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	Service requirement 1: REVIEW REFERRAL PRACTICE for suspected and recurrent cancers, and work with their community of practice to identify and implement specific actions to improve referral practice, particularly among people from disadvantaged areas where early diagnosis rates are lower.

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	A PCN may reflect on their referral practice using several approaches, including: 

· Using OHID Fingertips data to understand two-week wait referral data. This short ‘How to’ video demonstrates how you can find your data and what indicators may be helpful for this work. https://youtu.be/rpaX45l6U9A
Dorset PCNs can access data through DiiS by contacting diis@dorset.nhs.uk


· Audits of routes to diagnosis for people who have received a --diagnosis of cancer – (Ardens template available above)

· Emergency presentations/late-stage diagnosis Learning Event Analysis (LEA) CANCER-SEA-TEMPLATE 

· Ensure all patients are signposted to, or receive information on, their urgent referral. Cancer Matters Wessex website has recently updated their information Fast track referrals - Cancer Matters Wessex You might consider setting up a text link to this information -There is also a new SNOMED code for this which is measurable for easy monitoring PCN: PCN Deep dive - Tableau Server (england.nhs.uk) 

· If you are signed up to the LIS/LES -Continue to implement to CDS tools within your PCN Clinical Decision Support Tools webinar


· GatewayC contains free modules targeted at supporting clinical decision making and changing patient outcomes (CPD given on completion of each module)
· Targeted communications on signs and symptoms through non-clinical cancer champions. For those not signed up to the LES/LIS please contact us and we can add you to the comms toolkit distribution list. We will also be running further drop-in sessions to offer support in engagement and comms. 

	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?














	Service requirement 2: IMPROVE UPTAKE IN CERVICAL AND BOWEL CANCER SCREENING PROGRAMMES. Work with local system partners – including the NHS England and NHS Improvement Regional Public Health Commissioning team and Cancer Alliance – to agree the PCN’s contribution to local efforts to improve uptake in cervical and bowel NHS Cancer Screening Programmes and follow-up on non-responders to invitations. This must build on any existing actions across the PCN’s Core Network Practices and include at least one specific action to engage a group with low participation locally.

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	
· Understand your screening data using below sources:

· Cervical screening coverage stats: Primary Care, CCG and LA dashboards Cervical Screening NHS Digital
· OHID fingertips – video above
· HIOW PCNs – SIT will aim to provide Open Exeter Coverage data by July 
· Dorset PCNs – DiiS have cervical screening data

· Information provided by the screening with some practical actions to consider: 


· Further support on achieving the cervical screening actions can be found here Cervical screening: ideas for improving access and uptake - GOV.UK (www.gov.uk)

· Bowel-Cancer-Screening-QI-Project-FINAL-2.pdf (wessexcanceralliance.nhs.uk) 


· Codes to use on practice system

· Consider projects happening locally e.g. Dorset LD project 
Contact for support around screening requirements:
HIOW Screening and Immunisation Team: england.HIOW-SIT@nhs.net

South-West Screening and Immunisation Team: england.southwestscrimms@nhs.net

	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?


	Service requirement 3a: FIT TESTING FOR COLORECTAL CANCER REFERRALS. Work with its Core Network Practices to adopt and embed the requesting of FIT tests where appropriate for patients being referred for suspected colorectal cancer

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	Encouraging patient uptake of FIT: 
· Review the WCA FIT webinar (March 2022) or complete the Gateway C FIT course
· Ensure patients understand why they need to complete a FIT test and the importance of returning it as quickly as possible. Consider using the AccuRx FIT Sample reminder text messages.
· 

[bookmark: _MON_1713346249]Example protocol for use following a lower GI 2ww referral
· Code the provision of FIT tests and safety net to ensure tests are being returned.
· Provision of FIT kit - Y36a6 (READ code) / 149421000000109 (SNOMED)
· FIT result received - Xaf0H (READ Code) / 1049361000000101 (SNOMED)
· Monitor data using new Wessex Dashboard (coming soon) NHSE/I expect that at least 80% of LGI urgent cancer referrals should be accompanied by a FIT result.
· Utilise eRS advice and guidance where it is unclear if a patient requires an urgent referral based on their FIT result and symptoms. 
	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?


	Service requirement 3b: TELEDERMATOLOGY. Work with its Core Network Practices to adopt and embed where available and appropriate, the use of teledermatology to support skin cancer referrals (teledermatology is not mandatory for all referrals)

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	Where possible, include an image for skin referrals.

1. Enable Accurx photo within the practice: 
· How to send a photo request link to a patient & upload to patient record.
 https://www.youtube.com/watch?v=kPkkeCboQlY 

2. Upskill additional clinical staff in being able to triage/ identify skin cancer
· RCGP – Recognising Skin Cancer (£25 – suitable for all clinicians, not just GPs) https://www.rcgp.org.uk/learning/online-learning/ole/recognising-skin-cancer.aspx

3. Train and upskill HCAs, Practice Nurses and ANPs in taking pictures of skin lesions
· A video guide to Teledermatology: How to use a dermatoscope & get the best images’ https://youtu.be/5rwKt7NMcX8        https://youtu.be/nTWo_88VZ8s 

· How to complete an advice & guidance request- ‘A Simple Guide to A&G’                    
               https://youtu.be/wIMe473-gwA

· How to upload images to eRS system-  ‘An e-referral system guide (eRS)’
            https://youtu.be/SpYMaLhdBRc     https://youtu.be/zw2CaDp2STM

· Referral Requirements  
Minimum data sets 

· Guidance for clinicians: Taking mobile photographic Images of skin
                            Guidance on the use of mobile photographic devices

4. Help patients to take a good quality image to send in, to the Surgery
· Taking mobile photographic images of skin, PDF Guide: University Hospital Dorset
· How to take photos & send them to the GP, Video:  https://youtu.be/g7c_CYQ8VJo
· Create accurx text template with video link (above) embedded to send to patients when requesting skin image, alongside accurx picture request link.

5. Taking images securely (Example protocol) 


	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?


	Service requirement 4: PROSTATE CANCER. Focusing on prostate cancer, and informed by data provided by the local Cancer Alliance, develop and implement a plan to increase the proactive and opportunistic assessment of patients for a potential cancer diagnosis in population cohorts where referral rates have not recovered to their pre-pandemic baseline

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	It is recommended that PCNs read the attached Wessex Cancer Alliance Position Statement on PSA Testing.

It is recommended that PCNs focus on men who are most at risk:
· Those aged 50 or older, those with a family history of          prostate cancer over 45 & black men aged over 45 
[bookmark: _Hlk106805389]NICE Guidance states PSA should be:
· Considered in men with suspected prostate cancer
· Offered to men over 50 years of age who request a PSA test

· Establish how many men per practice have risk factors that classify them to be high risk for prostate cancer (target cohort) 
· Providing prostate cancer awareness information materials directly to the target cohort, either electronically via SMS, email, or through leaflets  Prostate Cancer Campaign - Cancer Matters Wessex
· Consider supporting allied clinical professionals to undertake prostate health discussions with the target cohort - having a named contacted for PSA discussions

· Prostate cancer specialist nurses phone number 0800 074 8383 –opening hours are Monday-Friday (9.00 – 5.00) Wed (10.00 – 5.00) Asymptomatic men can be directed here to have conversations to support your patient’s informed choice decision making about PSA testing. Alternatively, they can contact specialist nurses through the website https://prostatecanceruk.org/get-support/our-specialist-nurses
	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?


	Service requirement 5: NON-SPECIFIC SYMPTOMS PATHWAY REVIEW. Review use of their non-specific symptom’s pathways, identifying opportunities and taking appropriate actions to increase referral activity.

	SUGGESTED ACTIONS/PRACTICAL SUPPORT
	PCN ACTIONS / NOTES

	To support the introduction of non-specific symptoms pathways, a PCN is encouraged to use their non-specific symptom pathways where appropriate.

· Review current use of the Rapid Investigation Service (RIS) Baseline data will be available through alliance and will be updated quarterly. 

· Ensure all clinicians are familiar with the referral criteria for the RIS pathway – documents to support this below

· Code to track referral - XaC6Q (diagnostic investigation service – SNOMED CODE 310028002) Please note there is not an official code yet




   
	Actions you plan to take in relation to this requirement. How can you evidence the impact of your work? What changes have you put in place as a result?




	CONTACT US

	Wessex Cancer Alliance have a team of people here to support you in achieving the aims of the PCN DES for Early Diagnosis. 

