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1 Introduction 

Many cancer pathways involve a transfer of care and responsibility between two or more 
acute providers. This Inter Provider Transfer (IPT) Operating Framework has been 
developed to ensure the timely transfer of clinical and administrative information between 
providers when an IPT occurs. This framework covers all cancers and organisations. There 
are three parts to the framework; i) the principles and definitions, ii) the operational and 
administrative procedure detail and iii) the cancer pathways and minimum data sets 
required. 
 
The aim of the Operating Framework is to ensure: 
 

• Patients receive appropriate assessment; diagnosis and treatment within the 

specified cancer waiting times standards 

• The patient journey is appropriately monitored with key events communicated 

between all providers involved in the patient pathway 

• Problems are escalated appropriately and in a timely manner to the relevant staff so 

that remedial action can be taken 

• Breach reasons are agreed and breaches appropriately allocated between providers 

in accordance with the National Cancer Breach Reallocation Guidance, NHS England 

2016 

It is recognised that many cancer pathways are more complex than others, but that the 85% 
threshold for 62 day pathways should be achievable. This can be complicated by patient 
choice factors, access to diagnostic tests and capacity, multi-disciplinary team (MDT) 
meeting timings and arrangements and referral processes. This may be adjusted as other 
areas influence and as other partnerships and the Cancer Alliance evolves.  This Operating 
Framework is not intended to resolve the complexities that surround shared pathways; but 
to standardise the administrative processes for referring and receiving referrals across 
providers.  
 
During the development of this framework, a number of interdependencies have been 
identified and these are described in in section 12.1 of this document. The implications 
arising from the adoption of this Framework will be taken forward through the Humber and 
North Yorkshire Cancer Alliance Oversight and Assurance Group.  
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2 Principles and Definitions 

2.1 Inter-Provider Transfer (IPT) 

 
The IPT is the 'definitive' transfer of the patient’s care that results in the delivery of the initial 
treatment intervention at the treating organisation.  
 
A pathway may contain several inter-organisation transfers, but not all are IPTs. For 
example, referring to another organisation for a test or specialist opinion does not in itself 
constitute an IPT.  
 
An IPT can only occur when the treating and referring organisations differ.  For example, a 
pathway that includes a transfer, but then returns back to the referring organisation for 
treatment (or best supportive care or watch-and-wait if to be carried out by that 
organisation) is not an IPT. 
 
It follows that there can only be a maximum of one IPT per pathway*. 
 
*NHS Digital is currently in the process of replacing the system for uploading Cancer 
Waiting Times and updating Guidance. The definitions in this document reflect the ones 
described in the National Cancer Waiting Times Monitoring Dataset Guidance v12.0 
(August 2023):  
https://www.england.nhs.uk/wp-content/uploads/2023/08/PRN00654-national-cancer-
waiting-times-monitoring-dataset-guidance-v12.pdf 
 

The date for the IPT should be recorded as when the responsibility of care is transferred. This 
date should not change with the result of any diagnostics because the patient’s care should 
always be the responsibility of one provider. If, for example, a patient is transferred for 
diagnostics and this is also a treatment, the IPT will stand.  
 
This will be reviewed as and when all three Trusts implement the eTeriary module on Somerset 
Cancer Register (SCR) for all IPTs. 

 
 

2.2 IPT Operational Procedure (OP) 

This provides greater detail about what is required for IPT and should map onto the patient 
pathways.  These will be comprehensive and cover all pathway permutations by Tumour 
Site Specific Groups (TSSG) and by referring and treating organisation.  

2.3 Diagnostics work up 

Pathways leading up to an IPT should be designed such that all locally deliverable 
processes are complete prior to IPT. 
 
Deviation from this should be an exception and, when required, agreed by the receiving 
clinical team and carefully documented in the MDT minutes by both the receiving and 
referring teams.  
 
If any of the agreed minimum dataset content is missing, the IPT date is deferred until the 
missing data is available.  This can be driven by administrative staff. If IPT data quality is 

https://www.england.nhs.uk/wp-content/uploads/2023/08/PRN00654-national-cancer-waiting-times-monitoring-dataset-guidance-v12.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/08/PRN00654-national-cancer-waiting-times-monitoring-dataset-guidance-v12.pdf
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incomplete, such that an element of the pathway needs to be repeated then the IPT date 
will be deferred until the new data is available.   

2.4 Cancer pathways and minimum set of data for IPT 

The minimum set of data from the referring organisation to support an IPT must be enough 
for the receiving organisation to proceed to treatment delivery as defined in the individual 
IPT documents. 
 
