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Frequently Asked Questions:

Direct Access Audiology
Referral to Treatment Data Collection

The purpose of this document is to answer some common queries around the referral to treatment data collection for direct access audiology.  The ‘rules’ around this data collection are consistent with those for the referral to treatment consultant-led waiting times data collection. 
Further Information: This document will be updated regularly, however if you have a query that is not answered here, please contact the audiology data mailbox on RTTdata@dh.gsi.gov.uk 
1.
What does this data collection cover? 

All patients referred to a direct access audiology service - that is a service that is not led by a medical or surgical consultant – regardless of where that service is provided. 

2.
Which services are medical/surgical “consultant-led” and which are direct access? 

A medical/surgical consultant is a person contracted by a healthcare provider who has been appointed by a consultant appointment committee.  He or she must be a member of a Royal College or Faculty.  Consultant-led services are those where a consultant retains overall clinical responsibility for the service, team or treatment.  The consultant will not necessarily be physically present for each patient’s appointment, but will take overall clinical responsibility for their care.  Medical/surgical consultant-led services are reported via the referral to treatment consultant-led waiting times data collection, and therefore will not need to be reported again via the direct access audiology data collection.   
3.
What starts a direct access audiology clock? 

The clock starts upon referral into the direct access service, including:

a) referrals for a first assessment or subsequent reassessment; 
b) referrals from a GP or professional permitted by the primary care 

trust to make such referrals; 
c) referrals from a hospital consultant to a direct access audiology 

service (where the patient is not on a referral to treatment consultant led pathway or where the referral to direct-access audiology has stopped the referral to treatment consultant-led waiting times clock);

d)  self-referral for reassessment and/or an upgraded hearing aid, where that has been locally agreed by commissioners and providers. 

Full details of clock starts and stops can be found in the National direct-access audiology clock rules 
4.
What stops a direct access audiology clock? 

The clock stops upon commencement of treatment, including when: 
a)  the fitting of a medical device, e.g. hearing aid - the clock stops on the date on which definitive fitting or trial fitting begins;  

b) hearing aid reprogramming (for patients whose hearing has deteriorated but who do not need another hearing aid); 

The clock may also stop where no treatment has occurred where: 
a) a clinical decision has been made to refer the patient from a direct access audiology service to a consultant-led service thus starting a consultant-led referral to treatment waiting time clock – this starts on the date the patient is referred to the consultant-led service; 

b) a clinical decision is made to embark on a period of active monitoring; 
c) a patient declines treatment having been offered it;
d) a clinical decision is made, and agreed with the patient, not to treat. 


5.
What happens if patients do not attend (DNA) their appointments? 

If a patient DNAs their first appointment along the pathway, the clock may be nullified (i.e. it is as if the referral never existed - the pathway should not be reported as a completed pathway) provided that the provider can demonstrate that the appointment was clearly communicated to the patient. 
Where the provider decides that it is appropriate to contact the patient to rebook the appointment (i.e. the patient is not referred back to primary care), then a new direct access audiology clock should start from the date that a new appointment date is agreed with/communicated to the patient. 
A DNA is defined as where a patient fails to attend an appointment/admission without prior notice.  Patients who cancel their appointments in advance should not be classed as a DNA and therefore should not have their clocks nullified. 
A direct access audiology clock may also be stopped (but not nullified – i.e it should be reported as a completed pathway) where a patient DNAs any other appointment (i.e. not their first appointment along their pathway) and is subsequently discharged back to the care of their GP, provided that: 

a) the provider can demonstrate that the appointment was clearly 

communicated to the patient; 
b) discharging the patient is not contrary to their best clinical interests; 
c) discharging the patient is carried out according to local, publicly    available, policies on DNAs. 

d) These local policies are clearly defined and specifically protect the clinical interests of vulnerable patients (e.g children) and are agreed with clinicians, commissioners, patients and other relevant stakeholders. 
You should consult your local access policies, particularly with regard to vulnerable patients and children.
6.
What happens when a patient is referred to a direct access audiology service from an ENT department/consultant led waiting time pathway? 
Where a patient on a consultant led waiting time pathway is referred on for non-consultant-led audiology treatment in secondary care, or at an interface service, their consultant led waiting time clock should continue until their first definitive treatment starts. No direct access audiology clock would start. 

