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1. Quality Improvement Project Proposal

1.1 Statement of the problem or need

Significant GP recruitment and retention crisis has led to an increased need for locum GP support within the ABMUHB Managed Practice. Restrictions on locum workload allocation has led to increased daily workload for all salaried GPs, with considerable time spent completing inappropriate clinical administrative tasks. Increased time in the processing and action of patient correspondence from community/secondary care by the salaried GPs raises the risk of delayed treatment and/or referral.  

This project aims to highlight the effectiveness of targeted administrative support in the form of a Medical Assistant to help reduce the daily administrative workload of our salaried GPs. 

1.2 Project deliverables and beneficiaries

The project is expected to result in the following deliverables;

1. Increased patient safety through timely action of docman (external clinical correspondence) from community and secondary care services.

2. Reduction of daily GP administrative workload thus maximising time for direct patient contact.

3. Prudent healthcare approach where GPs only work within their upper limits of competence.

4. Introduction of the Medical Assistant role to support development of staff and services.

Direct benefits of this project rollout are expected as follows;

1. Improved patient care through more timely action of correspondence.

2. Rise in GP morale due to streamlined processes and reduction of daily workload pressures.

3. Promotion of alternative workforce roles within Primary Care to help reduce the workload burden on struggling GPs and clinicians. 

4. Staff development opportunity due to the introduction of a new non-clinical role.

5. An example of best practice which can be disseminated to wider GP practices for implementation.

1.3 Strategic context

ABMUHB is a values based organisation and the success of this project would align with our ethos of ‘caring for each other’ through promotion of staff wellbeing and management, ‘working together’ through encouragement of collaborative working to achieve success and ‘always improving’ by demanding excellence in patient care through timely action of correspondence. 

1.4 Time factors

Initial implementation, PDSA cycle and review of processes is expected to take approximately 4 months. This time frame would allow for the revision of process following the initial PSDA to enable full rollout within the Managed Practice but will not include future audit and/or review of the role and process as may be needed.
1.5 Special provisions and ethical considerations
Ethical approval is not required as part of this project and will not disclose patient data outside of current practice process at any time. No conflicts of interest need to be declared that may influence the results of PDSA processes and confidentiality and data protection policies will be adhered to throughout. 

1.6 Project assumptions and complaints
It is assumed that the role of the Medical Assistant will be absorbed within the current cohort of administrative staff and should not give rise for further recruitment at this stage of implementation.

A recognised constraint is the current ABMUHB financial status meaning it is unlikely that recruitment of any additional administrational support would be sanctioned if the project proves a need for the Medical Assistant role on a larger scale.  

1.7 Project risks
Highly unlikely risk of no visible service improvement.

Highly unlikely risk there will be project delay due to set review timescales.

Highly unlikely risk of any data protection or confidentiality issues due to current practice processes in place.

Highly unlikely risk that clinical and non-clinical staff will not support change processes as a result of successful data collection.

1.8 Associated project expense
There are no initial costs identified with the implementation of the Medical Assistant role for the purposes of this project. Any future costs incurred as a result of potential need for recruitment of administrational staff will be offset against the saving associated with GP time in relation to inappropriate administrative tasks.

1.9 Project champion
Dr Alastair Roeves, Unit Medical Director for Primary Care and Community Services 

1.10 Primary contact
Dr Anjula Mehta, Clinical Director for Sustainability and Primary Care Anjula.mehta3@wales.nhs.uk 

1.11 Major stakeholders
1. Unit Medical Director 

2. Salaried GPs, Managed Practice

3. Administrational team, Managed Practice

4. Newly appointed Medical Assistant

1.12 Monitoring and evaluation
This project will be continuously monitored through the PDSA cycle of Plan, Do, Study, Act to ensure identification of troublesome areas requiring immediate change. All stakeholders will be informed of outcomes at each stage and will be invited to comment on areas for improvement to ensure safe and effective patient care and maximum efficiency in staff workload. 

