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Introduction

This paper examines the impact on the English National

Health Service (NHS) of one target ‘the two-week wait
rule’. This introduced a fast track for people with

suspected cancer judged to be ‘urgent’ by their general

practitioner (GP), requiring them to be seen within

two weeks of the initial referral. Other maximum

waiting time targets covering later parts of the patient

pathway (diagnosis and treatment) were also intro-

duced, but are not considered here.

The perceived need to create a fast-track referral
system stemmed from the belief that some patients in

England accessed specialist care too late in the pro-

gression of their disease.1 As a consequence, the out-

comes of cancer care were worse than those of
comparable countries in Europe and elsewhere.2 It

was therefore important to speed up patients’ access to

care through the creation of a fast track for those

considered to be urgent cases.

Prior to the introduction of the two-week wait, GPs

did categorise patients into urgent and routine, but it

was left to hospital consultants to determine how

quickly patients should be seen. The two-week wait
moved that discretion from consultants to GPs and set

a specific maximum waiting time, with associated
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national monitoring and performance management,

within which an initial consultation should take place.

The Department of Health issued guidelines3 in

1999 to help GPs in making referral decisions and

these were reissued in 2004 by the National Institute

for Health and Clinical Excellence (NICE).4 But these
still required clinical judgement as to whether observed

symptoms indicated cancer or some other condition

and whether treatment was urgently required or not.

Assessing the success of the two-
week wait rule

The government did not set explicit criteria by which

it would judge the success of the two-week wait.

However, as a matter of logic, the policy has a number

of different potential success criteria, some of which

are easier to measure than others.

These are:

. Compliance with the target: whether patients being

referred under the two-week wait are actually seen

within two weeks.
. Impact on timeliness: whether cancer patients are

now being seen more quickly than before.
. The accuracy of patient selection: this could be

understood as successfully minimising both ‘under-

use’ and ‘over-use’ of the two-week wait referral

pathway. The pathway would be over-used if a high

proportion of patients referred down the pathway

proved not to have cancer and under-used if only a

small proportion of patients with an urgent need

for treatment were referred urgently.
. Impact on clinical outcomes: whether survival rates

improve or, as a proxy for that, whether the clinical

stage at which cancer is diagnosed is reduced.
. Impact on patients accessing care by other routes:

whether routine referrals or patients diagnosed

through other routes have longer waits or poorer

outcomes.

This paper looks at each success criterion in turn to

assess the evidence available.

Sources of data

We based our assessment of the effectiveness of the
two-week wait on a combination of national data,

principally from the National Cancer Intelligence

Network, and a number of studies usually carried

out at individual hospitals and of particular cancers

using their own clinical data. These studies were iden-

tified through an extensive, although non-systematic,

literature search and where possible, we have relied on

existing systematic reviews of this material. There is a

larger volume of unpublished audits at hospital level.

A review by the University of York5 concluded most

were of poor quality so we have made no use of them

here.

Compliance with the target

The only systematic monitoring since the two-week

wait became effective concerns the proportion of those

referred via the two-week wait who were seen within

the two-week limit. By 2003, the two-week wait target

had been achieved in 99% of cases and compliance has

remained high. The latest data, for 2010/11 show a

compliance rate of 95.5% with figures for individual

cancers ranging from 93.8% for suspected upper
gastrointestinal cancer to 97.6% for lung cancer.6

Impact on timeliness

Data on waiting times were not systematically col-

lected before the targets were introduced. An ad hoc

survey7 found that before the two-week wait rule was
introduced, patients referred as urgent cases by their

GP were already gaining access more quickly than non-

urgent cases. However, there was substantial variation

between different parts of the country and different

cancer sites. Spurgeon et al’s survey did not demon-

strate how well GPs selected urgent patients.7 There is,

therefore, no baseline against which to measure the

changes brought about by the introduction of the two-
week wait rule on the overall timeliness of access.

The volume of patients referred down the fast track

has increased rapidly in recent years – by 44% between

2006/7 and 2009/10 – more rapidly than the total

number of patients referred during this period.8 These

data suggest that over this period speed of access may

have increased since a higher proportion of patients

gained rapid access. However, this would only be true
if any gain at the initial referral stage translated into a

gain in overall waiting time.

However, a number of studies have found that delays

further along the pathway offset the gains from the

speedier access to the initial hospital consultation that

the two-week rule is intended to produce. For example, a

study of patients with breast cancer in south-east

England9 found that waiting times from GP referral
to first hospital appointment improved after the intro-

duction of the two-week wait. Times from first ap-

pointment to treatment increased, and consequently

total waiting times were little changed.

These findings might be attributed to the difficulties

cancer service providers initially found in adjusting to

the targets for referral to treatment times. However, a

more recent study of appointment to treatment delays
in a single institution10 found that while the two-week

rule had shortened waiting times for a first appoint-

ment, overall times had not fallen.
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Accuracy of patient selection

The NHS Cancer Plan1 did not set targets or standards

either for the proportion of patients that should be

referred via the two-week wait or the proportion of

those who would be found to have cancer. Two main
conclusions about the quality of patient selection can

be drawn from the available national data.

