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Introduction 

The growing incidence of chronic conditions, shortened hospital lengths of stay, increased demands on specialist clinics, and the growing numbers of providers involved in a person’s care necessitate more collaborative care between health services and primary care providers, and between primary care providers. Patients/clients increasingly require planned and continuous management by a team of care providers in contrast to conventional episodic care delivered by a single health care professional. 
One part of collaborative care is the communication between service providers and GPs. Communication for any level of shared care is essential, particularly for patients / clients with chronic and/or complex conditions (RACGP 2008; Makeham et al 2008). In the last year many divisions of general practice, community health services, and hospitals have worked to improve the quality and frequency of written feedback to general practitioners about patients/clients referred for care. The Victorian Department of Health is also considering the issue of feedback from state funded services to GPs. 
This GPV document brings together the outcomes of those various considerations and outlines the type of communication GPs need about referred or shared patients in order to provide quality primary health support. While some health services and providers communicate feedback to GPs as a matter of routine and very effectively, others are looking to improve their communication with GPs and are seeking guidance on how and when to communicate. This document is intended to assist in this task.  
Why GPs require written communication
Written communication from service providers to GPs 
a. enables relevant effective primary health support to be provided 

b. reduces confusion for the patient/client 

c. facilitates follow through of  management 

d. is essential to avoid treatment mishap, particularly in regard to medication 

e. reduces the chance of duplication of management plans and tests, and so saves time and money 

f. increases the chances that the patient follows up on necessary steps 

g. facilitates continuity of care so that patients/clients’ care is not fragmented
Written communication from service providers to GPs also increases GPs’ understanding of the role of other service providers and their contribution to patient/client care. This increases the likelihood of future appropriate referrals and further cooperation. 
When written communication to general practitioners should occur
If  urgent or critical concerns are held about the patient/client e.g. medical, psychological, etc, the provider should contact the GP directly by phone. The judgement about what is critical or urgent is a matter for clinical opinion.

Written communication from specialist and allied health services to general practitioners is recommended for all patients/clients who were initially referred by the GP. In addition, communication to GPs is recommended for all patients/clients who are self-referred, where patient/client consent is given to the sharing of information. 

GPs appreciate communication: 
a) acknowledging receipt of a referral;
b) when the initial patient/ client assessment is completed (within 7 days) and notifying the planned intervention;
c) when there has been any change in medications or treatment, or when consideration is being given to referral to another service;
d) regarding outcomes of intervention and planned follow-up or discharge arrangements;
e) of progress at regular intervals if intervention is ongoing.
Communication requirements in Team Care Arrangements

The Team Care Arrangements (TCA) item under Medicare is for patients with a chronic or terminal medical condition and who require ongoing care from a multidisciplinary team of their GP and at least two other health or care providers. 
The GP requires communication from any healthcare provider who forms part of the Team Care Arrangement, to: 

· Confirm agreement to the TCA plan outlined and their contribution to it;

· Notify any change to the TCA plan; 
· Request additional TCA sessions; or 
· Notify if the patient has discontinued care.

If claiming under Medicare 

a) where an allied health professional provides a single service to the patient/client under a referral, they must provide a written report back to the referring GP after each service

b) where an allied health professional provides multiple services to the same patient under the one referral, they must provide a written report back to the referring GP after the first and last service only, or more often if clinically necessary. Written reports should include:

· any investigations, tests, and/or assessments carried out on the patient;

· any treatment provided; and 

· future management of the patient's condition or problem (Australian Government Department of Health and Ageing 2009. See also Appendix 1)
How communication with a GP should occur

Communication to the client/patient’s usual GP should be brief, timely and legible, and preferably conveyed electronically.

If the referral came from a GP other than the patient’s usual GP, communication should be addressed to both the referring GP and the usual GP. 
Content of written communication
· If possible the written document or letter should be no more than 1 page and the use of acronyms should be avoided; 

· Written communication should focus on information of relevance to the GP;
· Written communication should always contain:

· Patient details

· Follow up actions requested of GP 

· The service/assessment undertaken in clear terms and the findings of the assessment

· The service provider’s management plan 
· Clinicians and/or services involved in the patient/client’s care