We will adhere to the following policies and legislation throughout the project term;

· Data Protection Act

· ABMUHB Confidentiality policy

· ABMUHB Safe Storage of Patient Data Policy

· Information Governance policies and GDPR guidelines

2. Quality Improvement Project 

2.1 Background
General Practice is facing significant workload and workforce challenges which are having an adverse effect on GPs morale and job satisfaction leading to stress, burn out and early retirement (Royal College of General Practitioners, 2013). 
Workforce pressures are a result of the following: 
· Growth in the GP workforce has not kept pace with the increase in the number of medical consultants or population growth. The number of GPs rose by 23 per cent on a full-time equivalent (FTE) basis to 32,075 between 1995 and 2013. By contrast, the number of consultants in other medical specialties more than doubled over the same period to 39,094 FTE (British Medical Association, 2015). 
· Recruitment crisis: General Practice has become an unpopular career option and this has resulted in poor uptake of permanent GP positions. Currently 13 practices across ABMU have declared vacancies for Salaried GP or GP Partner positions. 
· Retention crisis: A high number of early retirements are due to stress, ill health and burn out amongst GPs. This often leads to single handed GP contracts, which become financially unsustainable due to increased locum costs (British Medical Association, 2011). 
· Whilst implementation of prudent healthcare principles has been agreed across Wales only slow and inconsistent progress has been made in primary care within the ABMU footprint. 
Workload pressures stem from the following:  

· Unsustainable workload in GP is leading to poor job satisfaction and decreased morale amongst all members of the Primary Health Care Team (Centre for Workforce Intelligence, 2014).  

· An aging and growing population with multiple long term conditions is adding strain to an already stretched healthcare system. 
· There has been a 15% increase in the number of face-to-face and telephone consultations in General Practice over the last 5 years (Baird et al, 2016).
· Patient expectations are rising in regards to access and care received within primary care settings (Goodwin et al, 2011). 
GP workforce and workload issues are experienced across Wales as a whole and evidence shows a greater impact within socially and economically deprived areas, such as the Afan Valley situated within Port Talbot locality (Roberts & Charlesworth, 2014). The ABMU Managed Practice sits within the Afan Valley across two practice sites; Cymmer and Cwmavon Health Centres and falls within my responsibility as Clinical Director for Sustainability and Primary Care. Cymmer Health Centre became a Health Board asset in 2005 and was formally merged with Cwmavon Health Centre in April 2017 following the resignation of the single-handed GP in December 2016. Current population stands at approximately 6000 patients, split as 2500 Cymmer registrants and 3500 Cwmavon registrants. At the time of my appointment as Clinical Director in Primary Care and Sustainability in November 2016 I was tasked to provide clinical leadership to the managed practice, with focus needed on the workforce deficits, lack of prudent healthcare and increasing patient demand.  

2.2 Purpose – what is the reason for this project? 
A considerable amount of development has been seen within the Managed Practice over the past 18 months, with particular emphasis on developing alternative healthcare roles to help support the GP workforce and meet key objectives of the Primary Care Strategy regarding prudent healthcare principles. It is important to recognise that the GP workforce is not only the most limited but also the most expensive resource within General Practice and therefore it is becoming increasingly important to protect and efficiently utilise GPs competence and time. 
Whilst carrying out an audit of the workload of our salaried GPs within the managed practice in July 17 it became apparent that a significant amount of time was spent on administrative tasks. Of particular concern was the need to review 80-90 hospital letters per day which are received and scanned into Docman on a daily to allow electronic review, filing and action. GPs are required to read the correspondence, highlight any relevant information for read coding within patients’ medical records and action any recommendations made within the hospital letters. This administrative task can take up to 2 hours per day to complete for each GP which significantly reduces their time for essential clinical duties. On further inspection of the docman workflow, it was apparent that no system was in place for filtering the correspondence in its entirety, meaning all correspondence was passed on to the GP by default. 
A significant delay in processing these letters was noted due to the lack of time available for the GPs during the working day. This posed considerable risks to patient safety as some letters required urgent action in regards to medication changes, initiation of referrals or investigations. 
To evaluate current processes a quantitative audit was conducted to review the number of letters received over a 10 day time period within the practice. The audit included a breakdown of the correspondence to highlight how many of these letters actually required GP input or whether more appropriate handling could be completed via non-clinical and alternative clinical workforce. Timeframes associated with completion of daily batches of correspondence was also noted to give a wider understanding of the clinical risk attached to the delay in processing actions due to increased GP workload.  The results of each stage of audit are listed below within graph form.
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Initial findings: 
1. 100% of incoming mail was forwarded to the GP 
2. A mean number of 82.7 letters were received per day with only 24.1 letters (29.1%) requiring actual GP input. 