· Practice Manager Advisor (Tamzen Hogben) to support with the contractual requirements, reporting and clinical systems support.
· Non-Clinical Primary Care Lead (Victoria Wright)
· Review and discuss your PCN/practice level cancer data on PHE Fingertips
· Support quality improvement activities around cancer screening and early diagnosis
· Provide support, training, and resources to meet the requirements of the DES 
· Wessex Cancer Alliance Macmillan GPs who can support with NG12 education and facilitating clinical audit reviews
             Contact: Dorset dcp@dorsetccg.nhs.uk HIOW england.wessexcanceralliance@nhs.net

PRIMARY CARE TOOLKIT
A Primary Care Toolkit has been developed to support Wessex PCNs to provide high quality care for people living with or at risk of cancer. It is a resource for the whole primary care team, both clinical and non-clinical, and brings together local and national information, best practice guidance, useful tools and links to further resources and training. Primary Care Toolkit - Welcome to Wessex Cancer Alliance




We are continually looking at ways to develop our support offer and would value your feedback using the email addresses provided. 
Many thanks.
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NEWLY DIAGNOSED CANCER PATIENTS - how to screen shots - System 1.docx
NEWLY DIAGNOSED CANCER PATIENTS – ARDENS SEARCHES 2022

There are quite a few useful searches that Ardens provide for tracking referrals and new diagnosis of cancer. Screenshots are as follows
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Breaking down the report into more detailed information

Make sure you run the report first.
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Will bring up this page
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You can choose to break down the report (filter it) by any of the elements listed on the left hand side such as – read code (description) , event date, event done by. Then hit refresh, close the filter option and then hit the magnifying glass (show patients) option.
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WCA CDS Tools for Cancer Resources.docx
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WCA Clinical Decision Support Tools for Cancer Webinar Rescources



CDS Tools videos from Macmillan: Helpful set of seven 1-2-minute videos from 2016 -still mostly very relevant- address some concerns around use of these tools:

Am I obligated to act on a risk score? - YouTube

What are the likely implications of the CDS tool on the number of referrals into secondary care? - YouTube

Does the Cancer Decision Support tool increase cancer diagnosis? - YouTube

What evidence is there that the tool works? - YouTube

What do I do if the patient has a risk score greater than 2%, but does not meet referral criteria ? - YouTube

What does a 3% CDS risk score mean? - YouTube

How do these tools relate to NICE (NG12) for suspected cancer? - YouTube



2017 ACE report: (might appear second in your browser search result list after copy and pasting)

Using Cancer Decision Support Tools to support the early diagnosis of cancer (cancerresearchuk.org)



Wessex Cancer Alliance Toolkit

Primary Care Toolkit - Welcome to Wessex Cancer Alliance



Cancer Research UK CDS Tools overview

Cancer decision support tools overview | Cancer Research UK



Nice Guidance (NG12 pages and resources, CKS)

NICE have provided their guidance organised by cancer site(link is external)   

and by symptom and findings of primary care investigations(link is external). 

They have also provided a pathway tool(link is external) which is searchable by cancer site or symptom and a resources section Tools and resources | Suspected cancer: recognition and referral | Guidance | NICE which includes Endorsed resources: CCLG_Referral_Guidance_summary_April_2021_Web.pdf (childhood cancers)

Endorsed resource - The Cancer Maps | Suspected cancer: recognition and referral | Guidance | NICE

CKS main page link: Cancer | Specialities | CKS | NICE

Seven point pigmented lesion checklist (scroll half way down the page) Melanoma and pigmented lesions | Health topics A to Z | CKS | NICE



BMJ infographics link (click on the child or adult blue box at top of the article): New NICE guidance on referral for cancer | The BMJ



CRUK NG12 info including body infographic: (click on pink buttons -not Scottish ones, then on the  second page click on pink and blue buttons. The “tools and resources” one has the desk easel in it):

NICE (NG12) Suspected Cancer: Recognition & Referral guidelines | Cancer Research UK

CRUK body infographic downloadable version Symptom Reference Guide Infographic Version | Publications (cancerresearchuk.org)



Macmillan Cancer Support – clinician resources Resources for GPs - Macmillan Cancer Support

Macmillan Rapid referral guidance tool : Rapid Referral Guidlines - Macmillan Cancer Support









GatewayC 

Cancer Maps Introducing Ben Noble's RCGP award-winning The Cancer Maps (gatewayc.org.uk) The tutorial video on the home page is helpful- there are more cancer maps examples in the “Improving you cancer referrals” GatewayC module – useful for all primary care clinicians

GatewayC Free online cancer education for primary care staff in England - GatewayC (accessible to all primary care professionals)





Ardens- SystmOne

Ardens Cancer Analyser in SystmOne- (at approx. minute 9 of the video) Ardens SystmOne - New Features and Hints & Tips : Ardens SystmOne 

Ardens SystmOne Cancer Care Overview - 6 minute video  Cancer Resources Overview : Ardens SystmOne 

Ardens SystmOne Cancer resources webinar 19/5/22 available soon on Recorded Webinars : Ardens SystmOne)



Ardens- EMIS

Ardens Cancer Analyser in Emis Web (5 min video) Ardens Cancer Symptom Analyser : Ardens EMIS Web 

Ardens EMIS cancer resources webinar (1hr long) Ardens EMIS Cancer Resources Webinar on Vimeo 



RATs 

rats.pdf (cancerresearchuk.org)



QCancer

QCancer

QCancer in Emis Web (50min video) Using QCancer in EMIS Web | EMIS NUG 



Macmillan CDS tool 

See videos at the start of this resource document and this FAQ document (which might be a bit old- but no update was found) CDS-FAQs (macmillan.org.uk)



CDS Tools which need to be paid for

C the Signs | Find Cancer Earlier

CompleteCare Cancer Toolkit (dxs-systems.co.uk)

Home - YouDiagnose



Erica trial

The ERICA Trial



FOR SUPPORT IN HANTS IOW england.wessexcanceralliance@nhs.net

FOR SUPPORT IN DORSET dcp@dorsetccg.nhs.uk

May 2022
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PCN DES objectives (screening).pdf


1 |


Objective PCN Actions


Increase 


understanding of 


bowel cancer


• Support practices to search patient list for non-attenders; ensure trained staff have a conversation to understand barriers and support patient to make informed 
choice; monitor participation within next 3 months.


• Signpost to hub if replacement kit needed and monitor if patient participates within next 3 months.
• Staff to  be aware of the use of FIT, and the differences in its use in screening vs symptomatic patients. 


Share learning • Facilitate practices with low uptake of bowel screening (<60%) to work with and learn from those achieving >70%.
• Facilitate practices with low coverage of cervical screening (<70%) to work with and learn from those achieving >75%


Increase access to 


cervical screening 


appointments


Support and encourage practices to:
• provide early morning appointments for cervical screening.
• offer bookable cervical screening at least 8 weeks in advance.
• Engage with the ICS digital transformation team in the development and implementation of on-line booking for cervical screening appointments.
• Utilise extended access centres for cervical screening appointments where cervical screening is offered as part of the GPEA s ervice.


Practices to review 


and reduce 


exception reporting 


(cervical)


• Support practices to engage positively with non-responders, encouraging informed decision making and screening uptake.
• Encourage use of text messaging appointment reminders and those who are eligible but have not responded to invites
• Encourage practices to use pink paper and standard letter template (supplied) for non-responders (3rd invite).


Reduce unnecessary 
repeated cervical 
samples


• Ensure that practices are only booking cervical screening appointments for those eligible for screening
• Monitor the number of rejected samples/repeats and support practices to reduce
• Ensure compliance with good practice guidance.


Improve experience 
of screening  
services for those 
with LD and/or SMI


• Work with practices to improve uptake by engaging with service users and their carers
• Make reasonable adjustments based on the evidence of what works; and working across the pathway to ensure support is in place for these population groups
• Monitor the uptake of cancer screening by people on the LD or SMI register and share the data with SIT/ICS
• Ensure practice source appropriate promotional materials and resources to endorse the screening programme, these can be discu ssed at appointments e.g. 


annual LD health check and annual SMI physical health check.
• Ensure practices return requested information to providers which will facilitate the identification of patients with learning difficulties so that appropriate 


communication can be sent to them from the start of the screening process as well as flagging this to the screening staff at the hospitals to make adjustments 
where needed.







