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ABSTRACT
Background The Maturity Matrix is a group-based
formative self-evaluation tool aimed at assessing the
degree of organisational development in general
practice and providing a starting point for local
quality improvement. Earlier studies of the Maturity
Matrix have shown that participants ﬁnd the method
a useful way of assessing their practice’s organisational development. However, little is known about
participants’ views on the resulting eﬀorts to implement intended changes.
Aim To explore users’ perspectives on the Maturity
Matrix method, the facilitation process, and drivers
and barriers for implementation of intended changes.
Method Observation of two facilitated practice
meetings, 17 semi-structured interviews with participating general practitioners (GPs) or their staﬀ, and
mapping of reasons for continuing or quitting the
project.
Setting General practices in Denmark
Main outcomes Successful change was associated
with: a clearly identiﬁed anchor person within the
practice, a shared and regular meeting structure,

and an external facilitator who provides support
and counselling during the implementation process. Failure to implement change was associated
with: a high patient-related workload, staﬀ or GP
turnover (that seemed to aﬀect small practices more),
no clearly identiﬁed anchor person or anchor persons who did not do anything, no continuous
support from an external facilitator, and no formal
commitment to working with agreed changes.
Conclusions Future attempts to improve the impact of the Maturity Matrix, and similar tools for
quality improvement, could include: (a) attention to
matters of variation caused by practice size, (b) systematic counselling on barriers to implementation
and support to structure the change processes, (c) a
commitment from participants that goes beyond
participation in two-yearly assessments, and (d) an
anchor person for each identiﬁed goal who takes on
the responsibility for improvement in practice.
Keywords: general practice, quality assessment,
quality improvement, qualitative research
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How this ﬁts in with quality in primary care
What do we know?
Quality-improvement tools are conceived as useful in creating new shared knowledge to the practice team
and prioritising organisational areas in need of improvement. However, we lack understanding on (a) the
link between participation in quality assessment and actual attempts to improve, and (b) what elements play
a role for success when actual change processes are initiated.
What does this paper add?
The Maturity Matrix tool and the facilitated meetings were used as starting points for organisational change
in more than half of the participating practices. Also the synergy between an external facilitator and an
internal anchor person promoted implementation of actual changes. However, barriers concerning lack of
time, turnover, lack of formal organisation (which seemed to aﬀect smaller practices more than large), and
lack of a formal commitment – all elements that are not yet addressed via the Maturity Matrix – seem likely to
reduce the chance of successful participation.

Introduction
Quality improvement (QI) in general practice is deﬁned
as the combined and unceasing eﬀorts of healthcare
professionals, patients and their families, researchers,
payers, planners and educators to make changes that
will lead to better patient outcomes (health), better
system performance (care) and better professional
development (learning).1 It is important because the
size and complexity of primary care units are growing,
thereby introducing more staﬀ and multidisciplinary
teamwork.2–4 Also, there is some evidence that including
staﬀ in decision making is positively correlated with
higher quality of care,5 because their inﬂuence and
shared knowledge bring encouragement and work
satisfaction.6,7
Due to these developments, organisational assessment as a method for QI is becoming an increasingly
common and accepted feature in general practice.8–11
Some types of QI focus on summative assessment
and accreditation, such as the Visit in Practice method,
proposed by van den Hombergh and involving external
visitors,12 whereas others, such as the Primary Care
Assessment tool, focus on externally guided self-assessment by the practice team.13 Yet other, more formative development methods – which do not rely on the
assessment itself – include the Multi-method Assessment process,14 and the Clinical Micro-systems Survey.15
The Maturity Matrix (MM) is a formative instrument for internally driven development work, but
also includes an element of (self-)assessment. For a
detailed explanation on the theoretical background
and the diﬀerences between the MM and other assessment tools see references.3,16–18
The MM allows general practices to assess their
level of organisational development with the help of a
trained facilitator, and aims at stimulating QI following
the assessment. The MM instrument is based on the
principle of the ‘balanced scorecard’,19 and covers 12