3. This number includes 7.4 letters which could have been actioned by other healthcare professionals in the practice i.e Pharmacist or Practice Nurse. 
4. A mean value of 10.7 days was required for the letters to be reviewed and actioned by the GP from the time of receipt by the practice

5. Average time to complete the workload of 82 letters was 90-100 minutes once time was allocated to complete the tasks. 
6. Docman workload was rarely completed in the practice, but more frequently at home in the evenings, days off or on weekends. 

7. A regular backlog was generated in each GPs file adding to stress and anxiety to allocate time to complete this additional workload. 
8. GPs have complained of the additional administrative duties which reduce the time to undertake essential clinical duties during the working day. 
Process mapping of traditional practice docman cycle: 
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It is evident that: 
1. There are too many steps in the traditional process of reviewing, read coding and action of hospital correspondence, 9 in total as evidenced above. 
2. Drawn out, labour intensive processes cause significant delay in completing recommended actions stated in the letters, where GPs are struggling to undertake these tasks and initiate communication with the patient within a safe and efficient time period. 

3. Continuous delay can pose a significant risk to patients when medication changes, referrals or investigations need to be initiated and monitored.
2.3 Deliverables – what will be achieved? 

In order to establish our proposed achievements it was first necessary to outline the six aims for improvement in accordance with guidelines set out by the Institute of Medicine (2001). The purpose of this exercise was to ensure we grasped the real importance of quality improvement within this project in order to focus our efforts and set a path of measurable outcomes. 

1. Safe: Ensuring all processes associated with patient correspondence ensure actions are completed safely by a competent and appropriately trained staff member. 

2. Effective: Prudent use of GP time to tackle the most appropriate patient focused tasks. Recognition of non-clinical staff competencies to allow effective use of resources. 

3. Patient-centred: Recognising the need for robust systems with the patient at the centre of our decision making. Processes to ensure the patient has quick and consistent  access to the most appropriate staff member to help achieve positive results for all. 
4. Timely: Ensuring the patient is dealt with by the most appropriate staff member within a timely manner, avoiding any unnecessary and potentially harmful delays.

5. Efficient: Streamlining of document processes to ensure a more productive working environment. 
6. Equitable: The proposed plan of action ensures consistency for all patients accessing healthcare within the Managed Practice. Set process ensures understanding of systems by both staff and patients.
Completing the above steps allowed greater insight into what I was trying to achieve for all stakeholders as part of this quality improvement task. 
2.4 Making Progress  

The above audit data and process map identified the need to change traditional practice processes to allow more efficient use of GP time and thus ensuring better patient safety. 
As a result of meetings the following action plan was decided: 
1. A new role of Medical Assistant was to be introduced within the administrative team. As part of the workforce structure, and following the practice merger, one of the two Practice Managers was identified for this role and a job description was sourced and adapted from the Practice Co-Ordinator role through Health Education England.
2. Lead clinicians to develop protocols for the Medical Assistant to apply when reviewing the hospital letters to ensure safety, consistency and define boundaries of competence. 

3. Training and support for the Medical Assistant by nominated GP to ensure mentorship and dedicated point of contact for any queries or concerns. Training would involve introduction of protocols to ensure good understanding and compliance. 

4. A job description and competency framework to be agreed for the Medical Assistant role to clearly outline scope of practice and ensure adequate banding and remuneration. 
5. The priority of the Medical Assistant role was identified to review all hospital correspondence received on a daily basis and undertake the following tasks: 

· Review all correspondence received by the practice on a daily basis and prioritise this workflow for clinical and non-clinical input.