2 |


Resources


• HIOW SIT will aim provide Open Exeter coverage data from July


• Cervical screening coverage statistics: link to Primary Care, CCG and LA dashboards Cervical Screening Programme - Coverage 
Statistics [Management Information] - NHS Digital


• Guidance for improving access and uptake for cervical screening Cervical screening: ideas for improving access and uptake -
GOV.UK (www.gov.uk)


• Bowel QI toolkit Bowel-Cancer-Screening-QI-Project-FINAL-2.pdf (wessexcanceralliance.nhs.uk)


• HIOW Screening and Immunisation Team: england.HIOW-SIT@nhs.net


• South West Screening and Immunisation Team: england.southwestscrimms@nhs.net



https://digital.nhs.uk/data-and-information/publications/statistical/cervical-screening-programme/cervical-screening-programme-coverage-statistics-management-information

https://www.gov.uk/guidance/cervical-screening-ideas-for-improving-access-and-uptake

https://wessexcanceralliance.nhs.uk/wp-content/uploads/2021/12/Bowel-Cancer-Screening-QI-Project-FINAL-2.pdf

mailto:england.HIOW-SIT@nhs.net

mailto:england.southwestscrimms@nhs.net
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codes for screening programmes.docx
Codes to use for screening



XaZid – code all comms with patients – provision of information about cervical screening program (SNOMED 851141000000101)



XaVxE – code all comms with patients – advice given about breast screening program (SNOMED 710871000000104)



XaPyB – code all comms with patients – advice given about bowel screening program (SNOMED 382161000000102)
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FIT KIT & Lower GI referrals - PCN DES 2022-2023.doc
FIT PROTOCOL - PCN DES 22-23


Provision of FIT KIT with 2WW Lower GI fast track referrals
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Patient referred for Suspected Lower GI Cancer 







Send AccuRx FIT KIT 



scheduled reminder 



text to patient.



Send them a text on how to complete the kit and then AccuRx will automatically send a 



reminder 3 days later.















GP



1. Code referral as Fast Track referral for suspected Lower GI Cancer



Xaalp (READ Code)



892201000000106 (SNOMED)







2. Ask Patient to pick up a FIT kit on       their way out.







RECEPTION







Hand patient FIT kit and code the patient record with:



Y36a6 (READ code)



149421000000109 (SNOMED)



PROVISION OF FAECAL IMMUNOCHEMICAL TEST KIT







Remind patient to complete the kit within 14 days







PATIENT DECLINES KIT







Code as:



Y35d6 (READ Code)



149441000000102 (SNOMED)







PROVISION OF FAECAL IMMUNOCHEMICAL TEST KIT DECLINED











CANCER CARE CO-ORDINATOR



Monthly Searches







Ardens – CAN-01 LGI 2WW referral with FIT 7 days before or 14 days after referral



(this is part of IIF indicators for 22-23 year)







BRS Searches



�







Run search for Patient’s referred where a kit was given but no result back yet – ascertain why by speaking to patient and code as safety netted (Y281b) – cancer safety netting



Run search for Patient’s referred where NO kit was given (or given but not coded) & no result back – ascertain why and code as safety netted (Y281b) – cancer safety netting















V1 – 22.04.2022
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Text templates.pdf


AccuRx templates 


Examples of Text messages that could be used to give instructions to patient of how to use the FIT 


test and also reminder to complete the test. 
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BRS photographs protocol.pdf


Dr Nina Silson, May 2022 


Burgess Road Surgery policy for the handling of photographic 
images in the medical record 


 
In July 2021 University Hospital Southampton’s Dermatology department and Hampshire, 
Southampton and Isle of Wight Clinical Commissioning Group requested that all Dermatology 
referrals be accompanied by images (macroscopic and dermatoscope photographs as applicable) of 
the lesion or areas of concern. This protocol sets out the process for doing so for patients at Burgess 
Road Surgery, both adults and children. 
 
In taking images of patients remember to the principles of consent and confidentiality, and that any 
image taken as part of a patient’s care is part of their medical record and must be treated in the 
same way as any other part of the record.  
 
This guidance is for images taken on a mobile device, on healthcare premises or elsewhere, as part 
of the assessment, investigation, and treatment of a patient’s condition.  
 
When taking images, respect the patient’s privacy and dignity and right to be involved in decisions 
that affect them, and follow the principles of confidentiality, decision-making and consent. Explain 
the purpose of the image and how long it will be stored for.  
 
Ensure safe arrangements for storing images, and that images are not used for any purpose outside 
of the original consent without gaining further consent. Consent can be verbal for the purpose of 
this protocol.  
 
Wherever possible, images should not contain any patient-identifiable features as there is a risk 
that patient-identifiable images may inadvertently be shared via the internet or through cloud-based 
storage services. Appropriate additional steps should be taken to ensure the safety of these images.  
 
Images should clearly capture the area of concern and be of good quality, including millimetre 
markings close to the lesion and not overlying it.  
 
Please see the next page for the practice’s protocol for the taking and processing of patient images.  
The preferred method is for the patient to take the images, but where this is not possible then 
alternative pathways may be used, providing this is done so securely and with anonymisation.  
 
It should be noted that: 
 
Where patient’s chose to take and transfer their own image, issues of device usage, data protection 
and information governance do not apply until the image has been received by the healthcare 
professional. 
 
If the professional chooses to use their own device, then all cloud-based back-up services and 
photo-sharing should be disabled. A secure wireless network or wired connectivity should be 
used.  
 
 
 
References: 
Storing Digital Images in Medical Records, MDU, 2020 
UK Guidance on the use of mobile photographic devices in Dermatology, 2013 
GMC, Making and using visual and audio recordings of patients, 2011 







Dr Nina Silson, May 2022 


PROTOCOL 
 
 
 
 
 
 
 
 
 


 
 


 
 
 


 
 
 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Would the use of a mobile device benefit patient care and does 
the patient consent to the photograph being taken (or principles 
of capacity and consent followed for those who lack capacity to 
consent to the use of photographs)? 


Are you taking the image yourself 


as part of the consultation? 


Do you have access to: 
An organisationally owned device that is 
secure? 
Or a securely configured own device? 
 


Avoid use of a 


mobile device 


The patient is taking 
the photograph  
Explain that initial 
capture and transfer 
may not be secure 


Images should be transferred 


to an NHS.net email account, 


then sent to the practice 


generic email address 


(including the patient’s NHS 


number and date of birth) 


from where it can be added 


to the patient’s record 


Can the images 


be anonymised? 


Delete all copies of the image from the device 
 


Send the patient an 


AccuRx SMS 


allowing them to 


respond an attach 


their image. Once 


received, save to 


the patient record.  


The image can now be attached to an ERS Dermatology Fast Track 


Cancer referral or routine clinic referral 


YES 


YES 


YES 


NO 


NO 


NO 


YES 


NO 
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The Wessex Rapid Investigation Service – FAQ’s 


Background 


Launched in 2018, the NHSEI’s Long Term Plan has 


cancer as one of its focuses.  It set an ambition to 


enable an extra 55,000 people per year survive their 


cancer diagnosis for 5 years or more.  As part of this 


it determined to create new Rapid Diagnostic 


Services across the country.  Different areas have implemented different services: in Wessex, a 


remote service was rolled out in stages across the area from June 2020, with full access to all 


Wessex practices from January 2021. 


Frequently asked questions: 


1. Why does the practice have to do such a comprehensive work up?    


With the service covering such a large geographical area (Lyme Regis to Emsworth, and Ventnor 


to Tadley), and the need to keep it a “rapid” service, all patients must have a complete work-up, 


including physical examination and a minimum dataset of investigation results. (FBC, ESR, CRP, 


renal, liver, bone function, HbA1c, PSA/CA125, urinalysis, and FIT test).  With no physical clinic, 


the service is not able to see patients face to face and has no facility to undertake blood, urine, 


and FIT tests, and logistically it is simpler and quicker, if there are outstanding tests needed, for 


these to be arranged and undertaken local to the patient.  This cohort of tests have been 


specifically selected to efficiently identify if the patient might be more appropriately referred 


into secondary care via a different NG12 pathway rather on to the non-specific symptoms’ 


pathway. 


2. Additional Patient information 


 


It is valuable for our service to have narrative included within the referral that is informative and 


up to date.  It allows our team of clinicians to fully assess the referral ensuring the patient is 


appropriate for the service.    


Due to the nature of being a virtual service it is of paramount importance that any patient 


referred to the RIS has the capacity to consent and to accurately respond to the numerous 


questions they will be asked from our clinicians. 


 


3. How do I make a referral? 


There is a 2 week wait proforma to complete, to (hopefully) support a smooth referral.  The 


proforma should be fully completed including an informative narrative.  The referral must be 


added to the Electronic Referral System (E-rS).  The RIS will not be able to see that a referral has 


Cancer accounts for more premature 


deaths (under the age of 75) in the UK, 


than cardiovascular, respiratory, and 


hepatic conditions combined. 







been made until the proforma has been added and a “dummy” appointment booked.  The 


patient should not be informed of this “dummy” appointment as this can lead to unnecessary 


anxiety for the patient if the RIS team do not call at the time of this slot. 


