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The following principles are supported by clinical leaders in both Primary and Secondary
Care. They are not rules to follow and there will be exceptions. Clinicians are trusted to
make appropriate decisions based on the individual circumstances they face. The
underlying intent of this document is to improve relationships between colleagues, remove
unnecessary administrative burdens and bring about a more efficient system for the benefit
of all of the patients we serve.

Please note: any examples given are not intended to be exhaustive.

This document should be used as a starting point for us to consider our own behaviours
and initiate conversations across the system. We are aware that further work will now need
to be undertaken particularly in local Places to define what some of these principles mean.

Principles for all
e Treat all colleagues with respect

¢ Remember to keep the patient at the centre of all we do

e There is an underlying principle that clinicians should seek to undertake any
required actions themselves without asking other teams or services to do
this
— Clinicians will, of course, need to operate within the limits of their professional

competency and are only able to undertake actions if they have access to the
relevant investigations or treatments.

e Whoever requests a test is responsible for the results of that test

— This includes ‘chasing’ the results, receiving the results, actioning the
results/determining management plan, and informing the patient of the results.

— There may be some exceptions around shared care and potentially A&E.
Generally, EDs should refrain from asking GPs to chase investigation results,
if the ED requests an investigation, it should be responsible for chasing the
results.

— We recognise that transfers of care from A&E attendances are a particular area
of potential difficulty and would suggest that local solutions are put in place and
clearly communicated to Primary and Secondary Care clinicians in line with
RCEM guidance.

— Consideration needs to be given to the management of incidental findings,
whether these need further investigation and if so, by who. We urge local
clinicians to clarify such pathways to avoid duplication, inappropriate
investigation, or failure to further investigate where appropriate. As a general
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rule we would expect the requesting clinician to take responsibility for informing
the patient of the findings and dealing with these, if within their competency. If
urgent action is required, we would not expect this to be passed onto another
clinician.

Ensure robust systems are in place for patients to receive results of

investigations, and that they understand what is going to happen

— Secondary Care colleagues should avoid directing patients to the GP for results
and vice versa.

— ltis the responsibility of the clinician requesting a test to review the result.

Ensure patients are kept fully informed regarding their care and ‘what is

going to happen next’

— This includes how they should raise concerns about clinical deterioration that
should avoid directing them to other services (unless appropriate such as
directive to attend ED when clinically required)

— Ideally this should be in a written format and referenced within the discharge
summary.

Consider picking up the phone to speak to colleagues if in doubt

— Organisations should consider how they might facilitate easy, prompt access
for this.

Consider a process of ‘Waiting Well’ for patients referred to secondary care
— Consider communicating with patients on waiting lists to ensure they know their
referral has been received, how long the wait may be and what to do in the

event of deterioration in their condition.

— This will likely require work at Place level across Primary and Secondary Care
so that this process can start at the point of referral with the Primary Care
clinician empowered with up-to-date knowledge around what the patient should
expect.

The clinician who wishes to prescribe medication for the patient should

undertake appropriate pre-treatment assessment and counselling

— They are responsible for communicating the rationale for treatment, including
benefits, risks & alternatives, arranging any follow-up requirements that might
be necessary, and documenting all of this in any related correspondence.

Try not to commit other individuals or teams to any particular action or
timescale.
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Principles for Primary Care
When referring to secondary care please ensure you are clear in your ‘ask’

Why are you referring this patient? Are you looking for advice, diagnosis,
treatment?

Please describe the reason for referral, and don’t just put ‘please see GP
summary/consultation’

Ensure an up-to-date medication list is available along with investigations to
date

What are the patient expectations?

If referring looking for a diagnostic procedure, please check local pathways for
open access opportunities (this could include endoscopy, cardiology
investigations or paediatric blood tests)

Please avoid using abbreviations and acronyms. These may be commonplace
within your team but may not be understood in Secondary Care.

Place based systems should ensure that access to community
phlebotomy/diagnostics is available and understood by clinicians

When referring to secondary care please ensure appropriate Primary Care
assessments have been made

Check local pathways for pre-referral criteria and potential investigations
Consider consultant advice and guidance

Consider other sources of help and guidance

Consider when face to face assessment may add value before referral (both
elective and emergency)

Remember, it can be helpful to have a face-to-face conversation with a patient
who requires Rapid (2 week wait) Referral to ensure understanding of the
pathway being used and to record physical/frailty status of the patient

When referring to secondary care please clearly communicate to the patient
who you are referring them to, for what and what to expect (if known)

At this current time as we recover from the impact of the Covid-19 Pandemic
please advise patient that waiting lists may be long and that first contact may
be a remote consultation.

