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Can safety-netting improve cancer detection in patients
with vague symptoms?
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Patients present daily about symptoms that could represent a
new diagnosis of cancer.1 Some will present with easily
recognised high risk symptoms such as dysphagia (5% likelihood
of cancer if age >55 years), postmenopausal bleeding (4%
likelihood if age >55 years), or haemoptysis (2% likelihood if
age >40 years). But most will have vague or non-specific
symptoms such as cough, fatigue, or abdominal pain.2-4 As these
symptoms are shared with benign, chronic, or self limiting
conditions, the likelihood of cancer is low (mostly under 0.5%).1
The clinical consequence is that diagnosis of cancers with vague
symptoms tend to be delayed: for example, about half of patients
in England with multiple myeloma have to consult three or more
times before referral,5 and over a third present to hospital as
emergencies.6 Depending on the cancer site, reducing diagnostic
delay can lead to improved survival, earlier stage at diagnosis,
and improved quality of life.7
The answer to this diagnostic problem is not to investigate every
low risk symptom at first consultation.8 Doctors have a
responsibility to avoid causing unnecessary alarm and wasting
scarce resources through over-investigation, which may result
in harm to the patient. Teasing out serious disease by following
up patients over time, with planned sequential investigation, is
usually the best approach for exploring non-specific symptoms.9
However, taking time is not without hazard. Patients want to
be reassured they do not have cancer.10 They may not re-consult
to report unresolved symptoms, particularly if a repeat
appointment is difficult to make or incurs a cost. If initial testing
is driven by an incorrect preliminary diagnosis, resulting in
reassuringly negative results, both patient and doctor may be
reluctant to investigate further.11 Safety-netting has come to be
regarded as “best practice” in relation to cancer diagnosis in
non-specialist settings.12 Its aim is to ensure patients do not drop
through the healthcare net but are monitored until symptoms

are explained. We searched for evidence on how safety-netting
can be done effectively in this context (see table 1⇓).13

What is the evidence of uncertainty?
We conducted a broad search (box 1). We found no systematic
reviews or trials of safety-netting interventions: there is no
apparent evidence on whether safety-netting is effective.
However, we did retrieve evidence from the investigation of
diagnostic delays and expert opinion on three main issues: the
necessary components of safety-netting, the roles of patient and
doctor, and the problems arising from miscommunication or
misinterpretation of initial test results.

What is safety-netting when the diagnosis is
uncertain?
Clinicians might ask themselves when they make a working
diagnosis:

• If I’m right what do I expect to happen?
• How will I know if I’m wrong?
• What would I do then?

These three questions were set out by clinical communication
expert Roger Neighbour.14 Effective safety-netting requires
clinicians to share these thoughts with their patients, explaining
how the questions relate to their problem. For example, patients
should be informed of:

• The anticipated time frame for symptom resolution
• The potential “alarm symptoms” for which they should

re-consult
• How, when, and where to re-consult
• The presence of diagnostic uncertainty.15-18
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What you need to know
• Safety-netting is best practice, but there is an absence of evidence on whether it improves cancer detection and how best to do it in

patients with vague symptoms
• Explain the uncertainty about the cause of symptoms to patients, ensuring they understand why, when, and with whom they should

re-consult about which concerning symptoms
• Establish systems to ensure test results are reviewed by somebody with knowledge of cancer guidelines and that positive and negative

results are communicated to the patient promptly

Box 1: Search for existing evidence
#1 early detection of cancer[MeSH Terms]
#2 delay[Title]) OR symptom[Title]) OR symptoms[Title]) OR diagnosis[Title]) OR diagnosing[Title] OR safety net*[Title]
#3 cancer[Title]) OR malignancy[Title]) OR malignant[Title]) OR tumour[Title]) OR tumor[Title]
#4 #1 OR #3
#5 #4 AND #2
#6 (general practice) OR primary care
#7 #5 AND #6

There are some data on actions which may be associated with
poor safety-netting, and others that give clues on how to make
it more effective. Significant event audits of emergency cancer
presentations highlight lack of practitioner continuity, poor
record keeping, and false reassurance as key issues.19

Does giving responsibility to patients work?
There is consensus that involving patients in self monitoring is
important, but some evidence shows that this may be associated
with longer delays if:

• Patients fail to recognise the significance of symptoms
(qualitative interview studies with UK patients with lung
and pancreatic cancer)20 21