4. Who is on the team? 


The team is led by Dr Kathryn Nash (UHS Hepatologist), supported by Mr Paul Nichols (UHS 


Colorectal Surgeon) and Mr James Douglas (UHS Urologist).  They are supported by 2 GPs (Dr 


Laura Watson and Dr Richard Roope) and 4 Nurse Practitioners (Charlotte Smith (Lead NP), Celin 


Thomas, Elizabeth Buse and Dhanya Varun).  The clinicians, in turn, are supported by a manager 


and admin team. 


5. Once I have made the referral, what then happens? 


Each referral is clinically screened to ensure the referral is appropriate (i.e., there is not an 


existing pathway better suited for the patient), and all required test results are available.  Once 


accepted the RIS admin team call the patient to fix an appointment, with the option of video- or 


telephone-call.  The vast majority choose the latter. This will usually be within 2 working days of 


the receipt and acceptance of the referral.  If the clinical screen highlight that a more suitable 


pathway should be considered, or the referral is missing vital results this will be communicated 


with the referring practice via e-RS and the designated NHS.net email address for the surgery.  


One of the frontline GPs or Nurse Practitioners will then have a detailed remote consultation 


with the patient, exploring the full medical history in detail.  If further investigation is deemed 


appropriate, any required investigations will be requested at the patient’s nearest/choice of 


hospital.  If no further investigation is recommended, the patient will be appropriately safety 


netted and discharged back to the GP with a summary. 


6. Which tests can you arrange? 


Our most common first-line test is a CT Chest / Abdo / Pelvis with contrast.  Please note that if 


you are referring for urgent endoscopic tests, then the referral should be directed to Upper or 


Lower GI. 


7. How soon will the patient have their investigations? 


These are normally undertaken within 2 weeks of the clinical consultation. 


8. When does the patient hear the results? 


Once we have the investigation report, it is discussed at the next MDT meeting (Mondays and 


Thursdays).  A management plan is made and is communicated to the patient by telephone. 


9. Will the referrer need to make further referrals if a cancer is diagnosed? 


No, the RIS team will make any onward referrals to the appropriate 2 week wait referral 


pathway, with a copy of the referral sent to the GP.  The RIS will continue to support the patient 


until they are safely under the care of the appropriate specialist team with a CNS contact and an 


onward management plan. 


The only exception to this is:   


In the unfortunate event that a referral to a community based palliative care team is required, 


the RIS would anticipate the GP would refer to the correct team.  This will be fully communicated 


to the GP directly by phone and within patients Discharge Summary. 







10. What will happen if a significant non-cancer diagnosis is made? 


Again, the RIS team will make the appropriate onward referral if required and the patient 


supported until the successful transfer of care is complete. 


11. What will happen if no cause is found for the symptoms and findings that led to the RIS referral? 


The patient would be discharged back to their GP team with advice re symptom control, 


monitoring and safety netting advice given to the patient. 


12. What communication can I expect to receive? 


We sometimes call GP surgeries to discuss referrals.  We are aware that this is time consuming 


and are very grateful for our GP colleagues’ co-operation.  We find this communication can be a 


really valuable part of the process. The GP team will receive a letter when the patient has been 


clerked, detailing any investigations requested.  We will also send copies of any onward referrals. 


Where the patient is discharged from the RIS with safety netting advice, the GP Team will receive 


a copy of the letter sent to the patient, with specific “advice to GP Team”.  At the time of the 


patient’s discharge from our team, the discharge letter is sent to both the patient and the GP 


surgery. 


13. Over the first full year what has been the cancer conversion rate, and non-cancer significant 


diagnosis conversion rate? 


Around 4.7% of referrals have had a cancer diagnosed 


and were referred onwards.  A further 31% were 


referred onwards with a non-cancer finding.  The 


remaining patients were reassured that there was nothing serious found to explain their 


symptoms and then discharged to their GP Teams for ongoing care. 


14. What is the difference between the RIS and CUP referral pathways? 


The RIS is a Non-Site Specific (NSS) pathway for patients in whom there is clinical concern there 


may be a cancer somewhere, but the symptoms are systemic (e.g., weight loss, fatigue, 


generalised abdominal pain, persistent or rising thrombocytosis).  The Cancer of Unknown 


Primary (CUP) pathway is for those with newly diagnosed secondary cancer, e.g., liver 


metastases on ultrasound, where the primary is as yet unknown. 


15. How has the service been received by patients? 


Patients are given the opportunity to feedback.  This has been almost universally favourable, 


although our set-up as a remote service does present some challenges. 


16. Does the RIS have capacity for more referrals? 


Yes, there is clinical, diagnostic, and administrative capacity for more referrals. 


 


 


 


 


Cancer diagnosis rate: 4.7%* 


Other significant diagnosis: 31%* 
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RIS referral draft V15_Final.docx
		Suspected Cancer Non-specific Symptoms 2 Week Wait Referral 

Rapid Investigation Service (RIS)



		Please send via e-RS

Please note this is a separate referral route to the existing Cancer of Unknown Primary 2WW pathway



For any enquiries, please contact the Rapid Investigation Service Team

Email: wessexrds.admin@nhs.net             Tel: 0300 123 1385​​



		Date of decision to refer

		

		Date referral received by RIS

		



		



		

		Surname:                                            

		Forename:

		Title:



		

		Gender:

		DoB:

		NHS Number:



		

		Ethnicity:

		Transport required

		Yes                  No



		

		Patient Address:





		

		Primary contact no:

Secondary contact no:

Email:

		

		





		

		Preferred method of contact with RDS: Phone call/video call



		

		Accessibility and information:



Translation needs:



		

		Usual GP:



		

		Practice details:



		

		Please provide Practice Bypass Number:



		

		Email address:

		



		

		Referring Clinician:



Referrer email:

		Referrer address:









		The aim of the pathway is to swiftly investigate patients with non-specific symptoms in an 

effort to detect cancers at an early stage.



		This pathway is open to all patients aged 18 years or older who meet the referral criteria listed below who are not suitable for other site specific 2WW pathways







		I can confirm:



		All the mandatory filter tests have been reviewed and all the results are available on ICE

		Yes/No



		Patient is well enough to attend hospital investigations

		Yes/No



		I confirm that the patient has had a physical examination



		Yes/No



		If any of the above answers are no, the patient is not suitable for this pathway 

		



		Is the patient already on another 2WW pathway for the same symptoms



If yes, the patient is not suitable for this pathway

		Yes/No







		Does the patient have cognitive impairment which may affect their mental capacity for consent and ability to undertake a virtual consultation?



If yes, please contact RIS 

		Yes/No







		Is this patient already under another specialty for the reported symptoms?

If yes, please explain why the referral is coming to RIS













		Yes/No







		WHO Performance Status (tick appropriate box) it is essential that this is completed



		

		0

		Fully active



		

		1

		Restricted in physically strenuous activity but ambulatory and able to carry out light work



		

		2

		Ambulatory and capable of self-care, unable to carry out work activities, up and about 50% of waking hours



		

		3

		Capable of only limited self-care, confined to bed/chair 50% of waking hours



		

		4

		No self-care confined to bed/chair 100% 









		Referral Criteria  

		Tick



		New significant unexplained and unintentional weight loss of >5% 

Please consider Coeliac screen

		☐



		Current weight and date:



Previous weight and date:



		 





		New unexplained constitutional symptoms: 

		



		Loss of appetite                        

		☐

		Nausea              

		☐

		Severe unexplained fatigue

		☐

		Night Sweats   

If male, consider testosterone

		☐

		New unexplained abdominal pain for 4 weeks or more 

		☐

		New unexplained or progressive pain e.g., bone pain 

Where felt appropriate Myeloma screen, Bence- Jones Urine, Electrophoresis

https://bjgp.org/content/68/674/e586

		☐

		ASYMPTOMATIC RAISED PLATELET COUNT:



New raised platelet count of > 400, aged over 40 years (two tests 

performed at least 6 weeks apart): 



Please follow the NICE CKS for initial management:



https://cks.nice.org.uk/topics/platelets-abnormal-counts-cancer/diagnosis/assessment-of-thrombocytosis/



If no cause found from the above guidance, referral can be accepted through RIS.



		

☐







		Referrer intuition of cancer diagnosis (reasons to be clearly described below)

		☐







		CLINICAL DETAILS



		Please include history, findings from physical examination (mandatory as we are a remote service), relevant investigations and other clinical detail







































		Has this patient been referred to the Rapid Investigation Service before?                 Yes/No



		If so, date last seen.  

		



		Reasons for re-referral 

		









             

		I confirm I have explained that this pathway is to detect a possible cancer  

       

		Yes/No



		I have provided the patient with the information leaflet 

Wessex Rapid Investigation Service for Suspected Cancer - Welcome to Wessex Cancer Alliance 

		Yes/No



		I have checked the contact details with the patient 

		Yes/No



		The patient has been made aware that they will be contacted by telephone appointment in the first instance

		Yes/No



		The patient is aware to expect contact from the Rapid Investigation Service in the next few days and is available to attend investigations in the next 2 weeks

		Yes/No







                            

		Mandatory filter test results from within the past 2 months (3 months for CXR & FIT) 

Please note results are required prior to referral to ensure the most suitable pathway can be used.

