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Quality Improvement: Performance Targets

1.0 Purpose and scope, applications.  It is a requirement of CPA Standards and a stated component of the Departmental Quality Policy, that the service provided by the department should relate to the needs and requirements of its users. The establishment of quality objectives assists in the delivery of a quality service to our users. In addition, the Department aspires to operate in line with the Trust’s corporate aim of ‘Zero waits and Zero complaints’. The Department of Cellular Pathology has adopted the NHS Improvement targets for reporting histopathological  and non-gynaecological cytology samples.  These are 50% in 3 days and 95% in 7 days.  Some targets for specific types of tissue samples are detailed in this document.
2.0 COSHH / Health & Safety : N.A.

3.0 Personnel : The Departmental Board. The Quality and Audit Group
4.0 Equipment / reagents : N.A.

5.0 References

5.1 CPA : A5

5.2 Departmental policy : Quality Policy CPQM002 

5.3 Forms : CPQF001 Quality Standards Report Forms

This document is stored on Q Pulse and is made available on the website at www.newcastlelaboratories.com
6.0 The Laboratory Management and Quality and Audit Group defines the quality    objectives of the department in consultation with individual users where appropriate. They will, for the most part, be concerned with the timeliness of the delivery of the service but may encompass other aspects such as the quality of information or compliance with legislation.  The fulfilment of objectives can be assessed during the process of the Annual Management Review.  Objectives may be revised in accordance with the demands of users and / or the resources of the department.

7.0 The following is a list of  objectives:

Histopathology Laboratories:

Specimen Reception : 

All day process specimens received before 11.00, trimmed and on processor by 11.30

All same day do-able specimens received before 16.00, trimmed and on processor by 18.00.

All medium and large BMS designated specimens trimmed and on processor 18.00.

All medical staff designated specimens trimmed and on processor by 18.00.

All received fresh specimens are opened by relevant medical or BMS staff by 18.00.

Frozen Sections : Slides to be issued within 10 minutes of receipt of specimen.

Slide Production : All embedded blocks from overnight process to be cut and issued.

All urgents issued by 11:00am. Cases from day process commencing up to 11:00am to be issued same day.  All PM cases received fixed and before 11:00a.m. to be issued the day following receipt of samples.
ICC: To issue all ICC requests within one working day of receipt

Neuropath :   All embedded blocks to be cut and issued.  

All ICC and special requests to be issued.

All intra-operative diagnoses (smear/frozen section) to be available within 15 minutes from receipt of specimen (monitor by audit)

Forensic Medicine Unit CNS autopsy material to be processed, embedded cut and have H&Es issued within 10 working days of receipt of tissue (monitor by audit)

All CNS autopsy material to be dissected within 3 months of receipt (monitor by audit)

Coroners CNS autopsy cases to have histology issued within 25 working days of brain dissection (monitor by audit)

Referred-in requests. TAT of 90% in 14 days from receipt for referred in cases provided the referral is to a team (as opposed to an individual.) 

Clerical:

General Office : All urgent biopsy reports to be typed and issued on the day of receipt. 

All micro reports from today are available for authorisation at the end of next working day.

Cytopathology : 

Specimen reception:

· NG data entry to be completed before next slide issue 

· Gynae to have number allocated in time for next for next LBC run and by end of day 

· Unacceptable samples to be returned on the same day 

· All consumable orders to be issued on day of receipt. 

Preparation and staining:

· All non gynae specimens prepared previous day to be issued by 10.00am 

· LBC and special stains to be issued by 12.00 noon 

· Diff Quik specimens received in the morning to be issued by 13.30 

· LBC and special stains prepared before 14.00 to be issued by 15.30 

Screening:

· 100% of all cervical cytology samples to be reported within 11 days of collection 

· 50%    of all cervical cytology samples to be reported within 4 days of collection. 
· Non Gynae cytology 50% in 3 days and 95% in 7 days
Mortuaries:

Autopsy histology forwarded to laboratory same day as taken at PM.

All planned autopsies completed.

Cellular Pathology Reporting: Target Turnaround Times

Histopathology: 

Colorectal Surgery : 90% CWT biopsies reported within 48hrs ( within 24hours if the clinician is especially concerned and contacts the pathologist directly), 100% within 4 days.

100% cancer resections reported within 2 weeks.

Dermatology

GP skins:  5 days following receipt of specimen. 

Non – urgent dermatologist biopsies - punches, shaves and ellipses: 7 – 14 days following receipt of specimen.  

Surgical specimens from either Dermatology Surgeon or Plastic Surgeon - excisions and re-excisions: <5 days from receipt of specimen for inclusion in MDM. 

Defined 'Urgent' specimens - pigmented lesion clinic : < 5 days from receipt of specimen.  

 

Neuropathology:

Surgical biopsy reports



7 days*

*This target to exclude cases referred for opinion and non-diagnostic cases (eg carotid endarterectomy specimens)

Coroners’ autopsy cases histology reports
3 months

Referred autopsy cases histology reports
3 months

Hospital autopsy cases histology reports

3 months

Study cases autopsy histology reports

6 months
Cardio – thoracic : 

Transplant biopsies  - 24 hour  turnaround for the verbal report; 

Other small biopsies take 3-10 days depending on degree of difficulty and additional staining.  