Once a referral to treatment consultant led waiting time clock has been started, it should continue until: 
a) first definitive treatment starts. This could be: 
i) Treatment provided by an interface service;
ii) Treatment provided by a consultant-led service; 
iii) Therapy or healthcare science intervention provided in 

secondary care or at an interface service, if this is what the consultant-led or interface service decides is the best way to manage the patient’s disease, condition or injury and avoid further interventions; 

b) a clinical decision is made not to treat, or the patient declines treatment having been offered it; 
c) It is clinically appropriate to return the patient to primary care for any non consultant-led treatment in primary or community care; 

d) another clock stop event occurs, such as a decision to commence a period of active monitoring, as set out in the Referral to Treatment Consultant Led Waiting times Rules Suite. (http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/ReferraltoTreatmentstatistics/DH_089757). 
What happens when a patient is referred to a community-led direct access audiology service from an ENT department/ other consultant-led waiting time pathway? 

Where a patient on a consultant led waiting time pathway is referred on for non-consultant-led audiology treatment in primary or community care, their consultant led waiting time clock should stop.   
A direct access clock should start on the date that the onward referral is received by the primary/community care provider. Patients should not be counted on two clocks for the same treatment, but equally, their wait must be reported on either the referral to treatment consultant led waiting time or direct access. 
PCTs will want to ensure that services are commissioned effectively to make sure the appropriate pathways are commissioned for their audiology patients. Receiving providers should also ensure wherever possible that previous time waited is taken into account to ensure that patients referred from ENT to primary or community based services are not disadvantaged.  
It is important, therefore, that NHS organisations have processes in place to ascertain how long these patients have waited already and to treat these patients without unnecessary delay according to their clinical need.   
8.
What happens when a patient is offered a date for their appointment but chooses a much later date? 

There are no clock pauses or adjustments in this data collection. The clock will continue to run until the patient’s treatment commences.  
9.
How quickly should direct access audiology services treat their patients after referral? 
PCTs and local providers need to treat these patients without undue delay according to their clinical need. 

10.
A patient on a direct access pathway has their hearing aid fitted and their clock stops. Their clinician thinks they would also benefit from hearing therapy. What happens then? 

A decision to refer a patient for hearing therapy following a hearing aid fitting would only start a new direct access clock where it constitutes a substantially new or different treatment than was already set out in the patient’s care plan. Where hearing therapy already forms part of the care plan agreed prior to the hearing aid being fitted, this is a continuation of the patient’s care pathway and there would be no need to start a new clock 
11.
Special Care Baby Unit (SCBU) babies are seen by Audiologists whilst in SCBU and given diagnostic outpatient appointments with Audiologists. How should these be counted? 

If the referral to a consultant in SCBU started a referral to treatment consultant led waiting time week clock, this clock should keep running until the baby has commenced its treatment in audiology. However if these patients are not on a referral to treatment consultant led waiting time pathway, the referral to diagnostic outpatients in audiology should start a direct access clock. DH would expect children to be seen without undue delay. 
12.
A health visitor undertakes neonatal screening and refers a baby to consultant-led paediatric audiology service. The consultant paediatric audiologist assesses the baby and decides to actively monitor the baby, and reassess at 8 months. The baby is assessed at 8 months, a decision is made that no further treatment is required, and the baby is discharged back to their GP. How should these be counted? 

The referral to a consultant-led paediatric service would start a referral to treatment consultant led waiting time clock, which would stop when the clinical decision is made to commence active monitoring. However, if the paediatric audiology service had been non-consultant led, this would have started a direct access clock.

