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Chapter 10: Person-Centred

[bookmark: _Hlk159663772]
Matrix 10.1: Patients’ Involvement in their Own Care 
Scope 
What’s in this matrix?
A key aspect of good clinical governance for a practice is ensuring that services are planned and delivered where possible to reflect the needs and preferences of the individual, rather than the service. This matrix focuses on the experience of the individual during the clinical consultation, but the principles are equally applicable to encounters at the reception desk and waiting room.
Shared Decision making 
Making Every Contact Count (MECC)
Consent for examination 
Consent to treatment, including the Montgomery judgement
Use of Chaperones 

What’s not in this matrix?
Human Rights (chapter 9 Equitable)
Equitable access (chapter 9 Equitable)
Timely access to care – or care nearer to home. These are in Matrix 6.2 “Timely”

Key Questions to Consider
How does the practice demonstrate the practice chaperone policy is fully complied with by all staff?
How does the practice demonstrate it monitors that GMC Good Medical Practice guidance on consent is followed by all doctors?
How does the practice demonstrate that patients share decisions about their care with clinicians?
Nurses and Allied Health Professionals underwent training in ‘Making Every Contact Count’ a year ago. Are they demonstrably using this approach?
Do patients get separate invitations for clinic reviews of different conditions, or the practice minimise the need for patients to attend by combining reviews at one visit?
Has the practice checked to see if patients are being asked ‘what matters to you’?
Self-assessment at level 1 for this matrix 					
[bookmark: _Hlk161991180]Level 1:  No assurance. The Practice cannot demonstrate that the Practice have achieved any of the other levels, but the Practice is working towards it.

Note that the wording of this level remains aspirational. Select this level if the practice cannot meet the criteria for level 2.  
What to demonstrate to self-assess as level 2 for this matrix? 
[bookmark: _Hlk161991198]Level 2: Limited Assurance. The Practice can demonstrate some elements of a process (e.g. a framework, checklist, policy or protocol, staff training, a plan, measures, a named practice leader for the project), but the Practice has not completed a cycle yet. 

 Examples (not an exhaustive list) satisfying level 2 self-assessment could include: 
Training records for Making Every Contact Count (MECC) available but no evaluation to demonstrate it has made a difference to staff, patient experience or outcomes.
There is a chaperone policy, but nobody has audited patient records to ensure the correct notes are being made.
There are consent forms for minor surgery and joint injections, but nobody checks they are stored in the records as part of the claim processes.
There is a plan to merge diabetes, cardiovascular disease and hypertension clinics into one review but have not acted on it.
A speaker came to talk to the nurses about “What matters to you?” conversations, but there has been no plan or evaluation yet in the wider team. 

Documentation to support such examples could include:
Training records
Surveys
Chaperone Policy
Consent Policy and forms
Meeting minutes

What to demonstrate to self-assess as level 3 for this matrix?  
Level 3: Reasonable Assurance. The Practice can demonstrate that the Practice have completed a learning cycle as a practice and made changes to processes as a result.

Starting with the level 2 self-assessment, it then follows that simply performing an evaluation, and then reflecting and acting on it, would enable self-assessment as level 3.  

Examples (not an exhaustive list) satisfying level 3 self-assessment could include: 
An audit of a random sample of GP consultations (regardless of gender of patient) is undertaken, to check for a record of that a chaperone is offered for an examination and the name of the chaperone used.  The results are discussed as a team with individuals getting their own feedback too. The practice chaperone policy is reviewed every two years, as well.
The practice team agrees to set up a computerised template reflecting the practice chaperone policy under "procedures" in EMIS which records chaperone offered, chaperone declined, and free text name of chaperone and their profession. The team reviews the impact of this on recording after three months at a team meeting.
The practice administrator checks a valid consent form is filed in the patient’s computer record before making a claim for minor surgery and joint injections and escalates to the clinical governance lead if any are missing.
The practice team has identified a group of patients who are frequent users of services and have agreed to provide greater continuity of care and longer appointments for this group, to allow more ‘What matters to you?’ conversations. They have measured number of consultations before and after the scheme was introduced and believe there are fewer, but more productive, consultations as a result.
The practice identified a cohort of patients for one-stop-shop style clinics where multiple chronic conditions are reviewed at one visit. The patient experience survey results are very positive, and this has encouraged the practice to increase the size of the cohort further.
A patient complained that they had not been given the opportunity to discuss their options prior to referral to outpatients. A complaint investigation was undertaken and discussed at the partners meeting. It was agreed that all clinicians would have participate in a patient-centred care session facilitated by the Health Board. This event received good feedback from attendees and no further complaints of this nature have been received.