· Identify any information which requires read coding in the first instance and enter read codes into patient’s records prior to any additional staff input.
· File in to the patient’s record if no action is needed. 

· Forward correspondence to GP if further action is needed, i.e. medication changes, referrals or initiation of further investigations as recommended by hospital consultant. 

· Forward correspondence to Practice Nurse or Healthcare Support Worker to complete actions such as recall for blood pressure measurements, blood tests, weight, height and chronic disease review. 
6. Based on the above baseline audit data a realistic reduction of daily GP Docman workload was identified as approximately 70%. Agreement was sought from both the medical assistant and GP colleagues to ensure this expectation was appropriate and achievable. 

7. The timeframe for completion of the review, read coding and action process was to be reduced to 3 days, which equates to a reduction of 72% from a mean timeframe of 10.7 days. Agreement was again sought from both the medical assistant and GP colleagues to ensure this expectation was appropriate and achievable. 

Revision of process mapping

The following process map was devised after the implementation of the Medical Assistant role. Priority remained regarding the need to reduce GP workload and increase patient safety through streamlining of daily process. The following diagram demonstrates the outcome of the initial process revision, where active steps have been reduced from 9 to 7 for GP input and 9 to 4 if no GP input required. Based on this priority step process all outcomes listed above seemed both achievable and realistic for a practice of our population size and with the current workforce dynamics.  
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2.5 Benefits – Who will benefit and how
The key stakeholders identified within this project mapping are;

GPs: A reduction of unmanageable workload and revision of priorities within their working day would lead to better job satisfaction and a healthier work/life balance (Centre for Workforce Intelligence, 2012). Empowerment of GPs would be enabled through re-direction of workload to appropriate complex case handling. This has been identified by GPs themselves who feel their role is becoming task orientated and administration heavy resulting in many questioning their medical role (Patterson, 2012). My aim was to reinvigorate the passion in these GPs by ensuring processes worked around their skills and expertise. 

Patients: New processes would ensure a streamlined and direct approach to external correspondence for patients and carers. By achieving the role of the Medical Assistant, we would provide the patient with a single point of contact for any enquires relating to hospital and third sector correspondence. This reduces confusion, personalises the process for patients and allows staff to maintain control of all practice enquires, queries and concerns. A sense of trust should be established in both the system and medical assistant role. 
Medical Assistant: Introduction of this role offers greater opportunity and development for existing staff members. Our identified Medical Assistant has expressed excitement at the prospect of learning new skills whilst enhancing her existing knowledge. Although this role will rely on the autonomous working of the individual, it is still recognised that further productivity will be achieved from this role through structured support and ongoing mentorship from both clinical and non-clinical staff. Expansion of this role in the future could see bolt-on responsibilities based on practice need. Piloting the Medical Assistant allows us to mould the role according to current priorities but caution will be taken not to spread responsibilities too thinly to ensure productivity and impact is maintained.
Wider General Practice: Implementing the Medical Assistant role within a Managed Practice allows us the opportunity to trial and test processes according to competence. Outcomes and feedback, both qualitative and quantitative, from both staff and patients will give clear insight into how this role is best placed within busy General Practice. This would hopefully lead to implementation of this role/title within the wider independent General Practice in the near future and align to the national vision of seamless, transformative workforce development to support the future needs of General Practice (Welsh Government, 2018).  
2.6 Ethos and Values
1. Core values: ABMU Health Board prides itself on the core values of Caring for Each other, Working Together and Always Improving.  
It was quickly apparent that this project would run parallel with the Health Board ethos and values as the ultimate aim was to improve patient and staff outcomes through collaborative working practice. Improvement was the ultimate symbol of its success. To link this directly with the wording of our values, the following statements were devised to ensure we remained grounded to what the Health Board advocates;
a. Caring for each other. Ensure all members of staff feel appreciated and valued at all times in order to achieve seamless re-structure and implementation of new roles.

