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RCGP CANCER SEA TOOLKIT: PATIENT A
	SIGNIFICANT EVENT AUDIT OF CANCER DIAGNOSIS

	Cancer SEA Report Template


	Diagnosis: 
	Rectal Carcinoma

	Date of diagnosis: 
	17.4.15

	Age of patient at diagnosis:
	72 years old

	Sex of patient: 
	Male

	Is the patient currently alive (Y/N): 
	No

	If deceased, please give date of death: 
	3.7.15

	Date of meeting when SEA discussed:
	27.2.16


N.B.: Please DO NOT include the patient’s name in any narrative. Please anonymise the individual involved at each stage by referring to them as GP1, GP2, Nurse1, Nurse2, GP Reg1 etc.
	1. WHAT HAPPENED?

	Describe the process to diagnosis for this patient in detail, including dates of consultations, referral and diagnosis and the clinicians involved in that process.  Consider for instance:

(  The initial presentation and presenting symptoms (including where if outwith primary care).  (  The key consultation at which the diagnosis was made.  (  Consultations in the year prior to diagnosis and referral (how often the patient had been seen by the practice; for what reasons; the type of consultation held: telephone, in clinic etc; and who - GP1, GP2, Nurse 1 - saw them).  (  Whether s/he had been seen by the Out of Hours service, at A&E, or in secondary care clinics.  (  If there appears to be delay on the part of the patient in presenting with their symptoms.  (  What the impact or potential impact of the event was.

	Patient presents to GP1 on 31.3.15 with a 2/52 history of altered bowel habit and rectal bleeding on occasions which was fresh and noted on paper when bowels opened.

Pre-morbidly well with no GIT symptoms and no consults.

Regular medical care due to 2 x weekly dialysis at local hospital and renal clinic attendances.

Further hx at presentation – bowel snot opening for some time – difficult to fully establish –and pt c/o abdominal distension.

Examination – distended abdo in a normally obese man with BS present. PR – blood on finger and at proctoscope fleshy growth noted.

GP1
 concerned re probable rectal carcinoma but also concerned re semi acute obstruction (no vomiting or abdo pain). Acute admission considered but GP1 and patient agreed to following action:

GP1 did not send 2ww form as was sufficiently concerned that the delay in potential appointment time might be superseded by clinical need and that a surgical opinion was needed within days.

GP1 contacted on call surgeons who agreed with plan and said to GP1 that they would personally go along to booking office to ensure an appointment was to be given within 5 days and asked GP1 to fax a referral asap  - this was duly done.

GP1 warned pt re acting on worsening symptoms and finished by feeling that a plan had been made. GP1 then went on leave for 2/52.

On 14.4.15 pt contacted GP2 because his symptoms of BNO were worsening and that his appointment for the surgeons was for 8.5.15 despite the above. GP2 arranged a 2ww referral asap with date subsequently given for 28.4.14.

On 16.4.15 GP2 – in view of above date – contacted surgeons directly who this time suggested admission for investigations.
 

17.4.15 – CT scan revealed rectal carcinoma with liver metastases.

Subsequent treatment involved palliation and patient died 3.7.15 of a ruptured iliac aneurysm.




	2. WHY DID IT HAPPEN?

	Reflect on the process of diagnosis for the patient.  Consider for instance:
(  If this was as good as it could have been (and if so, the factors that contributed to speedy and/or appropriate diagnosis in primary care).  (  How often / over what time period the patient was seen before a referral was made (and the urgency of referral).  (  Whether safety-netting / follow-up was used (and if so, whether this was appropriate).  (  Whether there was any delay in diagnosis (and if so, the underlying factors that contributed to this).  (  Whether appropriate diagnostic services were used (and whether there was adequate access to or availability of these, and whether the reason for any delay was acceptable or appropriate).

	In hindsight GP1 was falsely reassured by the on call surgeon and regrets not admitting the patient in the first instance although it is possible that the eventual outcome may not have been different.

A delay in diagnosis clearly occurred largely because the associated symptoms, potentially leading to a surgical emergency, led the management of the patient rather than diagnosis being the prime object.

