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Summary
Diagnosis of cancer in primary care remains difficult due to the relative infrequency of
cancer whereas symptoms are common and often nonspecific. Safety netting is a
consultation technique used to ensure the timely re-DSSUDLVDORIDSDWLHQW¶VSUREOHP
Whilst the term safety netting is understood by many in clinical practice specific
recommendations of what exactly to do have been lacking. This report identifies and
prioritises the different components of safety netting in relation to cancer diagnosis in
primary care. Our final list includes high and intermediate priority recommendations.
These include 1) specific actions to be communicated to patients; 2) actions that GPs
should take during or shortly after the consultation 3) procedures that should be
implemented at the Practice level. The provision of recommendations for GP
consultations and for practices as whole should allow better understanding of the
actual components of safety netting enabling improvements to delays in cancer
diagnoses.
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Background
There are approximately 300,000 new cases of cancer each year in the UK,

1

with

one in three people developing cancer at some point in their lifetime. Coupled with an
ageing population, the numbers of patients diagnosed are set to increase year on
year.

2

Improving Outcomes: A Strategy for Cancer, published in January 2011 3,

noted thDW³GHVSLWHLPSURYHPHQWVLQVXUYLYDODQGPRUWDOLW\LQUHFHQWGHFDGHVFDQFHU
RXWFRPHVLQ(QJODQGUHPDLQSRRUZKHQFRPSDUHGZLWKWKHEHVWRXWFRPHVLQ(XURSH´
DQGVHWRXWWKH*RYHUQPHQW¶VDPELWLRQWRVDYHDQDGGLWLRQDOOLYHVHYHU\\HDU
by 2014/15. The strategy highlighted the importance of achieving earlier diagnosis of
FDQFHUVWDWLQJWKDW³GLDJQRVLVRIFDQFHUDWDODWHUVWDJHLVJHQHUDOO\DJUHHGWREHWKH
VLQJOHPRVWLPSRUWDQWUHDVRQIRUWKHORZHUVXUYLYDOUDWHVLQ(QJODQG´3
The National Awareness and Early Diagnosis Initiative (NAEDI) is a partnership
between the Department of Health, National Cancer Action Team, and Cancer
Research UK 4. Launched in 2008, NAEDI aims to coordinate and provide support
for activities and research that promote the earlier diagnosis of cancer by
encouraging early presentation by patients and the public, optimising clinical practice
and systems, improving access to diagnostic tests and supporting research, as well
as evaluation and monitoring. As part of the NAEDI programme, a secondary
analysis of Significant Event Audits (SEAs) of cancer diagnoses in teenagers, young
adults, and patients with lung cancer was undertaken. This found that the majority of
cases were appropriately recognised and referred, but that there were also
opportunities for earlier diagnosis. The report made a series of recommendations,
which included several on the use of safety netting.

5

The National Cancer Intelligence Network (NCIN) recently reported that nearly one in
four (23%) newly diagnosed cancer patients were diagnosed after emergency
presentation at hospital. Patients who present as an emergency presentation have
much lower survival rates than those diagnosed through other routes, strongly
suggesting there is room to improve the early diagnosis of cancer in the UK.

6

1$(', :RUNVWUHDP  µRSWLPLVLQJ FOLQLFDO SUDFWLFH DQG V\VWHPV¶ DLPV WR RYHUFRPH
clinical and system barriers to promote referral of suspected cancer cases from
primary to secondary care.

4

General practitioners (GPs) face several hurdles in

making timely diagnosis of cancer. Firstly, a GP sees on average only eight or nine

3
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new cases of cancer (of all types) a year
year.

7

3

among thousands of consultations each

This low incidence means cancer is not always high on the list of differential

diagnoses. Secondly, patients with cancer may present with non-specific clinical
features, particularly when they are in the early stages of malignancy, and therefore
may be indistinguishable clinically from other more common conditions. Often a
combination of more than one symptom alongside patient characteristics raises the
likelihood of malignancy.

5, 8-12

This increases the complexity of decision making as

not all salient features indicating cancer will be present at the initial consultation.
Thirdly, even in clinical situations in which a GP suspects cancer, there may be
delays at multiple levels (the patient, GP, practice, referral system, secondary care
etc) in not only arranging the most appropriate diagnostic investigation but also
obtaining results and taking appropriate actions.
Despite these challenges, primary care in the UK has several core strengths which
can potentially mitigate these challenges. One of these is the ability to follow up
patients over a period of time. This provides opportunities for repeated clinical
assessment to gather further clinical information, additional diagnostic testing where
appropriate, as well as time for self-limiting conditions to resolve. Within this
longitudinal relationship, one of the key diagnostic tools that GPs employ is safety
netting.
7KHWHUPµVDIHW\QHWWLQJ¶ZDVLQWURGXFHGWRJHQeral practice by Roger Neighbour who
considered it a core component of the GP consultation

13

. He defined safety netting

from the GP perspective as encompassing three questions:
1. If I'm right what do I expect to happen?
2. How will I know if I'm wrong?
3. What would I do then?
1HLJKERXU¶V VHPLQDO ZRUN KDV EHHQ FLWHG UHSHDWHGO\ SDUWLFXODUO\ DPRQJ *3
educators in the UK, as one of the core components of good consultation skills.
However, there have been surprisingly few formal attempts in the academic literature
to either document its value or further define its key characteristics.
In many respects the diagnostic difficulties that clinicians experience in diagnosing
cancer, mirror those faced by GPs (and parents) in the diagnosis of an unwell child,

4
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namely the low incidence of serious illness, varied time course of presentation, and
initial non specific clinical features. Each child is seen approximately 3 times per
year 14, yet serious infections (ie those that need immediate treatment and/or referral)
occur in less than 1 in 100

15

. Moreover, a UK-wide study of meningococcal disease,

found that just over half of the children were identified by a GP at their initial
consultation.

16

In order to better understand the components of safety netting, we

used a Delphi approach17to gather consensus of GPs and Paediatricians about the
main elements of safety netting for children with acute illness. The Delphi consensus
found safety netting should include: 1) Communicating the existence of uncertainty;
2) Outlining what clinical features to look out for; 3) How exactly to seek further help,
and 4) What to expect about time course of the condition, for example when an
improvement in symptoms is likely to occur and when it is expected that symptoms
have resolved completely.
An audit by a Cancer Network

18

highlighted for the value of safety netting in

diagnostic decision making surrounding cancer in general practice. For instance, one
of the key messages was that mechanisms should be in place to follow-up, manage
and refer non-resolving symptoms. Currently, there is no formal consensus about
what the elements of safety netting in primary care for cancer diagnoses are, or the
optimal use of these strategies.

Aim
The aim of this study is to identify and prioritise the different components of safety
netting in relation to cancer diagnosis in primary care.

5
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Methods
Literature review
We conducted a scoping search of the literature (11/1/11) in order to identify
publications relevant to safety netting for cancer, which we then used to develop the
initial Delphi statements. An initial PubMed search which included terms for cancer,
diagnosis, delay/referral and primary care/general practice with no restriction on
VWXG\W\SHLGHQWLILHGDODUJHQXPEHURIUHIHUHQFHV$GGLQJWKHVSHFLILFWHUPµVDIHW\
QHW ¶ WR WKLV OLVW \LHOGHG QR UHVXOWV 7KHUHIRUH ZH IRFXVHG RXU VHDUFK XVLQJ D
combination of MeSH terms and cancer terms within the title:
#1: early detection of cancer[MeSH Terms]
#2: ((((delay[Title]) OR symptom[Title]) OR symptoms[Title]) OR diagnosis[Title]) OR
diagnosing[Title]
#3: ((((cancer[Title]) OR malignancy[Title]) OR malignant[Title]) OR tumour[Title]) OR
tumor[Title]
#4: #1 OR #3
#5; #4 AND #2
#6: (general practice) OR primary care
#7: #5 AND #6

We also searched several different sources (websites, databases) to identify the grey
literature relating to safety netting in general and in particular the practices
associated with cancer. The following sources were searched:
Dh.gov.uk
Trip Database
NHS Evidence
Directgov
National Patient Safety Agency
NAEDI Workstream 1
NAEDI Workstream 2
National Cancer Action Team
NCIN
Google

6
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Data extraction
We reviewed papers, reports and websites to extract information regarding safety
netting in general and its role in primary care consultations. Specific issues relating
to improving diagnosis and referral for cancer were mainly identified using reports of
audits and significant event analyses. The information obtained from these sources
was used to develop the statements for the initial version of a Delphi questionnaire.

Delphi methods
We used a modified Delphi approach

19

, which is an objective process that gathers

consensus opinion from a panel of experts through an iterative questionnaire process
interspersed with controlled opinion feedback, to seek consensus regarding how
safety netting for cancer could be incorporated into primary care. This method has
been used extensively in developing criteria frameworks

20;21

, and has been used by

the authors for several publications 17;22.
The modified Delphi approach used a two-stage process where participants were
asked to respond to two rounds of questionnaires. Questionnaires in both rounds
were distributed and returned by email. Up to two reminders were sent to nonresponders.