b. Working together. Ensure all members of staff are aware of the overarching aim in order to achieve a shared vision at all times.

c. Always improving. Make every staff member aware of the need for improvement and personalise action plans to our specific workforce to help deliver a more effective service for patients and carers. 
2. Prudent Healthcare principles
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In particular the application of ‘only do what only you can do’ has a profound impact on workforce planning. Clinical and administrative tasks will need to be delegated to a broader range of professionals working within General Practice. This ensures that all clinical and non-clinical staff will operate at the top of their licence (1000 Lives Improvement Service, 2017). 
3. ABMU Primary Care and Community Strategy 2017-2022 

Workforce development is a key area within this strategy document. It regards the implementation of new innovative roles within primary care as paramount to ensure progression to a transformational service delivery encompassing a wider multi disciplinary team serving the practice population (ABMU Health Board, 2016). 
The Medical Assistant role is being recognised as a vital administrative workforce to process incoming correspondence previously handled by GPs both safely and accurately. 
2.7 Change Management 

In order to achieve effective and successful change it was helpful to use Kotter’s Model of Change (1996). 
1. Step 1: Create a sense of urgency Step 1: Create a sense of urgency Create a sense of urgency 
Stakeholders need to believe that the proposed change is necessary and that a delay will hold significant risk to the organisation. If 
Several meetings were facilitated outlining the challenge, shortfalls and risks of the current process to all staff. 
2. Form a guiding coalition

This step implies that a powerful and well organised team equipped with the right instructions and tools will form a powerful agency to facilitate a change. 

This was achieved by identifying the key stakeholders and empower them to commit and get involved in the change process. 
3. Develop a vision and a strategy 
It is important to agree the outcomes of the change and visualise what benefits it will bring to all stakeholders. 

We agreed clear and realistic success criteria for this change project and how these will be measured. 
4.  Communicate a vision 

It is vital that the vision is communicated  consistently and clearly to all stakeholders to promote understanding and commitment for the new process. 
Emphasis was placed on early joined conflict resolution and problem solving to alleviate any concerns  during the change process. 

5. Enable actions by removing barriers 

This step refers to the series of actions to identify and remove any obstacles that do not support the change vision. 
One example for this was facilitating protected time for GPs to develop protocols and facilitate training to the Medical Assistant.
6. Create quick wins 

This implies implementing visible quick improvements related to the change project in order to keep all stakeholders engaged and enthused in the process. 

This was achieved by undertaking early PDSA cycles testing out the change within a defined timeframe and providing an insight of the potential scope of this project. 
7. Build on the change

Consolidation and continuous learning of the quick wins was demonstrated by analysing the PDSA outcomes and making the required adjustments to ensure success. 

8. Institutionalise the change  

Successful outcomes will be shared and promoted to all practices across the ABMU footprint. 

2.8 Measures – How will we know it worked? 

Analysis of this quality improvement project was initially identified as being easily achieved due to the outcomes of the pre-project scoping exercise. It was evident that change was needed in order to maintain a reasonable and manageable workload for our GP workforce. What was not entirely clear was the likelihood of success in its entirety for this project when considering the process variables. These would include;
a. Implementation and performance of the Medical Assistant role. This needed to be both effective and safe in reducing the workload of the GP each day. Success likely. This is based on the comprehensive training and mentorship programme attached to this role. 
b. The productivity routing through the Medical Assistant role each day. There needed to be evidence that this role was cost effective, i.e. that the banding attached was consistently utilised to its highest level of competency. This included attaching the right amount of time to complete the allocated workload and recognising when additional duties would need to be aligned to the role in order to utilise any spare time.  Success expected. Caution was taken with this variable due to the novelty of this role and the unfamiliarity within the team regarding the scope of practice.
c. Continuity of the Medical Assistant role. Consideration was needed regarding the availability of this role on a daily basis in order to ensure consistency in workload reduction for the salaried GPs. This would need to be achieved by ensuring training and mentorship of a second member of staff to fulfil the role of the Medical Assistant during sickness and annual leave. Success likely. Identification of a second member of staff was made during the initial scoping exercise and joint training for both staff members was initiated. 
d. GP confidence in the role of the Medical Assistant. It was important to recognise that clinical accountability always remains with the GP and therefore lack of understanding or confidence in the processes surrounding the Medical Assistant role could have led to double handling from GPs. If this was to be the case it would result in this new role being obsolete as GPs would continuously be re-checking documents and records. Confidence and support of this role from the clinical team was therefore vital in ensuring its productivity and success. Likely successful. This is underpinned by effective communication and active involvement from all GPs in the process of devising protocols, training and mentorship. 
The following balancing measure was considered prior to implementation of the Medical Assistant role;