All results must be included within the referral 



		List of mandatory tests with automatic extraction of results:  

Physical Examination

Urine dip

FBC

ESR

U&Es

LFTs

TFTs

Fasting Glucose or HbA1c

Bone Profile

PSA (Men - not required for age under 45)

CA125 (Women)

FIT Test (using FIT test sample kit)- results of 10 and above will be considered positive

(FOBT cannot be accepted) 



		



		Automatic extraction and incorporation of recent radiology or endoscopy results:

		



		Other recent blood results (automatic extraction)



		









		Patient summary automatic extraction 



		Significant past medical history:











		Medications:







		Allergies:



		Smoking status:



		Alcohol consumption:
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Wessex Rapid Investigation Service - Year 1 Newsletter 


Introduction to the Rapid Investigation Service (RIS) 


The Wessex Rapid Investigation Service launched in June 2020 in Dorset and gradually rolled out across the Wessex 


region and covers 6 Provider Trusts and 264 GP Practices. The RIS was established as a virtual hub to investigate 


patients with non-specific symptoms referred by their GP on a 2 week wait pathway.  The RIS operates virtually and 


organises any required diagnostic tests to be performed at the provider Trust most local to the patient. 


 


Accessing RIS


 


The RIS team are always happy to answer any questions regarding a new or existing referral. 


Email : Wessexrds.admin@nhs.net 


Phoneline: 0300 123 1385 


 


 


The referral must be 
complete and informative. 


Filter tests should be 
complete and reported.


The filter tests are essential to ensure 
the non-specific pathway route is the 


most appropraite for the patient


Referrals sent via e-RS 
Patient(s) must be booked into a 


"dummy" appointment slot and should 
not be informed of date/time


The RIS can be found:


2WW - Non-specific symptoms-
GEC01 Aldermoor


Referral is screened for 
completeness and 


appropriateness by the RIS 
clinical team.   


The referring GP will receive 
communication if there are any 


concerns.



mailto:Wessexrds.admin@nhs.net





  
 


   
 


 


 


Highlights 


The RIS have had a very successful first year of being fully operational and have received some excellent feedback 


from our patients:


 


 


 


 


Outcomes: 


Statistics period:  1st Feb 21 – 31st Oct 21 


Of accepted referrals. The average time from:  


Accepted referral to first investigation mean 13.56 median 13 days 


Accepted referral to discharge mean 24.8 days median of 21 days 


 


“Flabbergasted about the 
speed from referral to results 
under 4 weeks. So impressed 
with it. The nurses that ring 


were so lovely.” 


“Can't fault it. My experience 
was really good. I wasn’t upset 


or concerned. All my 
questions were answered".”


The team in the RIS are fully 
dedicated in putting our patients first 
and to reducing any concerns that a 


patient or family member(s) may have 
about the pathway by being fully 


approachable and transparent about 
the patient’s journey whilst they are 


under our care.


We are keen to learn and adapt our 
processes when challenges have 


arisen to further mitigate any 
potential delays in the patient’s 


pathway.  Feedback is always 
welcome.


The RIS is an equitable service for all 
patients ensuring that all patients 


have access to the same care 
regardless of accessibility 


requirements by completing and 
fulfilling a “you said, we did” action 


plan.


We can offer virtual consultations 
with interpreters across many 


languages and have access to easy 
read / translated documentation to 
ensure the communication with the 


patient is appropriate to their 
individual needs.







  
 


   
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


73% of practices within our 


catchment have referred one 


or more patients to the RIS 


Conversion Rate from referral 


to confirmed cancer  


Conversion Rate from 


referral to significant finding 


requiring onward 


management exc confirmed cancer 







  
 


   
 


 


 


Additional Resources 


Wessex Rapid Investigation Service for Suspected Cancer -Information Leaflet 


RIS (Rapid Investigation Service) - Primary care toolkit 


 



https://wessexcanceralliance.nhs.uk/wessex-rapid-investigation-service-leaflet/

https://wessexcanceralliance.nhs.uk/ris-rapid-investigation-service/
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Aims of the Rapid diagnostic centres 

&

the Wessex Rapid Investigation Service 

Referral route for patients with non specific symptoms

Supporting earlier and faster diagnosis

Ensuring optimal pathways implemented for all tumour sites

Driving innovative ways of working



Central, virtual service to ensure equity in access

Serving 264 GP practices and accessing tests at 6 acute Trusts locally to patients

Coordinating onward management into all 6 acute Trusts where appropriate 



Great interest in the Wessex model from other Alliance areas and nationally with share and learn sessions delivered 
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Rapid investigation service

The aim of the rapid diagnostic service is to swiftly investigate patients with nonspecific symptoms in an effort to pick up cancers at an earlier stage. 
Historically these patients often had a convoluted and delayed pathway to diagnosis.

For all patients aged 18 years or older who meet the referral criteria who are not suitable for pre-existing 2 week wait pathways:

	-There is no other urgent referral pathway for the clinical scenario 
	-Patient does not need admission
	-Patient does not have a non-cancer diagnosis suitable for another specialist pathway
	-All the mandatory filter tests have been done and all the results included on the form
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Rapid investigation service

List of mandatory tests with automatic extraction of results:

Physical Examination

Urine dip

FBC

ESR

U&Es

LFTs

TFTs

Fasting Glucose or HbA1c

Bone Profile

PSA (Men - ≥45)

CA125 (Women)

FIT Test (using FIT test sample kit)- ≥10 will be considered positive
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Rapid investigation service
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The referral must be complete and informative. Filter tests should be complete and reported.



The filter tests are essential to ensure the non-specific pathway route is the most appropraite for the patient







Referrals sent via ErS 

Patient(s) must be booked into a "dummy" appointment slot and should not be informed of date/time



The RIS can be found:

2WW - Non-specific symptoms-GEC01 Aldermoor





Referral is screened for completeness and appropriateness by the RIS clinical team.   

The referring GP will receive communication if there are any concerns.







Rapid investigation service
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The team in the RIS are fully dedicated in putting our patients first and to reduce any concerns that a patient or family member(s) may have about the pathway by being fully approachable and transparent about the patient’s journey whilst they are under our care





We are keen to learn and adapt our processes when challenges have arisen to further mitigate any potential delays in the patient’s pathway.  Feedback is always welcome.





The RIS is an equitable service for all patients ensuring that all patients have access to the same care regardless of accessibility requirements by completing and fulfilling a “you said, we did” action plan.





We can offer virtual consultations with Interpreters across many languages and have access to easy read / translated documentation to ensure the communication with the patient is appropriate to their individual needs.








numbers to 31.3.22: Referrals




644 referrals made to the service 

73% of practices have referred into service

38.6% from Dorset CCG practices

51.6 % from Hampshire, Southampton & IOW CCG practices

9.8% from Portsmouth CCG practices



48% male and 52% female

Average patient age 66
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numbers to 31.3.22: Referrals




Number of referrals

Frequency
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Frequency of practices making RIS referrals



Number	1	2	3	4	5	6	7	8	9	10	11	12	13	14	15	16	17	18	19	20	21	22	23	24	25	26	46	26	19	18	17	9	9	2	4	2	2	2	1	2	1	1	









27 cancers diagnosed: 

6 x lung 

6 x urology 

5 x Upper GI

3 x breast 

2 x sarcoma 

2 x haematology

1 x  neuroendocrine 

1 x ovary

1 x CUP (UHD)



Conversion rate: 	4.7% cancer

	31% significant non-cancer diagnosis



24 Significant diagnoses (non-cancer) including triple AAA, sarcoidosis, IgG4 and HG colon polyp



Conversion rate 9.8% 




numbers to 31.3.22 : diagnoses








8













9





Rapid investigation service
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“Flabbergasted about quick from referral to results under 4 weeks. So impressed with it. The nurses that ring were so lovely.” 





“Can't fault it. My experience was really good. I wasn’t upset or concerned. All my questions were answered.”









Service name change 

Improvements to the patient leaflet

Changes made to the patient welcome call 

Determining communication preferences

Improvements made to discharge letters
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Sheet1


			Referrals			Number						Total


			1			46						46


			2			26						52


			3			19						57


			4			18						72


			5			17						85


			6			9						54


			7			9						63


			8			2						16


			9			4						36


			10			2						20


			11			2						22


			12									0


			13			2						26


			14			1						14


			15									0


			16			2						32


			17									0


			18									0


			19									0


			20									0


			21									0


			22									0


			23			1						23


			24									0


			25									0


			26			1						26


												644
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1. Introduction 


This support pack is intended to assist with the implementation and delivery of the 


Network Contract DES requirements for Supporting Early Cancer Diagnosis. The 


contractual requirements are set out in the Network Contract DES Specification with 


further detail in the Network Contract DES Guidance. The additional supporting 


information in this document is purely advisory and to be read alongside the 


Network Contract DES Guidance. 