· The reason for the service provider’s involvement

· The service provider’s name, phone and FAX details for easy reply

· Details of the service provider’s days of work and location. 
Privacy and confidentiality
The privacy and confidentiality concerns around sharing information about clients and patients are addressed in various pieces of government legislation (Health Services Act 1988; Mental Health Act 1986; Health Records Act 2001). The legislation stipulates that health information can always be disclosed with the consent of the individual concerned. In addition if the information is required for the ongoing care of the patient then exchanging information about shared patients/clients is allowed and express consent is not required
.
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Appendix 1: 
Coordinating the development of team care arrangements (TCA) – (Item 723) 
Medicare Benefits Schedule, March 2009
This item is for patients with a chronic or terminal medical condition and who require ongoing care from a multidisciplinary team of their GP and at least two other health or care providers. A rebate can be claimed once the patient's usual GP (or a GP in the same practice) has coordinated the development of TCA by completing the following steps and meeting the relevant requirements listed under 'Additional information'. The GP may be assisted by their practice nurse, Aboriginal Health Worker or other health professional in the GP's medical practice or health service. The service must include a personal attendance by the GP with the patient as part of item 723.This service can be provided to patients who have a current GPMP or to those patients whose care is, in the opinion of the providing GP, appropriately managed at the GP level without a GPMP.

The steps in coordinating aTCA must include:

(a) discussing with the patient which treatment/service providers should be asked to collaborate with the GP in completing TCA;

(b) gaining the patient's agreement to share relevant information about their medical history, diagnoses, GPMP etc (with or without restrictions) with the proposed providers;

(c) contacting the proposed providers and obtaining their agreement to participate, realising that they may wish to see the patient before they provide input but that they may decide to proceed after considering relevant documentation, including any current GPMP;

(d) collaborating with the participating providers to discuss potential treatment/services they will provide to achieve management goals for the patient;

(e) documenting the goals, the collaborating providers, the treatment/services they have agreed to provide, any actions to be taken by the patient and a review date i.e. completing the TCA document; and

(f) providing the relevant parts of the TCA to the collaborating providers and to any other persons who, under the TCA, will give the patient the treatment/services mentioned in the TCA. The GP may, with the permission of the patient, provide a copy of the TCA or of relevant parts of the TCA, to other providers involved in the patient's care.

The collaboration between the coordinating GP and participating providers at step (d) must be based on two-way communication between them, preferably oral, or, if this is not practicable, in writing (including by exchange of fax or email, but noting that the means of communication used must enable privacy to be safeguarded in relation to patient information). It should relate to the specific needs and circumstances of the patient. The communication from providers must include advice on treatment and management of the patient.

To develop Team Care Arrangements for a patient, at least two health or care providers who will be providing ongoing treatment or services to the patient must collaborate with the GP in the development of the TCA. This includes people who will be organising or coordinating care services for the patient that will be provided by their organisation. Each of the health or care providers must provide a different kind of ongoing care to the patient. One of the minimum two service providers collaborating with the GP may be another medical practitioner (normally a specialist or consultant physician but not usually another GP). The patient's informal or family carer may be included in the collaborative process but does not count towards the minimum of three collaborating providers.

Once a GPMP (item 721) and TCA (item 723) have been prepared for a patient and claimed on Medicare (or item 731 for aged care residents), the patient is eligible for access to certain allied health and dental services (items 10950 to 10970 and 85011 to 87777 inclusive). The patient can be referred by their GP for services identified in their TCA after the TCA has been completed and claimed. Medicare rebates are not payable for allied health providers' involvement in contributing to the development of the TCA or the review of the TCA.

A TCA should document all the health or care services required to address the patient's needs - this should include services to be provided by people or organisations that are not members of the TCA team.

This GP service is available to patients in the community. It is also available to private in-patients (including private in-patients who are residents of aged care facilities) being discharged from hospital, where their usual GP (or a GP from the same practice) is coordinating the development of the TCA and is providing in-patient care; in this case the TCA is claimed as an in-hospital service. A TCA is not available to public in-patients being discharged from hospital. It is not available to residents of aged care facilities, except where they are private in-patients being discharged from hospital.

Depending on variations in patients' needs, a new TCA may be required around once every two years, with regular reviews (recommended six monthly) of the patient's progress against the plan. In general, a new TCA should not be prepared unless required by the patient's condition, needs and circumstances, however, the minimum claiming interval for this item is twelve monthly, to allow for completion of a new TCA where required. This means that a rebate will not be paid within twelve months of a previous claim for a TCA or within three months of item 727, other than in exceptional circumstances eg repeated discharge from hospital (see section on 'Exceptional circumstances').

�See section 141(3)(e) Health Services Act 1988 and section 120a(3)(e) Mental Health Act 1986. 


See 2.2 Health Records Act 2001 which is as follows:


 ‘An organisation must not use or disclose health information about an individual for a purpose (the "secondary purpose") other than the primary purpose for which the information was collected unless at least one of the following paragraphs applies:


(a) both of the following apply--


(i) the secondary purpose is directly related to the primary purpose; and


(ii) the individual would reasonably expect the organisation to use or disclose the information for the secondary purpose;’ 
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