• Patients are reluctant to re-consult with ongoing symptoms
(telephone survey with US patients after acute care visits,
including to family practice)22 23

• Patients don’t want to waste doctors’ time (qualitative study
of UK patients reporting cancer “alarm symptoms”)24

• Re-appointment in direct payment healthcare systems is
costly or a timely appointment in free access systems is
difficult (ecological study of primary care structure and
cancer outcomes).25

There can be problems in communicating the results of tests
requested to investigate non-specific symptoms—such as
overreliance on patients to seek results, difficulties in accessing
results by telephone, and a lack of fail-safes.26 A qualitative
study found that some patients say they were unaware of their
responsibility to follow up investigations.27 Some patients
assume that “no news is good news,” taking no action to chase
test results even if they do not feel better or develop new
symptoms.23

How might clinicians conduct safety-netting?
There is little evidence to guide clinicians. For example, it is
unclear whether passive (ask patients to request an appointment
as needed) or active (fixed appointment) follow-up works
better,15 nor whether follow-up need be face to face.28 There is
a debate about whether a formal, practice-level safety-netting
system would best prevent failures in follow-up, but little
evidence to help.12 13 The National Institute for Health and Care
Excellence (NICE) guideline panel for suspected cancer recently
removed some timescales for deciding when persistent

symptoms become worrisome because these may sometimes
delay appropriate referral.21

Apart from cancer diagnosis, the greatest evidence base for
safety-netting comes from assessment of acute childhood illness.
In this context, some clinicians are reluctant for safety-netting
to be a formalised process because they see it as an intuitive
part of patient communication which is tailored to the specific
situation.29 30 Parents, however, would value more explicit
written guidance on what symptoms to monitor in their children
and when to re-consult.31

Offer patients a review to discuss ongoing symptoms even if
initial tests are reassuring. There is qualitative evidence that
patients later diagnosed with cancer have felt over-reassured by
negative test results and under-supported by their healthcare
teams, causing them to decide not to consult with persistent or
new “alarm” symptoms.11 32 Normal or unequivocal chest x rays
have been reported in 23% of primary care patients in the year
leading up to a diagnosis of lung cancer,33 and a third of
colorectal cancers present with mild anaemia.34

Is ongoing research likely to provide
relevant evidence?
We identified no ongoing research to address whether
safety-netting is effective for patients with low risk, but not no
risk, symptoms of cancer, nor how it should be done (box 2).
We found no research on how best to share responsibility for
monitoring ongoing symptoms and to facilitate re-consultation.
In the UK the Early Diagnosis Advisory Group of Cancer
Research UK has initiated qualitative research with patients and
general practitioners to investigate current safety-netting practice
in primary care and is investigating the use of text messaging
to prompt re-consultation.

What should we do in the light of the
uncertainty?
In the UK, NICE includes three key recommendations in their
guidance on suspected cancer:

• Offer patients with low risk (but not no risk) symptoms
review in an agreed timeframe

• Healthcare professionals retain responsibility for reviewing
and acting on the results of investigations they have
requested

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2016;355:i5515 doi: 10.1136/bmj.i5515 (Published 9 November 2016) Page 2 of 5

PRACTICE

http://www.bmj.com/permissions
http://www.bmj.com/subscribe


Box 2: Search for forthcoming studies
We searched ClinicalTrials, PROSPERO, Cochrane Library, National Cancer Research Institute portfolio, Cancer Research UK, and Macmillan
websites.
Because of the paucity of relevant literature, we also performed more extensive searches—including grey literature and literature on diagnostic
error, quality, and safety—using Trip Database, NHS Evidence, National Patient Safety Agency, Cancer Research UK, Macmillan, National
Cancer Intelligence Network, and Google.

• Be alert to the possibility of false negative test results and
review patients even when tests are negative.35

The suggestions in box 3 are based on an online Delphi process
involving UK general practitioners.36 They focus on how
responsibility for monitoring symptoms might be shared with
patients and what systems healthcare providers might consider
in an attempt to stop people falling through the net. The
infographic shows the recommended safety-netting process.

We thank the patient and public representatives who reviewed and
commented on this article.
Contributors: BDN conceived the idea for the article. BDN, DM, and CB
developed the idea for the manuscript. BDN wrote the first draft, with
edits made by both DM and CB.
Competing interests: We have read and understood BMJ policy on
declaration of interests and have no relevant interests to declare.
Provenance and peer review: Commissioned, based on an idea from
the author; externally peer reviewed.