 


2. Support materials for the 
implementation of the 
2022/23 service 
requirement 


Service requirement 1: review referral practice for suspected and 
recurrent cancers, and work with their community of practice to identify 
and implement specific actions to improve referral practice, particularly 
among people from disadvantaged areas where early diagnosis rates 
are lower. 


 


To fulfil this requirement, a PCN may choose to review their referral practice for 


suspected cancer against the recommendations of NICE Guideline 12.  


A PCN may reflect on their referral practice using a number of approaches, 


including: 


• Audits of routes to diagnosis for people who have received a diagnosis of 


cancer: 



https://www.nice.org.uk/guidance/ng12
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o National Cancer Diagnosis Audit - The official National Diagnosis 


Audit will not run in 2022/23, however PCNs can undertake the audit 


internally using the following templates: NCDA Patient Proforma and 


NCDA Data collection template.  


• Learning event analysis of cases where a diagnosis was an emergency 


presentation or diagnosed at a late stage (Stage 3 or 4). 


• Office for Health Improvement and Disparities (OHID) Fingertips, which 


provides data on cancer services at practice and PCN-level, and is collated 


by the National Cancer Registration and Analysis Service (NCRAS). A PCN 


can use this data to reflect on referral practice to identify where 


improvements can be made.  


 


There are various aspects of referral a PCN may decide to focus on, including: 


• The interval between patient first presenting to a clinician with symptoms and 


when the Two Week Wait (2ww) referral is made, and the number of 


appointments they attended prior to referral; 


• Referrals resulting in a cancer diagnosis (e.g. by tumour type, to identify 


variation in management of referrals or where a change in pathway has 


occurred); 


• Routes of presentation to diagnosis (2ww or Emergency Presentation); 


• Availability and use of clinical decision support tools; 


• Building on current practice to ensure a consistent approach in monitoring 


patients who have been referred urgently; and 


• Ensuring that all patients are signposted to, or receive information on, their 


referral including:  


o why they are being referred;  


o the importance of attending appointments, and;  


o where they can access further support. 


 


Once a PCN has decided which aspects to focus on, it would be expected to 


identify and implement specific actions to support the increased effectiveness of 


referral practice and ensure that systems are in place so that continuous 


improvement can be made. 



https://www.cancerresearchuk.org/sites/default/files/ncda_data_proforma_-_indivdiual_patients_0.docx

https://www.cancerresearchuk.org/sites/default/files/ncda_2014_datacollectiontemplate.xlsx

https://fingertips.phe.org.uk/profile/cancerservices
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Early diagnosis rates in the most disadvantaged 20% of areas are around 8% 


points lower than in the most affluent areas1. In delivering these requirements, a 


PCN should consider options to provide particular support to practices in 


disadvantaged areas so that they can maximise the impact in those areas. Local 


level data on deprivation is available through the Health Inequalities Improvement 


Dashboard, and OHID Fingertips. A PCN can also contact their Cancer Alliance for 


further support. 


Funding will be available for Cancer Alliances in 2022/23 to establish universal 


coverage of clinical decision support tools where these are not already in place. 


PCNs may contact their Cancer Alliance for support in sourcing clinical decision 


support tools.  


 
Service requirement 2: work with local system partners – including the 
NHS England and NHS Improvement Regional Public Health 
Commissioning team and Cancer Alliance – to agree the PCN’s 
contribution to local efforts to improve uptake in cervical and bowel 
NHS Cancer Screening Programmes and follow-up on non-responders 
to invitations. This must build on any existing actions across the PCN’s 
Core Network Practices and include at least one specific action to 
engage a group with low participation locally. 


 


To deliver this requirement in working with local partners, a PCN may:  


• Review local and screening data available on OHID Fingertips to understand 


any variance in screening programme uptake within a PCN. 


• Identify which screening programme/s to focus on and any patient group/s 


who are low participants.   


• Audit non responders to the screening programme/s to analyse why uptake 


may be low and select a group for a targeted approach. Educational 


resources are available on the barriers to screening to help reduce health 


inequalities in cancer screening.  


• Increase the contact for non-responders by a certain amount over a set 


period of time. Resources are available to support PCNs identify initiatives: 


o CRUK Primary Care Good Practice Guide: Cervical Screening  


o Macmillan Cancer Screening Quality Improvement Toolkit.  


 
1 Staging data in England, from NHS Digital 



https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/hi-improvement-dashboard/

https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/hi-improvement-dashboard/

https://fingertips.phe.org.uk/profile/cancerservices

https://fingertips.phe.org.uk/profile/cancerservices

https://www.cancerresearchuk.org/sites/default/files/reducing_inequalties_in_cancer_screening_january_2022.pdf

https://www.cancerresearchuk.org/sites/default/files/reducing_inequalties_in_cancer_screening_january_2022.pdf

https://publications.cancerresearchuk.org/publication/primary-care-good-practice-guide-cervical-screening

https://cdn.macmillan.org.uk/dfsmedia/1a6f23537f7f4519bb0cf14c45b2a629/1524-source/cancer-screening-tcm9-357843?_ga=2.203044883.36758942.1641821661-852643082.1632760364

https://www.cancerdata.nhs.uk/stage_at_diagnosis
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A PCN, working with their Cancer Alliances and Public Health commissioners, may 


also wish to consider other regionwide initiatives, such as: 


• Screening Saves Life which can be delivered locally. 


• Offering extra clinics across a geographical footprint for those who find it 


more challenging to access sample taking.  


• Supporting the national Be Clear on Cancer and potentially supplementing 


with local resources. 


 
 


Service requirement 3a: work with its Core Network Practices to adopt 
and embed the requesting of FIT tests where appropriate for patients 
being referred for suspected colorectal cancer;  


 


Faecal Immunochemical Testing (FIT) has been introduced into the lower 


Gastrointestinal (LGI) urgent cancer pathway as a triage tool to support 


prioritisation of colonoscopy capacity for those at highest risk of colorectal cancer. 


FIT was first introduced through NICE guidance DG30 as a “rule in” test to the LGI 


urgent cancer pathway and at the start of the pandemic was introduced for all 


patients on the LGI urgent cancer pathway through the NHSE/I Clinical Guidance 


on triaging lower GI patients. 


To fulfil this requirement, it is recommended that FIT testing for all appropriate 


patients on an LGI urgent cancer pathway is provided by either: 


• Providing the FIT test to patients to accompany an urgent referral with the 


expectation that FIT triage will take place in secondary care; or, 


• Using the FIT result in practices to decide whether a referral is appropriate. 


 


NHSE/I expect that at least 80% of LGI urgent cancer referrals should be 


accompanied by a FIT result. This target recognises that there will be some patient 


scenarios in which a FIT test is not appropriate, such as when patients do not 


consent to the test and/or do not return the kit. This requirement will also be 


incentivised through the Investment and Impact Fund in 2022/23. The payment 


threshold for this indicator is 40-80%.  


Use of FIT is identified as a priority in the 2022/23 NHS Priorities and Operational 


Planning Guidance (Complete recovery and improve performance against cancer 


waiting times standards, p.15) and therefore should be funded through local 



https://screeningsaveslives.co.uk/professionals/

https://campaignresources.phe.gov.uk/resources/

https://www.nice.org.uk/guidance/DG30

https://www.nice.org.uk/Media/Default/About/COVID-19/Specialty-guides/triaging-patients-with-lower-gi-symptoms.pdf

https://www.nice.org.uk/Media/Default/About/COVID-19/Specialty-guides/triaging-patients-with-lower-gi-symptoms.pdf

https://www.england.nhs.uk/primary-care/primary-care-networks/network-contract-des/iif/

https://www.england.nhs.uk/operational-planning-and-contracting/

https://www.england.nhs.uk/operational-planning-and-contracting/
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commissioning budgets. A PCN can expect that its commissioners will ensure that 


FIT tests are available for all patients on an urgent LGI pathway. 


  


There are a number of steps a PCN may take to ensure that FIT is implemented 


across all practices:  


• Encouraging patient uptake of FIT: make sure the patient is aware of the 


importance of completing a FIT test and returning it as quickly as possible. 


This could include sending instant text message reminders to patients. 


Cancer Research UK has materials to support patient uptake available on 


their website. 


• Working closely with secondary care: utilise eRS advice and guidance 


where it is unclear if a patient requires an urgent referral based on their FIT 


result and symptoms. 


