Suggestions for a letter for a new patient’s first visit


Dear [Dr Surname: if not previously met; Firstname: if have previously met]

Thank you for referring [this man, this fellow, this woman, this lady] for [the reason they stated they referred them].

{NOTE: Make it clear that you understand the reason for referral and will answer this query specifically in your letter}

[His, her] past history is relevant for: [condition A; condition B; condition C; and condition Z]. [His, her] current medications are: [drug A 00 mg tds; drug B 00 mg bd; and drug Z 00 mg bd]. [He, she] [is allergic to, is intolerant of, has no drug allergies]. [He, she] [brief statement of social situation].

{NOTE: If the above paragraph is too long, break it into 2 paragraphs}
[This next paragraph describes the presentation. Start with the history. Describe results from relevant investigations. Sometimes you need to break this into two paragraphs, sometimes even more].
On examination today, [his, her] pulse rate was [00] beats per minute and regular, blood pressure [00/00] mmHg, oxygen saturation [00%], and temperature [00]°C. [Go on to describe the findings relevant to this presentation].

[This next paragraph describes what you think is going on; how you make sense of it all; what your provisional diagnosis or list of differential diagnoses is etc. If this paragraph is fairly short, condense it with the next paragraph].

[This next paragraph describes your investigation and/or management plan; what you plan to do and what you suggest the referring doctor should do. Be careful not to overstep the request of the referrer by “taking over” – limit yourself to what’s been asked of you].

[Final paragraph should clearly outline what part you will play in the follow up, or alternately, that you have made no plans to review this person – you must give a reason in this instance].

Kind regards,

Yours sincerely,

Your name

cc: [Getting the cc’s right is an art. It’s usually a good idea to cc anyone who was cc’ed on the referrer’s letter to you. Be respectful to the referrer (e.g., if you’re being asked for a second opinion, don’t send it back to the guy who gave the first one!). Try and keep the GP and other specialists who regularly see the patient in the loop – ask for the patient’s permission to do this] 

{NOTE: An example letter follows…it’s based on a real one, please don’t circulate}

Dear Bill
Thank you for referring this 52 year old lady for [REASON FOR REFERRAL] assessment of positive Q-fever serology results. 

[PAST HISTORY, MEDS, ALLERGIES, SOCIAL]. She has a history of diabetes, tennis elbow and rosacea and is currently taking Metformin 500 mg tds and using Rozex gel on her nose. She has no drug allergies. She and her husband are retired university lecturers living on a large block in Wollongong Heights. She is a non-smoker and normally plays tennis a couple of times a week as well as walking 5 km on the beach with a group twice per week.  
[PRESENTATION, HISTORY]. She developed acute Q-fever in early June with the main symptoms being fevers, sweats, profound malaise, dysnea on exertion, and a dry cough. She was seen by you on 13 June and had a fairly typical pattern on her blood tests with a CRP of 245 mg/L, moderately abnormal liver function test, normal white cell count, and a platelet count of 79. I recall you saying that she received about a week of atypical pneumonia antibiotic cover with azithromycin. The fever lasted in total about one week. Her illness was also associated with loss of appetite and weight loss of about 4 – 5 kg. 

She has continued to experience malaise and dysnea on exertion since her acute Q-fever, although this seemed to be improving until two or three weeks ago. In the last two or three weeks, it seems to be deteriorating again but I note that she is still able to do thrice weekly walks (at the back rather than the front of the pack). She does not have a cough and is no longer experiencing fevers and sweats. I note from your blood tests that her CRP had normalised completely by early August. Likewise, her LFTs, ESR and full blood count were entirely normal at that time too. A chest X-ray taken on 15 August looks much better than the one showing left lower lobe consolidation on 14 June. 

[RELEVANT INVESTIGATIONS, SOME APPEAR ABOVE]. Her Q-fever serology shows clear cut evidence of recent disease with a negative IgG on 13 June that became positive by 29 June along with rising phase 1 responses that were initially negative at diagnosis. Notably, the phase 1 response has increased at each subsequent test done on 13 July, 29 July, 1 August, and 11 August 2008. She had a transthoracic echocardiogram done that showed no valve abnormalities I understand (I haven’t seen the report) and no evidence of heart failure. 

[EXAMINATION] On examination, her pulse rate was 64 beats per minute and regular, blood pressure 164/88 mm/Hg and oxygen saturation 99% on room air. She did not have any lymphadenopathy and was not pale. She had normal heart sounds but a soft ejection systolic murmur that was best heard in the aortic area. Auscultation of her chest initially revealed fine bilateral crackles; however, these cleared with deep breathing and coughing. Her abdominal examination was normal and in particular there was no splenomegaly. There was no swelling of her ankles.

[WHAT I THINK IS GOING ON] She has no underlying risk factors for chronic Q-fever like abnormal heart valves, implanted prosthesis etc. and there is no focal evidence of chronic Q-fever currently with normal blood tests, no abnormal chest signs, no focal bony tenderness, and a chest X-ray that is probably more consistent with resolving disease. I have told her that it is too early to tell whether her phase 1 response is a normal one that will resolve over time or one that will evolve into chronic disease. In the latter case, I would really like to see a disease manifestation before launching into what is normally potentially toxic treatment with hydroxychloroquine and doxycycline for a prolonged period of time. 

[INVESTIGATION AND MANAGEMENT PLAN] We have done a Q-fever PCR as well as repeat Q-fever serology today and I will send this down to the reference laboratory in Geelong. She is going away on 24 September for three weeks so I will organise for her to have another blood test done up in Queensland in the last week of January and then [MY PART IN THE FOLLOW UP] review her on 17 November 2008. If the Q-fever PCR is positive and/or she deteriorates within the next three weeks, then we may look to do a transoesophageal echocardiogram. Alternatively, it might be worth getting two PCR results in the bank before reconsidering this in November when I see her again. 

Kind regards,

Yours sincerely,

Craig Boutlis 10 July 2009


