  

Minimise variance in agreed pathways by regular cross comparison and dialogue 

with local, regional and national specialty services. 
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3.2 Breach analysis  

To support the optimal pathways work, breach analysis information was requested 

from Boards to understand more about bottlenecks.  

The collection of anonymised breach analysis records was pulled forward and 

requested via Cancer Managers – all 14 NHS Boards provided a good selection. 

An independent clinician reviewed the breach analysis reports - the findings are 

summarised in Annex A.  

 

3.3 Clinical consensus 

A clinical consensus event was held in Edinburgh on 2 May 2018, bringing together 

over 70 cancer experts from across the UK to kick-start discussion and debate 

around the following questions:  

• What is the optimal number of steps in the pathway from USC referral to 

treatment for a particular tumour type? 

• What is the realistic time this pathway takes from USC referral to treatment 

for this tumour type? 

The event was opened by the Chair of the Ministerial Cancer Performance Delivery 

Group, Shona Robison MSP. During the day, delegates were presented with an 

analysis of the current position of Cancer Waiting Times (CWT) performance by 

Board and cancer type and changes to median waits over the last five years.  

This was followed by five workshops on the day, focusing on high volume pathways 

– breast, colorectal, urology (prostate), lung and vague symptoms to explore the two 

questions in more detail.  

The Cabinet Secretary for Health & Sport has since instructed the Scottish Cancer 

Taskforce (SCT) to lead on continuation of this pathway work to reduce variation and 

improve patient flow and experience. 
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4. Service re-design pilots  

A number of NHS Boards have been undertaking service re-design to help improve 

patient flow through cancer pathways.  

The Ministerial Cancer Performance Delivery Group endorsed the roll-out of such 

projects and received regular updates on their progress and outcomes, including 

virtual lung cancer clinics, urological diagnostic hubs and qFIT in the symptomatic 

population.  

Below is a summary of some of these projects that are currently live across 

NHSScotland. The results, data and learnings from all service re-design projects are 

shared amongst Cancer Teams in Boards, facilitated by the Scottish Government’s 

Cancer Access Team.  

While the Ministerial Group supports this work and welcomes their innovative nature, 

it recognises that it’s down to individual Boards to ensure that any service re-design 

is clinically safe and effective before they introduce changes of this nature to cancer 

pathways.    

 

4.1 Lung Cancer Virtual Clinics  

 

4.1.1 NHS Greater Glasgow & Clyde  

Urgent Suspicion of Cancer (USC) lung cancer referrals are increasing however 

diagnosis numbers remain relatively stable. With funding from the Scottish 

Government’s Detect Cancer Early (DCE) Programme, Cleverer Scheduling Initiative 

(CSI) was set-up in NHS Greater Glasgow & Clyde. The virtual clinic (VC) service 

was established by Consultants, Dr van der Horst and Dr Maclay.  

During the vetting process of USC referrals the Consultant physician decides if the 

patient has a low likelihood of cancer, based on normal or near normal chest x-ray 

and referral and requests a contrast CT scan (chest only). The patient, and their CT 

scan results, are then discussed in the virtual clinic by two Respiratory Consultants.  

65% of all USC referrals go to the VC and 35% to a fast-track service (same day 

staging CT, Pulmonary Function Testing and clinic), as outlined in the following 

diagram.  
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If a malignancy is suspected, a letter is sent to the patient’s GP with the patient 

invited to a fast-track lung cancer clinic (5-8%; i.e. vetting to VC is 92-95% accurate 

on predicting no cancer).   

If no malignancy, and no other pathology, is suspected a discharge letter is sent to 

the patient and GP.  

If there’s no malignancy, or other pathology/symptoms to discuss, a letter is sent to 

the patient (and their GP), inviting them to a routine appointment, or referring them to 

another other subspecialty service. 

30% of all USC patients are discharged after VC without attending a physical 

outpatient clinic.   

For fast-track patients with likely lung cancer, the time to clinic has reduced from 14 

days to currently 8 -10 days.  

The Board is now working to:    

1) Seek radiology support and incorporate Virtual Nodule FU in the lung pathway.  

2) Pilot GP direct access to CT (more information on this under section 6).  

3) Facilitate tissue diagnosis and staging within 8 days of a patient’s staging CT and 

fast-track clinic, in a bid to reduce cancer waiting times and to routinely achieve 

under 21 days from the time of GP referral to completed tissue diagnosis and 

staging, for the majority of patients with potentially curable lung cancer.     
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4.1.2 NHS Ayrshire & Arran   

NHS Ayrshire & Arran introduced their virtual clinic (virtual vetting), in September 

2017. 