1 Hamilton W. Five misconceptions in cancer diagnosis. Br J Gen Pract 2009;59:441-5,
447, discussion 446. doi:10.3399/bjgp09X420860 pmid:19520027.

2 Hamilton W, Peters TJ, Round A, Sharp D. What are the clinical features of lung cancer
before the diagnosis is made? A population based case-control study. Thorax
2005;60:1059-65. doi:10.1136/thx.2005.045880 pmid:16227326.

3 Stapley S, Peters TJ, Neal RD, Rose PW, Walter FM, Hamilton W. The risk of
oesophago-gastric cancer in symptomatic patients in primary care: a large case-control
study using electronic records. Br J Cancer 2013;108:25-31. doi:10.1038/bjc.2012.
551 pmid:23257895.

4 Walker S, Hyde C, Hamilton W. Risk of uterine cancer in symptomatic women in primary
care: case-control study using electronic records. Br J Gen Pract 2013;63:e643-8. doi:10.
3399/bjgp13X671632 pmid:23998845.

5 Lyratzopoulos G, Neal RD, Barbiere JM, Rubin GP, Abel GA. Variation in number of
general practitioner consultations before hospital referral for cancer: findings from the
2010 National Cancer Patient Experience Survey in England. Lancet Oncol
2012;13:353-65. doi:10.1016/S1470-2045(12)70041-4 pmid:22365494.

6 Elliss-Brookes L, McPhail S, Ives A, et al. Routes to diagnosis for cancer - determining
the patient journey using multiple routine data sets. Br J Cancer 2012;107:1220-6. doi:
10.1038/bjc.2012.408 pmid:22996611.

7 Neal RD, Tharmanathan P, France B, et al. Is increased time to diagnosis and treatment
in symptomatic cancer associated with poorer outcomes? Systematic review. Br J Cancer
2015;112(Suppl 1):S92-107. doi:10.1038/bjc.2015.48 pmid:25734382.

8 Lyratzopoulos G, Wardle J, Rubin G. Rethinking diagnostic delay in cancer: how difficult
is the diagnosis?BMJ 2014;349:g7400. doi:10.1136/bmj.g7400 pmid:25491791.

9 Rubin GP, Saunders CL, Abel GA, McPhail S, Lyratzopoulos G, Neal RD. Impact of
investigations in general practice on timeliness of referral for patients subsequently
diagnosed with cancer: analysis of national primary care audit data. Br J Cancer
2015;112:676-87. doi:10.1038/bjc.2014.634 pmid:25602963.

10 Banks J, Hollinghurst S, Bigwood L, Peters TJ, Walter FM, Hamilton W. Preferences for
cancer investigation: a vignette-based study of primary-care attendees. Lancet Oncol
2014;15:232-40. doi:10.1016/S1470-2045(13)70588-6 pmid:24433682.

11 Renzi C, Whitaker KL, Winstanley K, Cromme S, Wardle J. Unintended consequences
of an ‘all-clear’ diagnosis for potential cancer symptoms: a nested qualitative interview
study with primary care patients. Br J Gen Pract 2016;66:e158-70. doi:10.3399/
bjgp16X683845 pmid:26852794.

12 Mitchell ED, Rubin G, Macleod U. Understanding diagnosis of lung cancer in primary
care: qualitative synthesis of significant event audit reports. Br J Gen Pract 2013;63:e37-46.
doi:10.3399/bjgp13X660760 pmid:23336459.

13 Lyratzopoulos G, Vedsted P, Singh H. Understanding missed opportunities for more timely
diagnosis of cancer in symptomatic patients after presentation. Br J Cancer 2015;112(Suppl
1):S84-91. doi:10.1038/bjc.2015.47 pmid:25734393.

14 Neighbour R. The inner consultation. 2nd ed. Radcliffe Publishing, 2004.
15 Almond S, Mant D, Thompson M. Diagnostic safety-netting. Br J Gen Pract 2009;59:872-4,

discussion 874. doi:10.3399/bjgp09X472971 pmid:19861036.
16 Heneghan C, Glasziou P, Thompson M, et al. Diagnostic strategies used in primary care.

BMJ 2009;338:b946. doi:10.1136/bmj.b946 pmid:19380414.
17 Roland D, Jones C, Neill S, Thompson M, Lakhanpaul M. Safety netting in healthcare

settings: what it means, and for whom?Arch Dis Child Educ Pract Ed 2014;99:48-53. doi:
10.1136/archdischild-2012-303056 pmid:24164728.