The referring organisation is responsible for providing the minimum set of data for IPT and 
the receiving organisation is responsible for ensuring that this minimum set of data is 
complete prior to central MDT.  This minimises delays for patients and ensures timely 
discussion at central MDT. 
 
Pathways are designed to allow for further investigations by the referrer following an IPT. 
The OP and the agreed pathways will define the timescales by which these must be 
completed in order for the treating organisation to deliver treatment within the 62 day 
standard. 
 
Testing before or after the IPT, wherever this is performed, will be 'owned' against the 
organisation 'holding' the case: pre-IPT it is the referrer, post-IPT it is the receiving 
organisation.  

2.5 Pathways conditional upon specialist opinion 

Referral to specialist MDT/treating organisation for an opinion does not constitute an IPT 
unless all of the requirements for IPT are met.  Pathways should be designed with sufficient 
capacity and time for this.  

2.6 Positioning of clinical review and proceed to treatment 

The minimum dataset from the referring organisation must be available for a review to take 
place in the receiving organisation. 
 
If the criteria for the IPT are met, the date of the IPT is the date of the referral for the review 
PROVIDED all of the minimum clinical dataset to deliver the opinion is physically available 
to the clinician at the location that the clinical review will take place and the patient is aware.  
If this information is not available, the IPT date is deferred until it is.  
 

2.7 Visiting Clinicians 

When a visiting clinician attends a local MDT meeting at a referring unit and the decision is 
made to transfer for treatment, provided the information to make the decision is available, 
this constitutes an IPT subject to the minimum data set requirements being met and the 
patient being made aware.   
 
If a patient is seen locally by a visiting clinician and remains under the responsibility of the 
treating trust, the IPT date will stand to avoid patients being bounced backwards and 
forwards 

 

2.8 Positioning of treatment options/choice 

If all options are available for a patient to choose from, including a locally deliverable 
treatment that locally delivered treatment must be declined before the IPT can occur.  That 
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does not mean that a referral cannot be made for non-locality review, but the IPT date will 
not occur until after the locally-based treatment is declined.  A concurrent, rather than 
sequential, process into each option may be appropriate for timeliness.  

2.9 Positioning of testing that enables treatment to go ahead 

Patients need to be fit for the treatments proposed or may need supportive procedures.  
Any testing or procedure to support fitness to treat should be set out within the pathway 
and, if needed prior to IPT, clearly described within the IPT-OP.  
 
These procedures should be complete before the proposed definitive treatment date:  if 
they are not and the referring organisation has responsibility for delivering them as 
described within the pathway, then the IPT date moves to the date that the procedure is 
completed. Good communication between referring and treating organisations will ensure 
this works.  
 
All of the above are presuming that the data set is complete and shadow tracking 
continues. 

2.10 Pathways involving more than two organisations 

IPTs only move 'one-way'.  A transfer back to the referring organisation nullifies an IPT.  
That is, if a patient does not meet the minimum criteria or is being transferred back for local 
treatment, the IPT is nullified.  This may result in a 2-way or even single organisation 
pathway if the patient is found unsuitable (or declines) the treatment for which they have 
been referred. 
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3 Inter Provider Transfers and Timed 
Pathways 

IPTs from any initial referral source should be made in accordance with clinically agreed 
pathways and datasets agreed by the Humber and North Yorkshire acute Trusts. Any 
specialist diagnostics or treatment requiring completion by a particular day will be explicitly 
described in the clinical dataset requirements.  
 
Timed clinical pathways, when available, will be updated regularly to ensure that key 
deadlines in the pathways remain relevant to the achievement of treatment within 62 days. 
Adherence to these timescales is mandatory to allow delivery of the full and completed 
pathway within national cancer waiting times (CWT). By exception, failure to adhere to 
specific pathway timescales should be escalated at the earliest opportunity allowing both 
the referring and receiving provider to formulate a remedial action plan. This escalation 
could be either operational or strategic, or both depending on the level of intervention that is 
required to resolve the escalated issue.  
 
Due to the potential pathway timing of ‘opinion only’ referrals for discussion at a specialist 
multi-disciplinary team (SMDT) – the complete clinical dataset may not be fully available (as 
not yet completed). This should not delay discussion and is recognised by both referring 
and receiving Trusts. However, the full IPT elements are required once a decision has been 
made to transfer the responsibility of care to the tertiary or receiving provider. This must 
include both the clinical and CWT datasets.     
 
