Referral Management by PCTs or future commissioning bodies
Advice to Practices
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Introduction

The purpose of this Booklet is to help practices deal with a range of questions and issues that may arise as a result of the establishment of Referral Management Centres (RMCs) by PCTs.

Guidance on this subject has already been produced by the BMA, GPC and the MDU all of which have attempted to familiarise GPs with both the contractual and ethical issues they are likely to encounter.
This booklet attempts to summarise the key messages from previous documents in order to create an easily accessible single point of reference for practices.

What is Referral Management?

Referral Management is a system used to monitor direct and/or control patient referrals.  RMC’s receive referrals from primary care.  In addition to analysing referral data they also often link with patient booking services, decide the treatment route for patients (including deciding between the types of provider e.g. consultant, GPWSI) or even triage referrals.

Experience to date has identified a number of advantages of using referral management systems which include: reduction of waiting times for uncomplicated cases and appropriate reduction of some referrals where an alternative service provider can arrange a more convenient appointment.

There have also been concerns that referral management weakens the professional relationships between doctors and between specialists and patients, increases managerial control and leads to the loss of clinical autonomy.
Referral Management Principles

The GPC and the Central Consultant and Specialists Committee produced a joint document which set out a number of guiding principles for referral management systems as follows:-

· The gold standard for referrals should be the traditional GP to consultant referral.

· Referral management's prime purpose is to improve the patient care pathway to deliver tangible benefits for patients. It should not lengthen or complicate the patient journey. It must not be simply to save money, though it can and should consider cost-effective use of resources.

· Referral management schemes must only be introduced following discussion between a broad representative body of primary and secondary care doctors, managers and, where appropriate, other health professionals and patients. The discussions must demonstrate real engagement and agreed common outcomes.

· Referral management schemes should not cut across patient choice principles. They should be transparent; patients should be fully informed about the process that will apply to their referral, with advice about the possible outcomes and the implications for their care.

· Referral management schemes must recognise and support the value of specific referral by a patient's doctor to a particular consultant or team for clinical reasons. They must not weaken the principle of clinician-to-clinician referral where it is clinically indicated.

· Any system of reviewing referrals must take proper account of the expert opinion of primary and secondary care clinicians and should only be undertaken by properly-qualified clinical professionals. Referrals should be based on the expert views of GPs, consultants and other specialists.

· There must be absolute clarity on responsibilities and accountability in any referred cases. The referral management process should take account of the GMC's 'Duties of a Doctor'.

· Any referral management scheme must include timely and appropriate consultation with and communications to all professionals and patients that could be affected.

· Referral management schemes should work at the interface of primary and secondary care, helping to integrate rather than separate the two. In doing so they should demonstrably facilitate collaboration between primary and secondary care clinicians. Any assessment and treatment services provided at this interface should be multi-disciplinary in nature, drawing in expertise already available in the locality.

· Any referral management system must have robust clinical governance arrangements and audit in place with strong leadership and clear accountability.

· Consideration of any referral management scheme must assess the impact on existing services as well as the potential benefits of the scheme itself.

· Any referral management system should offer an educational element, including an appropriate programme of staff training.

Do GPs have to accept interference in the referral process?
There is little that individual GPs can do to prevent the establishment and operation of RMCs.  It must be an absolute principle however that no delay or detriment to the care of the patients for whom the referral was made arises from the decisions of the RMC.
Whether or not a PCT can compel a GP to refer through a RMC/Gateway is legally unclear.
Practices can take a number of steps to minimise the potential detriment to patients and properly protect themselves and these are highlighted in the section Key Actions for Practices on page 8.
Referral directly to Consultants

GPs are contractually obliged by their contracts for essential services to provide appropriate ongoing treatment and care to all registered patients and temporary residents, taking account of their specific needs including referral for other services under the Act. Although a GP may address a referral to a consultant of choice, the referral system in place may mean that the referral is redirected. 

GPs do not have any 'right' to have referrals accepted by a particular consultant. In fact, it is the patient who has rights to a reasonable and acceptable standard of health care and fulfilling these rights is the responsibility of the local commissioner (the PCO). 

A referral should state, as a minimum; the urgency requested, the problem and appropriate history, the type of clinic required, what is wanted from the secondary care sector and, in so far as it is possible to predict, what the GP will take on. Referral systems should, however, offer an option for clinician choice, either by patient or GP, in the cases where this is required.
Medico-Legal Risks
The development of RMCs has led to widespread concern about medico-legal risks.  It is clear that the RMC should take full responsibility for the outcome of any decisions they make and must be prevented from off loading liability to the referring GP.

