EFFECTIVE WORKING BETWEEN PRIMARY AND SECONDARY CARE REFERRALS TO ACUTE HOSPITAL SERVICES

Implementation report to Interface Group 27th June 2013

This report sets out progress on implementing the revised referral arrangements. The statements in bold are the commitments made in the agreed document.
Information for Patients

Arrangements are in place to distribute agreed patient information to practises for GPs to issue when making a referral.

A bespoke advice sheet for the purpose of giving key advice on referral and patients waiting time rights is being finalised. Distribution will be agreed with primary care support.

Advice and Feedback

We are introducing the facility for consultants to respond to a referral through an electronic message back to the referrer to provide advice or seek further information rather than only respond to a referral with an appointment.

This facility will also be used where a consultant has issues or concerns about a referral or believes that an alternative to an appointment is the right clinical response.

Trakcare provides the functionality for an electronic response to referrals by consultant at point of review. This is available across all acute sites.

Direct Line to Appointment Centres for GPs

We are creating a direct line to our appointment centres for GPs where, because of the particular patient circumstances the referrer wishes to make an appointment while the patient is with them, for example, high risk of DNA.  This will be established on a pilot basis and regularly reviewed.  

This is not yet in place. 
Patient Focussed Booking
This enables patients to call to make a convenient appointment rather than being sent one by us.
The commitment was to roll out by 2012 this has not been achieved, and a programme to deliver this objective is not yet in place. Estimated costs, capacity requirements and timelines would still require to be developed. 
Easy Re-referral

We will work to create a simple way for GPs to re-refer patients who have failed to keep an appointment and been returned, reactivating their initial referral but resetting the patients waiting time to zero.
SCI Gateway does not have re referral functionality. To take this forward, a small group should be established by HIT with service nominees to define detailed requirements, identify options to address these and progress any required developments.  
Consultant to Consultant Referrals

Following further discussion in the development of the interface group development process it is proposed that the form of words below is incorporated into the agreement.
Outpatient Referrals
In most circumstances if a secondary care clinician decides that onward referral is required then they should take responsibility for this and not pass this back to the GP. The following exceptions apply:
· Where the condition or symptoms requiring onward  referral are unrelated to the basis for the original referral the GP should be advised of that to enable their decision on further management 

· When a referral requires additional information held by primary care it would be appropriate to ask the GP to make the referral.   
When a consultant does make an onward referral they will inform the GP who will retain clinical responsibility for the patient. If the patient does not wish to be referred on the GP will be notified of that position.
Accident and Emergency Referrals
Where a patient attending A&E requires further routine referral that should be communicated to the GP so that a full referral can be made and supervised by the GP.   With the exception of referrals required as a direct result of an emergency presenting problem it is not possible for A&E to make routine referrals to other specialties without the full clinical information which GPs hold.
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