• LGI urgent cancer forms: include information on FIT on the LGI 2ww 


referral form. If primary care is using the FIT result to decide if a 2ww is 


appropriate the numerical result for FIT should be included on the referral 


form to support secondary care to triage patients appropriately. If the FIT is 


given to accompany the referral it should be noted that a FIT kit has been 


given to the patient to complete. 


 


Service requirement 3b: work with its Core Network Practices to adopt 
and embed where available and appropriate, the use of 
teledermatology to support skin cancer referrals (teledermatology is not 
mandatory for all referrals) 


 


Guidance published by the British Association of Dermatologists details new 


models of service delivery for systems to consider as they seek to optimise 


suspected 2ww skin cancer referrals, both to help to recover the skin cancer activity 


delayed as a result of the COVID-19 pandemic, and meet new demand as services 


are restored. New technology, such as teledermatology, digital referral platforms 


and the use of remote consultations, can reduce the need for unnecessary hospital 


attendances, improve the speed of diagnosis for patients and improve productivity 


while providing the same level of access to high quality care, diagnosis and 


treatment.  



https://www.cancerresearchuk.org/sites/default/files/fit_symptomatic_patient_leaflet_final.pdf

https://www.cancerresearchuk.org/sites/default/files/fit_symptomatic_patient_leaflet_final.pdf

https://www.bad.org.uk/shared/get-file.ashx?itemtype=document&id=7192
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To deliver this requirement, and supported by local partners (i.e. Cancer Alliances, 


commissioners, local hospital dermatology services), a PCN may: 


• increase awareness among practices of the pathway for teledermatology 


2ww referrals in their area.  


• where available and appropriate, identify and deliver specific actions to 


encourage consistent use of teledermatology. These actions may include:  


o Working with Cancer Alliances to develop and/or distribute training 


materials to support staff in using teledermatology services; 


o Awareness raising for PCN clinical staff in practices. 


 


 
Service requirement 4: focusing on prostate cancer, and informed by 
data provided by the local Cancer Alliance, develop and implement a 
plan to increase the proactive and opportunistic assessment of patients 
for a potential cancer diagnosis in population cohorts where referral 
rates have not recovered to their pre-pandemic baseline.  


 


The prostate pathway remains particularly challenged as a result of the pandemic; 


treatment numbers for prostate cancer have been the slowest to recover, and 


prostate cancer referrals have had the slowest recovery of any tumour group other 


than lung. It is likely that some men with high risk early stage prostate cancer will 


progress to advanced stage disease if their diagnosis is further delayed, thereby 


losing the opportunity for curative treatment.   


PCNs should review the data provided by their local Cancer Alliance on cumulative 


shortfalls in urological cancer referrals and treatments over the course of the 


pandemic and develop an action plan.  


It is recommended that PCNs focus on men who are most at risk (target cohort):   


• those aged 50 or older;  


• those with a family history of prostate cancer aged over 45  


• black men aged over 45 


  


In delivering this requirement, supported by their local Cancer Alliance, a PCN’s 


plan may include the following: 
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• In order to understand the scale of intervention required, initially 


establish how many men per practice have risk factors that classify 


them to be high risk for prostate cancer (target cohort). 


• Providing prostate cancer awareness information materials directly to the 


target cohort, either electronically via SMS, email, or through leaflets; 


• Practices to establish via the PCN a local plan to raise awareness of 


prostate cancer in men identified as higher risk. If subsequently there is a 


consultation which identifies symptoms suggestive of prostate cancer, a 


shared decision-making discussion takes place to offer a PSA test if 


appropriate in line with NICE guidance and supporting tools e.g. NICE 


prostate cancer overview, PSA decision making tool, and PSA testing 


information 


• Consider supporting allied clinical professionals (Advanced Nurse 


Practitioners and Practice Nurses) to undertake prostate health discussions 


with the target cohort. 


 
Service requirement 5: review use of their non-specific symptoms 
pathways, identifying opportunities and taking appropriate actions to 
increase referral activity.  


 


New non-specific symptom pathways are being introduced across England for 


patients who display symptoms that could indicate cancer that don’t align to specific 


cancers. These symptoms include, such as unexplained weight loss, fatigue or 


vague abdominal pain. This pathway will ensure that patients with non-specific 


symptoms which could be suspected cancer are able to receive a rapid and 


accurate diagnosis.  


Prior to the introduction of these pathways GPs have had to refer onto suspected 


cancer pathways, which are not always suitable for people with symptoms which 


could relate to a number of different cancers. This has sometimes resulted in 


people requiring multiple referrals onto different pathways before a definitive 


diagnosis is reached. The introduction of non-specific symptoms pathways is 


intended to ensure that people just need a single referral to get a definitive 


diagnosis.  


To support the introduction of non-specific symptoms pathways, a PCN is 


encouraged to use their non-specific symptom pathways where available and 


appropriate.  



https://cks.nice.org.uk/topics/prostate-cancer/diagnosis/overview/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/856976/PSA_testing_for_prostate_cancer_information_for_well_men.pdf

https://cks.nice.org.uk/topics/prostate-cancer/diagnosis/psa-testing/

https://cks.nice.org.uk/topics/prostate-cancer/diagnosis/psa-testing/

https://www.england.nhs.uk/cancer/faster-diagnosis/
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We expect as a minimum that a PCN will work with local partners (i.e. Cancer 


Alliances, commissioners) to understand the non-specific-symptom pathways 


available in their areas and the model for referrals.  


Actions a PCN may undertake include, but are not limited to:  


• Develop and/or distribute training materials to support staff in using non-


specific symptom pathways; 


• Awareness raising in Practices.  


 


Providers, supported by Cancer Alliances, will be able to provide resources to 


support the delivery of this requirement. 


  


3. Supporting information 
and contacts  


There are various local system partners able to provide general support in the 


delivery of the service requirements. These include, but are not limited to: 


• Cancer Alliances – contact details for all Cancer Alliances can be found 


here; 


• Regional NHS Public Health Commissioning Teams – email 


england.phs7apmo@nhs.net  to request a specific contact; 


• Regional NHS Screening and Immunisation Teams – email: 


england.phs7apmo@nhs.net  to request a specific contact; 


• Cancer Research UK’s GP contract hub, and; 


• Macmillan Cancer Support’s primary care community – including Macmillan 


GPs, GP advisors and practice nurses.  


 


The PCN Dashboard displays PCN indicators around the early diagnosis of cancer. 



https://www.england.nhs.uk/cancer/cancer-alliances-improving-care-locally/cancer-alliance-contacts/

mailto:england.phs7apmo@nhs.net

mailto:england.phs7apmo@nhs.net

http://www.cruk.org.uk/GPcontract

https://www.macmillan.org.uk/about-us/health-professionals/health-care-roles/primary-care-community.html

https://nhsi.okta-emea.com/app/nhsimprovementandnhsengland_tableauanalyticsazure_1/exk3l1qaryee94aEp0i7/sso/saml
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4. Additional resources by 
service requirement:  


 


Service requirement 1: review referral practice for suspected and 
recurrent cancers, and work with their community of practice to identify 
and implement specific actions to improve referral practice, particularly 
among people from disadvantaged areas where early diagnosis rates 
are lower. 
 


Support implementing standardised safety netting protocols 


• Toolkits are available for EMIS Web and SystmOne  


• Macmillan Cancer Support have developed a Safety Netting and Coding 


training module 


• CRUK have a safety netting hub which includes a Summary Table, 


Flowchart, and Workbook 


• Gateway C has a choice of webinars and e-learning modules to support 


with safety netting in primary care 


 


Clinical Decision Support tools 


• Clinical decision support tools are widely available, including the Cancer 


Decision Support (CDS) tool available via Macmillan for GP IT systems and 


CRUK overview of further clinical decision support tools  


 