Two Respiratory Consultants carry out the vetting which is undertaken immediately 

after the weekly Multi-Disciplinary Team (MDT) meeting. The table below shows the 

volume of patients “seen” in the virtual clinic since September 2017.  

 

Seen 705 

Locked slots (USC) 328 

Non-locked (Urgent/routine) 126 

Removed 107 

Returned to vetting (back to list 

for next week if CT not reported 

or didn’t attend for CT- ATR) 

131 

Other (inpatients or referred to 

other speciality e.g. UGI) 

13 

  

Source: NHS Ayrshire & Arran management information, June 2018 

Since introducing the virtual clinic, patient flow at the start of the pathway has 

improved therefore reducing delays and patient anxiety levels. Those who do not 

have a suspicion of cancer are reassured earlier in the pathway and don’t have to 

wait longer to find out their diagnosis. 

 

4.2 Urological Diagnostic Hubs in NHS Greater Glasgow & Clyde 

Diagnostic Hubs for Urological Cancers in North and South Glasgow have been 

implemented to improve the front end of the Urological Cancer Pathway, by 

providing quicker access to diagnostics within two weeks. This includes the provision 

of 18 additional diagnostic sessions per week for Transrectal Ultrasound (TRUS) and 

Flexible Cystoscopy.  

Prior to the implementation of the Diagnostic Hubs, waiting times were between 4-6 

weeks which impacted on the overall pathway waiting times.  
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Since both Diagnostic Hubs have been fully operational they have helped reduce 

waiting times to two weeks, providing additional capacity for nearly 8,000 patients 

per year.   

Direct to TRUS from referral is now partially in place and the pathway has been 

updated to include pre-diagnosis mpMRI.   

NHS Greater Glasgow & Clyde’s Urology Review Group will explore and consider 

how activity can be further increased through the Hubs. Meanwhile, these new 

sessions will continue to be prioritised as productivity and impact has been positive 

to date.   

 

4.3 qFIT – symptomatic population  

In 2017-18 the Scottish Government made funding available for NHS Boards to 

undertake projects that implemented fully, or further tested, the use of qFIT as a 

diagnostic aid in the symptomatic population. There has been significant interest 

across Scotland with projects well established in some NHS Boards and others in 

the planning stages, with all Boards expected to be ‘live’ by the end of 2018. 

NHS Tayside and NHS Lanarkshire had already implemented models for using qFIT 

in symptomatic patients prior to funding being made available. Although there are 

slight differences in how qFIT results are managed in the two Boards, the models are 

now embedded in colorectal pathways.  

Implementation projects are underway in 9 out of 11 NHS Boards with positive 

feedback expected in progress reports at the end of Q2 2018 (June). These reports 

and hard data will help determine the impact this primary care intervention has on 

releasing colonoscopy demand.  

The interconnectivity of lab systems through the expansion of NPEX, and the need 

for seamless transfer of sample requests and test results across NHS Board areas 

and to primary care has been integral to successful implementation.  

As more data becomes available, a national clinical meeting will be arranged to take 

stock of progress, help spread good practice, facilitate management of risks and 

identify areas for further work.  

In the meantime, discussions with the two Boards where qFIT hasn’t yet been 

progressed in the symptomatic population will continue. It is also anticipated that 

qFIT will be mentioned in the refreshed Scottish Referral Guidelines of Suspected 

Cancer which are due to be published later this year.  
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5. Clinical Review of Cancer Waiting Times (CWT) Standards  

While the introduction of Cancer Waiting Times (CWT) Standards in Scotland in April 

2012 is agreed to have resulted in better patient flow and data collection within  

cancer pathways, there has been deterioration in performance against the 62 day 

standard more recently.  

The number of patients going through the Urgent Suspicion of Cancer (USC) referral 

pathway has been significantly increasing in recent years, which is impacting on 

diagnostics and possibly on other high risk patient groups. It is however worth noting 

that over 57,000 patients were treated within the 62 day standard, and almost 

110,000 treated within the 31 day standard in the last five years. For the latter, 

standard median time to treatment commencement has been 6-7 days.  

Scotland’s cancer strategy Beating Cancer: Ambition and Action, published in March 

2016, included an aim to ‘examine whether additional targets for treatment or 

diagnosis would improve outcomes for people with cancer’.  