Sample
Delphi methods generally involve panels of 10 to 50 members and experts who are
anonymous, in that other panel members do not know their identity at the time of
data collection. We aimed to include participants from the following groups: primary
care cancer experts; GP cancer leads from the 28 local cancer networks; and GPs
who are not cancer leads (to be identified by each of the cancer leads).

We

anticipated that participants would represent a range of experience as measured by
years in current role. We chose to include primary care practitioners and researchers
of cancer in primary care, in order to specifically address the perspectives that are
faced at the patient/primary care physician interface, and to explore factors
associated with cancer diagnosis in primary care. Secondary care and specialist
services perspectives were not addressed.

In addition, we did not attempt to

investigate patient perspectives associated with cancer safety netting in primary care.

7
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Potential participants were identified from two sources: GP Cancer Leads were
approached by the National Lead of the National Cancer Action Team (KE) (n = 37);
and academic clinical and non-clinical experts in cancer diagnosis in primary care
were contacted by a researcher with 15 years experience in the field (CB) (n = 17).
In total we approached 54 people to participate in the process. All participants were
sent a certificate that documented their participation in this activity, which they were
able to use as part of their continuing education or revalidation portfolio.
Ethical approval was not required for this study.

First round questionnaire
The first round questionnaire was developed using experience from our cancer
diagnosis work (references), our work in safety netting applied to infections in
FKLOGUHQ $OPRQG UHI  DQG D VFRSLQJ UHYLHZ RI WKH SXEOLVKHG VFLHQWLILF DQG µJUH\¶
literature relevant to cancer (see section on literature search). The core team (CB,
CH, PH, MT) met initially to brainstorm a series of statements relating to potential
actions that could be incorporated into safety netting guidance for cancer. These
statements were then circulated a number of times to a wider group of GPs (RC, DM,
JMV) for refinement before being sent to the Delphi participants.
The statements regarding safety netting appeared to fall into two broad categories:
the first focused on actions that an individual GP could take; and the second related
to actions which could potentially be implemented at a Practice level. Therefore the
questionnaire was divided into two sections, reflecting this natural division. The
actions were presented as a series of statements with the key words underlined for
emphasis. The survey included 14 items about GP actions and 14 items pertaining to
the practice.

Participants were asked to rate their level of agreement with the

developed statements on a seven-point Likert scale (where 1 indicates low
agreement and 7 indicates high agreement). Open-ended comments were invited for
each item. (see Appendix One).

Analysis and prioritisation of responses
Numbers and proportions of respondents for each question were calculated. The 7point Likert scale was then split into three categories: 1 to 2 = disagreement; 3 to 5 =
no agree/disagreement; 6 to 7 = agreement.

8
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Responses to the first questionnaire were categorised into three priority groups
based on the level of consensus for each statement. The three categories were: High
Priority where 80% or more of the respondents ranked the statement as 6 or 7 on the
scale of agreement; Intermediate Priority where 50 to 79% of respondents ranked the
statement as 6 or 7; and No Consensus where fewer than 50% of respondents
ranked the statement as 6 or 7 on the scale of agreement.

Second round questionnaire
All respondents to the first round were sent a second round questionnaire by email.
The questionnaire in the second round presented the statements in their priority
groups (High, Intermediate, or No Consensus) and participants were asked to
indicate whether they agreed or disagreed with the placement of each statement into
its respective priority group. Where they disagreed, they were asked to suggest
which category the statement should be moved into, and clarifying comments were
sought. In addition, a brief summary of the comments made during the first round
were provided, particularly where statements required modification (see Appendix
Two).

Analysis of responses
Analysis of the questionnaire involved descriptive analysis of the proportions who
agreed with the positioning of the statement within the three levels of priority groups.
Where agreement between participants exceeded 90%, the prioritisation of the
statement was deemed to have reached consensus.

Where fewer than 60% of

participants agreed with the suggested priority level, the qualifying comments were
examined in order to determine whether this should apply in all situations, or only in
particular conditions or circumstances.

Final consensus recommendations
Based on the two Delphi rounds, we developed a final list of statements related to
safety netting. This included all the high and intermediate priority statements.

9
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Results
Literature review
The PubMed search identified 558 articles, of which 226 titles and/or abstracts were
potentially relevant. Of these, 82 were related to delays or diagnostic difficulties,
consultation patterns or symptom recognition in primary care related to patients with
cancer. The grey literature search yielded a further 16 unique references relevant to
safety netting for cancer in primary care as shown in Table 1. The majority of these
were reports from NCIN and NAEDI.
7DEOH'HWDLOVDQGUHVXOWVRIWKHµJUH\OLWHUDWXUH¶VHDUFKIRUVDIHW\QHWWLQJ
literature
Source searched

Date
searched

Dh.gov.uk

15/12/2010

Trip Database
NHS Evidence
Direct.gov
National Patient Safety
Agency
NAEDI Workstream 1
NAEDI Workstream 2
National Cancer Action Team
NCIN

5/01/2011
15/12/2010
15/12/2010

Safety net* within this
result
³VDIHW\QHWWLQJ´
Cancer & safety net*
Cancer & safety net*

15/12/2010

Cancer & safety net*

Google

Terms used

15/12/2010
4/1/2011
4/1/2011
15/12/2010
05/01/2011

³VDIHW\QHWWLQJ´DQG
Primary Care

Retrieved

Useful

Unique and
useful

37

0

0

3
3
0

1
0
0

1 23
0
0

3

1

1 24

4
4
0
2

3
2
0
1

5, 18, 25

many

many

Total

3

0
0
16
10 26--35
16

Safety netting - general publications
Safety netting from the GP perspective was originally defined by Neighbour as
encompassing three questions13, namely: 1) If I'm right what do I expect to happen?
2) How will I know if I'm wrong?, and 3) What would I do then?
A more recent model for primary care consultations, the Calgary Cambridge model,
also recommends that safety netting should be included at the end of the
consultation and include the following features: 32
Summarizing the likely symptoms which may be experienced
Providing realistic time frames for symptom resolution
Explain uncertainty associated with the diagnosis (or non-diagnosis)

10
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*LYH LQIRUPDWLRQ RQ SRWHQWLDO µDODUP V\PSWRPV¶ DQG DGYLFH UHJDUGLQJ ZKHQ
and where to consult in that event (consider written information)
Suggest a time±frame for follow-up
We also identified several issues relating to communicating safety netting with
patients:
Providing the patient with information on what to expect and what to do if they
do not improve 24
Acknowledging that things may not turn out as planned, and ensure that the
patient knows what to do should this happen 28
Ensuring there is a contingency plan for the worst case scenario 27
The Delphi consensus on safety netting for children with acute illness

17

identified

four elements of safety netting:
The existence of uncertainty and communication of this with the parent
What specific clinical features parents should look out for
How and where to seek further help if needed
What to expect about the time course of the illness.
It also recommended that safety net advice should be recorded in the medical notes,
but found no consensus regarding the whether safety netting advice should be given
in verbal or written format.
For out-of-hours telephone consultations, one study recommended that safety netting
advice should be limited to two items.

31

However, within these they suggested

communicating several points, namely 1) Specific reasons to call back - additional
symptoms developing, changing severity of existing symptoms, taking longer than
expected to recover, and 2) Provide specific action to take (e.g. call back, or go to
hospital).

Safety netting - cancer specific publications
The majority of literature regarding cancer-specific safety netting was found in audits
or significant event analyses (SEA)

5,18,24,25,34

. We identified five themes related to

cancer safety netting from this literature:
1) Recognition of possible cancer based on symptoms
2) Reassessing patients where necessary

11
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3) Referral for suspected cancer and guidelines for referral
4) Issues related to the GP practice
5) Particular types of patient/situations.
1) Recognition of possible cancer based on symptoms:
The difficulties of separating cancer symptoms from the symptoms of benign
disease.
The difficulties that can be caused by attributing new symptoms to preexisting medical conditions, for example cough in people with COPD.
Presentation with unusual or vague symptoms which can lead to more
lengthy diagnostic pathways for cancer.
False reassurance from common symptoms such as cough, constipation or
sore throat; there is a need to maintain suspicion in cases where symptoms
do not resolve or worsen.
2) Reassessing patients where necessary
The false reassurance of a negative physical examination, and if symptoms
persist the need to review the case and re-examine a patient, especially if the
initial examination was done by someone-else.
Being prepared to challenge a previously made diagnosis.
Ensuring that patients follow up when clinical features persist.
3) Referral for suspected cancer and guidelines for referral
Situations where GPs had poor knowledge of the National Institute for Health
and Clinical Excellence (NICE) referral guidelines, or chose to ignore them.
Problems with locum Doctors and GP registrars in following NICE referral
guidelines.
Considering referral even when patients do not fit the NICE referral
guidelines, for example patients the GP is worried about.