Documentation to support such examples could include:
Audits and Quality Improvement reports
Meeting minutes and action plans
SEAs

The evaluation might be an audit or a learning cycle such as a PDSA, clinical audit, QI project, or an SEA with a completed action plan.

What to demonstrate to self-assess as level 4 for this matrix?  
[bookmark: _Hlk161991497]Level 4: Substantial Assurance. The Practice can demonstrate that the practice team works with an effective monitoring system, with multiple learning cycles across the breadth of the matrix.

Reflect on   
level 2 being a decision to implement a change, but without evaluation   
level 3 being an implemented change with documented evaluation  
level 4 would be that implemented change with evidence of repeated evaluation and wider participation of the practice team. This will be consistent with several changes that have become firmly embedded in the practice’s culture and is now business as usual. 

Examples (not an exhaustive list) satisfying level 4 self-assessment could include: 
Minor Surgery Claims processing now include a check for valid consent forms, and the practice administrator provides numbers for each operator, and then the Minor surgery lead reflects back to individual GP minor surgeons  and for discussion at Partners Meetings every quarter.
The chaperone policy has checklist which includes what posters must be displayed in every room and which staff have been trained to be chaperones. This checklist is completed every quarter and shared with the partners at their partners meetings, together with a record audit.
Nurses and allied health professionals are using the combined chronic disease clinics as opportunities for ‘Making Every Contact Count’ conversations whilst patients are waiting. They have performed a quality Improvement project and demonstrate several cycles of increased collection of data and stop smoking referrals.

Typically, a practice self-assessing as level 4 will have multiple examples for this matrix rather than relying on one category of change with multiple cycles. If uncertain as to whether the practice satisfies this “substantial assurance” criterion, opt for a level 3 self-assessment, and aspire for level 4 when more evidence to assure this is available.   
What to demonstrate to self-assess as level 5 for this matrix?  
[bookmark: _Hlk161991556]Level 5: Exemplar. The Practice can demonstrate the Practice has an effective monitoring system, with multiple learning cycles, AND the Practice can demonstrate the Practice has discussed the learning with peers outside of the Practice (e.g. at a GMS Collaborative/Cluster meeting, Primary Care Nursing Collaborative, GP Practice Premises Training Assessment etc).

[bookmark: _Hlk161990979]This would require some degree of external validation of the work. This could include sharing the work with the GMS collaborative / cluster and receiving feedback from members, a peer review by another Practice, or an inspection by an official body such as HIW or Llais. The work should already have met the requirements for level 4 – i.e. more than one learning cycle – so sharing an undeveloped learning cycle would not count for level 5.
			
 Examples (not an exhaustive list) satisfying level 5 self-assessment could include: 
At a GMS collaborative meeting, the practice discussed a significant event relating to a lack of chaperone due to staff sickness, during an examination, and noted how it was difficult to defend against complaints if doctor were not making adequate records of the name of the chaperone. The practice had reviewed their chaperone policy and increase training, for staff and doctors, and re-audited the records for compliance. At the meeting, the other practices gave feedback on these actions and policy and suggested other computer codes for speeding data entry and supporting audit. 
A practice has, over two years, developed a chronic disease annual review model where patients with more than one condition are reviewed. The staff are trained in ‘What matters to me’ conversations and focus on what is important to patients rather than filling in a data template. The patients are surveyed using patient reported experience measures (PREMs) at every visit and so the practice is confident that its model is working well for patients and can demonstrate an improving trend over the 24 months. The project was turned into a Quality Improvement Poster at a local QI conference in the Health Board and the practice nurses presented it and received many questions on and praise for their work by the attendees.
National Guidance and resources 
Multimorbidity and long-term conditions | Centre for Academic Primary Care | University of Bristol
Overview | Older people with social care needs and multiple long-term conditions | Guidance | NICE
Overview | Multimorbidity: clinical assessment and management | Guidance | NICE
Putting function first: redesigning the primary care management of long-term conditions | British Journal of General Practice (bjgp.org)
RCGP Guidance on QI in a Primary Care Network QOF-QI-PCN-how-to-guide-RCGP-2021.pdf
RCGP Learning Disability QI QOF-QI-learning-difficulties-visual-summary-RCGP-2021-(1).pdf
Consent and capacity (medicalprotection.org)
All Wales Consent Forms: Patient Consent to Examination or Treatment - NHS Wales Shared Services Partnership
All Wales Model Policy for Consent to Examination or Treatment - NHS Wales Shared Services Partnership
Use of chaperones during intimate medical procedures (WHC/2019/039) | GOV.WALES

Exemplary documents submitted by practices in Wales
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