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

	Cancer SEA Report Template


	Diagnosis:
	Colorectal carcinoma

	Date of diagnosis:
	1/10/15

	Age of patient at diagnosis:
	68 years

	Sex of patient:
	Female

	Is the patient currently alive (Y/N):
	Yes

	If deceased, please give date of death:
	

	Date of meeting when SEA discussed:
	11/1/16


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.

	The patient has a long history of being generally unwell, lethargy and frailty. She has IHD, AF, CKD3 and has previously been followed up by the gastroenterologist with abnormal LFT ?chronic primary biliary cirrhosis.

17/1/15 admission with fast AF. Anticoagulation with warfarin continued and follow up cardiologist.

17/2/15 Hb 107, similar to previous Hb since before 2008.

5/3/15 cardiology clinic: severe aortic stenosis, syncopal episodes. Patient declined valve surgery, follow up arranged. Referred back to gastroenterologist with abnormal LFT.

22/4/15 Home visit by GP1. Raised alkaline phosphatase, lethargy, pruritis, no new symptoms. Gastroenterology appointment confirmed.

10/6/15 Home visit by GP2. Reports decline in health over 4 months. Dizzy on standing, abdo discomforts. Bisoprolol stopped. Given trial iron supplements and gabapentin for neuropathic back pain.

31/7/15 Home visit by GP1. Patient reported she had cancelled gastroenterology appointment as didn’t feel well enough to attend. Discussed re arranging further investigations to rule out underlying pathology including upper and lower gi endoscopy due to chronic anaemia, patient understood and declined.
8/8/15 Hb 75, MCV 69.9. No change in bowel habit or rectal bleeding. Admits to dyspepsia and weight loss. Discussed again probable gastrointestinal pathology, advised admission as on warfarin, patient declined. Discussed with consultant on call, advised withhold warfarin and arrange iron infusion.

11/8/15 Patient attended hospital for planned iron infusion and agreed for suspected cancer referral for upper and lower gi endoscopy.

29/9/15 Admitted with chest infection, too unwell for colonoscopy, but discharged same day without antibiotics.

1/10/15 OGD unremarkable. Colonoscopy diagnosed colorectal carcinoma.

3/11/15 Patient declined any further hospital appointments. Declined CT scan or any staging investigations. Feels she has ‘had her lot’. Looks cachectic and frail. Agreed to palliative care treatment.



	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).

	This patient has always been quite stoical and reluctant to engaging with hospital appointments or investigations. She lived with one elder sister, who had recently died. She lives in an isolated area and is quite self-sufficient. She likes to be independent and not a bother to other people. This probably contributed to the patient not being forthcoming with any specific symptoms and not always attending hospital appointments or being reluctant to any hospital arrangements.

Previously she had not been keen on any further assessment of the anaemia or abnormal LFT. Therefore when the anaemia was ongoing, until it dropped to HB 75, there was no new reason to start investigations. The patient’s reluctance to assessment probably made it more difficult for the GP to insist on a suspected cancer referral.

The patient was referred 2 months after initial symptoms with severe anaemia, but was not investigated by the hospital until 2 months later, which may have been due to the patient cancelling appointments and then rearranging.

Appopriate diagnostic services were used and the GP’s tried to encourage and support the patient through the hospital process and to facilitate diagnosis.

The patient was followed up and seen regularly by the GP, but reluctance by the patient made it difficult to be proactive.

The GP / patient relationship has been very good with the patient communicating her decisions to the GP. There would not have any change to the outcome as the patient I think suspected she had cancer and did not want to accept treatment, just supportive care.



	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: Chronic anaemia can be difficult to follow up, how often to do repeat blood testing? When to arrange further investigations? Are there any new symptoms?

Learning point 2: Filing of blood results, ensuring GP who ordered tests receives results whenever possible.

Learning point 3: Poor communication with secondary care with no definite plan in place can cause a lot of work for general practice, trying to find out when tests are arranged, so that patient transport can be booked. In this case the GP wasn’t sure if the hospital had arranged endoscopies. When the procedures had been done the GP had to phone the hospital with the results and the patient was not aware of the diagnosis. The patient may have been told the diagnosis at hospital, but not understood the information. Timely discharge letters from secondary care with this information and information communicated to patient would help.

Learning point 4: Use of NICE guidelines for investigation of anaemia, although this doesn’t help when the patient is reluctant to investigation.

Discussion of:

Guidelines for the management of iron deficiency anaemia, Gut 2011.