4) Particular types of patient/situations
Some patients may downplay the significance of their symptoms, such as
those who rarely attend the practice, those who are stoical or uncomplaining,
or who dislike doctors.
Certain groups of patients (e.g. alcoholics or drug users) may present late, or
not attend their appointments, therefore need to be chased up.

12
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An awareness that rare cancers still do occur, such as cancer in young
patients.
The difficulties in diagnosing skin cancers.
Frequent DWWHQGHUVZKHUHWKHUHLVDVXVSLFLRQIURPWKHFOLQLFLDQ¶VYLHZSRLQWRI
disproportionate

patient

concern

about

seemingly

minor

symptoms,

somatisation regarding physical symptoms, or malingering.
5) Issues related to the GP practice:
7KHODFNRI³VDIHW\QHWWLQJ´SURFHVVHVLQVRPHSUDFWLFHVIRUH[DPSOHIROORZ
up of patients with unexplained symptoms, follow up of abnormal test results
and ensuring that 2 week referrals are received by the local hospital.
Failing to review patients because they are already under the care of a
consultant or waiting for a hospital appointment.
False reassurance from negative results of investigations, for example relying
on a negative X-Ray report may prove to be erroneous. There should be a
low threshold for repeating investigations if necessary.

Delphi method
The content of the First Round Questionnaire
We identified and included 28 items relating to cancer safety netting in the first Delphi
questionnaire. This was then subjected to several iterations involving the research
team and GPs, and refined to produce the statements for the first Delphi
questionnaire (Appendix One). The items were grouped into two themes:
1) Actions to be undertaken by the GPs
2) Actions to be undertaken by the practice.

The first questionnaire was sent to a total of 54 participants on 26/01/2011: 37
identified by the NCAT and 17 academics specialising in primary care cancer
diagnosis. We received responses from 43 of these (79.6%), with a higher response
rate from the NCAT contacts (86.5%) than the academic sample (64.7%).

The

number and years in role of participants are shown in Table 2.

13
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Table 2. Description of Delphi participants
Work place setting
Primary Health Care
Academia
Primary Health Care & Academia
Medical Education

Number

Time in role

30
7
5
1

< 1 year
1- 5 years
6-10 years
11-15 years
16-20 years
> 20 years

Number
0
2
8
7
10
16

Results from the First Round Questionnaire
The output from the first round questionnaire was used to categorise each statement
into one of three categories: high, intermediate or no consensus. Although we
obtained 43 responses in total, one was received too late to be included in the
analysis. Therefore, the results are based on a sample of 42 respondents. Most
participants commented on one or more of the statements and the comments were
collated and analysed to identify key themes emerging from the data.
1) GP actions
Seven of the fourteen items relating to GP actions were initially coded as High
Priority. A further six were identified as being Intermediate Priority, and there was no
consensus for one statement. Prioritisation of the statements related to GP actions is
shown in Appendix Three. There was universal consensus that GPs should keep up
to date about cancer referral guidelines, although respondents noted that this is time
consuming and could be difficult to achieve in practice.
The participants who commented about ensuring patients understand who is
responsible for making a further appointment were evenly divided between those
who felt the responsibility should lie with the patient, and those who reported that
they would book the appointment themselves if they were particularly concerned.
Related to this point was whether patients should be advised when and how to reFRQVXOW  $ W\SLFDO FRPPHQW ZDV ³0DQ\ SDWLHQWV GR QRW ZDQW WR µERWKHU WKH GRFWRU¶
with what they feel may be trivial complaints ± it is important for health professionals
to give clear advice about how and when to re-present if symptoms are not
UHVROYLQJ´
Providing a likely time course for the resolution of symptoms was felt to be good
clinical practice for all GP consultations, whether or not a cancer diagnosis was

14
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considered.

This

could

avoid

unnecessary

re-attendances

and

encourage

appropriate return by patients with unresolved or suspicious symptoms. However,
participants commented that this depends entirely on what the presenting symptom is
(e.g. cough, change in bowel habits), and would be different for different symptoms.
7KH SDUWLFLSDQWV ZKR FRPPHQWHG DERXW WKH VWDWHPHQW µ7KH *3 VKRXOGHQVXUH WKDW
WKHSDWLHQWXQGHUVWDQGVWKHVDIHW\QHWWLQJDGYLFH¶KLJKOLJKWHGLWDVJRRGFRQVXOWDWLRQ
SUDFWLFH³Checking understanding is again part of the standard recommended good
clinical practice´ +RZ WKLV LV DFKLHYHG LQ WKH FRQWH[W RI D FRQVXOWDWLRQ FDQ SURYH
GLIILFXOW³People can hear but not listen, despite your best efforts!´,WZDVVXJJHVWHG
the GP should µFKHFN¶ WKH SDWLHQW XQGHUVWDQGV WKH VDIHW\ QHWWLQJ DGYLFH 2QH
suggested strategy was to ask the patient to repeat back what has been said. In
patients with language or literacy barriers, assessing understanding was also
deemed to be crucial, but time, funding and availability of translators and literature
were raised as problems to achieve this.
Many participants commented about documenting safety net advice in the medical
notes and felt it was important from a medico-legal perspective.

They also

mentionHGWKLVFRXOGDLGFRQWLQXLW\RIFDUH³I think this is vital for future [physicians] to
realise what has been discussed and said, and is important medico legally´DQG³I try
WRRXWOLQH D µSODQ¶ ± i.e. what to do if patient returns so other doctors in the surgery
NQRZZKDW¶VJRLQJRQ7KLVPD\LQFOXGHDGYLFHJLYHQWRWKHSDWLHQWEXWQRWE\DQ\
means always´
Provision of specific warning signs for cancer was ranked as an intermediate priority
by the respondents. Most frequently, the comments talked about balancing the need
IRU LQIRUPDWLRQ ZLWK PLQLPL]LQJ DQ[LHW\ ³Yes, if appropriate and depending on the
exact circumstances. The benefits need to be measured against the disadvantages
HVSHFLDOO\ LQ UDLVLQJ XQQHFHVVDU\ DQ[LHW\ LQ WKH µZRUULHG ZHOO¶´  0HQWLoning cancer
was recognised as having the potential for causing alarm.

Ruling out serious

FRQGLWLRQV ZLWKRXW PHQWLRQLQJ FDQFHU PD\ EH DQ DSSURSULDWH FRXUVH RI DFWLRQ ³I
think patients should perhaps be told they [the symptoms] may or may not signify
something more serious and it is important to come back so anything serious can be
ruled out ± not sure cancer specifically should be mentioned as symptoms are so non
specific and could create lots of anxiety´