One of the main medico-legal concerns results from inadequate referral tracking mechanisms.  Ideally GPs would have the capability to easily track the progress of referrals being channelled through RMCs.  In practice this is not always the case and there are understandable concerns that referrals may be lost by RMCs unbeknown to GPs.
Even after referral, the GP may retain some responsibility to ensure their patient is seen by the appropriate person. Whether or not GPs are held liable for referrals which do not reach the intended service will depend partly on the particular circumstances of the referral, such as whether or not the necessary information was provided by the GP. The referral centre must of course carry some responsibility for lost referrals but, if GPs become aware that a referral has been delayed or lost by the referral centre, they must consider what action to take. Equally important, where a GP believes that a referral management centre has made the wrong decision they have an obligation to try to follow this up and get the decision amended or reversed.

Patient Confidentiality
Referral Management raises a number of concerns about the potential threat to patient confidentiality.   There is nothing that prevents a private sector provider carrying out confidential work for the NHS and referral management can legitimately be seen as part of the provision of patient care.  Staff working in RMCs should be viewed no differently from hospital clerical staff.

Where a referral management system is in place practices are advised to explain to patients how the process works.  Relevant information could sensibly be included in the practice information leaflet and a waiting room notice.

Patients may not see the RMC as part of the health care team and some referral letters will contain information of a very sensitive nature.  Patients have a right to refuse to have personal information disclosed to a third party and this option should be made clear to them.
MDU and GMC advice is that Practices should seek express consent from patients for their data to be sent via a RMC.  The referring GP has a reasonable expectation that the duty of confidentiality at the RMC will be comparable to their own.

If the patient declines to have their personal information shared with the referral management centre, the referral should take place as requested by the referring GP. In such circumstances the GP should make clear to the referral management centre that the patient has restricted the sharing of his or her information, and stipulate that such details, where agreed by the patient, will be supplied to the consultant personally by the patient, either verbally or in a letter. Alternatively, the GP could send only demographic details through the centre, informing them that the referral letter will be presented to the consultant on referral.

Referral management centres may keep referral letters and patient details on file. This information is subject to the Data Protection Act and data subjects have the right to expect their health data to be processed in a way that is fair and lawful.

Referral Incentive Payments

Some PCTs have offered financial incentives or rewards to practices to maintain or reduce referral rates at levels reached in previous years, or to maintain or reduce referral costs within their indicative practice commissioning budget. It is not acceptable for GPs to receive incentives to refer in such a manner. GPs must only refer patients to the service that they, in their professional opinion, believe is most appropriate for that patient's condition, whether that be secondary care or other ‘care closer to home’ and/or ‘in house’ services. This is in line with paragraphs 74 & 75 of the GMC guidelines 'Good Medical Practice' 2006, on conflicts of interest: 

“74. You must act in your patients’ best interests when making referrals and when providing or arranging treatment or care. You must not ask for or accept any inducement, gift or hospitality which may affect or be seen to affect the way you prescribe for, treat or refer patients. You must not offer such inducements to colleagues. 

75. If you have financial or commercial interests in organisations providing healthcare or in pharmaceutical or other biomedical companies, these interests must not affect the way you prescribe for, treat or refer patients.”
It is not acceptable for practices to continue reducing their referrals to secondary care when this means that decisions are being taken that are not clinically appropriate and will have a detrimental effect on the health care of patients. Referral decisions must be driven by patients’ best interests and choices.
Key Actions for Practices

There are a number of actions that practices are advised to consider taking as a means of both minimising any potential detriment to patients and properly protecting their own position arising from the establishment of an RMC as follows:-

Information to Patients

If the PCT operates an RMC locally then explain the process to patients.  Consider including relevant information in the practice leaflet and/or waiting room notice.

Initial Referrals

· Ensure referrals are appropriate.  All referrals should state as a minimum, the urgency requested, the problem, appropriate history, the type of clinic required and what is wanted from secondary care.
· GPs are responsible for ensuring as far as possible, that the referral reaches the RMC.

Returned Referrals

· In the event that a referral is returned without being actioned by the RMC, the practice should have in place an effective system to ensure that the referral is actioned as expected by the referring GP.

