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Chapter 6: Timely 



Matrix 6.2: Time to test, diagnose and refer.   
  
Scope  
What’s in this matrix? 
This matrix covers how easily and quickly a patient can get the right care in the right place.  
Monitoring High Risk Medication (e.g. DMARDs and Lithium)
Late diagnoses of cancer 
Delays in referral letters being sent
Failsafe mechanisms 
How the practice has planned for services to be delivered quicker / nearer the patient. 
What’s not in this matrix? 
Access to GMS (see Matrix 6.1)

Key Questions to consider for this Matrix 
How can the practice demonstrate all patients on higher risk medication, with requirements for regular monitoring by the practice, are being actively monitored before prescriptions are issued? 
How does the practice determine if cancer diagnoses are being made in a timely manner?
How do clinicians determine whether adopting a “straight to diagnostic test” referral process is any faster than referring “straight to outpatients’ clinic”, when considering cancer diagnoses?
How confidently can the practice show it has a failsafe mechanism for suspected cancer referrals and abnormal diagnostic test results?
How does the practice know all its referral letters are sent promptly after the consultation?
What new services has the practice introduced which have resulted in patients being able to access assessment / care / treatment earlier, and at the practice, rather than being referred to secondary care? 
 
Self-assessment at level 1 for this matrix 					 
Level 1 of each matrix reads as follows: -  					 
[bookmark: _Hlk161925603]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 unable meet the criteria for level 2.  
 



What to demonstrate to self-assess as level 2 for this matrix?  
 
[bookmark: _Hlk161925583]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:  
The practice has access to the Prescribing Safety Module on Audit+ which lists patients on high-risk medication needing regular monitoring. However, there are no audits done or reported to the partners or practice team to demonstrate that the module is being used effectively. 
The practice received to a complaint about an alleged delayed diagnosis of cancer. It investigated and the practice responded to the complainant. However, there was no consideration of whether there were lessons for management of delays in other patients currently referred, or yet to be referred in the future.
The practice is considering whether to refer patients with suspected cancer straight to test (i.e. endoscopy) or to surgical outpatients. A partner identified a locally agreed CommunityHealthPathway for suspected cancer which makes a recommendation to use FiT testing and straight to test referrals. However, this has not been shared and referrals have not been audited to see if every clinician has changed their practice.
Clinicians currently keep a personal record in paper form of any results or referrals that need follow-up. One partner misplaced their book for a fortnight when a new cleaner started. The Practice Manager suggests they use the computer system ‘task’ module for all failsafe procedures, and suggests it is administered by the admin team. This has not yet been agreed and audited. 
[bookmark: _Int_ZPuMdosM]The practice secretary types all referrals but awaits for confirmation from the doctor that it each letter is ready to send. She sometimes checks none are ‘parked’, whilst awaiting confirmation, but this is not a regular event. She does not report the referral delays or number of parked letters or how long the longest has been waiting to anybody.
The Health Board has introduced a new clinical pathway for Tinnitus, developed by primary and secondary care. Its major change is that all suspected tinnitus is now assessed first by primary care audiology. The practice team briefly discussed this pathway news at a meeting, but nobody has suggesting checking that the Health Board will be review its waiting lists to  transfer any suitable patients waiting on a consultant ENT outpatient list, to   audiology and be seen in a timelier manner.

Documentation to support such examples could include documentation of SEAs, changes to supervision, minutes of meetings or learning sessions, etc. 
 
NB: Level 2 self-assessment does not require that each of the topics listed above under Scope, or the documents /elements mentioned above under examples, has been fully addressed. It is for the practice to consider how comprehensively to address these for higher maturity levels of self-assessments.  
 
 

What to demonstrate to self-assess as level 3 for this matrix?   
[bookmark: _Hlk161925622]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.  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. 
 
If the process includes reviewing those changes year after year and covers a wide range of policies and involves the wider team, then consider this as meeting level 4.  
 