Referral for diagnostics should follow the agreed timescales specified by site specific 
pathways and be accompanied by the Cancer Waiting Times dataset. An SMDT referral 
form will not be required in these circumstances unless the patient’s case requires 
discussion at the SMDT meeting first. 
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4 Handover Date 

In all cases, the referral for treatment (or specialist diagnostics) should be made no later 
than day 38. 
 
The IPT date will be recorded as the day when all the elements of the clinical dataset and 
the CWT dataset are received by the treating trust. 
  



 

page 11 of 42 

Version number: 03 

 

 
 

 

5 Data Capture and Pathways and Minimum 
Dataset 

IPT clinical minimum dataset are detailed below. 
 
Patients can be transferred between organisations for advice and guidance or diagnostic 
tests. However an IPT only occurs when the transfer is for treatment. An IPT for treatment 
must contain the core information as defined by the minimum data set for each pathway. 
Without this the IPT cannot be accepted.  
 
To be effective, an IPT message must contain core information. An inter provider transfer 
will not be recognised without receipt of the minimum data set. 
 
After an IPT is created, tracking may transfer back to the local trust, for example, a patient 
is having local diagnostics, but the IPT will stand. 

 
a) Clinical Dataset 

 
i. Bespoke (By MDT/Tumour site) IPT Referral Forms  

Imaging and Pathology (with accompanying reports) or any pre-referral tests outlined 
within the pathways documentation. These should be supplied by the referring 
organisation as specified through the PACS IEP link (Radiology) or through OpenNet 
(Pathology). Transferring of Pathology and imaging across organisations requires a 
standardised process and checks and balances in place in order to meet the MDT 
cut-off times shown below.  

 
ii. Local MDT outcome and whether SMDT clinician present.  

 
iii. Parallel treatment planning is to be encouraged to facilitate pathway success.  This 

could mean decisions at local MDT regarding treatment are made ahead of specialist 
MDT discussion. 

 
b) Cancer Waiting Times Minimum Dataset 

The following items are the minimum administrative data items required: 
 

Name 

Address 

NHS No. 

Date of birth 

Contact details 

Registered GP 

Diagnosis Date 

Referral details (e.g., 2-week wait, upgrade, etc.) 

PPI No. 

Originating unit 

Date first seen 

Site first seen 

Diagnosis (this may be a provisional diagnosis at the time of 
IPT) 
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c) Summary of Specialist and Local MDTs across Humber and North Yorkshire by 
Tumour Site 

 

 LOCAL MDTs  

SITE HUTH NLAG Y&S SPECIALIST MDT (s) 

Anal Cancer   ✓ Hull Leeds  

Bone Sarcomas     Birmingham  

Breast Cancer  ✓ ✓ ✓    

Children’s (PTC)     Leeds  

Colorectal 
Cancer 

✓ ✓ ✓    

CUP ✓  ✓ Hull   

Gynaecology ✓ ✓ York Hull   

Haematology ✓  ✓ Hull   

Head and Neck ✓ ✓ ✓ Hull   

Liver     Leeds  

Lung ✓ ✓ ✓    

Melanoma    Hull Leeds  

Brain and CNS    Hull   

Pancreatic    Hull Sheffield Shared Care 

Penile (Supra-
Network) 

    Leeds  

Pituitary    Hull   

Soft Tissue 
Sarcoma 

    Leeds  

Skin ✓  ✓ Hull   

T-Cell 
Lymphoma 
(Supra-Network) 

   Hull   

Testicular 
(Supra-Network) 

   Hull Leeds Shared Care 

Thyroid   ✓ Hull Leeds  

TYA (PTC)    Hull Leeds Shared care- Leeds Primary 
Treatment Centre- Hull provide 
local treatment where possible 

Upper GI ✓ ✓ York Hull   

Urology ✓ ✓ ✓ Hull   
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6 Data Protection 

Each of the participating organisations should have a fully licensed and secure system 
allowing safe transfer of encrypted information. This should have Secure Socket Layer 
(SSL) certificates on every messaging server and messages should be sent across N3 if 
appropriate. 
 
When necessary, additional information may be transferred between providers via email. 
This will only be accessible to the relevant and appropriate personnel within each provider 
organisation. Patient identifiable data will only be sent via secure, encrypted email 
accounts, which must be an nhs.net address. 
 
In exceptional circumstances, when electronic system failure dictates – paper information 
should be scanned and e-mailed via nhs.net. The sending of paper information through the 
post is discouraged due to governance and pathway delay reasons; but if absolutely 
essential should be clearly marked “Private and Confidential - to be opened by the 
addressee only”. Paper information should not be sent through the post to a specific 
Clinician but to the relevant pathway co-ordinator. 
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7 Patient Tracking 

It is the responsibility of all provider Trusts to ensure that systems are in place for the 
effective tracking and navigation of all cancer patients. 
 