· Practices may wish to adapt the Model letter in Appendix 1 to follow up any returned referrals.

Inappropriately Returned Referrals
· Where referrals are returned without good reason the practice should inform the Medical Director of the PCT and the LMC as a matter of urgency.

· GPs should alert their patients (with care), the PCT and the LMC if they believe that patients’ health will suffer as a direct consequence of decisions made by the RMC.

Tracking Systems

· GPs may retain some responsibility to ensure that their patient is seen by the appropriate person.

· Whether or not GPs are held liable for referrals that do not reach the RMC will depend largely on the circumstances of the case.

· It is therefore advisable for practices to have in place their own system for tracking referrals

· GPs should also consider suggesting to patients that they contact the RMC if they have not received confirmation of an appropriate date within 2 weeks of referral.

Patient Confidentiality
· Inform patients if their referrals are going through an RMC

· Consider producing a leaflet that could be given to patients during the consultation.  A suggested form of words is included in Appendix 2.

· Seek express consent from patients for their data to be sent via the RMC.

· In instances where a patient declines to have personal information shared, make clear to the RMC that the patient has restricted the sharing of data and stipulate that such details, where agreed by the patient will be supplied to the Consultant personally by the patient, either verbally or in letter form.
Role of North & South Essex LMCs

The LMCs intend to undertake a number of important measures on behalf of practices as follows:

· Oversee the development of SLAs between RMCs and Clusters/Practices to ensure processes are clear and GPs are not put at risk.
· Seek an assurance from the PCT that it will make patients aware of the establishment of the RMC and the reasons for it.
· Ensure that primary care funds are not used to fund RMCs.

· Obtain assurances that RMCs are properly staffed and that in all cases staff are suitably trained and competent for the tasks being undertaken.

· Seek written confirmation from the PCT that it accepts responsibility for the actions of the RMC.

· Seek a written guarantee from the PCT that it is responsible for all staff working in referral management and their obligations to respect and maintain patient confidentiality.

Further Sources of Advice

Guidance that practices may find useful includes;

GPC – Referral Management – Frequently asked questions.

BMA – GP Referral Incentive Schemes
BMA – Referral Management Principals
BMA – Referral Management Standards and Ethics
All these documents can be downloaded via the LMCs Website http://www.essexlmc.org.uk
Practices that have specific issues arising from the operation of an RMC locally are advised to contact their Medical Defence organisation or the LMC Office.

Appendix 1 

Model letter to Medical Director regarding delayed or returned referrals

[Practice address]

[Name]

Medical Director/Appropriate medical practitioner

[PCO address]

[Date]

[Patient reference name/date of birth]

I referred the above patient on [date].  This referral has been passed back to me by [name] referral management centre.  The referral was made under the terms of my contract/agreement which requires me to refer patients to other services under the act.  The decision to refer was taken after discussion with the patient.  

In my opinion this referral is still required and [name] PCO has an obligation to make appropriate arrangements for the patient.  As it has not been possible for this arrangement to be made through the normal channels, I am passing responsibility for this referral to the PCO and expect it to accept liability for any detriment to the patient resulting from [delay/return] of the referral.

Please confirm receipt of this letter and inform me and the patient of the action taken.

Yours faithfully

[Name]

[CC to patient if felt appropriate]

Appendix 2

Referral information for patients

Suggested information for inclusion in the practice leaflet

When we refer patients to other services the referral is administered by the local NHS in a referral management centre.  The referral management centre is responsible for allocating your referral to other services and normally sees full information about the referral, including any confidential information.   

If your GP is referring you to other services and you feel there is any information you wish to withhold from the referral management centre please inform your GP as soon as possible during normal working hours.

If you experience problems with the referral management centre or wish to discuss its role further please contact the Patient Advice and Liaison Service (PALS) on [insert number]

Suggested information for dissemination during the consultation

As discussed during your GP appointment, you are being referred to another service for further investigation or treatment.  When we refer patients to other services the referral is administered by the local NHS in a Referral Management Centre.  The Referral Management Centre is responsible for allocating your referral to other services and normally sees full information about the referral, including any confidential information.   

If you feel there is any information you wish to withhold from the referral management centre please inform your GP as soon as possible during normal working hours.

If you have not received confirmation of your appointment date within two weeks please contact the referral centre on [phone number].

If you experience problems with the referral management centre or wish to discuss its role further please contact the Patient Advice and Liaison Service (PALS) on [insert number]
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