15

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

Explaining reasons for ordering tests was rated as intermediate priority, and many
respondents commented that it depends on the test, the patient and what disease is
EHLQJ FRQVLGHUHG  ³:H RIWHQ UXQ JHQHUDO EORRG VFUHHQV«IRU H[DPSOH VR ZH PD\
MXVWH[SODLQWKLV LW¶VDEORRGWHVW DQGQRWH[SODLQHYHry individual test and possible
GLDJQRVLV DOOWHVWVWKDWZLOOEHSHUIRUPHGE\WKHEORRGWHVW ´
If the GP is considering ruling out cancer, then it was felt that this should be
communicated to the patient ³,I WKH UHDVRQ ZH DUH RUGHULQJ LQYHVWLJDWLRQV is to try
and exclude a diagnosis of cancer it is important that the patient is aware of this there may be instances where this is not appropriate ± patients with high levels of
anxiety ± but GPs are in a good position and often know their patient well enough to
be able to gauge how much information is necessary and how much might be
GDPDJLQJ´
However, if a cancer diagnosis is very unlikely, with low pre-test probabilities due to a
normal clinical exam then explaining that the test can be associated with cancer is
dependent on whether the patient has mentioned the disease: ³)RU H[DPSOH LI D
woman has bloating but is well and abdomen exam normal ± I may say we will do a
blood test and scan to exclude any ovarian disease and that is routine if a woman
has bloating. I would not say this is to rule out ovarian cancer. If a woman had come
DQG VDLG µ, KDYH EORDWLQJ ± , DP FRQFHUQHG DERXW RYDULDQ FDQFHU¶ WKHQ , ZRXOG
GLVFXVVWKHSURVDQGFRQVRIWKHWHVW´
The issue of how to handle repeated consultations for the same, unexplained
symptom lead to the general rule of ³WKUHH VWULNHV DQG \RX DUH UHIHUUHG LV D JRRG
VWDUWLQJSRLQW´However, consultation with other colleagues, not necessarily referral,
could also be considered.
Repeating tests that have previously been normal was accepted as an action of
intermediate priority. However, false negative chest X-rays were mentioned several
times and respondents reported that it would depend on the test and condition. If this
ZDV WR EH UHFRPPHQGHG HDFK WHVW¶V DFFXUDFy should be considered and also the
interval since the previous negative results.
$ VXUSULVLQJ ILQGLQJ ZDV WKH ODFN RI FRQVHQVXV DERXW µPDNLQJ DSSRLQWPHQWV LQ
DGYDQFHZKHQWKHUHLVGLDJQRVWLFXQFHUWDLQW\¶6RPHSDUWLFLSDQWVUHSRUWHGWKLVZDV
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usual practiFH IRU WKHP RWKHUV VDLG WKH\ ZRXOG LQ DQ LGHDO ZRUOG WR DYRLG WKH µQRW
ZDQWLQJWRERWKHUWKHGRFWRU¶VLWXDWLRQEXWRWKHUVVDLGLWLVDZDVWHRIDSSRLQWPHQWV
2) Practice actions
Six of the 14 items relating to Practice actions were coded as High Priority. A further
five were identified as being of Intermediate Priority, and there was no consensus
about three statements. Prioritisation of the statements related to Practice actions
are shown in Appendix Four.
Giving patients choice about how they may receive their results was felt to be too
much of an operational challenge, with too many options and therefore the potential
to lose track of ensuring that results are communicated to patients.
There was strong consensus that practices should have procedures in place to
ensure that patients are aware of how to obtain results of investigations. In one
case, a respondent commented that it was currently an area for discussion in their
SUDFWLFH DV ³radiology results (even those organised by secondary care) are now
being sent out to us as our responsibility to pass onto patients ± under the tick box
heading ± µ*3WRLQIRUPSDWLHQW¶´
Respondents agreed that practice systems for documenting that all results have
been viewed, and acted upon appropriately was a high priority, but not just for safety
netting processes, but as part of good medical practice. It was reported that this is
already done in many practices ³&OLQLFDOVWDIILQRXUSUDFWLFHVHHDOOUHVXOWVHLWKHULQ
the post or via the computer lab link and decide on action. Non-clinical staff are
never involved in these decisions and receive written (computerised) practice notes
(which have an audit trail) asking them to contact patients and to record the outcome
of successful or unsuccessful attempts to conWDFWWKHSDWLHQW´
Respondents felt that it was important that practices should ensure that current
contact details are available for patients undergoing tests/investigations or referrals,
but is easily forgotten.

From the free text comments it appears that there are

currently at least three ways in which this is being incorporated into good medical
practice: i) prompts for patients in the surgery ³7KLVLVGLIILFXOWWRUHPHPEHUWRGRDW
the time of arranging tests but a notice in the waiting room and on the website
reminding SDWLHQWV WR NHHS WKHLU FRQWDFW GHWDLOV XSGDWHG KHOSV´ LL  computerised

17

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

systems ³9HU\ LPSRUWDQW DQG HDVLO\ IRUJRWWHQ RU RYHUORRNHG  &DQ SURGXFH D ORW RI
work and anxiety later trying to track down patients. Choose and Book referrals now
include a pop uSUHPLQGHUWRFKHFNWKDWSDWLHQWGHWDLOVDUHFRUUHFW´and, iii) routinely
checking details when an appointment is made ³:H KDYH D SROLF\ RI ZKHQ DQ\
patient books a routine appointment of reception staff checking their mobile number
since these are changed IUHTXHQWO\´
There was strong consensus for agreeing that tests/investigations ordered by locums
should be followed up. However, respondents agreed that patients and their private
health care providers are responsible for tests conducted in private health care
settings. ³7KHUHVKRXOGEHDPHFKDQLVPIRUIROORZLQJXSDOOUHVXOWVRUJDQLVHGE\WKH
practice including locums ± this is a system issue.

However, tests arranged at

private clinics are the responsibility of the clinician who organised them and the
SDWLHQW´This statement was therefore modified for the Second Round to only focus
on tests/investigations instigated by locums. No other statements were modified.
A practice system for communicating abnormal test results to patients was widely
accepted as high priority, but incorporating a failsafe default of the patient being
asked to contact the surgery if they have not heard their results.
Consensus was achieved over 5 statements that were ranked as intermediate
priority. The item on conducting a significant event analysis for delayed diagnoses of
cancer raised several issues.

It is a powerful learning tool ³7KLV LV D SRZHUIXO

OHDUQLQJWRRODQGFDQEHFDUULHGRXWDQQXDOO\TXLWHHDVLO\E\PRVWSUDFWLFHV´. There
was mixed opinion on whether SEAs should be conducted on all cancer diagnoses in
order to exemplify good practice ³6LJQLILFDQW HYHQWV DUH QRW MXVW WKRVH WKDW DUH
problematic; they should also demonstrate excellent practice too as others can learn
IURP WKHP´, and also to avoid implying blame DVVRFLDWHG ZLWK µGHOD\¶ ³'HOD\ LV D
ORDGHGWHUPLPSO\LQJEODPH,WPLJKWEHEHWWHUWRGRD6($RQDOOFDQFHUGLDJQRVHV´.
Conversely, some respondents mentioned time pressures as a limit to conducting
significant event analyses ³:RXOG EH KHOSIXO EXW ZH cannot do for cancer, MI,
SV\FKLDWULFLOOQHVVHWF:KLFKRQHVVKRXOGZHGR"´
There was stronger agreement that Significant Event Analyses, compared to Audits,
would be useful as a learning tool and to prevent future diagnostic delays ³/RWV RI
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other things to audit. Significant event analysis of late diagnosis is probably more
XVHIXODQGWLPHHIILFLHQW´

Documentation of repeated consultations for unexplained recurrent symptoms was
categorised as of intermediate priority, but was felt to be important particularly in
large practices where continuity of care can be a problem, ³$ WULFN\ DUHD - often
repeat consultations for unexplained symptoms go unnoticed, the systematic
SURFHGXUHRIDXGLWPD\EHWKHEHVWDSSURDFK´³*LYHQWKHLVVXHVWKDWZHKDYHZLWK
continXLW\RIFDUHJRRGUHFRUGNHHSLQJLVHVVHQWLDO´ The mechanism of how to do this
ZDVFLWHGDVEHLQJGLIILFXOW³I think this is a very important issue which is often done
very badly and is not supported by the system we use where it is quite difficult to
bring together all recent consultation notes for a particular problem in order to review:
particularly critical in a large practice like mine with a number of part time doctors
where continuity is often a problem, and different doctors have varying approaches to
FRGLQJ´
Practice participation in cancer awareness campaigns was rated as being of
intermediate priority. This is reflected in the types of comments received regarding
this item which ranged from overwhelmingly positive, ³(VVHQWLDOSDUWRIRXUUROH´DQG
³&OLQLFLDQV FDQ FOHDUO\ DGG FRQVLGHUDEOH ZHLJKW DQG VLJQLILFDQFH WR DZDUHQHVV
FDPSDLJQV E\ VXSSRUWLQJ D UHLQIRUFLQJ WKH PHVVDJHV´, through positive, with
provisos: ³3URYLGHGWKH\DUHZHOOWKRXJKWWKURXJKHYLGHQFHEDVHGFDPSDLJQVZKHUH
potentially adYHUVH HIIHFWV DZDUHQHVV UDLVLQJ KDYH EHHQ FDUHIXOO\ FRQVLGHUHG´ WR
HTXLYRFDO³Practices and their demographics vary enormously and should determine
WKHLURZQSULRULWLHVGHSHQGLQJRQSDWLHQWQHHG´ and ³,IWKH\FDQWKHUHDUHPDQ\RWKHU
pulls on their time DQGSDWLHQFH´
Despite the item regarding non-clinical staff needing to be aware of reasons for
urgent referral under the 2 week wait reaching an intermediate level of priority; most
of the additional comments were negative regarding this aspect. It was reported that
this is a clinical issue and is likely to be an inappropriate responsibility for non-clinical
staff.
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Circulation of Second Round Questionnaire
Questionnaire 2 (Appendix Two) was circulated on 07/03/2011. Responses were
received from 91% (39/43) of participants in the 1st round. Participants were asked
whether they agreed with the placement of each statement into one of the three
priority categories. If participants did not agree with the suggested priority level they
were asked to upgrade or downgrade the statement.