A steering group, Chaired by Dr Valerie Doherty, was set up to consider the current 

and possible future position of CWT standards in Scotland with the aim of enhancing 

the patient experience. This multi-disciplinary steering group of NHS managers, ISD 

Scotland representatives, primary and secondary care clinicians and Scottish 

Government officials, reflected a wide spread of geography and expertise. 

The Ministerial Cancer Performance Delivery Group therefore invited Dr Doherty to 

sit on the Group to ensure the Clinical Review and recommendations fed into the 

work being taken forward to improve performance.  

As part of the Clinical Review, a large stakeholder event took place in June 2017 to 

ensure the views of all interested parties were captured at an early stage. This was 

supported by a patient and public questionnaire and ongoing engagement with 

colleagues in the Scottish Cancer Coalition. 

The Review process demonstrated at an early stage that the introduction and 

maintenance of CWT standards in Scotland had improved the collection of cancer 

related data and the efficiency of cancer pathways, while allowing comparisons 

within Scotland over time as well as with other countries. Thus, the retention of CWT 

standards was agreed in principal from the outset. 

The Review produced 24 recommendations, under five themes, that provide the 

option of a series of steps leading towards the goal of a well informed and well 

supported patient, sharing decision-making with clinical staff as they move through 

the best cancer pathway for them. 
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5.1 Clinical Review of CWT Recommendations  

1.  Cancer Pathways  

• Re – evaluate inclusion/ exclusion criteria of cancer types subject to CWT 

standards while taking into account the level of resource available for any additional 

data collection requests.  

• Review evidence for making CWT standards timings variable according to tumour 

biology.  

• Review evidence of patient benefit from submitting additional time intervals within 

the cancer pathway to CWT standards scrutiny e.g. time to subsequent treatment(s).  

• Ensure that existing agreed cancer pathways are reactive to new techniques and 

treatments with well-established processes to enable change to be introduced.  

• Minimise variance in agreed pathways by regular cross comparison and dialogue 

with local, regional and national specialty services. 

• Refine the selection of USC patients in both primary and secondary care. 

2. Primary Care  

• Undertake a review of Scottish Referral Guidelines for Suspected Cancer. 

• Reduce variance in availability of protocol led direct access to diagnostics.  

• Ensure patients are provided with adequate information and support at the time of 

their USC referral. 

3. Secondary Care  

• Embed smarter vetting/triage processes to ensure USC referred patients are 

managed in order of apparent risk, in terms of access to diagnostics/clinics and 

avoid variation by considering use of triaging protocols. 

• Regularly review availability of slots for USC patients in clinics, and diagnostics 

waiting lists (radiology, endoscopy etc.) and make these flexible to best meet 

pressures in real time. 

• Encourage greater use of virtual clinics and advice services learning from Health 

Boards where these have been successfully trialled. 

• Regularly review turnaround times for diagnostic laboratory tests and communicate 

these to both clinical and tracking staff.  

• Ensure that consideration is given to including other higher risk patient groups into 

any planning for USC referral patients. 
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4. Patient Support  

• Ensure appropriate information on the USC referral process, tests throughout and 

purpose is available at the point of referral from primary care. 

• Ensure an appropriate and consistent level of information is available throughout 

the whole pathway and dovetails, if needed, with treatment pathways and 

explanation of results. 

• Provide a key contact for all patients requiring additional support, while ensuring 

they are clearly signposted for patients to utilise. 

• Ensure locally relevant details and timescales are incorporated into any patient 

information materials/documents. 

• Review and act on the outcomes of patient experience QPIs and other relevant 

patient evaluation processes (e.g. PROMs) as and when available. 

5. Data  

• Embed proven good practice of close tracking of USC referral patients by fully 

supported tracking, audit and MDT staff.  

• Review any current variance in data collection e.g. in application of exclusion 

criteria and other adjustments.  

• Liaise with ISD Scotland colleagues to maximise available data usage for patient 

and service benefits.  

• Ensure that all clinically relevant data e.g. from MDTs is assimilated into cancer 

tracking/pathway information.  

• Integrate CWT data with any additional available outcome data such as recurrence 

rates and PROMs as well as survival/mortality. 

