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CANCER SEA TOOLKIT PATIENT C

	Diagnosis:
	Ovarian Cancer

	Date of diagnosis:
	21 June 2015

	Age of patient at diagnosis:
	70 yrs

	Sex of patient:
	Female

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

	If deceased, please give date of death:
	

	Date of meeting when SEA discussed:
	26/3/16


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.
June 2014- Attended GP surgery concerned about aching right groin lump. GP1 referred to Surgeon for possible hernia. Surgeon diagnosed a few ‘a few shotty lymph nodes but no hernia’, which he didn’t think warranted a scan.

June 2014- Normal mammogram.
Nov 2014- Negative bowel cancer screening test.

Dec 2014- Consultation with GP1 for Hypertension review and statin discussion for raised cholesterol, QRisk 19%.

Feb 2015- Consulted with GP1 for weeping area in umbilicus. Diagnosed as Pyogenic Granuloma and cauterized with silver nitrate.
11th April 2015 – Consultation with GP2 for aching in left lower leg 2d after long haul flight. No clinical signs of DVT and Wells score -1. Muscle strain thought more likely. Counselled for signs of DVT and advised to raise concerns at BP check the following week and if worse would need scan to exclude DVT.
 
15th April 2015- BP check with HCA 1, no mention of leg problem.
26th April 2015 – Consultation with GP1 – left lower leg now swollen. Wells score 2. Referred to DVT sister and diagnosed DVT in left popliteal vein. Anti-coagulated with fragmin/warfarin.

9th May 2015 – GP2 called patient to discuss the DVT diagnosis. Patient expresses concern about a lump under her arm, reluctant to come to surgery again, GP2 arranged a nurse appointment for the next morning.

10th May 2015 – Seen by Practice Nurse 2 and referred immediately to GP3 (duty doctor) for lump in left axilla.

No family history of breast or ovarian cancer, 2 children not breast fed. No HRT or breast lumps. Examination revealed bilateral 2 cm mobile smooth lymph nodes in left and right axillae. An urgent FBC was done to exclude haematological cause for bilateral lymphadenopathy and when results were negative, Referred immediately to breast clinic for diagnosis via suspected cancer referral pathway.
 
Referral date 14th May 2015.
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28th May 2015 – seen in breast clinic by locum Breast Consultant. Arranged Core biopsy after a few days as INR was 3.2 on day of clinic.
21st  June 2015- seen by Breast Surgeon. Histology had shown an adenocarcinoma likely ovarian carcinoma, no pelvic mass felt, but slightly distended in abdomen when examined. Small nodes felt in the  right groin.
 ‘Obvious nodule of tumour at the umbilicus. On direct questioning she had had a few twinges of discomfort in her abdomen and her bowel habit had become more frequent, but other than that had been asymptomatic. Slim but no reported weight loss. Diagnosed as ovarian cancer with a suspicion that it was already at an advanced stage. Referred to Onco-gynaecologist. Ca 125 and CT scan arranged.
2nd July 2015- GP3 called patient to talk through diagnosis. Patient felt well.
 
3rd July 2015- seen by Oncologist. No further action – await results of scan and Ca125.
4th July 2015- Seen by Medical Consultant as follow up for DVT- underlying cause already diagnosed. Advice given to remain on anticoagulation.
9th July 2015 – GP4 seen results of ca 125 etc and rang gynaecologist secretary to ensure appointments were arranged.