dimensions of organisation including data management, QI activity, patient involvement and staﬀ management (see Box 1). Each dimension is broken down
into eight stages describing a typical development
pathway from a basic to a mature practice organisation. For further information see Appendix 1.
The aim of the MM is to stimulate practices to
identify areas for improvement through a facilitated
group process. A central aspect of this process is
involvement of both GPs and staﬀ in the MM process,
as well as in the subsequent activities aimed at quality
improvement.16,18 Earlier studies of the MM show
that participants ﬁnd it a useful method to achieve
insight and prioritise aspects in need of improvement,
and ﬁnd that it has high face validity,18 and that it can
be a starter level for QI before taking on a higher level
such as European Practice Assessment.20
What remains unknown about the use of the MM
and other similar formative self-assessment tools is
how participants use the results of their assessment to
achieve improvement, whether participants ﬁnd the
assessment useful as a starting point for processes
of organisational change, and what the subsequent
eﬀects on teamwork and organisational development
may be.
The objectives of this study were to examine overall
satisfaction with the MM process one year after ﬁrst
exposure, investigate how the practice teams worked
on the goals set at the MM meeting, and map barriers
and drivers for reaching the agreed changes with
regard to practice organisation and aspects related to
the MM.

Developing and testing the Maturity
Matrix in a Danish context
The Danish version of the MM shares dimensions,
method and aims with the original UK version.21
However, the three counties that ﬁnanced the Danish
version added a focus on improvement in organisational

The Maturity Matrix
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Box 1 The Maturity Matrix and the role of the facilitator: an overview
Twelve areas, known as dimensions, are covered by the Maturity Matrix (listed below). Each dimension is
divided into eight steps that represent a progression from basic to advanced practice. For example, the ﬁrst
dimension, clinical data, describes how practices typically progress from having paper-based systems to
having computer-based systems capable of storing and analysing information about prescriptions, referrals
and diagnostic coding.
Dimension
1: Clinical data
2: Audit
3: Use of guidelines
4: Clinical information
5: Prescribing
6: Human resource management
7: Continuing medical education
8: Practice meetings
9: Patient information
10: Signiﬁcant events
11: Emergencies
12: Learning from patients

Organisational activities
Characterise the use of the clinical records system
Support the practice in undertaking audit activity
Support the use of clinical guidelines
Ensure that health professionals have access to clinical information
Support the use of prescription data as a mechanism for QI and cost
containment
Focus attention on policies and systems that support staﬀ management
Ensure systematic education and training for GPs and staﬀ
Support management of clinical and non-clinical risk
Support eﬀective team meetings
Support individual and evidence-based patient information
Ensure routines, training and equipment for handling emergencies
Support the use of patients as a source of improvement of the
performance of the providers and the organisation of services

Facilitator role
The facilitator arranges a meeting where as many members of the practice team as possible can be present.
A meeting lasts 2 hours. The facilitator’s role is to (a) introduce the MM and the structure of the meeting,
(b) provide a copy of the instrument for each and help them to complete the MM individually, (c) initiate
and steer a shared discussion between participants, thereby enabling the participants to reach consensus
about their practice organisational development, and (d) encourage participants to set goals for future
improvement.
Facilitator training
Facilitators attend a standardised training programme combining didactic input about the MM with
simulated practice using role plays, video feedback and facilitated discussion.

aspects identiﬁed via the MM and knowledge on how
participants used the MM after the initial facilitation.
Therefore, the facilitator in the Danish version aimed
at getting participants to appoint a responsible ‘anchor
person’ within the practice for each chosen development area, and to set their speciﬁc goal for the development process in the following year. After one year, the
facilitated meeting was repeated, allowing the participants to re-evaluate their organisational development
and set new development goals for the coming year.