Results from the Second Round Questionnaire: GP actions
Levels of agreement with each statement regarding the actions the GPs may take
are shown in Appendix Five.
Consensus agreement was reached for all seven GP-based criteria that were
suggested as high priority. However, respondents disagreed with the priority level of
two statements that had been categorised as Intermediate from the 1st Round, and
recommended they should be classified as High Priority. These two statements are
coloured peach in Appendix Five and were: µ6DIHW\QHWDGYLFHVKRXOGLQFOXGHVSHFLILF
ZDUQLQJ V\PSWRPV DQG VLJQV RI FDQFHU WKDW SDWLHQWV VKRXOG NQRZ DERXW¶ DQG µ*3V
should consider referral after repeated consultations for the same symptom where
WKHGLDJQRVLVLVXQFHUWDLQ¶
7KH VWDWHPHQW µ*3V VKRXOG FRQVLGHU UHIHUUDO DIWHU UHSHDWHG FRQVXOWDWLRQV IRU WKH
VDPHV\PSWRPZKHUHWKHGLDJQRVLVLVXQFHUWDLQ¶ZDVSUHVHQWHGLQWKHVHFRQGURXQG
as an intermediate priority. However the statement was upgraded to High Priority
based on strong participant responses such as: ³I think this needs to be high priority.
The work we did on the analysis of SEAs demonstrated this is an issue. Although
ZKDW,GRQ¶W know is how often repeated symptoms result in no significant diagnosis´
³the patient should be admitted to hospital if they have consulted acutely for the
same thing 3 times´
The second statement that respondents suggested raising from intermediate to high
SULRULW\ ZDV µ6DIHW\ QHWDGYLFH VKRXOGLQFOXGHVSHFLILF ZDUQLQJ V\PSWRPV DQGVLJQV
RIFDQFHUWKDWSDWLHQWVVKRXOGNQRZDERXW¶5HVSRQGHQWVFRPPHQWHG³This seems to
me the whole point of safety netting´ DQG WKDW WKLV VKRXOG EH GRQH VHQVLWLYHO\ WR
mLQLPLVH XQQHFHVVDU\ DQ[LHW\   ³Compromise between informed decision sharing
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and raising anxiety levels- it is very patient dependant and not always appropriate depends on index of suspicion also´  ,W ZDV VXJJHVWHG WKH WHUP µVHULRXV GLVHDVH¶
could be usHGUDWKHUWKDQVSHFLI\LQJFDQFHU³Perhaps signs and symptoms of serious
disease rather than cancer. Especially for abdominal symptoms´
Respondents did not suggest any changes to the one statement which had not
DFKLHYHG FRQVHQVXV LQ WKH ILUVW URXQG ³,I a diagnosis is uncertain, a further
DSSRLQWPHQWVKRXOGEHPDGHLQDGYDQFHDQGFDQFHOOHGLIV\PSWRPVUHVROYH´

Results from the Second Round Questionnaire: Practice actions
Six practice based actions were circulated with a suggestion of high priority for
inclusion in safety netting advice. Respondents in the second round agreed that this
was appropriate for all six statements.

Respondents suggested that one

LQWHUPHGLDWH SULRULW\ VWDWHPHQW VKRXOG EH FDWHJRULVHG DV KLJK SULRULW\ ³3UDFWLFHV
should conduct significant event analysis for delayed diagnoses of cancer (focusing
on symptoms, signs, diagnostic procedures, continuity of care, and reasons for
GHOD\´5HVSRQGHQWVQRWHGWKDWPXFKFDQEHOHDUQWIURPWKLVUHIOHFWLYHSUDFWLFHDQG
that this should be included in GP annual appraisal. Examples of the strength of
opinion included: ³7KLVVKRXOGKDYHKLJKHUSULRULW\DVDNH\OHDUQLQJWRROWRLPSURYH
TXDOLW\RIFDUH´³5HDOO\LPSRUWDQWWKDWDQ\IDLOXUHVLQSUDFWLFHV\VWHPVDUHUHIOHFWHG
RQ E\ HYHU\RQH´  ³7Kis is a significant area of learning for practices; each case
VKRXOGDOVREHSDUWRID*3¶VDQQXDODSSUDLVDO´
Respondents did not suggest any changes to the three statements which had not
DFKLHYHGFRQVHQVXVRQ5RXQG³6DIHW\QHWWLQJDGYLFHVKRXOGEHSUovided in written
IRUPDW´ ³3DWLHQWV VKRXOG EH JLYHQ D FKRLFH RI KRZ WR REWDLQ UHVXOWV´ DQG ³6DIHW\
netting advice should be available in different languages appropriate to the practice
SRSXODWLRQ´

Final list of recommendations
Based on the two Delphi rounds, we developed a final list of all the high and
intermediate priority statements. Our initial division of safety netting statements was
based on those that could be implemented at the clinician level, and those at the
practice level. We found that the GP actions fell into two further categories, those
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that GPs could undertake during or shortly after a consultation, and those related to
communicating specific information to patients.
Our final list of safety netting recommendations includes high and intermediate
priority recommendations:
1) Specific information to be communicated to patients (Box 1)
2) Actions that GPs should take during or shortly after the consultation (Box 2)
3) Procedures that should be implemented at the Practice level (Box 3).
High priority items could be considered as essential/core aspects which should occur
as a matter of routine. Intermediate priority items could be considered on a practice
by practice basis according to the demographics of the practice population.
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Recommendations
Box 1 Recommended safety netting information to communicate to the patient
High Priority Cancer Safety Netting Advice (Include in patient communication)
The likely time course (time to resolution of self-limiting condition) of current symptoms (e.g.
cough, bowel symptoms, pain)
Specific information about when and how to re-consult if symptoms do not resolve in the
expected time course
Specific warning symptoms and signs of serious disease (e.g. cancer)
Who should make a follow up appointment with the GP, if needed (usually requesting the patient
make the appointment, sometimes the doctor)
Intermediate Priority (Consider including in patient communication )
If a diagnosis is uncertain, give a clear explanation for the reasons for tests or investigations
(e.g. to exclude the possibility of serious disease or cancer)
If a diagnosis is uncertain, that uncertainty should be communicated to the patient

Box 2 Recommended safety netting actions that GPs should take during or
shortly after the consultation
High Priority Cancer Safety Netting Advice (Include in consultations)
Safety net advice should be documented in the medical notes
GPs should consider referral after repeated consultations for the same symptom where the
diagnosis is uncertain (e.g. three strikes and you are in).
The GP should ensure that the patient understands the safety netting advice
GPs should take additional measures to ensure that safety netting advice is understood in
patients with language and literacy barriers
GPs should keep up to date on current guidelines for urgent referral for suspected cancer
Intermediate Priority (Consider including in consultations)
If symptoms do not resolve, further investigations should be conducted even if previous tests are
negative
Safety netting advice should be given verbally
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Box 3 Recommended safety netting actions for Practices.
High Priority Cancer Safety Netting Advice ± (Ensure patient communication procedures
are in place)
The practice should have procedures in place to ensure that patients are aware of how to obtain
results of investigations
Practices should ensure that current contact details are available for patients undergoing
tests/investigations or referrals
The practice should have a system for communicating abnormal test results to patients
Practices should have a system for contacting patients with abnormal test results who fail to
attend for follow up
High Priority (Ensure reliable practice systems are in place)
Practice systems should be in place to document that all results have been viewed, and acted
upon appropriately
Practices should have policies in place to ensure that tests/investigations ordered by locums are
followed up
Practices should conduct significant event analysis for delayed diagnoses of cancer (focusing on
symptoms, signs, diagnostic procedures, continuity of care and reasons for delay)
Intermediate Priority (Consider using reliable practice systems)
Practice systems should be able to highlight repeat consultations for unexplained recurrent
symptoms/signs
Practices should conduct an annual audit of new cancer diagnoses
Practices should participate in cancer awareness campaigns
Practice staff involved in processing /logging of results should be aware of reasons for urgent
referral under the 2 week wait
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Discussion
Summary of main findings
Diagnosis of cancer in primary care is beset by three interrelated challenges ± the
relative infrequency of cancer, initial nonspecific presentation of symptoms which
occur relatively commonly, and variable time course of evolution of clinical features.
As a consequence, we feel that it is inevitable that at least some patients with cancer
will not be recognised at initial consultation(s). Safety netting is therefore one of the
PRVW LPSRUWDQW ³WRROV´ WKDW *3V DQG WKHLU SUDFWLFHV FDQ XVH IRU SDWLHQWV ZKRVH
presentation is not initially recognised as cancer, ensuring they are reevaluated in a
timely and appropriate manner. In this study we have attempted to define the key
elements of safety netting from the GP perspective, and also rank their relative
importance.
Using a Delphi process, GPs and primary care cancer experts identified 16 different
safety netting items considered to be high priority in relation to cancer diagnosis.
These high priority items could be considered as essential or core aspects of routine
practice. Five were related to actions GPs should themselves take during or shortly
after consultation, four related to communicating specific information to patients. A
further seven items were related to practice level procedures, of which four were
specific to patient communication policies, and three related to practice management
systems. Respondents also considered a further eight items were of intermediate
priority, four related to GP actions, and four related to practice actions.