16th July – Consultation GP3, general review, Tumour nodule weeping.
17th July 2015- Reviewed by Oncologist and given diagnosis of probable high grade serous carcinoma of primary ovarian peritoneal origin.
2nd August – Consultation GP3 discussed chemotherapy.
5th August 2015 – Diagnosed with stage 4 Ca Ovary / Peritoneum
Raised Ca 125 at 295 and Ca 153 at 134, normal ca 199 at 4 and CEA at 1.
CT scan showed ‘right adnexal lesion measuring 39mm and the left ovary normal. Peritoneal thickening in the pelvis as well as the undersurface of the right diaphragm. There is extensive omental disease most prominent in the left paracolic gutter where there is a 50x23x50mm mass. 16mm nodule in the umbilicus. A small amount of free fluid in the pelvis and small right pleural effusion. Two small equivocal lesions in the liver and no lung parenchymal mass. There is marked abnormality of the gallbladder with multiple gallstones wall thickening and uncertainty as to whether this is due to previous inflammation or involvement of the gall bladder or even a primary tumour’.
MDT meetings suggested the gallbladder was a red herring.
Treatment plan was for Taxol, Carboplatin chemotherapy starting 6th August with Lenograstim cover to prevent any drop in her immunity.
11th October 2015- Oncologist review- CT scan showed reduction in size of measurable tumour deposits and recommended debulking surgery.
18th October 2015 – Telephone consultation with GP3 regarding change from warfarin to Fragmin. 19th October – Nurse 1- flu vaccine.
25th October – GP5- advice given re warfarin and fragmin.
14th November 2015 – Laparotomy, TAH and BSO, cholecystectomy, sub-segmental resection of transverse colon, right uterolysis and excision of peritoneum POD, total omentectomy and adhesiolysis.
21st November 2015 - ERCP and stent insertion due to bile stained fluid in drain. 4th December 2015 – GP3 review of patient, recovery, meds etc.
13th December 2015 - Drain removed.
20th January 2016- Reviewed by Oncology-ongoing chemotherapy with addition of Bevacizumab on 21/1/16.
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Magnesium supplements required. 6th Feb 2016 – stent removed.
3rd March 2016 – Oncology review, CT scan on 18th Feb showed response to therapy with reduced prominence of the omental thickening and virtual complete disappearance of the umbilical nodule. No new lesion in the abdominal organs and no pathological enlarged intra-abdominal nodules. Ongoing need for magnesium supplements. Slight rise in alk phos.
5th March 2016- GP3, consultation for UTI. Recovered well from operation.
23rd June 2016 – Oncology review – ongoing treatment with Bevacizumab. Interval CT has shown the intrahepatic ducts dilated in 2 segments of the liver and dilated portal and splenic veins. Alk Phos 333, ALT
85. Plan was to continue to monitor LFTs. (no Further letters received)
(many INR appointments with HCA not listed where not relevant)

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).
Looking back through the notes there were several opportunities to diagnose ovarian cancer at an earlier stage.
 
In June 2015 GP1 referred the patient to a surgeon because of a lump in the right groin. It was decided by the surgeon not to scan the patient. There were palpable nodes in the right groin when the patient was seen by the breast surgeon in June 2014
In February 2014 the umbilical lesion was cauterized by GP1. The lesion was not a pyogenic granuloma but a tumour nodule.
In April 2014 the patient presented with a DVT. There was a delay of 2 weeks before she re-presented with symptoms and was referred for the ultrasound scan. Initially the well’s score was -1, there were no clinical signs of DVT and a d-dimer had not been requested. She had been given a lot of safety net advice. She had not mentioned any concerns when seen by the nurse 4 days later.

She was given an appointment with a Physician following the DVT diagnosis to look for underlying causes, but the diagnosis had already been made prior to this appointment.
When she presented with the axillary lump, she was seen quickly by a practice nurse and then immediately by a GP.
 The only delay was getting the FBC result. An abnormal FBC would have resulted in a 2ww haematological referral for possible lymphoma, rather than a 2ww breast referral for biopsy. The delay was 4 days as it spanned a weekend. GP3 did not work on a Monday, so the result was not seen until Tuesday. In future, The GP could ask a colleague to look out for the result to refer sooner. However, by doing the blood test, it increased the chance of referring to the correct department and thus avoiding later delays.
Looking back, the lymphadenopathy and DVT points to a diagnosis of ovarian carcinoma.
 She had no history of breast or ovarian cancer and she felt well. She was at risk of a DVT due to the underlying cancer, but she had returned on a long haul flight, which could have been the sole trigger.
When we discussed this patient at our significant event meeting, it was agreed that although an umbilical tumour nodule is very rare,
 a patient presenting with an umbilical nodule/lesion should be investigated further and the possibility of underlying abdominal malignancy considered.
3. WHAT HAS BEEN LEARNED?
Based on the SEA structure recommended by NPSA
E Mitchell & U Macleod (version 2.2: December 2012)

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
This significant event was discussed in a Practice meeting attended by the GPs and nursing staff. GP1,3 and 5 were present, but not GP2.