The recommendations were published on 2 May and discussed at a Clinical 

Consensus, Cancer Pathways event with cancer experts from across the UK the 

same day in Edinburgh.  
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5.2 Progress of Recommendations  

Following their publication on 2 May 2018, Dr Doherty discussed the 

recommendations in more detail at the Ministerial Cancer Performance Delivery 

Group meeting on 30 May 2018. Here, it was agreed that all recommendations 

should be considered, based on evidence, and subject to wider stakeholder 

engagement and consultation.  

A number of recommendations included within the Clinical Review have already 

been actioned by the Ministerial Group. For example, a rapid review of Scottish 

Referral Guidelines for Suspected Cancer has been commissioned and supported by 

Macmillan Cancer Support. Others, especially those under the ‘cancer pathways’ 

and ‘secondary care’ themes will take more time to explore and potentially 

implement.  

A CWT Recommendations Implementation Group is in the process of being formed, 

bringing together key stakeholders and cancer experts who have been identified as 

best placed to help continue momentum in improving cancer pathways.   

The Cabinet Secretary for Health & Sport will continue to monitor the implementation 

of the recommendations moving forward with an initial progress report, from the 

CWT Recommendations Implementation Group, shared with the Health & Sport 

Committee in November 2018.  
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6. GP direct access to CT  

It is recognised that there are groups of individuals where a GP has a high suspicion 

of cancer but that the primary line of investigation is not clear, particularly in patients 

with significant weight loss. Early access to CT chest, abdomen and pelvis can help 

direct patients to the correct specialty.  

In 2016, the Scottish Clinical Imaging Network (SCIN) made a recommendation that 

where NHS Boards did not have a pathway for such patients that an arrangement 

should be piloted.  

As there is strong clinical consensus that such an approach is in best interest of 

patients with vague symptoms, the Cabinet Secretary will write to NHS Boards to 

seek assurances that direct access to CT pilots will be made available, with 

learnings and results fed back via relevant networks.   
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7. Efficient cancer tracking 

 

7.1 Framework for Effective Cancer Management 

With 63%2 more patients coming through the USC pathway compared to Q1 2007, 

NHS Cancer Trackers are managing an increasingly large pool of patients, of which 

only 3-5% will receive a cancer diagnosis.   

To help imbed best practice and ensure consistent, efficient management of cancer 

pathways across NHSScotland, a self-assessment framework was developed (see 

Annex B).  

The Scottish Government’s Cancer Access Team met with Senior Cancer Managers 

and Tracking Teams in NHS Boards late 2017 to identify best practice and 

summarise potential areas for improvement, to demonstrate the framework in action.  

The framework, which enables Boards to benchmark and assess their own service 

regularly, was also sent to NHS Board Chief Executives in February 2018 by the 

Cabinet Secretary for Health & Sport. Paul Gray, Chief Executive of NHSScotland, 

has asked Chief Executives to feed back on their Boards’ implementation of the 

framework before the end of August 2018.   

 

7.2 Cancer pathway management events   

Coinciding with the development of the framework, were two educational events for 

staff across NHSScotland who are involved with tracking the patient’s journey to 

achieve the 62 and 31 day standards. 

The events took place on 22 February 2018 and 25 April 2018 with over 140 tracking 

staff, MDT coordinators, statisticians and Clinical Service Managers in attendance, 

with every NHS Board represented.   

The full day events allowed staff to network, share experiences, discuss the new 

framework and explore efficiencies and improvements that could be made to a 

patient’s flow and experience through a cancer pathway.  

Lead by a team of experienced cancer management staff, discussion and workshops 

aimed to specifically:  

• Review the role of the Patient Pathway Tracker and function of tracking;  

                                                           
2
 Prior to 2010, cancer types included were breast, colorectal, head & neck, lung, lymphoma, melanoma, 

ovarian, upper GI and urology.  This was then extended to include screened positive patients and cervical 
cancer thus the cohort of eligible patients has also increased over time. 
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• Explore what makes a good tracker and their pivotal role in achieving 

cancer standards; 

• Support staff in optimising tracking – raising confidence levels to improve 

effective escalation; 

• Reinforce the importance of effective weekly meetings to discuss all 

patient pathways and identify actions required to keep patients within the 

milestones of the agreed pathways; 

• Clarify how to share effective breach analysis data and outcomes;   

• Review engagement levels with, and the role of, the MDT coordinator;  

Time was also spent in groups working through real-life scenarios, applying the Data 

Definition manual – particularly in the use of Waiting Times Adjustments (WTA).  