It is recommended that the referring organisation will continue to track the patient after the 
IPT (full minimum dataset) has been accepted by the receiving organisation. This is 
considered good practice as it allows monitoring that the patient’s treatment is within cancer 
waiting time standards; enables escalation if appropriate (although actual responsibility for 
this lies with the receiving organisation at this stage); and allows the referring organisation 
to have a sense of expected shared breaches in advance of formal notification.  Where a 
single cancer information system is used, dual tracking will not be required, and tracking will 
be continued by the receiving organisation.  It is at the discretion of the referring 
organisation; some organisations will wish to continue with dual tracking. 
 
The receiving organisation will start to track the patient as soon as the IPT has been 
received and accepted. 
 
Pathway co-ordinators at the referring organisation are responsible for ensuring any key 
changes, events or adjustments which impact a patient’s pathway target date are conveyed 
to the receiving organisation at the earliest opportunity. 
 
Pathway co-ordinators at the receiving organisation are responsible for ensuring key 
changes, events or adjustments and treatment dates are conveyed to the referring 
organisation at the earliest opportunity to minimise unnecessary tracking and allow timely 
completion of cases. The future implementation of full inter-Trust messaging may provide 
an electronic solution to this requirement. 
 
All Trusts using Somerset Cancer Register (SCR) intend to implement the electronic IPT 
process.  
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8 Escalation 

Robust lines of communication, including verbal contact, should be established between all 
people who collect Cancer Waiting Times data, especially for inter-provider referrals that 
are a regular part of a patient pathway. Queries and anomalies, in particular potential 
breaches, should be highlighted and resolved as quickly as possible.  Weekly conference 
calls between organisations should be in place to discuss patients on shared pathways and 
to agree transfer dates and breach allocation at the end of each month. 
 
All providers will ensure that they have an agreed protocol in place for the appropriate 
escalation of suspected and confirmed cancer patients that supports the effective delivery 
of shared pathways.  
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9 Inter Provider Breach Allocation 

All breaches which relate to a shared pathway where an IPT has taken place should be 
reviewed and breach reasons agreed by both the referring and the receiving organisation 
no later than five working days prior to upload. This should be in accordance with delay 
reasons described in the National Cancer Waiting Times Monitoring Dataset Guidance 
v12.0. 
 
The weekly conference calls between organisations will provide the process for reviewing 
breach reports and reasons.  The outcome of these discussions will be documented on the 
Cancer Information Systems of each organisation. Even though the IPT date may be 
agreed at the weekly teleconference meeting, something can be overlooked and primary 
treatment may change.  These cases should be re-discussed at the teleconference for 
agreement (see flow chart in appendix 2). 
 
Details of provider breach reallocation 
 
The rules which assign 62 day performance where at least one transfer of care has 
occurred prior to first treatment are set out below in Table 1. 
 

 
Responsibility for the breach will be established in accordance to the guidance described in 
the National Cancer Waiting Times Monitoring Dataset Guidance v12.0 which defines the 
scenarios where there are pathways with multiple Inter Provider Transfers: 
 
1. The first step to identify a single investigating provider to be ‘accountable’ for the 

investigation phase: 
 

• If the period from referral received to last transfer to treatment is 38 days or less 
(the ’38 day’ investigative phase): 

o The provider who has cumulatively spent the shortest amount of time with 
the patient is identified as the ‘accountable’ investigating provider. 

o If two or more providers saw the patient for the same amount of time, of 
those providers the one who saw the patient first is identified as the 
‘accountable’ investigating provider. 

• If the period from referral received to the last transfer to treatment is over 38 days 
(the ’38 day’ investigative phase): 

o The provider who has cumulatively spent the longest amount of time with 
the patient is identified as the ‘accountable’ investigating provider. 

o If two or more providers saw the patient the same amount of time, of 
those providers the one who saw the patient last is identified as the 
‘accountable’ investigating provider. 
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• The allocation is then applied, attributing the patient cases as described in Table 
1 for the scenarios 1 to 6. 

 
2. If a provider is involved in the investigative stage, and is also the treating provider (with 

another provider involved in between) the provider is considered separately in the 
calculations for responsibility for investigation and for treatment. 

 
Providers will ensure performance accurately reflects their position following breach 
allocation and that this is conveyed through local governance and national reporting 
channels. 
 
It is the responsibility of both referring and receiving providers to complete their relevant 
sections of the individual breach analysis. It is this full breach analysis which should be 
reviewed by both providers when deciding breach reasons.    
 