Strengths and limitations of the study
The purpose of a Delphi process is to gather consensus among experts in a given
field. The utility of the final recommendations are dependent on both the statements
provided at the outset, as well as panel of experts approached. We used several
methods to systematically gather information about safety netting in relation to
primary care cancer diagnosis. These were used to derive the initial list of Delphi
statements which were then refined in an iterative process among the research team.
The process of the Delphi allowed respondents to modify or change statements,
which we used to generate the second version of the questionnaire. We deliberately
used a ranking system to categorise those statements which achieved consensus
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among respondents, using a high or intermediate priority. We are cautious not to
discard any items, as there will be certain situations and certain patients where they
are applicable and important.
The panel that we used was drawn largely from primary care leads in cancer, and
academics active in this field. While they are expected to be experts in the topic, they
may have views that differ from the wider primary care community. Therefore, prior to
implementation, it would be important to ensure our results have face validity with a
wider group of practising practitioners. In addition, we sought only the input from
GPs, rather than the whole primary care team. We did not examine the potentially
LPSRUWDQWYLHZVRIVHFRQGDU\FDUHVSHFLDOLVWVZKRDUHRQWKHµUHFHLYLQJHQG¶RI*3
cancer referrals. Nor did we solicit opinions and input from patients, for whom this
safety netting advice is ultimately intended to benefit. These are all important
stakeholders whose input would be valuable in taking forward the recommendations.

Comparison with existing literature
Since the statements used to create the Delphi were derived from a comprehensive
review of the published and grey literature, it is not surprising that many of the items
ranked as high priority by respondents have been noted in previous publications. Our
statements expanded considerably on the original description of the three elements
of safety netting proposed by Neighbour. It includes all the recommendations
identified in the Calgary Cambridge model, and those identified in a similar Delphi
consensus by Almond et al related to the acutely unwell child in primary care. The
differences generally appeared in the items ranked as intermediate priority. For
example both Almond et al and Calgary Cambridge highlighted the importance of
communication of uncertainty with patients or parents, while in our study the related
LWHPVRIµ,IDGLDJQRVLVLVXQFHUWDLQJLYHDFOHDUH[SODQDWLRQIRUWKHUHDVRQVIRUWHVWV
RU LQYHVWLJDWLRQV¶ DQG µ,I D GLDJQRVLV LV XQFHUWDLQ WKDW XQFHUWDLQW\ VKRXOG EH
communicateG WR WKH SDWLHQWV¶ ZHUH RQO\ FDWHJRULVHG DV LQWHUPHGLDWH SULRULW\  ,W LV
possible that, in the case of suspected cancer, communication of uncertainty is
balanced with minimising anxiety associated with a possible cancer diagnosis.
Further research should explore how this uncertainty about possible cancer
symptoms is best communicated.

Our study also provides some validation for

several of the items which have previously been noted in the literature related to
cancer safety netting and significant event analyses, including recognition of possible
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cancer based on symptoms, the need to reassess patients, referral and referral
guidelines, particular patients and situations, and practice level issues.

Implications for future research
A number of implications for future research are worth highlighting. Perhaps most
LPSRUWDQWO\ ZH QHHG D EHWWHU XQGHUVWDQGLQJ RI SDWLHQWV¶ SHUVSHFWLYHV RQ VDIHW\
netting, particularly in terms of communicating of uncertainty by GPs to patients,
subsequent follow-up and the influence on overall understanding and behaviors.
Secondly, further evidence is required to validate the statements judged to be of the
highest priority. Moreover, such validation should encompass a wider community of
GPs. Thirdly, we need evidence for the optimal strategies to implement the
recommendations, as GPs and their practices may well adopt several differing
strategies for certain recommendations. Finally, demonstrating an effect on care
pathways for cancer and ultimately on improved diagnosis and delays should remain
the ultimate goal of this area of diagnostic research.

Implications for clinical practice
The overall aim of this work for GPs is to reduce the number of patients with cancer
whose diagnosis is delayed. Because individual GPs do not see many cases in a
year we perceive the recommendations will require prioritisation at the practice level.
There are some safety netting items GPs can do within their individual consultations,
and there are other items that GP trainers should incorporate in training GP
registrars. In addition, we have set out recommendations that practices can
implement, but recognize that many practices will already have many of these in
place already.
The ways in which these recommendations are adopted, implemented and monitored
will be important for understanding safety netting and its subsequent effects on
reducing missed or delayed diagnoses. To some extent the recommendations will
systematise aspects of good practice. Analysis of this data will be helpful for future
audits and demonstration of improvements could form part of GPs appraisal.
Commissioners may also perceive the recommendations could form part of an
enhanced service, particularly if there is demonstration of improved testing, recall
and reduction in delayed diagnoses.
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We recommend that statements or actions which were agreed as high priority are
included in safety netting procedures. Where processes were agreed as intermediate
priority, these should be considered on a practice by practice basis according to the
demographics of the practice population. Actions where there was no agreement
need not be incorporated into safety netting guidance and procedures.

Conclusions
Diagnosis of cancer in primary care remains difficult due to the relative infrequency of
cancer and the initial nonspecific presentation. Whilst the term safety netting is
understood by many in clinical practice specific recommendations of what exactly to
do have been lacking for patients who may have cancer. The provision of
recommendations for GP consultations and for practices as whole should allow better
understanding of the actual components of safety netting. Widespread adoption and
implementation should allow optimisation of the recommendations and improvements
to delays in cancer diagnoses. The evidence base regarding these recommendations
should be reviewed regularly and alterations to Priority Level for the statements
altered where necessary.

Acknowledgments
We would like to thank Dr Annette Pluddemann and Dr Peter Rose for their
invaluable advice, and of the Delphi questionnaire respondents for the time and effort
put in on behalf of the Safety netting to improve early cancer diagnosis in primary
care team.
Jackie Dominey MBChB MSc Pall Care, Stephen Rogers FFPH FRCGP MD,
Eric Saunderson, Mike Parks, Stephen Clayton, Amanda Free MB BS MRCGP
Diploma Palliative Medicine, Alison Wint MBBS MRCGP DRCOG DFFP, Rosie
Loftus, Geoff Stephenson MB BS MRCGP, Una Macleod PhD FRCGP FHEA, Tony
Brzezicki MBBS MRCGP DRCOG, Saqib Mirza BSc MBBS DFSRH MRCGP, Bruce
Eden MB ChB FRCGP, Richard Cullen
MbChb, Alison Smith, Mel Forrest, David Plume MBBS DRCOG MRCGP, Duncan
Leith MBBS MRCGP, Chris Ainsworth, Charles Buckley MB BS MRCP, Robin
Armstrong MB Bch BAD MRCGP Dip Pal Med, Catherine Burton, Martin Huddart
MB.BS, DRCOG, FRCGP, Richard Roope MA, MSc, MBBS, MRCGP, AFOM,

28

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

Chrissie Hunt MBBS MSc, Cathy Hubbert MB ChB, MRCGP, DRCOG, MSc
Palliative Care, Jonathan Berry MBBS MRCGP, Philip Sawyer, Joan Bryson BSC MB
ChB MRCGP DCCH FFSRH, Terry Bowley BSc.Hons ,Phd,MBBS, Helen J StokesLampard MBBS FRCGP PhD, David Weller MBBS (Adel) MPH PhD FRACGP
MRCGP FAFPHM FRCP, Richard Neal MBChB FRGCP PhD, Willie Hamilton MD
FRCP FRCGP, ChristineCampbell MD PhD FRCP FRCGP, Fiona Walter MA MD
FRCGP, Jessica Corner, Eila Watson, Neil Campbell, Debbie Sharp MA BM BCh
FRCGP PhD, Alison Chapple PhD, Julie Evans, Nicola Robinson.

29

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

References
(1) Statistical Information Team CRUK. Latest UK Cancer Incidence and
Mortality Summary - numbers. http://info
cancerresearchukorg/prod_consump/groups/cr_common/@nre/@sta/docume
nts/generalcontent/crukmig_1000ast-2735 pdf [ 2010
(2) Statistical Information Team Cancer Research UK. Cancer in the UK: July
2010.
http://infocancerresearchukorg/prod_consump/groups/cr_common/@nre/@st
a/documents/generalcontent/018070 pdf [ 2010
(3) Department of Health. Improving Outcomes: a Strategy for Cancer.
20/01/2011.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPo
licyAndGuidance/DH_123371
(4) Cancer Research UK. About the National Awareness and Early Diagnosis
Initiative. May 2010.
http://info.cancerresearchuk.org/spotcancerearly/naedi/AboutNAEDI/.
(5) Mitchell E, Macleod U, Rubin G. Cancer in Primary Care: An analysis of
significant event audits (SEA) for diagnosis of lung cancer and cancers in
teenagers and young adults 2008-2009. 2009.
(6) National Cancer Intelligence Network. Routes to diagnosis: NCIN data
briefing. 2010.

(7) http://www.gpcurriculum.co.uk/rcgp/12_facts.htm
(8) Hamilton W, Peters TJ, Bankhead C, Sharp D. Risk of ovarian cancer in
women with symptoms in primary care: population based case-control study.
BMJ 2009; 339:b2998.
(9) Barrett J, Sharp DJ, Stapley S, Stabb C, Hamilton W. Pathways to the
diagnosis of ovarian cancer in the UK: a cohort study in primary care. BJOG
2010; 117(5):610-614.

