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Recording available here 
 
Which Profession are you representing Poll: 

Practice Manager  40% 
GP    3% 
Receptionist   10% 
Administrator   10% 
Other    23% 
 
Other professions included – Project Officer, Improvement Advisor, Quality & Safety Improvement 
Manager, Senior Advisor, Pharmacist, Head of Primary Care Development 
 
Presenter: 

Elouise Johnstone, Quality and Safety Improvement Manager, NHS Lothian 

Presentation: Making Results Handling Safer 

Slides are available here 

 
 
Q&A session: 

Q: The Care Bundle, as a measure of quality, includes all results being seen by a clinician. Is this not what we 
are up to in this program? 

A (Elouise): It was how the situation was when we started our QI journey in 2015; the document 
management project for us certainly wasn’t even on the horizon back then. In terms of Quality 
Improvement in Primary Care we were looking at the safety aspect as the priority, rather than 
other factors.  
The bundle was testing the reliability of practice processes and I would assume that at some point 
that if what we are trying to do is divert the workload away from Clinicians, then we have to make 
sure that we have a similarly robust system that has been processed correctly, and have a way of 
auditing that in some way (for example, sampling a care bundle type approach). Things have 
moved on in the three years since we started this work.  
 
A (Claire Mavin, Improvement Advisor, HIS): Part of this work has been coming up with solutions 
and I really liked your piece on how people communicate out results in an agreed set of 
terminology and what people would see.  
We know through the PASC that there are some anxiety about how things are communicated when 
they are not communicated via Clinicians out into the community and the fact that you have done 
all this work with the teams to agree what the agreed words are, even moving from satisfactory to 
stable or having consistent messaging around things that need to be done or don’t need to be done 
afterwards. There is some learning to be taken from that around how we communicate things out.  
 
A (Elouise): If there was going to be one signal factor that I would say would be the most 
important, it was definitely communication, within the teams and with the patients. That is the bit 
that creates most of the repeated work, so that the stuff that could be avoided (for example call 
backs or lengthy discussions on the phone), if the information had been more helpful in the first 
instance, then you would use all that rework. Communications seems to be area that was most ripe 
for improvement.  

https://btevent.webex.com/btevent/onstage/playback.php?RCID=f4c2a1365a7830fe419d326ba9b3560c
file://hisldata01/share/ihub/PC%20Portfolio/Practice%20Admin%20Staff%20Collab/Events/WebEx%20Series/20180621%20WebEx%202/PASC%20WebEx%202%20EJ%20Slides.pdf
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Q: You mentioned that a “talk time” every day was introduced for anybody who wanted to talk 
over their results. Do you think that has reduced the amount of time that people need to spend 
with people, because they have that service available to them? 

A: The idea was that it was protected time where the Clinician was available, rather than trying to 
squeeze it in during the day.  
If someone was given a result and they wanted to speak to the GP about it, it was a case of giving 
the GP a message and they will phone you when they could, rather than trying to do that between 
patients, when you don’t always get hold of the patient at that time because it is not convenient 
for them to answer.  
So having a set time where the GP would be available for patients to call if they had a question 
about their test results seemed to make it clearer for patients.  

Q:  Are results communicated with patients if not ran past Clinicians, if they are seen & dealt with as not 

needing "referred up"? 

A: That depends on Practice to Practice, on what they are agreeing on their own document 
management protocols.  
In the results handling work, everything was still being seen by a clinician, because things hadn’t 
moved on. There are potentially are teams in the collaborative who are potentially giving results, 
bearing in mind Reception and Admin teams only ever give results where it is considered to be 
normal or safe for them to do so. I am not sure what practices would agree around there own 
protocols for doing that.  
 
Comment: You are working with some Practices on these protocols? 
 
A: I am not sure if anything has been agreed regarding non-clinical staff giving out results that 
haven’t been seen by a Clinician yet. I don’t think they have gone there yet with their work.  The 
results are given out now have still been seen by one of the clinical team.  

Q: Do lab results appear on your system in colour or in bold?   

A: That depends on which systems people use.  
Sometimes thing come up in “Red” and other times not. I would check with my expert Practice 
Managers. 
 

General Comment (Claire Mavin): The reason that we asked Elouise to present this work is a bit of a 
precursor for where we have got to with PASC, and it has built come capacity and capability in the 
system around QI.  
It has also let us see the issues and the pieces of work that need to work, for example 
communication pathways.  
It is exactly the same situation that we are in with the PASC work. The similarities around the tools 
that have been produced to enhance that piece of work and where we are going with this work are 
really similar.   

Comment (Elouise): We have seen a real kind of development and momentum that has grown, and 
by taking safety as the primary focus of the program five years ago when everything started 
nobody can argue that safety was a motivator for improvement, and that was always how you got 
in the door with teams; saying that “we are going to support you make your systems safer and 
more reliable and more robust, these are the ways you can measure and these are the ways you 
can try different things in a low risk environment.”  
As we have progressed and there has been a general increase in QI maturity (certainly across the 
Lothian Practice teams), what we found is they have become more ambitious with what they feel 
they up to tackling. Therefore, pieces of work that they want to do are locally prioritised because 
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now they have the tools to understand how to prioritise for improvement, how to understand the 
system, what data they can pull, the questions to ask etc.  
That has been a real change for us, and certainly that would never have happened without the 
support of Healthcare Improvement Scotland over the years and particularly our former Clinical 
Lead Gordon Black, who undertook the Lothian Patient Safety Program and made huge inroads into 
bringing practices along with him to do this. Therefore, creating the right conditions for 
improvement has been a huge part of the work that we are now benefiting from because we 
haven’t really had to have those conversations as to “Why are we doing this?”, because everyone 
understands why we are doing it, and although there are some people you can teach a few new 
tools to essentially everyone appreciates that this is the same approach that they have taken in the 
patient safety work in previous years, so it is not alien to them.    