Method
Setting
The MM was introduced and adapted in Denmark in
the years 2004 to 2006 using a pilot in four practices.
Final adjustments were made and the MM was tested

on a larger scale in 60 practices in 2007 to 2008. Participating practices were located in the counties of
Aarhus, Copenhagen and Frederiksborg. The facilitators, who visited participating practices, were GPs
with prior experience from facilitating QI in general
practice and speciﬁc training using the MM.

Participants
An invitation to the MM project was sent to all general
practices in the participating counties. The ﬁrst 60
practices to come forward were included in the project. These included single, small and group practices,
and were found to be representative in terms of
variations in size and geography. In all, 163 GPs and
157 staﬀ members from the 60 practices participated
in the ﬁrst round of MM visits. Altogether, 117 GPs
and 111 staﬀ members from 48 practices also participated in the second round of visits.
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Interviews
Of the 48 practices that completed ﬁrst and second
MM visits, seven were purposefully chosen for interview in order to ensure variation in terms of geography,
practice size and facilitators. Seventeen representatives
were chosen for interview and equal representation
between GPs and staﬀ was obtained as presented in
Table 1.

Data
A list of research areas (see Box 2) was developed on
the basis of the following:
1 the investigator’s participation in management
meetings in the Danish MM organisation

2 15 qualitative interviews that were conducted following the ﬁrst round of MM visits by an external
investigator (Anna Viola Hammer, ethnologist;
unpublished data)
3 the investigator’s observation of two facilitated
practice meetings. One meeting was held in a group
practice with ﬁve GPs, two secretaries, two practice
nurses and one laboratory assistant, and one meeting was held in a small group practice with three
GPs, two secretaries and two practice nurses.
The above preparations, and discussions with representatives of the MM project, gave a clear indication
that the research areas presented in Box 2 were essential to explore in the evaluation.
The areas listed in Box 2 were explored in semistructured interviews lasting between 30 and 65 min-

Table 1 Interview samples
Single-handed
Practice team composition
Aarhus
One GP, one
secretary

Copenhagen
and
Frederiksborg

One GP, one
secretary and
one practice
nurse

Small

Group practice

Two GPs, one
practice nurse
and one
secretary

Five GPs, two
practice nurses
and four
secretaries

Eight GPs, six
secretaries, one
bio analyst and
two practice
nurses

Two GPs, one
practice nurse
and one
secretary

One GP and
one practice
nurse

Two GPs, one
practice nurse
and one
secretary

Three GPs, one
practice nurse
and one
secretary

Overview of conducted interviews
Aarhus
One GP
One GP and
one practice
nurse
Copenhagen
and
Frederiksborg

One GP

One GP, one
practice nurse
and one
secretary

Two GPs, one
practice nurse
and one
secretary

Box 2 Research areas
Outcomes of participation in the Maturity Matrix
. As an instrument of assessment of organisational maturity
. As a starting point for improved communication, co-operation in the practice team
. As a starting point for organisational change/QI
Implementation of agreed changes (who, how, when, why etc)
Aspects that have inﬂuenced the implementation process

.

The role of the external facilitator and the anchor persons within the practice team
Participants’ experiences, evaluation and suggestions for improvement
Anchor persons as a driver of local implementation of agreed changes

.
.

Participation in the Maturity Matrix as an ongoing process
Continuity, relevancy and eﬀects of having a second meeting
. Interest in continued participation
.

The Maturity Matrix

utes with each of the 17 participants. To further map
the barriers for working with the MM, short telephone
interviews or mail communications were conducted
with representatives from 11 of the 12 practices that
did not participate in the second visit (see Table 2).