The rigidity of the booking system appears to have led to a delay in diagnosis and management of this patient in that there were no easily available options in order to get a patient seen more urgently than a 2ww (with experience, and in this case demonstrated, often showing that a suspected cancer clinic appointment will be at the 13-14 day margin).



	3. WHAT HAS BEEN LEARNED?

	Demonstrate that reflection and learning have taken place, and that team members have been involved in considering the process of cancer diagnosis.  Consider, for instance:
(  Education and training needs around cancer diagnosis and/or referral.  (  The need for protocols and/or specified procedures within the practice for cancer diagnosis and/or referral.  (  The robustness of follow-up systems within in the practice.  (  The importance and effectiveness of team working and communication (internally and with secondary care).  (  The role of the NICE referral guidelines for suspected cancer, and their usefulness to primary care teams.  (  Reference the literature, guidance and protocols that support your learning points  ( Is the learning the same for all staff members or who does it apply to

	Learning point 1:
GP1 will use the 2ww as a backstop in future even if the above situation required a potentially more timely appointment.

Learning point 2:
GP1 regrets not taking and recording the name of the on call surgeon in the initial conversation and would, in future, do so.

Learning point 3:
A suggestion for the CCG – is it possible to create a referral system to allow for a very urgent referral? It happens in some specialties.
Learning point 4:
GP1 feels also that clearer instructions could have been given to pt in the case of the agreed plan not working and felt that they had done enough to ensure gaps did not appear. There is an argument to suggest that GP1 did do everything reasonable and the delay in diagnosis lies mainly with the on call surgeon who did not arrange an appointment.




	4. WHAT HAS BEEN CHANGED?

	Outline here the action(s) agreed and/or implemented and who will/has undertaken them.  
Detail, for instance:
( If a protocol is to be/has been introduced, updated or amended: how this will be/was done; which staff members or groups will be/were responsible (GPs, Nurses; GP Reg 1, GP2 etc); and how the related changes will be/have been monitored.  (  If there are things that individuals or the practice as a whole will do differently (detail the level at which changes are being/have been made and how are they being monitored).  (  What improvements will result/have resulted from the changes: will/have the improvements benefit(ed) diagnosis of a specific cancer group, or will/has their impact been broader.  (  Consider both clinical, administrative and cross-team working issues.

	There are no major internal practice changes required but the individual GP1 has reflected on their own practice as outlined above and in particular would reinforce and clarify potential management plan with patient.



	5. WHAT WAS THE IMPACT/POTENTIAL IMPACT ON THOSE INVOLVED?

	Outline here the impact or potential impact on the patient, carer / family, GP and practice.

Consider, for instance:
( How did the pathway to diagnosis impact on the patient and/or their family.  Has the pathway to diagnosis affected the patient–GP (or practice) relationship, and in what way (positive or negative).  (  Has the pathway to diagnosis for this patient impacted on how individual GPs or the practice as a whole deal with other patients  (  What is the potential impact of any changes on the systems within the practice.

	SEA discussed at practice meeting – agreement all round with general plan of action and support of GP1 and GP2 in their roles.



	6. WHAT WAS EFFECTIVE ABOUT THIS SEA?

	Consider how carrying out this SEA has been valuable to individuals, to the practice team and/or to patients. Detail for instance:

(  Who attended and whether the relevant people were involved  (  What format the meeting followed (  How long the meeting lasted (  What was effective about the SEA discussion and process (  What could have made the SEA more effective in terms of encouraging reflection, learning and action.

	Meeting was 15 minutes
All practice team present

SEA has been useful in evidencing good primary care service




	SOME INFORMATION ABOUT YOUR PRACTICE *


	How many registered patients are there? 
	5253

	How many F.T.E. GPs are there (inc. principals, salaried GPs, trainees etc.)?8
	4

	Is your practice a training practice?

	Yes
	X
	No
	

	Does your practice teach medical students
	Yes
	X
	No
	

	What were your QOF points last year?
	Clinical
	
	Organisation
	
	Total
	

	OUT OF:
	
	650
	
	167.5
	
	1000


* This information is useful when collating results across practices and/or localities
COMMENTS regarding QUALITY and THEMES for consideration
� Clear description of clinical presentation. Insight into differential explained including the possibility of colorectal cancer requiring a suspected cancer referral and/or an acute bowel obstruction which is a surgical emergency. Reflection here demonstrates the various options for next steps in clinical management.