Do diagnostic and treatment delays for colorectal cancer increase risk of death? Cancer causes control, 2013.

Iron deficiency anaemia and delayed diagnosis of colorectal cancer: a retrospective cohort study. Colorectal Dis 2011.




	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.

	Follow up of abnormal Hb test by GP who arranged initial test. Use of NICE guidelines for consideration of investigation of iron deficiency anaemia, use of suspected cancer referrals and when to refer.
 

Document all discussions with patient, check understanding of information, and patient capacity to make decisions.
If possible to encourage patient to have timely diagnosis, which makes it easier to formulate a management plan, taking into account the patient’s wishes.

Hopeful improvement of communication with patient, acting in best interests.



	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.

	Further reflection on evidence could improve the process.



	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.

	Attended by GP partners and practice manager. Presentation of case, in chronological order. Discussion of sequence of events, GP response and possible delays in diagnosis and patient’s response. Meeting was part of a longer meeting discussing other significant events, lasted approx 1 hour.

Discussion allows reflection of all members of team on the process of diagnosis and management in cases that are not straightforward. Best practice and normal practice discussed. Communication with patients discussed.




	SOME INFORMATION ABOUT YOUR PRACTICE *


	How many registered patients are there?
	7200

	How many F.T.E. GPs are there (inc. principals, salaried GPs, trainees etc.)?
	3.75

	Is your practice a training practice?
	Yes
	
	No
	No

	Does your practice teach medical students
	Yes
	
	No
	No

	What were your QOF points last year?
	Clinical
	741.5
	Q&P and Pt Experience
	133
	Total
	974.50

	OUT OF:
	
	767
	
	133
	
	900


* This information is useful when collating results across practices and/or localities
COMMENTS regarding QUALITY and THEMES for consideration
� Introduces the SEA with the patient’s multiple long-term conditions explaining COMPLEXITY.


� Clear timeline of events.


� Identifies abnormal investigations in the context of the patient history and multiple long-term conditions.


� Description of roles and actions taken by primary care team.


� Discussion with secondary care documented. Also the tracking of patient’s investigations and actions taken.


� Date of diagnosis provided.


� Insight into the patient’s wishes and actions.


� Reflection into PATIENT FACTORS. Also provides a narrative and insight into patient’s wishes and her autonomy.


� Was the possibility of a cancer diagnosis discussed with the patient? Was this documented clearly?


� Could additional reflection also include SAFETY NETTING processes. If a system exists in the practice of tracking referrals and confirming patient appointments and attendance could there have been an earlier discussion about a possible cancer diagnosis and therefore reduce AVOIDABLE DELAYS.


� Another opportunity to explore and reflect further on PATIENT FACTORS. What made the patient reluctant to attend the practice? What were the specific barriers on the patient side to earlier diagnosis?


� Insight and reflection into the patient’s holistic care.


� Challenges the thinking of how to manage acute deterioration of chronic anaemia.


� Theme identified: CONTINUITY where responsibility of actioning abnormal test results should be robust.


� Theme explored here includes the PRIMARY-SECONDARY CARE INTERFACE.


� Theme identified: EDUCATION AND GUIDELINES.


� This SEA mentions actions taken but could be more specific with detailing protocols that have been modified or introduced as a PRACTICE SYSTEM.


The SEA does address and share potential educational needs within the clinical team.


� Feels detail is lacking here. What was the conversation that took place? Did the patient know cancer was a possibility and would this have influenced PATIENT FACTORS in minimising AVOIDABLE DELAYS.


� Little information or evidence of impact on the patient, GP and practice as a result of this SEA outside of educational needs. Would like to have read more about improving PRACTICE SYSTEMS in managing abnormal results and the wider benefit to the team and general practice. 


Also was this SEA discussed with secondary care colleagues or the CCG cancer lead to improve COMMUNICATION, which was also identified as a theme within this SEA.


� This SEA may have been more effective in reality than described here. Some themes have been addressed however would like to learn more about PRACTICE SYSTEMS.


It also highlights the complexity of an ageing population with multiple long-term conditions. Would a RISK ASSESSMENT TOOL have been useful for early diagnosis?


PATIENT FACTORS have played an important role in a delayed diagnosis.


This SEA highlights the discussions in a non-judgmental manner and evidence that other SEAs are discussed within the team.


Appears this practice is proactive on discussing complex cases however would like to have more detail about processes.





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