Analysis
All interviews were recorded digitally and transcribed
by a student assistant. In order to ensure room for new
research themes to emerge, the interviews were openly
coded by the interviewer and double checked by the
student assistant. The open codes were subsequently
coded selectively and clustered around the initial
research areas (see Box 2). The coding process did
not result in essential new analytical themes, but
interesting subcategories such as power structure
within the practice, motivation for participation, the
inﬂuence of practice size, patient turnover and the
practice’s need for support did emerge.
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Results
Participants’ evaluation of the
outcome from the Maturity Matrix
The data suggested that participants primarily associated the MM with the facilitated meetings and
shared dialogue between GPs and staﬀ members that
took place and this was highly valued. Having a shared
two-hour meeting about co-operation and organisation was described as a unique event by many participants, because it was usually the GPs alone that
handled matters of organisation and quality and because,
according to the participants, the busy working day
tended to crowd out both intentions and processes of
QI.
The majority of the participants interviewed also
found that the facilitation process provided a useful
combination of overview and insight into the daily
working routines of their practice that enabled them
to assess their maturity in each dimension. The newly
gained knowledge of their organisational maturity
again enabled most practices to choose areas in need
of organisational development in a much more systematic way than they were used to.

Table 2 Reasons given by practice contact persons for not going through with the planned
second MM visit in the 12 of 60 practices that refused
No perceived beneﬁt
from a second MM
session
1

Turnover in GPs
and/or staﬀ

Not possible to
schedule a second
MM session within
the project period

X

2

X

3

X

4

X

5

X

6

X

Practice closed due to
disease among GPs

X
X

7

The facilitator
conducting the ﬁrst
meeting left the MM
organisation

8

X

9

X

10

X

X

11

X

X

12

Other reasons

No response
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Several informants (mostly GPs) expressed that the
shared dialogue between GPs and staﬀ was useful in
bringing forth new common knowledge, and stated
that participation in the MM was a good starting point
for improved communication and co-operation within
the practice team. Some GPs added that the combination
of a shared dialogue and an overview of their organisation was the MM’s main strong point compared
to other projects concerning QI, which usually only
concerned the GPs.
However, there were nuances to the ﬁndings above.
Although most participants praised the shared dialogue between GPs and staﬀ, no participants found
that participation had changed their daily communication and co-operation. The main reason given by the
informants was that the MM was considered too small
an intervention to change the established group dynamic
between GPs and staﬀ or the standing daily procedures
in their practice. Also, some of the staﬀ members
stated that the facilitation process had caused them
stress because the GPs apparently found it much easier
– and were much quicker – to understand and use the
MM tool, resulting in episodes where staﬀ members
did not have time to ﬁnish their evaluation before the
meeting went on to the ‘consensus discussion’.
A minority of the interviewed GPs criticised the
MM tool for being incongruent with the stages of
development in their organisation and noted that the
individual steps in many dimensions were incoherent
and poorly explained. Also GPs from two of the interviewed practices (the largest group practice and one of
the small practices) found that the MM was ‘quite
superﬁcial’ and ‘harmless’ because participation was
not based on a perceived need for improvement,
introduced no cost, and entailed no formal obligation
that went beyond participation in the facilitated meetings. Finally, the interviews revealed only a moderate
wish to participate in the MM and similar QI initiatives if participation was free and practices were compensated ﬁnancially for lost time, and there was no
willingness to participate if participation entailed any
ﬁnancial cost.

Organisational factors within the
practice that inﬂuence implementation
Informants from the four smallest practices found it
more diﬃcult to organise and ﬁnd time to implement
the changes decided upon via the MM than informants from the three group practices in the sample. The
barriers experienced were a high patient-related workload that kept participants in their daily routines, and
no tradition for formal and shared meetings concerning
QI because of small size and vulnerability to sickness
and turnover among staﬀ and GPs.

In contrast, most informants from the three group
practices stated that one of the advantages of being
large was an organisation with shared meetings and
divided responsibility for diﬀerent aspects of their
organisation that made it easier to structure and ﬁnd
time to work with agreed changes. The downside to
being large was, however, that processes of change were
time consuming and dependent on a local anchor
person who was really committed to implementing
the intended change. In other words, having the time
and a supporting structure was felt to be a necessary
but not suﬃcient prerequisite for succeeding with the
intended change.
Furthermore, informants from the two largest group
practices did not express that turnover among GPs and
staﬀ or a high patient-related workload represented
serious barriers in their work with the MM. When
asked about these barriers, the informants agreed that
they posed a challenge for QI, but also felt that the size
of their practice made them relatively ﬂexible when
covering for sick colleagues, and meant that they were
used to handling introduction of new GPs and staﬀ
using formal procedures.