Examples (not an exhaustive list) satisfying level 3 self-assessment could include:  
The practice has access to the Prescribing Safety Module on Audit+ which lists patients on high-risk medication needing regular monitoring. The practice pharmacist is now in charge of monitoring this module and has produced a report on performance presented to the partners.
The practice received a complaint about an alleged delayed diagnosis of cancer. It investigated and the practice responded to the complainant. The partners ensured that any lessons for management of delays in other patients currently referred were considered and acted on and created failsafe mechanisms for future referrals. 
The practice is considering whether to refer patients with suspected cancer straight to test (i.e. endoscopy) or to surgical outpatients. A partner identified a locally agreed CommunityHealthPathway for suspected cancer which makes a recommendation to use FiT testing and straight to test referrals. It was agreed at a practice meeting to follow this pathway and the practice secretary is performing a colorectal referral audit on all referrals to ensure compliance. 
Practice team has agreed to mandate use of the computer system ‘task’ module for all failsafe procedures, and for it to be administered by the admin team. This is being audited currently and will be presented to the team. 
The practice’s secretary types all referrals but waits for confirmation, om the doctor that it each letter is ready to send. She now checks none are ‘parked’, whilst awaiting confirmation, as a regular event each week, and escalates to the practice manager to deal with the doctor. She will report to the partners every month the total delays if any.  
The Health Board has introduced a new clinical pathway for Tinnitus, developed by primary and secondary care. Its major change is that all suspected tinnitus is now assessed first by primary care audiology. The practice team agreed to use this new pathway at a meeting and a partner is checking any existing referrals to ENT to see if any existing patients could be referred to and seen more quickly by audiology. 

Documentation to support such examples could include: 
SEA report and minutes of meeting where it was discussed with actions being recorded. 
The practice education/learning plan resulting from an SEA. 
Summaries of feedback from staff surveys, and action plans resulting from them 
PDSA, clinical audit, QI project 
 
What to demonstrate to self-assess as level 4 for this matrix?   
[bookmark: _Hlk161915653][bookmark: _Hlk161923824]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:  
Following a partners’ meeting to discuss high risk medication , the practice pharmacist now oversees the Prescribing Safety module on Audit+ and checks weekly for any outstanding blood results and then escalates. A summary is shared every three months with the partners, so multiple cycles have occurred in a year.  
The partners have agreed to use their cancer register to set up an ongoing audit of time to cancer diagnosis. The GP registrar looks at time from first symptom, first consultation and referral to diagnosis, and analysed by cancer site and clinicians seen. This has suggested that bowel cancers can take longer to diagnose in this practice and so the partners have arranged a lunch and learn session on NICE guidance. The ongoing audit will demonstrate whether this education has an impact on cancer delays.
A partner identified a locally agreed CommunityHealthPathway for suspected cancer which makes a recommendation to use straight to test referrals. The practice secretary now records all referrals to the colorectal surgeons and sends a message to the referrer to double check they do not wish to use the ‘straight to test’ approach. This has reduced the number of urgent suspected cancer referrals to the surgeons as it reported every quarter to the partners.
The electronic ‘task’ messaging system is now exploited by all partners as a fail-safe mechanism, and numbers of overdue tests/referrals are issued weekly. The system is not perfect and has produced issues of its own, but these are discussed at partners meetings as part of a QI project. Since introducing it, there have been no known missed tests or referrals.
The practice secretary checks weekly for any parked draft letters over 2 weeks old and escalates delayed referrals to the referrer or Practice Manager. She reports every quarter to the Practice Manager the numbers of parked letters, and any problems with clearing the backlog.

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 available to assure this.   
  
What to demonstrate to self-assess as level 5 for this matrix?   
[bookmark: _Hlk161915751][bookmark: _Hlk161923845]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).

This would require some degree of external validation of the work. This could include sharing  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:  
The practice manager discussed the new approach the practice had developed with a digital fail safe mechanism at the local Practice Manager Forum. Managers questioned the approach and provided constructive challenges, which helped the practice manager to reflect on the inherent risks and how to make the digital system even more robust.

National Guidance and resources 
‘I guess I’ll wait to hear’—communication of blood test results in primary care a qualitative study https://bjgp.org/content/72/723/e747
RCGP-Report-and-Learn-Patient-Safety-Guide.pdf (gmpcb.org.uk)
A pharmacist-led information technology intervention for medication errors (PINCER): a multicentre, cluster randomised, controlled trial and cost-effectiveness analysis - The Lancet
NICE NG 12: Suspected cancer: recognition and referral https://www.nice.org.uk/guidance/ng12
Approaches to diagnosing cancer earlier in general practice https://bjgp.org/content/71/706/196

Exemplary documents submitted by practices in Wales 
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