30

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

(10) Hamilton W. The CAPER studies: five case-control studies aimed at
identifying and quantifying the risk of cancer in symptomatic primary care
patients. Br J Cancer 2009; 101 Suppl 2:S80-S86.
(11) NPSA delayed diagnosis of cancer project team:, Edana Minghella, Mayur
Lakhani, Cathy Hughes, Ben Thomas. Delayed diagnosis of cancer
Thematic review . 2010.
(12) Bankhead CR, Collins C, Stokes-Lampard H, Rose P, Wilson S, Clements A
et al. Identifying symptoms of ovarian cancer: a qualitative and quanititative
study. BJOG 2008; 115(8):1008-1014.
(13) Neighbour R. The inner consultation. 2nd Edition ed. Oxford: Radcliffe
Publishing; 2004.
(14) Consultations with children ² InnovAiT.
rcgp-innovait.oxfordjournals.org/content/1/1/54.full
(15

Van den Bruel A, Bartholomeeusen S, Aertgeerts B, Truyers C, Buntinx F.
Serious infections in children: an incidence study in family practice. BMC
Family Practice 2006; 7: 23

(16) Thompson MJ, Ninis N, Perera R, Mayon-White R, Phillips C, Bailey L et al.
Clinical recognition of meningococcal disease in children and adolescents.
Lancet 2006; 367: 397-403
(17) Almond S, Mant D, Thompson M. Diagnostic safety netting. British Journal of
General Practice 2009; 11:872-874.
(18) Eden B, Davies A. Primary Care Cancer Audit: Greater Midlands Cancer
Network, National Cancer Action Team and Royal College of General
Practitioners. 2010
(19) Adler M, Ziglio E. Gazing into the oracle: Delphi method and its application to
social policy and public health. Bristol, PA: Jessica Kingsley Publishers; 1996.

31

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

(20) Elwyn G, O'Connor A, Stacey D, Volk R, Edwards A, Coulter A et al.
Developing a quality criteria framework for patient decision aids: online
international Delphi consensus process. BMJ 2006; 333(7565):417.
(21) Verhagen AP, de Vet HC, de Bie RA, Kessels AG, Boers M, Bouter LM et al.
The Delphi list: a criteria list for quality assessment of randomized clinical
trials for conducting systematic reviews developed by Delphi consensus. J
Clin Epidemiol 1998; 51(12):1235-1241.
(22) Pluddemann A, Heneghan C, Thompson M, Roberts N, Summerton N,
Linden-Phillips L et al. Prioritisation criteria for the selection of new diagnostic
technologies for evaluation. BMC Health Services Research 2010; 10(109).
(23) Bronchiolitis in Children. 2. Mentor 2008.
(24) NPSA delayed diagnosis of cancer project team:, Edana Minghella, Mayur
Lakhani, Cathy Hughes, Ben Thomas. Delayed diagnosis of cancer :Thematic
review . 2010.
(25) Hodges D, Rubin G, Crosland A. The use of Lean methods for service
improvement in the early diagnosis of lung cancer, a realistic
evaluation.Durham University School of Medicine and Health. 11-11-2010
(26) Case Studies Archive: Case Study 7: The Consultation Nurse Prescriber .
2011.
(27) Calgary Cambridge: teaching and learning communication skills in medicine
http://www.gp-training.net/training/communication_skills/calgary/index.htm.
(28) Baird A. Focus on: The Consultation Nurse Prescriber 2004; 1(3).
(29) Kathy Elliott. A National Perspective on National Awareness and Early
Diagnosis: ASWCS Cancer Network, ASWCS Awareness and Early
Diagnosis Event 2010.
(30) Moulton L. The naked consultation: a practical guide to primary care
consultation skills. Oxford: Radcliffe Publishing; 2007.

32

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

(31) Pearson R. Triage and Telephone Communication Skills (OOH setting)
http://www bradfordvts co uk/ONLINERESOURCES/07
%20CARE%20OF%20ACUTELY%20ILL%20PEOPLE%20AND%20OOH/tele
phone%20triage%20-%20unscheduled%20care%20course pdf
(32) Singh P. A registrar survival guide... follow up and safety netting 23-9-2010
(33) Telephone Consultation Services Ltd. Telephone Consultations ± Ten Top
Tips
http://www.telephoneconsultationservices.co.uk/uploaded/Top%20Ten%20Ti
ps.doc . 1-10-2010.
(34) Wint A. Evaluation of Significant Event Analyses into New Cancer Diagnoses:
Part of 2009-2010 AVON Somerset & Wiltshire Cancer Network Primary Care
Audit 2010.
(35) Young K, Duggan L. Consulting with patients - part two. Journal of
Community Nursing 2010; 24(3):35-37.

33

!"#$%&'(")%*+',%**-#.'/%01&*''
2%0*'1)'3&-4"&+'!"&%''
5#-6%&7-*+'1)'89)1&:'

Appendix One:

First Round Consultation Information and Questionnaire

Appendix Two:

Second Round Questionnaire

Appendix Three:

Prioritisation of GP actions following Round One

Appendix Four:

Prioritisation of Practice actions following Round One

Appendix Five:

Results from the Second Round - Levels of agreement for
prioritised statements: GP actions

Appendix Six:

Results from Second Round - Levels of agreement for
prioritised statements: Practice actions

34

Appendix One:

First Round Consultation Information and

Questionnaire
Safety netting to improve early cancer diagnosis in primary care:
development of consensus guidelines.
We are writing to you from the Oxford University Department of Primary Health Care to ask
you to take part in a survey to develop guidelines regarding safety netting in primary care for
cancer diagnosis. This work has been funded by the Cancer Policy Team, Department of
Health.
Participation in this survey has been approved as an educational activity by the Director of the
Centre for Evidence Based Medicine, University of Oxford (www.cebm.net). You will be
provided with a certificate at the end of the project acknowledging your involvement which you
may use as part of your annual appraisal. We will also acknowledge all participants in the final
report of this research, which we will send to you.
What will this involve?
Involvement in the process will be to complete two electronic questionnaires during the next 3
months. This is likely to take about an hour of your time in total (a maximum of half an hour
for each questionnaire).
Background
Currently there are approximately 300,000 new cancer cases each year in the UK. However,
from a general practice context, GPs only see on average nine new cases of cancer a year,
and therefore identifying cancer symptoms may not be considered high on the list of
differential diagnosHV:KLOVWVRPHFDQFHUVKDYHREYLRXVµUHGIODJV\PSWRPV¶VXFKDVD
breast lump, the majority present with vague symptoms, making early diagnosis difficult. It is
usually a combination of more than one symptom alongside patient characteristics that raises
the likelihood of malignancy. This increases the complexity of decision making in primary
care as the presenting symptoms and signs may not initially be strong enough to drive
referral.
Although the majority of cancer cases are appropriately recognised and referred, a recent
report still identified the major importance of safety netting. Currently, there is no formal
consensus regarding how to use safety netting for cancer in primary care. Understanding
more clearly the elements of safety netting is directly relevant to optimal referral and
diagnostic processes, as well as patient empowerment.
Research aim
Therefore our aim is to identify the important components of how and what safety-net advice
should be given in relation to cancer diagnosis in primary care.
Research methods
We aim to include approximately 40 participants from the following groups: primary care
cancer experts; GP cancer leads from the local cancer networks; and GPs who are not
cancer leads.
We are using a modified version of the Delphi process, which is a reliable means of collecting
and distilling knowledge from experts, and consists of questioning experts by means of
successive questionnaires interspersed with controlled opinion feedback. We would like to
invite you to complete the accompanying questionnaire and send it back to us by email
attachment. After we have looked at the responses, we will send a second round
questionnaire to clarify areas of uncertainty from the first questionnaire and to rank the
importance of statements where agreement was reached.
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We hope that you will be willing to participate in this research, and we look forward to your
response. If you feel there is someone in your organisation who is more suitable, please feel
free to pass this on to them, or to let us know.!
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Appendix Three. Prioritisation of GP actions after the First Round

Statement relating to GP actions

Number and % of
participants ranking
item as 6-7

High Priority
80% or more ranked criteria as 6 or 7 on the scale of importance
GPs should keep up to date on current guidelines for urgent referral for
suspected cancer
If a follow up appointment with the GP is needed, the GP should make it clear
whose responsibility it is to make a further appointment (i.e patient or doctor)
Patients attending general practice should be given information about the
likely time course of their current symptoms (e.g. cough, bowel symptoms,
pain)
Patients attending general practice should be given specific information about
when and how to re-consult if symptoms do not resolve in the expected time
course
The GP should ensure that the patient understands the safety netting advice
GPs should take additional measures to ensure that safety netting advice is
understood in patients with language and literacy barriers
Safety net advice should be documented in the medical notes