Maturity Matrix-related factors that
inﬂuence implementation
The interviews contained questions concerning the
role of the external facilitator and the impact of naming
an anchor person for each area in need of improvement.

Facilitators and follow-up activity
All participants were extraordinarily satisﬁed with their
facilitator. The combination of a respected peer with
detailed understanding of the everyday work and
dilemmas of general practice, and the objective standards from the MM tool provided a secure setting for
the facilitation process, which enabled the participants
to lay all facts on the table – including areas where the
practice really needed improvement. Even when asked
directly, no one suggested any changes to the role of
the facilitator during the consensus meetings.
However, when asked, almost all participants expressed a wish for more follow-up activities by their
external facilitator as an integrated part of the MM.
This was partly as an extra support for the responsible
anchor persons in their work with speciﬁc target areas,
and partly as a reminder for the practice team of their
intentions and to motivate the team. Participants from
one of the small practices in Aarhus county explained
that their facilitator had contacted and helped them
a couple of times in the year between the ﬁrst and
second visit. This relatively simple and small intervention was seen as big help.

The Maturity Matrix

Anchor persons
In six of the seven investigated practices one or two
responsible persons were appointed for each chosen
area of improvement. According to the participants,
the anchor persons were responsible for keeping the
implementation process active but not necessarily
responsible for doing the actual work. According to
most informants, the intended course of action was
that the individual anchor person (in most cases a GP)
prepared and presented a plan for implementation for
the rest of the practice as part of one or more shared
practice meetings. Informants from ﬁve of the six
practices with anchor persons stated that at least one
of the appointed anchor persons had made an actual
eﬀort by producing written material or by looking up
ways to solve speciﬁc problems. Examples of the
achievements of the anchor persons were to:
.
.
.

.

.
.
.

develop a form to register unintended events (untoward or critical incidents)
make a list of the equipment that needed to be in an
emergency box
write a guideline for the staﬀ (concerning management of chronic conditions, e.g. diabetes or chronic
obstructive pulmonary disease)
write a guideline for the entire practice (for example
concerning emergency procedures or registration
of untoward incidents)
ﬁnd out how to do diagnosis coding
make an agenda and/or summary of a practice
meeting
plan a weekend seminar for GPs and staﬀ.

As intended, the decisions on how to implement agreed
changes were usually taken as part of shared practice
meetings, which most of the investigated practices had
singled out as a prioritised area for improvement
following their participation in the MM. The meetings
were described as: a time where the anchor persons
initiated the others in their work, an occasion to hold
each other accountable with respect to the agreed
work, and a place to gather up and agree on how to
use the material that the anchor persons have made.
In contrast to the above, the GPs from the two single
practices stated that they had not worked with their
intended changes at all. In the Copenhagen practice,
the GP reported that this was because ‘the nurse and
secretary left the practice just after the ﬁrst facilitator
meeting’. In the practice from Aarhus the GP explained
that:
‘At ﬁrst I and my nurse agreed that it wasn’t necessary to
appoint anchor persons [...] but now it is clear to me that
we haven’t succeeded with anything because we didn’t
share any responsibility between us – there were no deadlines and no meetings [...] to me it is clear that even single
practices have to plan and meet around intended
changes.’
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Personal responsibility was a common denominator
of the positive statements above, but approximately
half of the informants (most of them staﬀ members)
added that the personal responsibility that was introduced via anchor persons had posed some diﬃculties
– here exempliﬁed by a nurse from the largest group
practice:
‘In general we are not very good at keeping each other
responsible, especially when it is a GP, the staﬀ do not
follow up on lack of initiative.’

Also the interviews were unable to shed light on the
extent to which the initiatives developed by the anchor
persons themselves were implemented as actual common routines in daily practice.