*Whenever possible, all breach reasons will be agreed between the referring 
secondary provider and the receiving provider no later than five working days prior 
to the National Data Centre upload deadline. 
 
It is the responsibility of the Cancer Management Team of both the referring secondary 
provider and the receiving provider to ensure conformity to this process.  Where no 
agreement can be achieved between two organisations, the breach information will be sent 
to another impartial organisation for another anonymised review by the cancer manager 
and the lead clinician to arbitrate and make a decision on the breach allocation. 
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10 Reconciliation 

It is the responsibility of the treating provider (normally the tertiary centre) to upload final 
agreed breach reasons to National Data Centre for shared pathways. This will include those 
breach comments where agreement cannot be reached and for which both providers’ 
reasons are recorded. It will also record when a referrer has not provided a breach reason.  
 
Reconciliation should be sought between the two organisations initially. Where agreement 
is not reached the matter should be raised to the Lead Cancer managers for resolution. If 
agreement can still not be reached the matter will be taken to the Humber and North 
Yorkshire Cancer Alliance for a final decision. 

 

See Appendix 2 – IPT Reconciliation Process Flow Chart  
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11 Governance Arrangements 

The governance arrangements for this policy are as follows: 
 

• Trust Executive Team (each provider) for agreement and implementation. 

• Collaborative of Acute Providers  

• Humber and North Yorkshire Cancer Alliance 
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12 Appendix 1 – Inter Provider Transfer 
Pathways 

Title Humber and North Yorkshire Cancer IPT Operating Framework 

Summary The 21 IPT Pathways are shown in alphabetical order by cancer site 

Author (s)  

The Oversight and Assurance Group -Humber and North Yorkshire 
Cancer Alliance 

Members: 

Hull Teaching Hospitals NHS Trust 

Northern Lincolnshire and Goole Trust 

York and Scarborough Teaching Hospitals NHS Foundation Trust 

Owner Humber and North Yorkshire Cancer Alliance 

Sign Off 
Procedure 

Humber and North Yorkshire Cancer Alliance Oversight and Assurance 
Group 

Sign Off 
Date 

January 2024 

Review 
Date 

January 2025 or following implementation of the eTertiary module on 
Somerset Cancer Register. 

 

Version Control 

Version/ 
Draft 

Date Revision summary 
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12.1 Anal Cancer IPT Pathway 
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12.2 Bladder Cancer IPT Pathway 
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12.3 Brain / CNS Cancer IPT Pathway 
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12.4 Breast Cancer IPT Pathway  
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12.5 Cervical Cancer IPT Pathway 
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12.6 Colon Cancer IPT Pathway 

 

 



 

page 27 of 42 

Version number: 03 

 

 
 

12.7 Early Rectal Cancer IPT Framework (Between 3cm & 15cm from anal verge) 
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12.8 Endometrial / Womb Cancer IPT Pathway 
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12.9 Gynaecology Cancer IPT Pathway 
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12.10 Head and Neck Cancer IPT Pathway 
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12.11 Liver Cancer IPT Framework – Pathway to Leeds 
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12.12 Lung Cancer IPT Pathway 
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12.13 Oesophageal Cancer IPT Pathway 
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12.14 Ovarian Canver IPT Pathway 
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12.15 Pancreatic Cancer IPT Pathway 

           York > Pathway to Leeds 

  Scarborough and NLAG > Pathway to HUTH 

 

 



 

page 36 of 42 

Version number: 03 

 

 
 

12.16 Penile Cancer IPT Pathway 
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12.17 Prostate Cancer IPT Pathway – Pathway to Leeds 
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12.18 Renal Cancer IPT Pathway 
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12.19 Soft Tissue Sarcoma IPT Pathway 

York, Scarborough and HUTH > Pathway to Leeds 

   NLAG > Pathway to Sheffield 
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12.20 Testicular Cancer IPT Pathway 

York and Scarborough > Pathway to Leeds 

        HUTH and NLAG > Local MDT and Treatment 
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12.21 Vulva Cancer IPT Pathway 
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13 Appendix 2 – IPT Reconciliation Process  
Flow Chart 

 

Inter-Provider Transfer Resolution Process 

 
 
 
 

IPT date not agreed  

Discussed at monthly IPT 
Resolution Meeting 

IPT made as per 
agreement 

Escalate to Lead Cancer 
Managers for resolution 

Escalate to HNY Cancer 
Alliance Oversight and 
Assurance Meeting for 

final resolution 

Agreed
? 

No 

Yes 

Agreed
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No 

Yes 

IPT sent to tertiary trust for treatment – MDS met 