Learning points;
What went well:
GP2 had rung the patient on hearing the diagnosis of DVT and the patient was able to voice concerns regarding the axillary lump. The patient had been reluctant to re-present at the surgery with another problem, and if GP2 had not called, then there may have been further delay before the patient made an appointment with a GP. When the patient mentioned the axillary lump, she was given an appointment the next morning to see the nurse then doctor and was referred quickly under the 2ww.
There was good communication between the nursing staff and GPs.
The patient had been given a follow up appointment and advice when she presented with an aching calf.

What didn’t go well.
Earlier diagnosis could have been achieved if;
The ‘shotty lymph nodes‘ were investigated in June 2013.
The patient had been reviewed by a Consultant Surgeon and our instinct is to trust that opinion. Shotty nodes are common and not all patients with shotty nodes have an underlying cancer diagnosis. If we did investigate and refer back every patient with shotty nodes, then this would overburden the NHS. GPs constantly need to balance the needs of the individual patient and the community as a whole with respect to NHS resources. In retrospect, it is easy to see what could have been done better, but at the time it is not so simple. It was very easy for the breast consultant to piece together symptoms and signs of ovarian carcinoma when she had the histological diagnosis in front of her!
Another learning point was that if a GP considers a diagnosis of DVT and has taken a Well’s score then a d- dimer should be requested to back it up.
Our practice has now changed as we now have a protocol for managing DVT. The computer has a DVT template with a well’s score.
This patient had been referred to a Medical Physician as part of the Secondary care DVT treatment pathway. Even though the diagnosis had been already made, there was the back up arrangement of referral to a medical physician to exclude an underlying malignancy or cause for the DVT. The new DVT enhanced service puts DVT diagnosis and management firmly in the hands of the GP and it is a concern that underlying causes for the DVT may not be looked for. It is written into our protocol for DVT, that the patients diagnosed with a DVT are reviewed in detail at the end of each quarter by one particular GP who makes sure the diagnosis has been coded correctly for claiming the enhanced service fee. Also it ensures that any positive diagnosis made have been appropriately followed up. In the last quarter for example, we scanned 8 patients for DVT and had no positive results. As the numbers are so few, it emphasizes the importance of one GP doing it on a regular basis. The DVT enhanced service may turn out to have a negative effect on the management of patients with DVTs if secondary diagnosis are missed. It is important that all GPs consider why the DVT had occurred and what investigations are necessary to exclude an underlying diagnosis.
We all agreed that patients with cancer may present repeatedly to GPs with symptoms, which in retrospect could have been due to that cancer, however it is not always possible to identify these patients prospectively.
 For example the umbilical tumour nodule is incredibly rare and we are unlikely to see another again. A pyogenic granuloma or even an amelanotic melanoma is more common.
At the meeting we agreed that any patient presenting with a pyogenic granuloma or indeed a suspicious lesion is referred to the dermatology GP within the practice for curettage and histology. GPs no longer cauterize lesions with silver nitrate sticks.
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.
Action from the Significant Events meeting;
GPs and practice nurses have a greater awareness of tumour nodules and the need to look back through notes to check for any other clues to the patient’s underlying diagnosis.