Reasons for non-participation in second
Maturity Matrix visits
There were 12 (20%) practices that did not participate
in the second MM session. Those practices were contacted by mail or telephone and asked for the reasons
why they chose not to go through with the second visit.
The resulting answers are listed in Table 2.
As seen in the table, lack of perceived beneﬁt, turnover
and lack of time constituted the three main reasons for
withdrawal from the MM. The reasons given were
consistent with the statement from the conducted
interviews, where turnover and lack of time constituted
the commonest barrier for translating the results of
the MM into action.

Discussion
Principal ﬁndings
Most informants found that the facilitation process
and the MM tool provided a useful way to evaluate
their organisation and to choose areas in need of
improvement. In ﬁve of the seven participating practices, the MM was used as a starting point for development, and progress was reported in four of these. All
participants were very satisﬁed with the role of the
facilitators during the facilitated meetings, but many
requested greater input from facilitators.
In terms of barriers and actual processes of change,
the results indicated that small practice teams found it
harder to adhere to the intention of implementing QI
than larger practice teams. Staﬀ turnover was common, but it particularly aﬀected the smallest practices
and crowded out the work on QI. Similarly, small
practice teams were characterised by an informal team
and meeting structure that made it diﬃcult to operate
with responsible anchor persons, deadlines and formalised meetings – aspects that larger practices in the
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study saw as a clear support for their work with QI.
Also the MM currently seems to be conceived by
participants as an event rather than a sustained process – as they appeared to view the main outcome as
the meeting and the shared dialogue taking place –
rather than following the process of implementation
or changes in daily communication and co-operation.
Finally, the results indicate that the individual
aspects of the facilitation process favoured the GPs
over the staﬀ, most likely because GPs were more
academically trained and had a higher degree of previous
knowledge of the concepts addressed via the MM. If
this head start allows the GPs to dominate the dialogue
and the consensus scoring – thereby maintaining the
established power structure – it may also act as a
barrier to inclusion of the staﬀ in shared decision
making and the process of change.

and, consistent with our study, lack of time and personal
routines. Facilitators for change included strategies to
prevent relapse into old routines, and structured QI
activity with repeated educational meeting and followup.27 Other studies have found similar barriers and
drivers of QI.28,29
The experiences of participants with the MM were
generally positive. This formative self-assessment and
development method can be compared favourably
with summative methods such as practice visits or
complex accreditation methods such as Quality Team
Development.30 Also the MM has the potential to
satisfy both participants’ (practices) and strategic primary care organisations’ needs for structure and
tangible output, which other formative development
methods such as the Clinical Micro-systems Survey
and Multi-method Assessment do not address.

Strengths and limitations of the study

Implications for practice

The main strength of this study was that it is among
the ﬁrst to explore in depth the connection between
change initiated via facilitated quality assessment and
the methods used for implementation. It also assessed
experiences of practice development from both GP
and staﬀ perspectives. However, the sample was small
and derived from one country only. Healthcare context will vary, particularly in terms of variations in size
of organisations, ﬁnancial incentives, and tradition for
locally driven QI; diﬀerent participant experiences
and evaluations are likely in diﬀerent contexts.

The results raise a key question concerning internally
versus externally driven motivation. This arises from
participants giving a general impression that the MM
represented a risk-free opportunity more than a perceived necessity and was attractive because it imposed
no immediate cost or obligations on participating
practice teams. There also appeared to be low willingness
to participate if participants were not compensated for
costs or lost time. These issues indicate barriers that
need to be addressed for meaningful participation to
achieve a likelihood of sustained change. However,
they may also be helpful in identifying opportunities
in terms of how motivation for QI, and thereby translation of agreed changes into practice, can be enhanced
via more intensive support and a more binding commitment when participating.27