First, the proportion of two-week wait patients with

cancer has fallen from 13% in 2006/7 to 11% in 2009/

10.8 This suggests that patient selection has worsened

rather than improved in recent years. However, there

is considerable variation around the figure between

cancers and GP practices.
Second, only a minority of all cancer patients are

referred down the two-week wait pathway. The latest

national data (for 2007) suggest that, overall, 25% are

identified in this way but again, there is a considerable

variation between cancers and between practices.11

Whether this low proportion reflects under-use by

GPs of the two-week wait pathway cannot be estab-

lished on the basis of national data.
There is some evidence that GP selection improved

in the years following the introduction of the two-

week wait.12 But there is also evidence that some GPs

ignored the guidelines, were unaware of them, did not

apply them13,14 or did not perform basic examin-

ations, such as digital rectal examination in the case

of possible rectal cancer.15 These findings help to

explain the large variations noted above in the use of
the two-week wait between practices.

There is also evidence that the guidelines themselves

were not effective at identifying cancer. For example,

Allgar et al concluded that ‘The predictive power of

the referral guidance as a marker for cancer is low,

resulting in significant numbers of patients being

urgently referred without cancer’.16 Similarly, Rai and

Kelly found that ‘Audits across the UK have shown an
overall poor specificity of the guidelines themselves,

and it is now becoming increasingly clear that patients

can meet the national guidelines and still be regarded

by the recipient consultant as an ‘‘inappropriate fast-

track referral’’, while patients who do not meet the

guidelines can present with symptoms that lead to the

same consultant having a high suspicion of colo-rectal

cancer appropriate for urgent evaluation’ (p. 198).17

Impact on clinical outcomes

The National Cancer Intelligence Network (NCIN)

has published data for the outcomes of patients with

breast cancer broken down by route to diagnosis8

although similar data are not yet available for other

cancers. On average, those accessing care by the two-

week wait have higher one-year survival rates than
those accessing care by other routes – apart from

screening. However, the difference between the two-

week wait and other GP referrals is small, except in

respect of patients aged over 85 years. For this group,

the one-year survival rate for emergency admissions is

much worse than any other route. Comorbidities are

more common among the elderly and the existence

of comorbidities reduces the chances of a successful
outcome.18 In addition, comorbidities can make it

harder to identify whether a patient has cancer or not,

so diagnosis may be delayed. These factors could

provide an explanation of their poorer outcomes.

The usual test of whether or not a patient is ‘late’ for

treatment is the stage of their disease when treatment

is commenced. For the two-week wait to be effective,

in these terms, the stage at which patients were iden-
tified should have fallen since its introduction. National

data on stage are not yet available. Pacifico et al19

found that the two-week wait had been effective in

these terms in respect of skin melanomas and that

outcomes had improved, but local studies of other

cancers have found that the two-week wait did not

identify more early stage cancers.20–25

Impact on patients accessing care by
other routes

For routine GP referrals and for those accessing from

screening, through A&E departments or from other

consultants, the question is whether the improve-

ments – if any – for two-week wait patients were at

their expense.

A review of the effect of the two-week wait target on

breast cancer patients in one hospital26 found that
waiting times had risen for routine referrals and

attributed this to the need to ensure the target was

met for two-week wait patients. Meeting the target for

a smaller number of patients had made the situation

worse, in terms of access times, for the larger remain-

der and also for patients not suspected of cancer but

needing access to the same resources. Similar results

have been found from other studies.27–31 However,
the referral to treatment targets set for all patients limit

the extent of any delay shifting on to patients not

referred under the two-week wait rule.

The delays to non-two-week wait patients may,

however, not have affected their outcomes. Bevis

et al32 found that routine referrals were seen more

slowly than two-week waits, but they also found no

association with disease stage or a lower rate of poten-
tially curative surgery. Similarly, Neal et al33 found

that no difference in survival for colo-rectal, prostate

or ovarian cancer between two-week wait and non-

two-week wait patients. This study did find a relation-

ship for lung cancer – two-week wait patients did less

well – presumably because those with advanced and

untreatable disease were easier to identify and refer

urgently.
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Discussion

The evidence presented in this paper suggests that the

two-week wait rule cannot be judged to be effective in

its primary aim of improving outcomes. This may not
be valid across the country as a whole. The National

Audit Office study8 showed that there is considerable

variation between areas and between GP practices. It

found that the proportion of referred patients found

to have cancer varied between 7 and 20% between

primary care trust (PCT) areas and between 5 and 45%

between GP practices. These data suggest that some

GPs in some parts of the country are making effective
use of the two-week wait, whereas others are not. The

National Audit Office notes that there has been no

evaluation of the causes of variation or on its impact

on outcomes.

However, it is hard to come to firm conclusions

given the limitations of national monitoring data

already discussed (particularly the lack of a baseline

for waiting times and the lack as yet of stage at
diagnosis data linked to route to diagnosis). As the

National Audit Office pointed out, establishment of

the NCIN has led to significant improvements and it

is beginning to provide a more detailed and useful

picture of the evidence needed to judge the impact of

the two-week wait.

The two-week wait remains in place. The govern-

ment has, however, acknowledged the need to focus
on additional measures for reducing delay, particu-

larly awareness campaigns to promote earlier patient

presentation and easier access for GPs to diagnostics.

How effective in cost and clinical terms these could be

remains to be demonstrated, but recent international

analysis34 of the impact of GP gatekeeping suggests

that diagnostic delay may explain the relatively poor

performance of the UK cancer system.
Assuming that trusts continue to deliver high levels

of compliance with the target, the effectiveness of the

two-week wait in clinical and cost terms is determined

by the quality of patient selection onto that pathway. If

this is to improve, it is important to further refine the

referral guidelines with evidence about which symp-

toms are most indicative of cancer. It will also be

important to support GPs to conduct benchmarking,
peer review and audit of their cancer referrals to

identify and tackle poor performance.35 The scale of

variation between areas suggests that these approaches

offer major scope for improvement.
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