Comment (Fiona McGirr, NHS Forth Valley):  
It was an important piece of work for patient safety reconciliation is very labour intensive. Our 
frustration is that technology exists, it just won’t be paid for.  
 

A: That is why we dropped the reconciliation measurement from being measured, because even 
with the pilot teams we understood that it was close to impossible to do electronically, and by 
doing it manually that would have looked something like a book like something out of Harry Potter 
with all your samples going out and getting your results back in!  
I know that some practices still do a manual record, but certainly if you have a list of around 
fourteen or twenty thousand there is no way that you could manage that, and it was hugely 
frustrating to us as well that the resulting element of the IT systems hadn’t been switched on at the 
beginning. We would take it to meetings repeatedly, but it wouldn’t have the level of influence that 
was needed for the effect that change, which is enormously frustrating. That would have been the 
holy grail of having that reconciliation measure ready to be done electronically.  
 

Q: Did you have an evidence base for the original Care Bundle of 6 questions? Are you confident 
that we can drop one or more of the bundle items? 

A: The evidence based was around the testing that Neil Houston had done in Forth Valley health 
board when he was the National Clinical Lead, and then there was a lot of wider testing done in 
NHS Glasgow and Clyde. I benefited from all that learning; by the time that Lothian came on board 
in using the bundle it had been very thoroughly tested.  
In terms of dropping items, it would have to be tested. It is something that needs to be put to the 
Clinical members of the team.  
Comment (Claire Mavin): It depends on the protocols that are in place to ensure that happens, or 
the appropriate alternative takes place. 

Q:  If there was an evidence base that the bundle was a good thing, then it follows that dropping 
items is bad?  

A: I think evidence bases, in terms of what is necessarily important at one time maybe doesn’t 
always reflect the Practice a couple of years down the line.  
It is managing the risk. If you dropped the bundle item around clinical oversight of the result, what 
would be the risk associated with that? I am assuming that teams who are looking at doing that will 
be looking at tests where there is very little clinical risk attached to that result not being seen by 
the GP.  
I don’t think it is a bad thing, it is something you would have to try and try to understand what 
might happen. You would need something equally robust in place.  
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From the chat box during Q&A session:  

Very useful & well thought through. But the Care Bundle as a measure of quality includes all results 
being seen by a clinician. This is not what we are up to in this program? 
 
For the current PASC work can I ask do lab results appear on your systems in colour, or just bold? 
 
It was an important piece of work for the patient safety reconciliation. It is very labour intensive. Our 
frustration is that technology exists it just won’t be paid for.  
 
Do you have an evidence base for the original care bundle of 6 questions? Are you confident that we 
can drop one or more or the bundle items.  
 
If there was an evidence base that the bundle was a good thing? Then it follows that dropping items is 
bad?  
 
For PASC does anyone have admin staff only looking at any results?  
 
We are considering filtering out normal haematology?  
 
Yes that is what we do in Lochgilpead.  
We filter out all normal results and they go straight into file, we are in Highland.  
 
We have admin staff looking at letters but we are scared to have results that way.  
 
We have protocols, happy to share.  
 

 

Q: For PASC does anyone have admin staff only looking at any results, without going to a clinician?  
We are considering filtering out normal haematology. 

A (Elouise): I can only speak for East Lothian, and I am not sure that there are. There is possibly one 
practice who is doing it, but they have asked to lead the experiment to practice in terms of 
documentation management and that is a Clinical decision for the teams to take.  
A (Matylda Walczak, Argyll & Bute HSCP): In our practice in Lochgilphead, NHS Highland, all 
completely normal results go straight to file. We have protocols that we are happy to share. 
A (Pauline MacLean, NHS Highland):  We filter out all normal results and they go straight to file  
A (Sean Kennedy, NHS Lanarkshire):  We have admin staff looking at letters but we are scared to 
have results that way 
 
Comment: The Care Bundle was essentially there to test the reliability of the system. The system 
was felt to be quite unsafe, with lots of manually requested tests, samples going missing, and a real 
in ability to track it. What we were trying to do is encourage GP’s to use the electronic system, 
which is eventually where we got to. 
Things clearly have moved on now considerably in terms of different motivators and if individual 
teams are happy that that is part of their own protocols, then that protocol substitutes a bundle.  
 
Comment: If there are people out there who have got protocols and you are happy to share them 
send them into us and we will share details via our web page.  
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Feedback on the Webex: 
 
Very useful and well thought through   

Found it helpful 

Good baseline work which can be used in many areas 

Helpful and informative 

Very useful – difficult to see the charts in detail.  

Very informative, but not necessarily relevant.  

Informative and interesting.  
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