18 Silverman J, Kurtz S, Draper J. Skills for communicating with patients. CRC Press, 2016.
19 Mitchell ED, Rubin G, Merriman L, Macleod U. The role of primary care in cancer diagnosis

via emergency presentation: qualitative synthesis of significant event reports. Br J Cancer
2015;112(Suppl 1):S50-6. doi:10.1038/bjc.2015.42 pmid:25734395.

20 Brindle L, Pope C, Corner J, Leydon G, Banerjee A. Eliciting symptoms interpreted as
normal by patients with early-stage lung cancer: could GP elicitation of normalised
symptoms reduce delay in diagnosis? Cross-sectional interview study. BMJ Open
2012;2:e001977. doi:10.1136/bmjopen-2012-001977 pmid:23166137.

21 Evans J, Chapple A, Salisbury H, Corrie P, Ziebland S. “It can’t be very important because
it comes and goes”--patients’ accounts of intermittent symptoms preceding a pancreatic
cancer diagnosis: a qualitative study. BMJ Open 2014;4:e004215. doi:10.1136/bmjopen-
2013-004215 pmid:24549161.

22 Berner ES, Ray MN, Panjamapirom A, et al. Exploration of an automated approach for
receiving patient feedback after outpatient acute care visits. J Gen Intern Med
2014;29:1105-12. doi:10.1007/s11606-014-2783-3 pmid:24610308.

23 Singh H, Sittig DF. Were my diagnosis and treatment correct? No news is not necessarily
good news. J Gen Intern Med 2014;29:1087-9. doi:10.1007/s11606-014-2890-1 pmid:
24839058.

24 Cromme SK, Whitaker KL, Winstanley K, Renzi C, Smith CF, Wardle J. Worrying about
wasting GP time as a barrier to help-seeking: a community-based, qualitative study. Br
J Gen Pract 2016;66:e474-82. doi:10.3399/bjgp16X685621 pmid:27215569.

25 Vedsted P, Olesen F. Are the serious problems in cancer survival partly rooted in
gatekeeper principles? An ecologic study. Br J Gen Pract 2011;61:e508-12. doi:10.3399/
bjgp11X588484 pmid:21801563.

26 Litchfield I, Bentham L, Hill A, McManus RJ, Lilford R, Greenfield S. Routine failures in
the process for blood testing and the communication of results to patients in primary care
in the UK: a qualitative exploration of patient and provider perspectives. BMJ Qual Saf
2015;24:681-90. doi:10.1136/bmjqs-2014-003690 pmid:26251507.

27 Litchfield IJ, Bentham LM, Lilford RJ, McManus RJ, Greenfield SM. Patient perspectives
on test result communication in primary care: a qualitative study. Br J Gen Pract
2015;65:e133-40. doi:10.3399/bjgp15X683929 pmid:25733434.

28 Atherton H, Sawmynaden P, Sheikh A, Majeed A, Car J. Email for clinical communication
between patients/caregivers and healthcare professionals. Cochrane Database Syst Rev
2012;11:CD007978.pmid:23152249.

29 Bertheloot K, Deraeve P, Vermandere M, et al. How do general practitioners use ‘safety
netting’ in acutely ill children?Eur J Gen Pract 2016;22:3-8. doi:10.3109/13814788.2015.
1092516 pmid:26578087.

30 Jones CH, Neill S, Lakhanpaul M, Roland D, Singlehurst-Mooney H, Thompson M. The
safety netting behaviour of first contact clinicians: a qualitative study. BMC Fam Pract
2013;14:140. doi:10.1186/1471-2296-14-140 pmid:24066842.

31 Maguire S, Ranmal R, Komulainen S, et al. RCPCH Fever Project Board. Which urgent
care services do febrile children use and why?Arch Dis Child 2011;96:810-6. doi:10.1136/
adc.2010.210096 pmid:21642270.

32 Renzi C, Whitaker KL, Wardle J. Over-reassurance and undersupport after a ‘false alarm’:
a systematic review of the impact on subsequent cancer symptom attribution and help
seeking. BMJ Open 2015;5:e007002. doi:10.1136/bmjopen-2014-007002 pmid:25652803.

33 Stapley S, Sharp D, Hamilton W. Negative chest X-rays in primary care patients with lung
cancer. Br J Gen Pract 2006;56:570-3.pmid:16882373.