Support with remote consultations  


• Macmillan Cancer Support have developed 10 Top Tips for Virtual 


Consultations for healthcare professionals  


• Gateway C have produced a webinar on effective telephone consultations  


• CRUK provide guidance for patients with remote consultations  


• Further support with remote consultations can be found on the PCN NHS 


Futures Forum  



https://www.emishealth.com/products/emis-web/

https://www.screencast.com/t/yQIi2uksNR9

https://www.macmillan.org.uk/healthcare-professionals/cancer-pathways/prevention-and-diagnosis/safety-netting#:~:text=We%20have%20developed%20a%20free,aims%20of%20the%20course%20are%3A&text=to%20raise%20awareness%20of%20the,for%20people%20living%20with%20cancer

https://www.macmillan.org.uk/healthcare-professionals/cancer-pathways/prevention-and-diagnosis/safety-netting#:~:text=We%20have%20developed%20a%20free,aims%20of%20the%20course%20are%3A&text=to%20raise%20awareness%20of%20the,for%20people%20living%20with%20cancer

https://www.cancerresearchuk.org/health-professional/diagnosis/suspected-cancer-referral-best-practice/safety-netting#safety_netting1

https://www.cancerresearchuk.org/sites/default/files/cancer-stats/safety_netting_table_march_2020/safety_netting_table_march_2020.pdf

https://www.cancerresearchuk.org/sites/default/files/cancer-stats/safety_netting_flow_chart_march_2020/safety_netting_flow_chart_march_2020.pdf

https://www.cancerresearchuk.org/sites/default/files/safety_netting_workbook_-_england_scotland_and_wales.pdf

https://www.gatewayc.org.uk/

https://www.macmillan.org.uk/healthcare-professionals/cancer-pathways/prevention-and-diagnosis#cancer_decision_support_tool

https://www.cancerresearchuk.org/health-professional/diagnosis/suspected-cancer-referral-best-practice/clinical-decision-support-tools-overview

https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/ten-tips-primary-care-virtual-consultations

https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/ten-tips-primary-care-virtual-consultations

https://www.gatewayc.org.uk/all-cancer-keys/verbal-cues/

https://www.cancerresearchuk.org/about-cancer/cancer-in-general/coronavirus/covid-19-and-cancer
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Information, tools and resources to help improve referral practice  


• Further support on referral practices and NG12 can be found via the 


Macmillan Rapid Referral Guidelines, CRUK NG12 body infographic and 


CRUK interactive desk easel  


• The RCGP collate models of best practice and associated learning  


• The RCGP’s QI Ready outlines guidance on quality improvement 


• CRUK’s “Your Urgent Referral explained” leaflet can support conversations 


with patient  


• Macmillan’s Early Diagnosis Quality Improvement Module. The early 


diagnosis and screening modules will help PCNs to improve referral practice 


and identify patients at risk of cancer 
 


Further support  


 


• Gateway C – a free to use online cancer education platform for primary care 


professionals which aims to improve cancer outcomes by facilitating earlier 


and faster diagnosis and improving patient experience, including improving 


the quality of your referral e-learning module and CancerMaps 


• CRUK GP contract hub – This site sets out a range of useful information and 


guidance documents to help support delivery of the service requirements 


and outlines CRUK’s support offer 


• Macmillan GP resources. This site includes a number of toolkits, guidance 


documents and online training modules to support delivery of the service 


requirements 


 
Service requirement 2: work with local system partners – including the 
NHS England and NHS Improvement Regional Public Health 
Commissioning team and Cancer Alliance – to agree the PCN’s 
contribution to local efforts to improve uptake in cervical and bowel 
NHS Cancer Screening Programmes and follow-up on non-responders 
to invitations. This must build on any existing actions across the PCN’s 
Core Network Practices and include at least one specific action to 
engage a group with low participation locally.  
 


Equality and health inequalities  



https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/rapid-referral-guidelines

https://www.cancerresearchuk.org/sites/default/files/cancer-stats/nice_body_infographic_feb_2020/nice_body_infographic_feb_2020.pdf

https://www.cancerresearchuk.org/sites/default/files/cancer-stats/nice_desk_easel_interactive_march_2020/nice_desk_easel_interactive_march_2020.pdf

https://www.rcgp.org.uk/

https://www.rcgp.org.uk/qi

https://publications.cancerresearchuk.org/categories/your-urgent-referral

https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/early-cancer-diagnosis-quality-improvement-toolkit

http://www.gatewayc.org.uk/

https://www.gatewayc.org.uk/wp-content/uploads/2019/11/Improve-the-Quality-of-your-Referral-11-19-1.pdf

https://www.gatewayc.org.uk/wp-content/uploads/2019/11/Improve-the-Quality-of-your-Referral-11-19-1.pdf

https://www.gatewayc.org.uk/the-cancer-maps/

https://www.cancerresearchuk.org/health-professional/learning-and-support/resources/gp-contract-guide

https://www.macmillan.org.uk/healthcare-professionals/for-your-role/doctor/gp
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• The Equality and Health Inequalities Hub brings together equality and health 


inequalities resources and provides useful links and information for the 


sharing of good practice. 


• Public Health England’s NHS population screening: inequalities strategy 


provides national guidance to support the health system to reduce 


inequalities in screening. 


 


Cervical screening resources  


• Guidance on how to improve access and update of cervical screening in 


local areas.  


• Data on cervical screening coverage by CCG and GP Practice.  


• Jo’s Cervical Cancer Trust provides information for primary care 


professionals on cervical screening.  


• The Cervical Good Practice Guide highlights how to address inequalities in 


cervical screening.  


• Cancer Research UK Cervical Screening improving uptake hub. 
 


 


Bowel screening resources  


• Reducing Inequalities in Cancer Screening outlines what GP practices can 


do and provides top tips and resources  


• Cancer Research UK Bowel Screening Hub. 


 


Further support 


 


• Macmillan’s Screening Quality Improvement Module. 


• Macmillan’s GP resources include support on national cancer screening 


programmes.  


• RCGP e-learning resources to support GPs and other healthcare 


professionals to deliver the best possible care for Lesbian, Gay, Bisexual 


and Trans (LGBT) patients. This includes content on screening programmes. 


 


Service requirement 3a: work with its Core Network Practices to adopt 
and embed: the requesting of FIT tests where appropriate for patients 
being referred for suspected colorectal cancer. 
 



https://www.england.nhs.uk/about/equality/equality-hub/

https://www.gov.uk/government/publications/nhs-population-screening-inequalities-strategy

https://www.gov.uk/guidance/cervical-screening-ideas-for-improving-access-and-uptake

https://www.gov.uk/government/collections/cervical-screening-programme-data#cervical-screening-coverage

https://www.jostrust.org.uk/professionals/cervical-screening

https://www.cancerresearchuk.org/sites/default/files/cervical_good_practice_guide_feb_2022.pdf

https://www.cancerresearchuk.org/health-professional/screening/cervical-screening

https://www.cancerresearchuk.org/sites/default/files/reducing_inequalities_in_cancer_screening.pdf

https://www.cancerresearchuk.org/health-professional/screening/bowel-cancer-screening

https://www.macmillan.org.uk/healthcare-professionals/news-and-resources/guides/cancer-screening-quality-improvement-toolkit

https://www.macmillan.org.uk/healthcare-professionals/for-your-role/doctor/gp

https://www.rcgp.org.uk/about-us/news/2020/january/rcgp-launches-trailblazing-lgbt-elearning-suite-for-family-doctors.aspx
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• The Northern Cancer Alliance has produced an FAQ about use of FIT by 


primary care in in the LGI pathway 


  


Service requirement 3b: work with its Core Network Practices to adopt 
and embed: where available and appropriate, the use of 
teledermatology to support skin cancer referrals (teledermatology is not 
mandatory for all referrals). 
 


• The 2ww skin cancer pathway: innovative approaches to support early 


diagnosis of skin cancer as part of the NHS COVID-19 recovery plan 


(publication expected in early 2022/23) 


 


Service requirement 4: focusing on prostate cancer, and informed by 
data provided by the local Cancer Alliance, develop and implement a 
plan to increase the proactive and opportunistic assessment of patients 
for a potential cancer diagnosis in population cohorts where referral 
rates have not recovered to their pre-pandemic baseline. 
 


• Prostate Cancer UK, in partnership with NHS England, ran a prostate risk 


awareness campaign in Q4 2021/22. The aim of this campaign was to 


encourage people to check their risk of prostate cancer and, for those at 


higher risk, to come forward for PSA testing. Materials to support the 


campaign were made available to PCNs and Cancer Alliances and are 


available here. These materials can be used to support local action on 


prostate cancer awareness. 


• Equity packs – urological referrals and prostate first treatments by age, 


ethnicity and deprivation  


• CWT data – Cancer Alliances will be able to provide data on referrals and 


first treatments at Alliance and ICB level  


• Further resources are available on the NHS Futures Forum 


 


Service requirement 5: review use of their non-specific symptoms 
pathways, identifying opportunities and taking appropriate actions to 
increase referral activity. 
 


• Faster Diagnosis Standard Framework (publication expected in early 


2022/23) 


 


• Rapid Diagnostic Centres Vision and 2019/20 Implementation Specification 



https://www.northerncanceralliance.nhs.uk/wp-content/uploads/2020/10/LGI-2WW-FAQ_V1.pdf

https://shop.prostatecanceruk.org/our-publications/all-publications

http://www.ncin.org.uk/local_cancer_intelligence/cadeas#support

https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-collections/cancerwaitingtimescwt

https://www.england.nhs.uk/publication/rapid-diagnostic-centres-vision-and-2019-20-implementation-specification/
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