Consider the use of Easy Read patient leaflets (where available) to inform
about their condition

When referring with the expectation that an operative procedure may
ultimately be required, please consider optimising any Long-Term
Conditions

BP control for hypertensives, glycaemic control for those with diabetes etc.
Please do empower patients to optimise their own health in the waiting period
— smoking cessation advice, weight advice etc

This will reduce the impact of last-minute cancellations in pre-op clinic
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Principles for Secondary Care

Ensure clear and timely communication to the GP following patient contacts
— This applies to both Outpatient encounters as well as on discharge from
admission and A&E.
— Please highlight any changes in medication and reasons for any changes
— Please avoid using abbreviations and acronyms. These may be commonplace
within your team but may not be understood in Primary Care.
— Be clear about what follow up is required, how it will be provided and how any
outstanding test results will be reviewed
— Be explicitly clear about any requests/actions for the GP
= |f you want the GP to ‘monitor’ U&E for example, please say why, how often,
for how long and what your expectations are if results are/remain abnormal
= If you need a repeat test within a short period of time e.g., 2 weeks, please
arrange this to avoid potential delays.

Avoid asking General Practice to organise specialist tests

— If you want the patient to have their blood test closer to home, then provide the
blood form and enable community phlebotomy.

— Place based systems should ensure that access to community
phlebotomy/diagnostics is available and understood by hospital colleagues.

— If a clinician wishes the patient to have further tests prior to next review they
should look to undertake these investigations themselves

If patients need a fit note (sick note) then please provide one

— Please also ensure this is for an appropriate period (if you know they need 3
months off work don’t issue a 2 week note)

— Please issue fit notes from Out-Patients if these are required rather than
sending back to the GP
= Trusts should ensure fit notes are available for colleagues in Out-Patients

If immediate prescribing is required from Outpatients, please prescribe
— Forlonger term medications please prescribe an initial course of at least 14
days

Discharge medications for longer term medications should cover an initial
period of at least 14 days, or longer as locally agreed

Make use of the Discharge Medicines Service, nationally commissioned from

community pharmacy

— This should be used for all appropriate patients to ensure they benefit from this
essential service and that safety improvements are realised upon transfer of
care.

— The toolkit references both high risk medicines and high risk patients
appropriate to send information on — this should be the minimum.
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When recommending ongoing prescribing from the GP please check locally

agreed Prescribing Formulary first

— Important to check that the suggested medication is appropriate for the GP to
prescribe

— Each local system will have a clinically agreed Prescribing Formulary which will
detail appropriateness of prescribing and by whom.

Please put follow up plans in place for patients who self-discharge

— By definition these patients are thought to be unwell and vulnerable. They may
have chosen to decline in-patient treatment, but they are still in need of our
care; which may mean appropriate follow up in clinic is arranged.

— This also includes providing appropriate discharge care and medication.

Please ensure any DNAs are not automatically discharged without clinical

review

— Also please ensure any discharge is communicated to patient and GP with
reason why.

— If patients are transferred to patient initiated follow up (PIFU) or seen on
symptoms pathways, please ensure you clearly reference the criteria to access
a further appointment (SOS)

Please arrange onward referral without referring back to the GP where
appropriate
— A hospital clinician should be expected to arrange an onward referral if:
= The problem relates to the original reason for referral. E.g., patientreferred
to respiratory with breathlessness and respiratory consultant thinks it is a
cardiac problem, the respiratory consultant should do the referral to
cardiology.
= A serious and very urgent problem comes to light. E.g., CT chest shows a
renal tumour. Respiratory consultant should arrange the urgent referral to
renal
— If the problem is unrelated to the original reason for referral, this can be passed
back to the GP. e.g., patient in respiratory clinic describes abdominal
symptoms, it may be appropriate to pass back to the GP to consider.
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Reference documents used to inform these principles

GMC Good Medical Practice
« https://www.gmc-uk.org/ethical-quidance/ethical-qguidance-for-
doctors/good-medical-practice

GMC Good Practice in Prescribing and Managing Medicines and Devices
« https://www.gmc-uk.org/ethical-guidance/ethical-quidance-for-
doctors/good-practice-in-prescribing-and-managing-medicines-and-
devices

GMC Good Practice in Delegation and referral
« https://www.gmc-uk.org/ethical-quidance/ethical-quidance-for-
doctors/delegation-and-referral/delegation-and-referral

BMA guidance on Primary and Secondary Care working together
« https://www.bma.org.uk/advice-and-support/nhs-delivery-and-
workforce/primary-and-secondary-care/primary-and-secondary-care-
working-together

