
GP consultation on Out-patient referrals/appointment services at JCUH  – May 
2016 

JM 
• A clear letter summarising WHY they were seen (a problem heading is always really helpful), 

WHAT has been done or discussed and what the plan is (if they are to be reviewed - why is it 
necessary, what will happen next?), what meds have been altered and why. 

• If they want the GP to do something please make it clear in the letter (and appropriate!) If 
the patient has been told to make an appointment with the GP then state that in the letter 
then we are not chasing our tails. 

• If the patient needs a prescription issuing urgently then please issue it on hospital script- do 
not send them to our reception for an urgent prescription. 

• If you are suggesting starting some new medication - it would be nice if we knew what has 
been discussed with them regarding indication for medication, side effects etc. 

• I think they need to review their system regarding DNAs - a lot of patients tell me they have 
never been given the appointment or that the letter arrived 2 days after the appointment - 
and I am sure they can’t all be lying. It is them very onerous on GPs to be asked to re-refer. 

• The automated telephone reminder service for appointments is AWFUL - I find it hard to 
follow (and like to think I have smidge of intelligence) - I am sure most of our older patients 
really struggle with it. 

LS 
• Stop getting patients to get back in touch with GP's to sort something out when 'no 

appointments available' 
• No fast track for neurology?? Either admit or wait 6m + 
• Triage our letters?? so if sent and request urgent not put on end of routine OPD several 

months down the line? 

RJ 
• Still lots of problems with patients phoning up and cancelling appts and then them and us 

getting letters to say they DNAd and some get discharged with no FU. They have been told 
on the phone that a new appt will be sent when they cancelled it and then confusion 
abounds... 
Takes our time and effort to sort out as we usually then have to write and explain etc and get 
everything reinstated.  

  
Even pts who have cancelled a few days before Not just on the day eg due to illness.  

  Can this be improved?  
  

• Also frustration re pts who have seen a consultant privately and then decide to proceed with 
surgery on NHS  

  
They still have to have a new OPA and can't just be referred to be put on WL. Pt sees same 
Consultant again for wasted appt simply to say same things and proceed to surgery waiting 
list. Unnecessary step in pathway. Also we get contacted by stressed pt asking us to do an 
NHS ref to the Dr etc often before we have had the letter from the Consultant detailing what 
they want...loads of extra work for us. We then have to tell them to phone back once we 
have got the letter ...2 tel cons later and much delay.   

  
• Some requests to refer on to other Consultants from Consultants. Some clearly appropriate 

and high level decision taken to ref directly would be better. Others it is still better coming 
back to us...can we get a little more Consultant to Consultant referral done?  



SA 
• I would really like OP clinics to take responsibility for prescriptions. This creates so 

much work in general practice, particularly when we get illegible OP treatment 
recommendations with little or no explanation for why medication has been started. 
Patients go to clinic, then contact the GP for a prescription, that is bonkers and 
potentially dangerous when we are dealing with specialist medications.  

• The trust needs to advertise its services better: emergency gynae clinic, a walk in 
service for hyperemesis. These services don't always seem to be publicised very well, 
what other clinics are out there that GPs don't know about? 

• Consultants promise to review patients in a certain time frame eg 3 months. Often 
these appts are put back, presumably due to lack of capacity. This leaves patients 
feeling anxious and generates more work for GPs, who then feel obliged to write and 
bring appts forward. We need to look at capacity and how to manage it better. 
Telephone access for patients to consultants?  

• Some waits seem incredibly long. I recently had a mother contact me. Her 5 month 
old child was referred by neonatologist to paeds resp clinic. The appt is scheduled for 
Sept. In the meantime this child with cough and wheeze is likely to need input from 
GPs, possibly OOH and secondary care. So we are not really working in the most 
efficient way.  

• Where will extra capacity come from. The new NICE cancer guidelines surely put 
more pressure on hospitals to meet 2 week wait targets. I worry about the impact on 
other patients who need to access secondary care, will they wait longer because the 
focus is on cancer clinics? 

NC  
• Recent unacceptable delays in GPs receiving OPD letters  
(eg patient of mine had a new patient consultation in eye department 6w ago asking for 
more latanoprost eye drops . No communication/ diagnosis from clinic at all.) 
This situation is unsafe. 

KR 
• There should be waiting time targets for routine and urgent OPD apts. I know it is not 

part of requirement at present.   
• Timely correspondence is required. 
• It is taking up to 8 weeks to get a letter after OPD apt. 



NM 
It works well when the patients are listened to and come away with an understanding of 
what has been said and what the plan is. 
It works well when patients can get to the appointments easily, know who they are going 
to see, and are seen in a timely manner. 
  
What doesn't work well: 
  

•         Appointments system is confusing.   
•         letters are used which are sent out too late (so patient misses it and is labelled 

DNA then discharged back to the GP which then wastes a GP appointment as they 
have to be re-referred). 

•         A patient will find they cannot make an appointment and phone the given number 
to explain but the message will not get through and they will be made to go 
through the DNA process….(see above) 

•         Follow up appointments are sent out late so patients come to their GPs to say they 
haven't heard when it will be. 

•         Letters come very late after the appointment so the patient arrives at the GP to 
discuss the outcome and there is no letter. 