Evaluation for both events was extremely positive particularly around having a 

platform to share knowledge and best practice, making contacts across Boards and 

pathways and sharing common challenges.  

Since the events were held several Boards have made contact with each other and 

three have visited NHS Lanarkshire, who regularly achieve the 31 and 62 day 

standards, to share best practice, with more visits planned.   

Discussions are also underway with NHS ISD staff to explore the possibility of an 

electronic tracking forum to share information and data that enables staff to seek 

clarity on issues experienced locally. 

The Cancer Managers Forum will continue to promote platforms and channels for 

tracking staff to network and share best practice with an annual nationwide event 

planned for the future.  
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8. National Radiology Transformation Programme  

 

8.1 Background  

Diagnostic imaging forms an integral part of the cancer pathway, both at initial 

diagnosis and also in the later stages, as cancers are “staged” and reviewed. Each 

visit to an imaging department involves acquisition of the images and then 

subsequent reporting of those images, with input from Radiologists at MDT’s and 

during less formal case discussions, as imaging data is triangulated with other 

diagnostics.  

At present, larger Boards in the central belt of Scotland have less of a capacity 

problem in general radiology and radiography than others in Scotland, however 

every Board is currently outsourcing reporting work, or paying existing staff to cover 

additional work.  

The causes are multi-factorial and through the Scottish Radiology Transformation 

Programme (SRTP) steps are being taken to connect Radiology IT systems, allowing 

collaborative systems of work to be put in place thereafter, in order to reduce the 

capacity gap. Even with collaborative working there remains a gap between 

workforce supply and the needs of the service which the Programme is working to 

mitigate.  

Discussions at the Ministerial Cancer Performance Delivery Group have explored 

how actions within the SRTP, and related to imaging more generally, could:  

 Support more streamlined cancer pathways;   

 Ensure plans are in place to change the way services are organised;  

 Improve workforce supply, to meet current and future needs.  

The recommendations, summarised in the following section, involve short, medium 

and longer term actions to reduce variation across Scotland by standardising 

approaches and increasing flexibility and capacity within the Radiology system as a 

whole. 

The SRTP will continue to work through the following recommendations, with support 

from the Cabinet Secretary for Health & Sport who will receive regular updates on 

their delivery moving forward.   
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8.2 Recommendations 

 

8.2.1 Prioritise cancer radiology, acquisition and reporting  

It is anticipated by the SRTP that cancer pathways are already a priority route into 

imaging, however not separately measurable from other priority pathways within 

radiology. In addition, routes to access imaging in cancer pathways are variable 

depending on the referral source and NHS Board’s protocol. Once images have 

been acquired they then need to be reported. Other urgent pathways compete for 

urgent reporting therefore it’s recommended that both acquisition and reporting of 

suspected cancer images is prioritised by Boards and that this priority is measured to 

ensure consistency.  

 

8.2.2 GP access to CT  

As mentioned in section 6. of this report, protocol of GP access to CT chest, 

abdomen and pelvis examinations, for patients with high suspicion of malignancy but 

with no indication of primary source or system, has been established for some time, 

agreed through the Scottish Clinical Imaging Network (SCIN). However, this is not 

yet implemented fully across Scotland. It is expected that implementing this protocol 

fully will ensure that there is less likelihood of delay for patients being imaged, and 

therefore diagnosed.  

 

8.2.3 GP direct access to imaging – across Scotland  

There are a number of other cancer imaging pathways, which would benefit from 

standardisation and adoption. This recommendation is to review existing protocols 

for primary care access and a clinical consensus reached on which can be 

implemented across every service. 

 

8.2.4 Consider cross-boundary accountability for radiology elements of cancer 

standards  

There is the potential to utilise the impending IT connectivity to allow communities of 

practise to be developed, sustaining subspecialty (tumour specific) reporting within 

agreed timelines. 

A collaborative approach to the imaging targets could be established, which meets 

the needs of current performance management however places a requirement on 

Boards to ensure that every other Board within an agreed collaborative framework, 
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meets those targets. This recommendation suggests a new emphasis on 

collaboration based on service need and available skills, determining whether 

particular tumour specific pathways should be measured at Board, regional or 

national levels, through clinical consensus.   

 

8.2.5 Radiologist job plans across boundaries  

One of the ways in which NHSScotland can start to better manage capacity, is to 

coordinate capacity across boundaries. This will involve loosening of current capacity 

management methods and a significant change in the way services deploy the 

workforce.  