34 Hamilton W, Coleman MG, Rubin G. Colorectal cancer. BMJ 2013;346:f3172. doi:10.
1136/bmj.f3172 pmid:23693056.

35 National Institute for Health and Care Excellence. Suspected cancer: recognition and
referral (NICE guideline 12). 2015. www.nice.org.uk/guidance/ng12.

36 Bankhead C, Heneghan C, Hewitson P, Thompson M. Safety netting to improve early
cancer diagnosis in primary care: development of consensus guidelines. Department of
Primary Health Care, University of Oxford, 2011. http://webarchive.nationalarchives.gov.
uk/20130513211237/http:/www.ncat.nhs.uk/sites/default/files/work-docs/Safety%
20Netting%20Guidance%20for%20GPs.pdf%20.pdf

Published by the BMJ Publishing Group Limited. For permission to use (where not already
granted under a licence) please go to http://group.bmj.com/group/rights-licensing/
permissions

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2016;355:i5515 doi: 10.1136/bmj.i5515 (Published 9 November 2016) Page 3 of 5

PRACTICE

http://dx.doi.org/10.3399/bjgp09X420860
http://www.ncbi.nlm.nih.gov/pubmed/?term=19520027
http://dx.doi.org/10.1136/thx.2005.045880
http://www.ncbi.nlm.nih.gov/pubmed/?term=16227326
http://dx.doi.org/10.1038/bjc.2012.551
http://dx.doi.org/10.1038/bjc.2012.551
http://www.ncbi.nlm.nih.gov/pubmed/?term=23257895
http://dx.doi.org/10.3399/bjgp13X671632
http://dx.doi.org/10.3399/bjgp13X671632
http://www.ncbi.nlm.nih.gov/pubmed/?term=23998845
http://dx.doi.org/10.1016/S1470-2045(12)70041-4
http://www.ncbi.nlm.nih.gov/pubmed/?term=22365494
http://dx.doi.org/10.1038/bjc.2012.408
http://dx.doi.org/10.1038/bjc.2012.408
http://www.ncbi.nlm.nih.gov/pubmed/?term=22996611
http://dx.doi.org/10.1038/bjc.2015.48
http://www.ncbi.nlm.nih.gov/pubmed/?term=25734382
http://dx.doi.org/10.1136/bmj.g7400
http://www.ncbi.nlm.nih.gov/pubmed/?term=25491791
http://dx.doi.org/10.1038/bjc.2014.634
http://www.ncbi.nlm.nih.gov/pubmed/?term=25602963
http://dx.doi.org/10.1016/S1470-2045(13)70588-6
http://www.ncbi.nlm.nih.gov/pubmed/?term=24433682
http://dx.doi.org/10.3399/bjgp16X683845
http://dx.doi.org/10.3399/bjgp16X683845
http://www.ncbi.nlm.nih.gov/pubmed/?term=26852794
http://dx.doi.org/10.3399/bjgp13X660760
http://www.ncbi.nlm.nih.gov/pubmed/?term=23336459
http://dx.doi.org/10.1038/bjc.2015.47
http://www.ncbi.nlm.nih.gov/pubmed/?term=25734393
http://dx.doi.org/10.3399/bjgp09X472971
http://www.ncbi.nlm.nih.gov/pubmed/?term=19861036
http://dx.doi.org/10.1136/bmj.b946
http://www.ncbi.nlm.nih.gov/pubmed/?term=19380414
http://dx.doi.org/10.1136/archdischild-2012-303056
http://dx.doi.org/10.1136/archdischild-2012-303056
http://www.ncbi.nlm.nih.gov/pubmed/?term=24164728
http://dx.doi.org/10.1038/bjc.2015.42
http://www.ncbi.nlm.nih.gov/pubmed/?term=25734395
http://dx.doi.org/10.1136/bmjopen-2012-001977
http://www.ncbi.nlm.nih.gov/pubmed/?term=23166137
http://dx.doi.org/10.1136/bmjopen-2013-004215
http://dx.doi.org/10.1136/bmjopen-2013-004215
http://www.ncbi.nlm.nih.gov/pubmed/?term=24549161
http://dx.doi.org/10.1007/s11606-014-2783-3
http://www.ncbi.nlm.nih.gov/pubmed/?term=24610308
http://dx.doi.org/10.1007/s11606-014-2890-1
http://www.ncbi.nlm.nih.gov/pubmed/?term=24839058
http://www.ncbi.nlm.nih.gov/pubmed/?term=24839058
http://dx.doi.org/10.3399/bjgp16X685621
http://www.ncbi.nlm.nih.gov/pubmed/?term=27215569
http://dx.doi.org/10.3399/bjgp11X588484
http://dx.doi.org/10.3399/bjgp11X588484
http://www.ncbi.nlm.nih.gov/pubmed/?term=21801563
http://dx.doi.org/10.1136/bmjqs-2014-003690
http://www.ncbi.nlm.nih.gov/pubmed/?term=26251507
http://dx.doi.org/10.3399/bjgp15X683929
http://www.ncbi.nlm.nih.gov/pubmed/?term=25733434
http://www.ncbi.nlm.nih.gov/pubmed/?term=23152249
http://dx.doi.org/10.3109/13814788.2015.1092516
http://dx.doi.org/10.3109/13814788.2015.1092516
http://www.ncbi.nlm.nih.gov/pubmed/?term=26578087
http://dx.doi.org/10.1186/1471-2296-14-140
http://www.ncbi.nlm.nih.gov/pubmed/?term=24066842
http://dx.doi.org/10.1136/adc.2010.210096
http://dx.doi.org/10.1136/adc.2010.210096
http://www.ncbi.nlm.nih.gov/pubmed/?term=21642270
http://dx.doi.org/10.1136/bmjopen-2014-007002
http://www.ncbi.nlm.nih.gov/pubmed/?term=25652803
http://www.ncbi.nlm.nih.gov/pubmed/?term=16882373
http://dx.doi.org/10.1136/bmj.f3172
http://dx.doi.org/10.1136/bmj.f3172
http://www.ncbi.nlm.nih.gov/pubmed/?term=23693056
http://www.nice.org.uk/guidance/ng12
http://webarchive.nationalarchives.gov.uk/20130513211237/http:/www.ncat.nhs.uk/sites/default/files/work-docs/Safety%20Netting%20Guidance%20for%20GPs.pdf%20.pdf
http://webarchive.nationalarchives.gov.uk/20130513211237/http:/www.ncat.nhs.uk/sites/default/files/work-docs/Safety%20Netting%20Guidance%20for%20GPs.pdf%20.pdf
http://webarchive.nationalarchives.gov.uk/20130513211237/http:/www.ncat.nhs.uk/sites/default/files/work-docs/Safety%20Netting%20Guidance%20for%20GPs.pdf%20.pdf
http://group.bmj.com/group/rights-licensing/permissions
http://group.bmj.com/group/rights-licensing/permissions
http://www.bmj.com/permissions
http://www.bmj.com/subscribe