Comparison with existing literature
The generally positive evaluation of the facilitation
process and the MM tool by participants in this study
was consistent with other quantitative evaluations of
the MM.21,22 The reported organisational development achieved in this small sample was also consistent
with the progress made among the wider sample of
60 participating practices in which practices generally
scored themselves higher on the second than on ﬁrst
MM sessions, showing both change in global score and
across all dimensions.23
The relationship between eﬀective organisation and
good-quality patient care is widely accepted, resulting
in a growing interest for organisational QI tools.24–26
Although the connection between participation in
quality assessment and resulting change is not well
documented, other investigations have shown similar
ﬁndings to our study. A qualitative study using semistructured interviews to identify barriers and facilitators
for implementation of changes in practice according
to guidelines in the Netherlands, found an excess of
barriers that could provide explanation for resistance
to change.27 Barriers included pressure from patients

Further research
The feasibility of the MM as an intervention to
promote QI and achieve development requires evaluation in other healthcare systems. Also, there is a need
for attention to how the introduction to QI and
supporting activities can be enhanced, particularly in
the facilitation of meetings, and the strengthening of
support that the facilitator can provide to practices
during the development phase.

Conclusions
Participation in the MM constitutes a useful starting
point for QI. However, for facilitated quality assessment and improvement to function more eﬀectively as
a lever for actual change, participation should include:

The Maturity Matrix

(a) greater awareness of the importance of common
meeting structures, organisational support and leadership, (b) help to organise and support an active
interaction between anchor persons and the rest of the
staﬀ and GPs, (c) systematic follow-up activity and
support to participating practices, (d) awareness of
the barriers for QI that are connected with small
practice size, and (e) consideration of how to create
incentives for commitment among participating practices that stem from a combination of external, formal
and internally driven motivation.
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Appendix 1: The Danish version of the Maturity Matrix
Audit

Use of
guidelines

Access to
clinical
information

Prescribing

Human
resource
management

Continuing
medical
education
(CME)

Practice
meetings

Sharing
information
with patients

Signiﬁcant
events

Handling of
emergencies

Learning from
patients

1: All notes and
external data
(discharge letters
etc) are registered
on computer

No clinical
audit

No policy for
following
guidelines

No system for No audit data Not relevant
storing and
on prescribing (singlelocating
is available
handed
clinical
practice with
information is
no staﬀ)
available

No CME
arrangements exist
for GPs and
staﬀ

Practice team
meetings are
not arranged

No written
patient
information
available

Signiﬁcant
events are
recorded

No resuscitation
equipment or
acute box is
available

No system for
collecting
feedback from
patients

2: As above and
non-digitalised
correspondences
are scanned or
registered on
computer

Datacollection
exercises
conducted but
incomplete
audit cycles

The practice
team adapts
clinical
guidelines for
use in the
practice

Textbooks
and peerreviewed
journals and
guidelines at
limited
locations

An analysis of Practice staﬀ
prescribing is have written
available
contracts

CME
arrangements
for GPs and
staﬀ are in
place

Practice team
meetings
occur
infrequently
and
irregularly

Patient
information
available, but
unsystematic
and random

Signiﬁcant
events are
reviewed at
team meetings
occasionally

A written
formulary
guides
practice
teams’
handling of
medical
disasters

Informal
arrangements
exist to collect
feedback from
patients

3: Lab data
registered on
computer

Occasional
audit cycles

The practice
team takes
steps to
implement
the use of
guidelines in
the practice

As above and
renewed
regularly

Prescribing
data are
discussed by
the practice
team

Wages are in
accordance
with labourmarked
contracts

Budgets are
allocated for
CME for GPs
and staﬀ

Practice team
meetings
occur
regularly

Patient
information
in waiting
areas on
general health
topics

Signiﬁcant
events are
reviewed at
team meetings
regularly

Resuscitation
equipment
(oxygen) and
an acute box
with relevant
medications is
easily
available

Formal
arrangements
exist to collect
feedback from
patients

4: As above and all
consultations are
ICPC coded but
only on chosen
diagnoses or
incompletely