Cancer related surgical specimens reported in 10-15 days.
Endocrinology :
Thyroid lobectomy following an AC3/4 cytology result -reported < 5 days. 

Certain other cases may be clinically urgent but can be identified on an individual basis (eg core/open biopsies of thyroid, occasional adrenal cases)

Breast

Breast core biopsies: 3 days from receipt.

Breast surgical specimens (cancer related): 5 – 10 days to discuss at earliest MDM.

Specimens originating from plastic surgery department: 10 days.


Urology: 

CWT prostate cores : <6 days from receipt.  

Urology referrals:

80% of non-testis MDT samples to be authorised before 12:00 noon on day of MDT meeting (currently Thursday).

Second opinions and testis to be reported within two weeks of receipt.

Gynae:

Cervical loop & punch biopsies: <10 days from receipt. <7 days for CWT.

Renal
Transplant biopsies <24 hours

Osteo-articular specimens
Soft tissue biopsies for suspected malignancy 7 days, soft tissue resections 14 days.

Nerve biopsies
5 days
Lymphoma
14 days 

Oral / Head & Neck

? malignancy – 7 days

Resection specimens without bone – 14 days
Coroner

Post Mortem reports issued within 21 days of autopsy.

Perinatal PM report – 8 weeks (from date of PM to available report - Perinatal pathology CCQUIN 2014-5
The above list is not comprehensive and could be extended to other areas. 
External Quality Assessment:: Zero failures in all EQA schemes in which the department participates.

8.0 Measurement of Turnaround Time

Turnaround time of total workloads and selected specimen types is routinely measured and reported including: 

: Histology 

: Non Gynae.Cytology 

: Gynae. Cytology 

: Neuropathology 


: CWT Histology






: CWT Cytology






: Breast cores

Turnaround time is also performed as part of the monthly audit and is broken down into:

: Lab phase

: Reporting phase

: Clerical phase

Other turnaround measurement may be performed as apart of ad hoc audits as required. 

Performance is monitored closely at the Quality and Audit meeting and the Histology Performance meeting and concerns taken to the Service Improvement Team.
9.0 Performance against the RCpath Key performance Indicators:

Following the introduction of the above guidelines in 2013 the department now measures its performance against the standards detailed in the table below:

	Key Performance Indicator
	ISO 15189 Standard
	Compliance required

	1.0 Staffing

	1.1 Provision of senior staff
	5.1.2
	100%

	1.2. Senior staff cover and handover
	5.1.3 and 5.8.3
	100%

	1.3 Senior staff appraisal
	5.1.7 and 5.1.8
	100%

	1.4 Senior staff CPD
	5.1.8
	100%

	2.0 Training and Education

	2.1 Training future laboratory staff
	5.1.5
	15-30% in training

	2.2 Undergraduate, postgraduate and primary care teaching
	5.4.2
	List of activity provided

	3.0 Repertoire of tests and integrity of reporting results of tests

	3.1. Integrity of data transmission
	5.10.3
	100%

	3.2 Messaging to primary and community care
	5.10.3
	100%

	3.3 Demand management
	4.7 and 5.4.2
	100%

	3.4 Test Repertoire
	4.4.1 and 5.4.2
	100%

	3.6 Long Term stability of methods
	5.3.1 and 5.3.2
	100%

	3.7 Incident and error reporting
	4.9, 4.10 and 4.14
	100%

	4.0 Engagement with patients and users

	4.1 Communication of results to patients
	5.9.1
	100%

	4.2 Patient opinions
	4.14.3
	100%

	4.3 User Survey
	4.4.1 and 4.14.3
	100%

	5.0 Interpretative clinical advice and engagement with Multi-disciplinary teams

	5.1 Availability of clinical advice at MDT meetings
	4.7
	90% of MDTs have pathologist present

	5.2 Cellular pathology reporting of cancer resections
	5.8.3
	95%

	5.3 Documentation of Cellular pathology second opinions
	5.8.3
	100% compliance with policy

	6.0 Timeliness of reports and clinical advice

	6.1 Critical results communication
	5.9.1
	100%

	6.3 Timeliness of responding to requests for clinical advice 
	4.7 and 5.9.1
	100%

	6.4. Cellular Pathology reporting turnaround times
	4.4.1 and 4.14.1
	80% in 7 days and 90% in 10 days

	6.5. Monitoring Cellular Pathology delayed reports
	4.4.1 and 4.14.1
	100% reported in 20 days

	6.6 Turnaround times linked to patient pathways

	4.4.1 and 4.14.1
	100% 

	7.0 External Quality Assurance

	7.1 Analytical EQA schemes
	5.6.3
	100% 

	7.2 Interpretive EQA schemes
	5.6.3
	100% 

	7.3 EQA scheme results
	4.14 and 5.6.3
	100% with report


Performance is logged on a dashboard and reviewed at the Histology Performance meetings. Performance data is also published and discussed at the Laboratory Medicine Clinical Governance and Quality Committee meeting.
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