Patients with skin lesions are referred to the dermatology GP within the practice for appropriate treatment and histology is sent for a diagnosis. No lesions are cauterized with silver nitrate sticks.
A DVT protocol is in place, which comes up automatically when a well’s score is coded and prompts further management eg d-dimer, scan and treatment.
One GP is responsible for auditing the patients which have had DVTs investigated to ensure correct codes have been used and patients have been investigated correctly.
	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.


The SEA was attended by most of the GPs involved (GP 1 and 3) but not GP2, and the practice nurses.
 
	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.

	The meeting lasts an hour, but this patient was only discussed for a small proportion of that time.
The SEA would have been more valuable if all of the GPs involved had been present and it was not adequately minuted.
 
The SEA was mainly relevant to clinical staff rather than admin staff.




	SOME INFORMATION ABOUT YOUR PRACTICE *

	How many registered patients are there?
	Approx. 10,000

	How many F.T.E. GPs are there (inc. principals, salaried GPs, trainees etc.)?
	5.8

	Is your practice a training practice?
	Yes
	X
	No
	

	Does your practice teach medical students
	Yes
	
	No
	X

	What were your QOF points last year?
	Clinical
	
	Organisation
	
	Total
	

	OUT OF:
	
	583
	
	279.4
	
	862.35


* This information is useful when collating results across practices and/or localities
COMMENTS regarding QUALITY and THEMES for consideration
SIGNIFICANT EVENT AUDIT OF CANCER DIAGNOSIS





Cancer SEA Report Template








� Clear description of GP roles and actions in the route to diagnosis.


� Reflections on SCREENING in the assessment of patient’s risk of cancer.


� Could a cancer RISK ASSESSMENT TOOL such as QCancer have been useful at this stage?


� SAFETY NETTING evidenced here. Clear description of the timelines and events in the route to diagnosis.


� Knowledge of GUIDELINES is critical here. An unprovoked or unexplained DVT can be a sign of an underlying malignancy including urogenital, breast and colorectal (NG12, 2015).


� Evidence of TEAMWORK and prompt action by a concerned colleague.


� COMMUNICATION to Duty Doctor evidenced here and prompt action taken. Again clearly described roles and actions in this patient’s journey.


� Prompt primary care investigations and timely referral in response to a normal test as suspicion of cancer now even more significant


� Clear TIMELINE demonstrated in this SEA however no PATIENT FACTORS or family/carer narrative described.


� Retrospective history on potential signs of an ovarian cancer


� Sparse description of patient perspective.


� Evidenced SAFETY NETTING.


� Clear description of the timeline and route to diagnosis with GP and primary care team roles and actions.


� HONEST and transparent reflection.


� Reflection on LEAD TIME INTERVALS and VERBAL SAFETY NETTING.


� TEAM WORK and COMMUNICATION reflections described. Potential AVOIDABLE DELAYS and possible impact on outcomes explored.


� KNOWLEDGE of GUIDELINES. Honest reflection regarding DVT and underlying malignancies.


Would a RISK ASSESSMENT TOOL such as QCancer have made a difference?


� Acknowledges gaps in KNOWLEDGE and CLINICAN FACTORS and maximises the opportunity to share learning in the team discussion.


� Identifies who was present at the team meeting. Was this shared with the team members not present?


� Appropriate THEMES identified and discussed:


1)	 EDUCATION AND GUIDELINES


2)	 COMMUNICATION


3)	 SAFETY NETTING


� Honest reflection and additional THEMES (potentially) identified for action


1)	 CONTINUITY


2)	 Multiple GP appointments with opportunity to ‘think’ and diagnose cancer earlier


� SPECIFIC ACTIONS covering many themes including


1)	 EDUCATION and GUIDELINES


2)	 STOPPING POTENTIALLY UNSAFE PRACTICES


3)	 PROTOCOLS with GP clinical lead oversight.


Could this be audited? Is this an opportunity to apply additional Quality Improvement tools?


� Could reflect further on impact on the patient, carer / family and GPs involved.


� Honest reflection and insight into a complex case. 


HIGH quality SEA 


Describes the primary care team members where relevant and the limitations of time for a richer discussion