NHS England guidance on Improving how Secondary Care and General Practice
work together
« https://www.england.nhs.uk/publication/improving-how-secondary-care-
and-general-practice-work-together/

Professional Behaviours & Communication Principles for working across Primary
and Secondary Care Interfaces in Northern Ireland
« https://www.rcgp.org.uk/-/media/Files/RCGP-faculties-and-devolved-
nations/Northern-Ireland/2019/RCGP-principle-leaflet-2019.ashx?la=en

Royal College of Emergency medicine Guidance when discharging patients to
General Practice
« Discharge to General Practice 011221.pdf (rcem.ac.uk)

Royal College of Emergency Medicine guidance for management of investigation
results in the Emergency Department

« RCEM BPC InvestigationResults 200520.pdf
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Appendix - Coventry & Warwickshire Advice & Guidance Principles

Developed and agreed with Coventry and Warwickshire LMCs and System Clinical
Executive Group
August 2025

What is advice and guidance (A&G)?
A&G allows GPs to seek specialist advice from a secondary care clinician before, or instead of
making a referral. The service is typically conducted through on-line communication or telephone,
not face-to-face consultations. It is not a shortcut, safety net or workaround, it is a tool for obtaining
specialist input to support clinical decision-making in general practice.
A&G is Ideal for borderline or uncertain referral decisions or to ask specific clinical questions that
could easily negate the need for a referral.
General Principles
e A&G should not be used for emergencies or where a referral is clearly required
e Discussions should always be respectful and professional
¢ A&G requests should be viewed as a “one-time communication” so any questions and
responses should be framed in this manner
o A&G requests do not necessarily need to be from a GP and other members of the
multidisciplinary team are able to make requests, however, A&G requests should not be
used as an alternative for taking advice within a practice and be of a similar level of
experience and skill that would be expected of a GP
e Equally responses need not necessarily be from a consultant but could be from a sufficiently
experienced and qualified member of the professional team and be of a similar level of
experience and skill that would be expected of a consultant
e A&G should not be used to transfer workload from secondary care to primary care

e A&G should not be used for referral triage

Principles for Primary Care
A&G requests should be targeted, informative, and purposeful. Ensure you ask a Clear Clinical
Question or that the purpose of the request is clear:
e Focused and specific: e.g., “Would you recommend starting DMARDs at this stage?”
e Avoid vague or overly broad queries like “Please advise.”
e Examples of a clear purpose includes:
o Diagnostic advice
o Management plan
o Suitability for referral
o Test interpretation

Include Relevant Clinical Information
¢ Include a succinct but complete summary:

e Demonstrates your thinking
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o Shows what the GP is considering and why they’re seeking help
o Indicates any provisional plans that need confirmation or redirection
¢ Include attachments if applicable

Important things to bear in mind:
e A&G should not be used when a referral is clearly needed (e.g., urgent 2WW, suspected

cancer, unstable conditions).
e |t doesn'’t place the patient on a waiting list or result in a clinic appointment.

It is not for acute or time-sensitive issues (e.g., chest pain, sepsis, stroke).
e |tis not a way to shift responsibility; the responsibility for patient care remains with the GP

unless a formal referral is made. A&G is for advice only, not for shared or transferred care.
e You cannot use A&G to:
o Ask a consultant to prescribe medications
o Request them to arrange tests
o Book patients into services (unless they explicitly offer to do so)

e Do not use A&G as a dumping ground for incomplete information. Vague or poorly
structured requests (e.g., “What do you think?”) are not appropriate. This is true of
information moving from secondary care to General Practice.

¢ A&G should not bypass agreed local clinical pathways (e.g., MSK triage, community
dermatology, mental health services).

Principles for Secondary Care
¢ Respond to A&G requests in a timely manner, usually in less than working 5 days

¢ |If you need information to answer the query please ask for this specifically

o Ifitis apparent that the patient needs an outpatient appointment, convert the A&G request to
an appointment yourself; do not ask the GP to make a separate referral.

e A&G is not a tool to transfer outpatient clinic work to General Practice. Do not ask GPs to
do work that would usually be done in outpatient clinic, convert the request to an outpatient
appointment.

¢ Do not recommended long lists of tests or recommend tests that are unusual or inaccessible
in primary care. If these are required convert the request to an outpatient appointment.

¢ Do not recommended treatments unavailable in general practice. If these are required
convert the request to an outpatient appointment.

¢ Do not ask GPs to let you know test results/patient responses to decide further
management. If these are required convert the request to an outpatient appointment.
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