a. Impact on the current administrational team productivity and rota cover. Recognition and consideration was needed regarding the upskilling of current administrational staff to fulfil the role of the Medical Assistant without initial concurrent recruitment. Additional administrational roles were not released for advert due to the need to initiate a workforce consultation following the merger of both sites. However it was recognised as a potential stumbling block and one that would need to be closely monitored during the PDSA cycle.   
Success of this project will be defined by the following outcome measures:
a. Workload reduction. This will be determined by the total number of workflow documents received by GPs on a daily basis compared with the baseline data collected. The percentage reduction was set at a minimum of 50% within the first month, with a further reduction expected thereafter once processes are fully embedded and understood. A PDSA process will be utilised to test if the change has been successful in achieving this outcome measure.
b. Increased patient safety and efficiency in service provision. This will be determined by the total reduction time in processing letter from time of receipt to completion of all actions. Initial data showed an average of 10 working days to fully process daily workload. This would need to be reduced by a minimum of 50% within the first month, with additional reduction expected thereafter once processes are embedded fully. A PDSA process will be utilised to test if the change has been successful in achieving this outcome measure.

Consideration of all points listed above led to the following action plan for robust evaluation of the quality improvement project outline;
· PDSA cycle at point of implementation and at 1 month timeframe to prove reduction in workload, increase in patient safety and impact of overall team members.
· Initiate informal discussion with GPs, medical assistant and wider team members to establish staff satisfaction and compliance with the new process. This would be in the form of qualitative feedback to help identify any further changes/ adaptations needed. 

Plan, Do, Study, Act (Cycle 1)
Plan

· To demonstrate a daily reduction of letters received by the GPs for review, therefore reducing the time spent on this administrative workload. 

· The aim is to reduce the daily workload of the GPs allowing more time to be spent on clinical duties and achieve better job satisfaction amongst this workforce.

Steps to execute: 

· Introduction of the role of the medical assistant. This will include creating of job description outlining the scope of practice, implementation of relevant and comprehensive protocols and providing training and mentorship. 

· Collaborative working with practice team. This will include discussion with GPs in clinical meeting, inform all staff members of upcoming process change and agree an appropriate ‘go live’ date. 
Do 

· All received correspondence is forwarded to the Medical Assistant on the day of receipt at the practice. Medical Assistant reviews all letters and take appropriate actions as outlined in provided protocols. Continuous mentorship is delivered by a dedicated GP mentor who provides a point of contact for any concerns or queries raised by the Medical Assistant. 

Observation over a 2 week time period:
· The Medical Assistant showed great enthusiasm and commitment to her new responsibility and completed the allocated daily workload with only very little input needed by the GP Mentor. 

· Releasing the GP from this administrative workload instantly freed up more available time between morning and afternoon session and allowed GPs to complete their working day within their contracted hours. 