•         There is a lot of wasted time - a patient sees a consultant and then has some 
blood tests or scans and is told to come for review in 6 months, even if the results 
would be available in 3 weeks.  

•         Patients attend their GPs to ask for outcomes of investigations (especially scans) 
when these have gone to the consultant.  Usually there is then no feedback until 
the follow up appointment, even if the result is available.  This is difficult for the 
GPs and wastes an appointment 
  
  

What might work better: 
•         communication by phone/text/email about appointments in addition to mail.

(contact details to be recorded when appointment arranged) 
•         A decriminalisation of one-off DNA offenses, with re-appointment process 

which does not involve the GP. Some clinics do this but there is no consistency 
•         Why not have a telephone follow up apt arranged as soon as investigations are 

all in? - this might mitigate the need for the next follow up and speed up the 
process considerably. 

•         Written information to be given to the patient before leaving about the 
conclusions of the consultations, what the plan is and how investigation results 
will be communicated and when. 

•         Treatment recommendation forms MUST be legible, with the name of the 
doctor on , the contact details for questions, generic as well as brand name of 
medication and the diagnosis written out not with abbreviations eg OAB,    

DR 



      Standards we should be entitled to expect: 

• Letters dictated, typed and received by the practice in less than 4 weeks
• No patients ever told to “pop in to see their GP" to get a prescription
• Treatment recommendation forms are printed and legible?
• Prescriptions for new medications required are done by the clinician in outpatients 

(community FP10’s)
• Consultants are allowed to refer to other consultants rather than telling patients to “pop into 

your surgery” for a referral 
• All clinics need to have a clinician who can prescribe ( 3 times in last 6 weeks patients after 

hand surgery being reviewed in-out patients by physiotherapist told needed urgent 
appointment with GP for antibiotics - when queried told no one available in the clinic who 
could issue a prescription)

• DNA letters include which department the patient DNA’d from.

IR 
What works well: 
C and B -  Patients can book appointment preferred location. 
Mobile txt reminders to avoid DNA (my own experience). 

What doesn’t work well: 
• GPs as a bridge for re-referral between services. p.e from consultant to 

consultant, from physio asking for referral to consultant (and patient 
expecting this off course…). Very time consuming and heart sinking when 
you have to do this at 7 pm… 

• Patient asking for early appt….and expectation that GP can arrange this by 
writing new letter to consultant… 

• Yesterday I saw a patient referred by a colleague to Orthopaedic surgeon 
consideration knee replacement, he had chosen to go to 
Friarage….now wants new referral to JCUH as they may be able to provide 
alternative and preferred form of surgery…course just requested this as 
problem number 5….Could patients cancel and re-arrange appointments 
to alternative provider without having to waist our time? 

• Finally: I haven’t got access to ICE at the Heart function clinic. Having 
access will help me to check recent and previous investigations…..but also 
to request them! without having to bother GPs…! I understand that this is 
the same for other community clinics such as Woodside. Could all 
community clinics have access to ICE to check results and request new ones? 
Does this depend from JCUH? (my employer?)  

NB 
We have just had copies of the 2WR referral forms for each specialty  --  they look really time 
consuming.  Do you know if they were agreed by the LMC?  



AT 
             My views as a patient: 

• Many nurses /admin accompanying consultants even though they have usually juniors 
also hanging about learning. Waste? 

• Many outpatients can be avoided if the trust would open up advice and guidance. Also 
many reviews could be done by telephone/ virtual . Cheaper and better for patients. 

• Why are reviews set at 3 monthly or 6 monthly when it does not actually follow any 
gold standard pathway? Have had many patients who had a review 2 weeks before 
with no problems and then they come and see me as they have a flare up of their 
condition, why can’t we ask for the reviews to be done in a timely manner? 

HB 
• Warfarin. We have had a few instances of pts being started on warfarin during an admission and then 

discharged with DN arranged to take blood daily for a week. 
            The management is passed over to us for dosing etc. 
            This is causing confusion as we see a result and ask for repeat in say 3 days but the DN still keeps going    
in! Its quite hard for us to stop the DN going in and is potentially causing problems. 

WS 
• 2 week rule referrals - generally work well, although probably 5-10% of the time it is not possible to 

book an appointment with the patient present as there are no appointments available. 
  

• Other acute referrals- I've been impressed with emergency gynae clinic - seems to work well to get 
patients seen and scanned quickly if needed. 

  
• Then there is a bit of a gap - often an urgent outpatients appointment seems to require a 12-15 week 

wait - which feel too long, if there is a significant symptom/worry. 
  

• Routine referrals - ok - but a very long wait in some specialities - neurology comes to mind. 
  
In terms of communication back to us from outpatients- 
  

• The treatment recommendation sheets generally seem to work well 
• But the letters can take many weeks if not 2-3 months sometimes, which is v poor communication. The 

patient often comes to see us again before we have a letter and we don't know what has happened in 
outpatients. 

  
In my opinion - trying to save money by cutting back on admin staff or lowering their pay and therefore not 
keeping good, experienced staff, seems a false economy because it makes the whole system significantly less 
efficient. We then have to try and get in touch with a secretary (often not v easy) to try and find out what went 
on in the clinic. V unsatisfactory. 
  
If a referral is rejected (we recently had one from the black out clinic) it would be helpful and polite to be given 
an explanation.