� The challenges and difficulties in ascertaining more history have not been fully explained. Patient factors could be explored in more detail.


� Clear description of the various roles within the primary care team prior to diagnosis. Plan to have the patient clinically assessed urgently by the surgical team and the VERBAL SAFETY NETTING steps undertaken have been reflected.


� Concerns regarding the fax method are not discussed which raises potential issues regarding patient confidentiality. Does the practice have an existing SAFETY NETTING system? Could more have been done to ensure a timely assessment by the surgical team.


� Verbal SAFETY NETTING carried out; This is appropriate for patients with low but not no risk. This is not suitable for patients with a high risk of serious pathology including a potential cancer. There is no description or reflection on QUALITY OF DOCUMENTATION or COMMUNICATION with colleagues.


� No reflection on the time taken for diagnosis at this stage. It has now been two weeks since initial presentation for a suspected cancer referral to be sent and 4 weeks till the appointment date from first presentation.


� Acute deterioration has been described resulting in an EMERGENCY PRESENTATION. Could this have been avoided? Little reflection on this. No description of the patient’s view or his narrative. The description does mention CO-MORBID LONG TERM CONDITIONS, which is suggestive of some frailty but no insightful reflection on this matter.


� Documented that the patient has died. Time from diagnoses to death was just under 3 months. Suggest additional reflection and insight into the patient and family/carer experience(s)


� GP1 reflects on their role at presentation and does weigh up the various options and outcomes had alternative actions been undertaken. Primary care team do identify the theme of AVOIDABLE DELAYS.


� No reflection on the practice SAFETY NETTING system or handover for potentially vulnerable patients when colleagues are on leave. Does the practice have a system in place? What about the spread of GPs in the practice (trainer, partner, salaried, locum, trainee, FY2). Is there a high locum use in this practice? Could an administrator or reception team staff member confirmed an appointment at initial presentation? Could there have been PROACTIVE SAFETY NETTING.


� Little insight or reflection into the practice and clinician’s SAFETY NETTING processes for moderate or high risk patients.


� The PRIMARY-SECONDARY INTERFACE is touched upon lightly here. Could this SEA have been discussed with the colorectal team, CCG Cancer lead or escalated to include secondary care colleagues. QUALITY OF DOCUMENTATION mentioned very briefly.


� Poor reflection in SAFETY NETTING practices. Verbal safety netting is appropriate for patient with low but no no risk – this patient had several RED FLAGS and long-term conditions which would categorise him as high risk according to NICE guidelines, NG12 (2015). Would have liked to see reflection and insight into the patient and family’s perspective in the route to diagnosis. As little information on this matter features in the SEA it is difficult to understand what the PATIENT FACTORS and COMMUNICATION issues may have been.


� Themes generated have potential for change however this SEA does not demonstrate this. Opportunities to address the following have unfortunately been overlooked: 


a)	PROACTIVE and ELECTRONIC SAFETY NETTING


b)	COMMUNICATION BETWEEN COLLEAGUES DURING ABSENCES


c)	PRIMARY - SECONDARY CARE INTERFACE


� Appears to have a cohesive team and support for colleagues, which is essential for an effective and transparent discussion for EMERGENCY PRESENTATIONS of cancer. Could there have been a more challenging conversation about GP1’s role at initial presentation in a non-judgmental and safe arena. Could there have been a discussion about practice systems? No mention of the impact on patient and family; or wider general practice.


� Who exactly were present at the meeting? Would the practice manager offered an opinion on how to improve operations and processes within the practice? Missed opportunity for the team to reflect together regarding SAFETY NETTING, COMMUNICATION and PRIMARY-SECONDARY INTERFACE.


� This is a training practice; This could be discussed at the vocational Training Scheme to share the learning. Were the trainees involved in the SEA discussions? Is this an opportunity to teach SAFETY NETTING at postgraduate level as well as within the primary care team.





Based on the SEA structure recommended by NPSA                                 E Mitchell & U Macleod (version 2.2: December 2012)