· Initial discussion with GPs was positive and highlighted the effectiveness of utilising their resource. A sense of relief and gratitude was voiced by all as only relevant correspondence was now forwarded for action meaning they were aware of its priority. 
· No backlog was noted within the Medical Assistant folder at the end of the working week. 
Study
· Data was collated to demonstrate the impact this process change has made on GP workload. The number of received correspondence was plotted against the letter forwarded to GPs on a daily basis over a two week period. 
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      Results show: 

1. A mean number of 83.4 letters were received per day with only 26.8 letters (32.1%) forwarded to the GP. This is a reduction of 68.9%. 
2. Results show consistency of mean numbers of received letters compared to previous data collection, 83.4 compared 82.7. 
3. Mean number of forwarded letters to GP workforce is marginally higher than the number of letters requiring GP input in initial audit data, 26.8 compared to 24.1. 
Act

· This PDSA cycle showed great effectiveness on the GP workload as a result of the implementation of the new role and process. 
· The results have exceeded our initial expectation of a 50% reduction of GP workload as we have achieved nearly 70% reduction. 
· The slight discrepancy between the number of letters forwarded to the GP and the number of letters expected to be requiring GP input can be explained by the novelty of the role and lack of experience. However the overall result far exceeded ourinitial  target expectation. 
Plan, Do, Study, Act (Cycle 2) 

Plan

· To demonstrate a reduction in the overall time taken to process daily docman workload, thus increasing efficiency and safety for patients and staff. 

· The aim is to ensure the Medical Assistant role can reduce the timeframe associated with docman workflow from receipt of the letter at the practice to completed action if needed. This was identified at 10.7 days average on initial data collection.  
      Steps to execute

· In addition to the steps listed within PDSA cycle 1, emphasis was put on the implementation of robust and comprehensive processes to ensure autonomy and safety within the role of the Medical Assistant to ensure docman workload was processed in a more timely manner. 
Do
· All received correspondence is forwarded to the Medical Assistant on the day of receipt at the practice. Medical Assistant reviews all letters and takes appropriate actions as outlined in provided protocols. Continuous support offered to this role to ensure confidence and competence of protocols and scope of practice in order to successfully close docman workload appropriately. 
      Observation over a 2 week period

· The Medical Assistant showed great dedication and enthusiasm for the new role but struggled to adapt to her streamlined scope of practice as this prevented her from supporting the administrational team with other daily priorities. 

· A pitfall was highlighted on day 7 (6th November) when staff sickness within the administrational team forced the Medical Assistant to abandon the role for the day in order to support frontline on the main reception desk. This meant correspondence was received, scanned and allocated but the Medical Assistant did not complete her actions for the docman workload on that day.  The impact was noted within the data collection for the timeframe associated with docman action completion as shown in the graph below. 

· No backlog was noted within the Medical Assistant file at the end of the working week, however there were outstanding actions on some docman workload which prevented them from being marked as complete.

   Study 
· Data was collated to demonstrate the impact this process change has made to the timeframe for action and completion of docman workload. The time taken to process each letter and complete all actions was captured over a two week period and compared against the initial GP data. 
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      Results show: 
· A significant reduction in average process time was noted from 10.7 to 3 days, a reduction of 72%. 
This exceeded our initial target expectation of 50% and is a very successful result demonstrating improved efficiency and safety. 

· It was noted on Day 7 of the PDSA period there was a slight increase in processing time. This correlates with the staff sickness in the administrative team resulting in the Medical Assistant having to cover front line duties. Although not a significant rise in processing time, it was observed that the Medical assistant worked overtime to complete the Docman workload in a timely fashion. 
Act
· Continuous pull of the Medical Assistant to cover frontline duties is not a viable option for the future as productivity will be impacted as a result. 

· Overtime, although commendable, cannot be sustained to cover such eventualities and therefore further protection of the role was identified as necessity. 

· Decision to employ a further part time receptionist was made and addition to practice protocols whereby cover for daily administrational duties should only fulfilled by frontline staff. It was agreed that the Medical Assistant role would not be included in overall administration team numbers and would be protected at all times. 

2.9 Conclusion and next steps: 
1) Results of both PDSA cycles are encouraging and demonstrate efficient value of this project. It has therefore been decided to continue to support and develop this role within the ABMU managed practice. 

2) Additional responsibilities of a care navigator role could be included in the job description once full implementation of the Medical Assistant role has been achieved. This care navigator responsibility would entail signposting patients to community services and schemes. 

3) Promotion of this role across all practices within the ABMU footprint

4) Continuous evaluation and monitoring of performance via quantitive and qualitative data collection. 
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