97.6% (41/42)
95.2% (40/42)
90.2% (37/41)
90.2% (37/41)
90.0% (36/40)
87.2% (34/39)
81.0% (34/42)

Intermediate Priority
50-79% ranked criteria as 6 or 7 on the scale of importance
Safety net advice should include specific warning symptoms and signs of
cancer that patients should know about

75.6% (31/41)

If a diagnosis is uncertain and tests or investigations are ordered, GPs should
clearly explain the reasons for the investigations

73.8% (31/42)

GPs should consider referral after repeated consultations for the same
symptom where the diagnosis is uncertain.
If a diagnosis is uncertain, that uncertainty should be communicated to the
patients
Safety netting advice should be given verbally

71.4% (30/42)

If symptoms do not resolve, further investigations should be conducted even if
previous tests are negative

56.1% (23/41)

70.7% (29/41)
58.5% (24/41)

No consensus
Less than 50% ranked criteria as 6 or 7 on the scale of importance
If a diagnosis is uncertain, a further appointment should be made in advance,
and cancelled if symptoms resolve

33.3% (14/42)
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Appendix Four: Prioritisation of Practice actions after the First Round

Statement related to Practice actions

% and number of
participants ranking
item as 6-7

High Priority
80% or more ranked criteria as 6 or 7 on the scale of importance
The practice should have procedures in place to ensure that patients are
aware of how to obtain results of investigations

100% (41/41)

Practice systems should be in place to document that all results have been
viewed, and acted upon appropriately

97.6% (40/41)

Practices should ensure that current contact details are available for patients
undergoing tests/investigations or referrals.

97.6% (40/41)

Practices should have policies in place to ensure that tests/investigations
ordered by locums are followed up

95.0% (38/40)

The practice should have a system for communicating abnormal test results
to patients

90.2% (37/41)

Practices should have a system for contacting patients with abnormal test
results who fail to attend for follow up

90.0% (36/40)

Intermediate Priority
50-79% ranked criteria as 6 or 7 on the scale of importance
Practices should conduct significant event analysis for delayed diagnoses of
cancer (focusing on symptoms, signs, diagnostic procedures, continuity of
care and reasons for delay)

78.1% (32/41)

Repeat consultations for unexplained recurrent symptoms/signs should be
clearly coded or documented in the medical record

73.2% (30/41)

Practices should conduct an annual audit of new cancer diagnoses

61.5% (24/39)

Practices should participate in cancer awareness campaigns

61.0% (25/41)

Practice staff involved in processing /logging of results should be aware of
reasons for urgent referral under the 2 week wait

56.1% (23/41)

No consensus
Less than 50% ranked criteria as 6 or 7 on the scale of importance
Safety netting advice should be available in different languages appropriate to
the practice population
Patients should be given a choice of how to obtain results (e.g. telephone,
email, letter, in person)
Safety netting advice should be provided in written format to all patients

48.8% (20/41)
14.6% ( 6/41)
9.8% ( 4/41)
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Appendix Five: Results from Second Round - Levels of agreement for
prioritised statements: GP actions (n = 39)

Priority A (High Priority)
80% or more ranked criteria as 6 or 7 on the scale of importance
Statement relating to GP actions
Agree
Priority
A

Number reporting
change

GPs should keep up to date on current guidelines for urgent
referral for suspected cancer

100%

If a follow up appointment with the GP is needed, the GP should
make it clear whose responsibility it is to make a further
appointment (i.e patient or doctor)

100%

The GP should ensure that the patient understands the safety
netting advice

97.4%

1 (2.6%)
Downgrade 1 (2.6%)

Patients attending general practice should be given specific
information about when and how to re-consult if symptoms do not
resolve in the expected time course

94.9%

2 (5.1%)
Downgrade 2 (5.1%)

Patients attending general practice should be given information
about the likely time course of their current symptoms (e.g.
cough, bowel symptoms, pain)

92.3%

2 (5.1%) Missing 1
Downgrade 2 (5.1%)

GPs should take additional measures to ensure that safety
netting advice is understood in patients with language and literacy
barriers

92.3%

3 (7.7%)
Downgrade 3 (7.7%)

Safety net advice should be documented in the medical notes

87.2%

5 (12.8%)
Downgrade 5(12.8%)

Priority B (Intermediate Priority)
50-79% ranked criteria as 6 or 7 on the scale of importance
Statement relating to GP actions
Agree
Priority
B
Safety netting advice should be given verbally

87.2%

If a diagnosis is uncertain and tests or investigations are ordered,
GPs should clearly explain the reasons for the investigations

76.9%

If symptoms do not resolve, further investigations should be
conducted even if previous tests are negative

76.9%

If a diagnosis is uncertain, that uncertainty should be
communicated to the patients

69.2%

GPs should consider referral after repeated consultations for the
same symptom where the diagnosis is uncertain.

59.0%

Safety net advice should include specific warning symptoms and
signs of cancer that patients should know about

53.9%

Number reporting
change
4 (10.3%) Missing 1
Upgrade 2 (5.1%)
Downgrade 2 (5.1%)
9 (23.1%)
Upgrade 8 (20.5%)
Not stated 1 (2.6%)
8 (20.5%) Missing 1
Upgrade 4 (10.3%)
Downgrade 4 (10.3%)
12 (30.8%)
Upgrade 10 (25.6%)
Downgrade 1 (2.6%)
Missing 1 (2.6%)
15 (38.5%) Missing 1
Upgrade 15 (38.5%)
17 (43.6%) Missing 1
Upgrade 16 (41%)
Not stated 1 (2.6%)
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Priority C (No consensus)
Less than 50% ranked criteria as 6 or 7 on the scale of importance
Statement relating to GP actions
Agree
Priority
C
If a diagnosis is uncertain, a further appointment should be made
in advance, and cancelled if symptoms resolve

76.9%

Number reporting
change
8 (20.5%) Missing 1
Upgrade 1 (2.6%)
Downgrade 6 (15.4%)
Missing 1 (2.6%)
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Appendix Six: Results from Second Round - Levels of agreement for prioritised
statements: Practice actions (n = 39)

Priority A (High Priority)
80% or more ranked criteria as 6 or 7 on the scale of importance
Statement related to Practice actions
Agree
Priority A

Number reporting
change

The practice should have procedures in place to ensure that
patients are aware of how to obtain results of investigations

94.9%

1 (2.6%) Missing 1
Downgrade 1 (2.6%)

Practice systems should be in place to document that all results
have been viewed, and acted upon appropriately

94.9%

Missing 2

Practices should ensure that current contact details are
available for patients undergoing tests/investigations or
referrals.

94.9%

1 (2.6%) Missing 1
Downgrade 1 (2.6%)

Practices should have policies in place to ensure that
tests/investigations ordered by locums are followed up

87.2%

1 (2.6%) Missing 4
Downgrade 1 (2.6%)

The practice should have a system for communicating
abnormal test results to patients

87.2%

1 (2.6%) Missing 4

Practices should have a system for contacting patients with
abnormal test results who fail to attend for follow up

84.6%

4 (10.3%) Missing 2
Downgrade 4 (10.3%)

Priority B (Intermediate Priority)
50-79% ranked criteria as 6 or 7 on the scale of importance
Statement related to Practice actions
Agree
Priority B
Repeat consultations for unexplained recurrent symptoms/signs
should be clearly coded or documented in the medical record

76.9%

Practices should conduct an annual audit of new cancer
diagnoses

79.5%

Practices should participate in cancer awareness campaigns

71.8%

Practice staff involved in processing /logging of results should
be aware of reasons for urgent referral under the 2 week wait

64.1%

Practices should conduct significant event analysis for delayed
diagnoses of cancer (focusing on symptoms, signs, diagnostic
procedures, continuity of care and reasons for delay)

53.9%

Number reporting
change
7 (18.0%) Missing 2
Upgrade 5 (12.8%)
Downgrade 2 (5.1%)
6 (15.4%) Missing 2
Upgrade 3 (7.7%)
Downgrade 3 (7.7%)
8 (20.5%) Missing 3
Upgrade 3 (7.7%)
Downgrade 5 (12.8%)
10 (25.6%) Missing 4
Upgrade 4 (10.3%)
Downgrade 6 (15.4%)
15 (38.5%) Missing 3
Upgrade 14 (35.9%)
Downgrade 1 (2.6%)
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Priority C (No consensus)
Less than 50% ranked criteria as 6 or 7 on the scale of importance
Statement related to Practice actions
Agree
Priority C

Number reporting
change

Safety netting advice should be provided in written format to all
patients
Patients should be given a choice of how to obtain results (e.g.
telephone, email, letter, in person)

97.4%

Missing 1 (2.6%)

84.6%

4 (10.3%) Missing 2
Upgrade 4 (10.3%)

Safety netting advice should be available in different languages
appropriate to the practice population

76.9%

8 (20.5%) Missing 1
Upgrade 8 (20.5%)
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