Regular audit
cycles
completed,
but only for a
few chronic
conditions

Clinical
guidelines are
integrated
into daily
clinical
practice

As above and
used during
consultations

A local
formulary
guides
prescribing
and renewals

Practice staﬀ
receive
induction
training

GPs spend
their annual
allowance and
staﬀ make use
of their four
annual days
for CME

Practice team
meetings
occur
regularly and
are well
organised

Patient
information
in waiting
areas on
various
clinical
conditions

Signiﬁcant
events
generate
organisational changes
from time to
time

A practice
team member
takes on
responsibility
for maintenance of the
resuscitation
equipment and
relevant
medications

Feedback
from patients
is reviewed at
practice
meetings

The Maturity Matrix

Clinical data
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Appendix 1: Continued
Use of
guidelines

Access to
clinical
information

Prescribing

Human
resource
management

Continuing
medical
education
(CME)

Practice
meetings

Sharing
information
with patients

Signiﬁcant
events

Handling of
emergencies

Learning from
patients

5: As above and
external material
ICPC coded but
only on chosen
diagnoses or
incompletely

Regular
complete
audit for a
wide range of
chronic
conditions
performed
regularly

Use of
guidelines on
a few chronic
conditions
that are
reviewed by
clinical audit

As above and
internet-based
information
available at
limited
locations

Prescribing
pattern is
regularly
reviewed by
practice team
and result in
changes to
policies

Practice staﬀ
has job
descriptions

Practice team
discusses the
learning
subjects most
valuable for
the team
members
personally
and the
practice as an
organisation

Regular,
agenda-led
practice
meetings with
agreed
minutes and
action points

Patient
information
quality
assurance is
conducted

Signiﬁcant
events are
analysed
clinically and
organisationally

All practice
team
members are
familiar with
the written
resuscitation
formulary

Feedback
from patients
results in
organisational changes

6: As above and all
consultations
ICPC coded on all
diagnoses

Complete
audit for a
wide range of
chronic
conditions
performed
regularly

Guidelines on
a wide range
of chronic
conditions are
used regularly

Internet-based As above for
Practice staﬀ
information
all major drug have annual
available at
types
appraisals
the clinical
desktop

As above and
linked to the
practice
development
plan

As above, plus
arrangements
that ensure
action points
are in place
and are
fulﬁlled

Clinical
information
systems
capable of
providing a
range of
patient
information

As above and
analysis is
discussed at
staﬀ meetings

A practice
team member takes on
responsibility
for induction
training of
resuscitation
to new team
members

The practice
involves
patients in
planning
services

7: As above and
external material
is always ICPC
coded

As above and
data sent to
an external
database

As above and
data reviewed
by an external
agency

All clinicians
use internetbased
information
during
consultations

Prescribing
Staﬀ
specialists
appraisals are
provide
formalised
practicespeciﬁc advice
on practice
prescribing
data

Arrangements
that ensure
that knowledge
achieved by
GPs and staﬀ
through CME
is shared with
practice team

As above plus
involvement
of extended
team of
communitybased healthcare staﬀ

Electronic
information
resources
available for
patients in
waiting areas

As above
and analysis
generates
organisational changes

The practice
team perform
training
exercises in
resuscitation
at least
annually

Patient-led
organisational changes
are evaluated

8: Results of all
investigations,
including x-rays
available on
computer

Systematic
audits are
shared with
the public

As above and
data are
shared with
the public

All clinicians
are skilled at
using the
internet to
ﬁnd
information
during
consultations

Prescribing
specialists
provide
practicespeciﬁc casebased advice
on speciﬁc
ordinations

All team
members
receive
external
support in
order to plan
their CME

As above plus
collaboration
with social
care services

Individually
tailored
information
provided to
patients about
harms and
beneﬁts

The impact of
signiﬁcant
event analysis
is evaluated

Resuscitation
procedures
are quality
assured

Patient
feedback
systems are
integrated
into the
performance
of the
organisation

ICPC: World Health Organization International Classiﬁcation of Primary Care

Practice
development
plan is
discussed with
practice staﬀ
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