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To THE EDITOR: It is refreshing to see
quality initiatives like that of Mant et al,’
which examine issues of continuity across
different territories. Use of a simple audit
tool (minimum dataset) and methodology
has worked well to illuminate what mislead-
ingly appears to be a simple problem (ie, the
two-way exchange of information between
the hospital and general practitioner in
relation to medication). Unfortunately, like
many problems that appear straightforward
and easily fixable, the reality is that this
issue is far more complex to address. A lack
of clinical governance has been made
apparent in both the public hospitals and
the Divisions of General Practice that
participated. Clinical governance demands
that organisations be accountable for stand-
ards and performance in relation to clinical
care,? and this is integral to addressing
problems both internally and across the
continuum of care.

Mant et al demonstrated that many
hospitals had policies and strategies to
accomplish the exchange of medication
information,! indicating that these proce-
dures were thought to be achievable with
current resources. Before this study, knowl-
edge among staff of implementation was
scant and confused, and there was no
system of review to reveal existing prob-
lems. When problems were exposed and
changes made, staff were not upskilled to
incorporate the change into their practice
(eg, junior doctors not completing the new
discharge referral form). Similarly, the
Divisions of General Practice did not
resolve issues surrounding the production
and distribution of business cards that they
had agreed to undertake.

This study has determined a means to
measure performance and has intervened to
analyse problems and yield some improve-
ments. However, if the organisations involved
do not commit to develop clinical governance,
the path towards continued improvement will
be extremely slow (if at all) and the findings of
this project made irrelevant.
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To THE EDITOR: Mant et al' explore an
important aspect of the quality use of
medicines in their study on the continuity of
medicines from hospital to community.
Their study on compliance with an agreed
minimum dataset for patient medication
information exchange between hospitals
and general practitioners provides a useful
perspective of an approach to systems
change. I wish to point out a number of
limitations that may have affected their
results and make some suggestions to
improve the quality use of medicines.

GPs were audited on whether they
provided medication information to hospi-
tals. Many GPs work part-time. There is the
possibility that the medical practice was
contacted by a hospital employee, who
obtained the information from a doctor
other than the patient’s usual GP.

The audit covered discharge summaries
received by the GP by fax. Although faxing
discharge summaries is convenient, there
are potential problems with this method.
There are the possibilities of dialling a
wrong number, and faxed discharge sum-
maries (particularly handwritten ones) may
be difficult to read, which could also result
in medication errors. In addition, a dis-
charge summary may have been posted to
the practice instead of faxed, which would
under-report the true percentage of GPs
who received the information.

It is not uncommon for patients to have
multiple GPs.?2 However, it is my experience
that only one GP is documented in the
patient’s medical file. This issue could have
influenced the results of the GP audit and
would be a further factor complicating the
continuity of medicines from hospital to the
community.

The authors mention the introduction of
GP liaison officers to facilitate the notifica-
tion of GPs about patient admissions and
the rationale for medication changes. They
do not report any other measures that they
plan to introduce to improve their results.
Given that systems problems have multifac-
eted answers, further expansion on what
other steps could be taken would have been
a useful addition to their article. I suggest
that it would have been appropriate to
include a broader range of key stakeholders
in the workshops, such as community
pharmacists and patients. In addition, a
computerised hospital prescribing system
could be integrated with an on-line evi-
dence-based clinical guide to prescribing to
assist in optimal medication selection. This
could also be used to generate a discharge

medication list that was automatically sent
to the patients’ GPs. Such an approach
would reduce errors and improve out-
comes.>*
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IN REPLY: We were pleased at the number
of letters received exploring issues raised by
our recent article.!

Jefford and colleagues question whether
staff are aware of the Australian Pharma-
ceutical Advisory Council guidelines.? We
expect to answer this question during the
consultancy that the NSW Therapeutic
Assessment Group is conducting for the
Commonwealth Department of Health and
Ageing. In this consultancy, we are evaluat-
ing the implementation and effectiveness of
these guidelines. After its completion in
October this year, we will have an imple-
mentation map of activities being under-
taken relevant to the guidelines in Australia.
Recommendations formalised at a national
workshop will be made to the Department
of Health and Ageing regarding future
implementation, including alternative mod-
els and workable solutions.

All three letters raise questions about the
key stakeholders for continuity of care. We
invited a range of clinical and administrative
staff, including senior and junior medical
staff, nurse clinicians, clinical pharmacists
and general practitioners from the relevant
Divisions. However, participation of junior
medical staff was limited. As Jefford et al
comment, consumers and community
pharmacists warrant further consideration
in strategies for improving information
exchange between hospitals and GPs. We
also agree that patients’ knowledge of their
medications is often deficient: with limited
resources, we were only able to address this
through the GPs who interviewed their
patients following discharge.
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