Box 3: Suggestions how to make safety-netting more effective
With the patient

• Explain the expected time course of symptoms
• Describe any specific warning symptoms or signs of serious disease or cancer
• Give specific information about when and how best to re-consult, including specifying who is responsible for making the appointment
• If the working diagnosis is uncertain, explain the uncertainty to the patient together with the reasons for tests, investigations, watchful

waiting, or a trial of management
• Ensure patients understand safety-netting advice, with written instructions if needed, and clearly document the advice it in the medical

record

Clinician actions
• Keep up to date with urgent referral guidelines for suspected cancer
• If symptoms do not resolve, or persist intermittently, further investigations should be conducted even if previous tests were negative

and referral considered (such as “three strikes and you are in”)
• Perform an annual audit of new cancer diagnoses and conduct significant event analysis of delayed and emergency cancer diagnosis
• Participate in cancer awareness campaigns and screening

Improved systems
Consider developing systems to ensure:

• Up to date contact details for all patients
• Results are viewed and acted on by someone with knowledge of cancer guidelines
• Patients receive test results even if they do not attend for follow-up
• Consultations for unexplained recurrent symptoms are highlighted

Education into practice
• Have you read the updated NICE guidance on the duration of symptoms that should trigger referral for suspected cancer in the UK?
• When you have asked a patient to monitor their condition or a symptom, did you explain fully what they should do?
• Has your organisation reviewed the cases of cancer diagnosed in the past year and considered whether the patients’ diagnostic

journeys could have been improved?

How patients were involved in the creation of this article
Three patients commented on earlier versions of this article.

Table

Table 1| The research evidence we looked for

Patients presenting with low risk, but not no risk, symptoms of cancerPopulation
Specific safety-netting mechanismsIntervention
Usual careControl
Reduction in diagnostic delayOutcome
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Figure

Infographic of the recommended safety-netting process
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