In turn, this approach would support the construction of more attractive and flexible 

job plans unconstrained by current NHS Board boundaries. This should have a 

positive effect on staff recruitment and retention.   

 

8.2.6 Training and recruitment model for Radiology trainees & Advanced 

Practice  

Rapid cancer pathway delivery depends on having the right skills available at the 

right time, both in terms of clinical activities requiring face-to-face patient contact 

(one stop clinics etc.) and activities which can be carried out remotely (image 

reporting).  

An “Academy” model of training is being considered, as a way to deliver the 

sustainable workforce of the future. Whilst it is anticipated that this will tackle supply 

problems across the service, improved cancer pathway delivery will be one of the 

overall benefits.  

The principle of this strand of work is based on the development of a way of training 

and supporting the highest quality and most flexible workforce in Scotland, which is 

linked to demand on the service as a whole. 

 

8.2.7 Cross-boundary workflow management and governance 

The SRTP is putting in place an IT system to support collaborative working, however 

the success of that system will rely on Boards actively engaging and implementing 

cross boundary work flows.  
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9. Moving Forward  

While the short-life Ministerial Cancer Performance Delivery Group will now disband, 

efforts will continue to enhance cancer pathways, improve patient experience and 

increase waiting times performance across NHSScotland.  

This report has provided an overview of the projects and work that the Group has 

overseen in recent months and supported to progress at pace. As this report 

highlights, a number of actions and recommendations are still required to be taken 

forward, predominantly:  

• Scottish Cancer Taskforce to work with regional networks to minimise 

pathway variance. 

 

• Scottish Government’s Cancer Access Team to continue to share local level 

data with Boards as requested, to support decision making and help identify 

areas of improvements.  

 

• NHS Boards to continue to undertake, pilot and test innovative pilots and 

service re-design projects, sharing learnings, evidence and best practice 

along the way. 

 

• The two NHS Boards where qFIT hasn’t yet been progressed in the 

symptomatic population are encouraged to enter planning stages in 2018. 

 

• The Clinical Review of CWT recommendations should be considered based 

on further evidence and wider consultation. An updated action plan that tracks 

progress should be shared with the Cabinet Secretary bi-monthly.  

 

• NHS Boards who have not yet undertaken a pilot around GP direct CT access 

should agree timescales and plan capacity for a six month pilot phase, 

starting in 2018. 

   

• NHS Board Chief Executives to feedback on their implementation of the 

Effective Cancer Access Performance Management Framework by the end of 

August 2018 to Paul Gray. 

 

• Cancer Managers Forum to continue to ensure learnings and best practice is 

shared amongst those tracking patients through cancer pathways.  

  

• SRTP to continue to explore and implement their recommendations to reduce 

variation across Scotland by standardising approaches and increasing 

flexibility and capacity within Radiology.  
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Annex A  

Analysis of breach report narratives - conclusions 

1. Delays were broadly categorised into the following:- 

• first contact (OPA appointment or initial investigation if straight-to-test) 

• diagnostic and staging investigations 

• follow-up OPA appointments  

• scheduling of MDT discussion and/or decision-making 

• treatment scheduling including pre-treatment assessment and/or tertiary 

centre appointment  

 2.   Overall, delays were spread fairly widely across all of the above categories for 

all tumour types, but particularly in lung, colorectal, prostate and other urology 

pathways. In upper GI, delays occurred less frequently in the treatment steps, and in 

breast pathways, MDT scheduling was not identified as causing delays. In some 

individual cases, there were delays at multiple component pathway steps. 

3.   The number and complexity of work-up investigations is the major cause of pre-

DTT delay but despite this complexity, in some cases the target was only breached 

by a matter of a few days.  

4.   Although diagnostic and staging investigations contributed most to the length of 

pathways, the spread across all categories suggests that there is likely to be gains 

through ongoing robust tracking, senior management oversight and continuous close 

scrutiny of performance in component steps.  

5.   Treatment times delays, and in particular where a tertiary centre was 

responsible, contributed to the 62 day being missed in a number of cases.  

6.   In a relatively short timescale of 62 days, even a small number of days lost have 

a significant impact - review OPA appointments and MDT efficiency and scheduling 

were noted to contribute to overall delays in some cases.  

7.   There were a small number of cases that had the potential to be excluded e.g. as 

they were complex.   
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Annex B 

Effective cancer access performance management - self-assessment 

framework for NHS Boards 
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