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ABSTRACT

Background Access to specialists is mediated by

general practitioners in many countries. In these

settings, specialists rely on information in referral

letters when deciding which cases to schedule for

their clinics.
Method Two-hundred and seven consecutive

referral letters to gastroenterologists were scored

for the amount of information relayed to the

specialist, using a published schedule. The ‘quality’

scores for these referral letters were compared for

four groups of patients: patients diagnosed with

histological lesion, those with no histological lesion,

those who failed to attend clinic, or those who had a
diagnosis unknown. Forty-two referral letters were

generated with a range of quality scores. Four gastro-

enterologists were asked to identify which letters

described patients ‘likely’ to have a significant or

benign colorectal condition, and whether they could

triage the cases for their clinic given only the infor-

mation in the letters.

Results It was not possible to differentiate which
letters related to patients in each of the four

categories (P = 0.6). Patients who failed to attend

were more symptomatic than those with a histo-

logical lesion (35.4 versus 28.2, mean difference

7.14, 95% confidence interval (CI) 14.1 to 0.15,

P = 0.045). Patients referred ‘urgently’ were not, on

the basis of the referral letters, the most sympto-
matic group (29.7 versus 27, mean difference 2.7,

95% CI –3.4 to 8.8, P = 0.38). The specialists failed

to agree on the proportion of cases that could be

triaged for their clinics. The cases that could be

triaged contained more information (mean 66.38

versus 49.86, mean difference 16, 95% CI 1.3–31.7,

P < 0.001).

Conclusion There was no evidence for an associ-
ation between the amount of information relayed

and the diagnosis of a histological lesion. However,

more information was helpful when deciding which

patients to schedule first. By corollary, patients

referred with lesser documentation of their clinical

presentation may be denied ‘urgent’ access to the

gastroenterology clinic.
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Introduction

Lower bowel symptoms are common and are usually

self-limiting.1 Most people do not consult a medical

practitioner about their symptoms. In many countries,
patients cannot make appointments directly with a

specialist, without reference to a general practitioner

(GP). The referral process involves writing a letter,

which may be preceded by or followed up with a tele-

phone call to the specialist.2 However, in most cases,

the referral letter is the only source of information

enabling the specialist to appropriately prioritise cases.

Thus, patients are largely dependent on GPs for
advice about the significance of their symptoms.3 In

the case of those referred to a specialist, the grounds

for concern should be relayed in the referral letter,

especially if an urgent appointment is being sought. A

recent audit of UK GPs suggests that the referral letter,

more so than the medical records, outlines the clinical

details at the time of the referral.4 On the other hand, it

has also been demonstrated that GPs generally record
very few clinical details in their correspondence with

gastroenterologists, and that referral letters are only

perceived as a ‘ticket of entry’.5 The primary aim of

this study was to score the quality of letters to gastro-

enterology clinics at two major metropolitan teaching

hospitals in Perth, Western Australia, applying a pub-

lished scoring schedule. The secondary aim was to

compare the sum of scores for relevant symptoms
recorded for different groups of patients with reference

to the outcomes of their referral. Finally, the views of

specialists about letters containing varying amounts of

information were sought, to determine if the amount

of information relayed has an impact on scheduling of

appointments.

Method

A systematic review of the content of consecutive

referral letters from general practice to hospital clinics

was undertaken. In a previous study, GPs and surgeons

identified the relevant clinical features that should be

communicated to specialists about patients with lower

bowel symptoms. These were weighted by a substan-

tial number of GPs, and the final scores reflected the

perceived importance of specific features when refer-

ring to a lower gastrointestinal specialist.6 In order to
score the referral letters for ‘quality’, these scores were

first applied to individual elements of history and

examination and, by summing the scores for each letter,

an ‘overall score’ was arrived at (see Table 1).

The final diagnosis and the urgency of the referral

were also recorded in each case. The clinics accepted

referrals in any format, although most practitioners

submitted a referral on the hospital proforma, with
free-text comments as additional notes. The scoring

was performed by a researcher at the hospital site, with

access to clinical advice when necessary. All patient-

identifiable data were removed prior to access by the

research team. According to previously published data,

55 letters were required to detect a difference of 10

points in quality scores of referral letters, with 80%

power and alpha of 0.05.6 Data were collected over a
consecutive three-month period.

Specialist survey

A set of 42 referrals was generated. The mean ‘score’

for each letter was 58 (standard deviation (SD) 25.5,

range 7–93). Higher scores characterised letters with

more details about the patient. Twenty-eight letters

contained specific positive findings (e.g. rectal mass,
iron deficiency anaemia etc) and/or documented a

GP opinion about the cause of the symptoms. Four

gastroenterologists agreed to offer a view about how

the letters might be prioritised by them for their clinic.

The specialists were asked two questions; each re-

sponse was invited in a Likert scale, ranging from 1

to 5 where 1 = not at all and 5 = very likely:

1 is this case likely to have serious pathology (i.e. a

condition that warrants urgent medical interven-

tion)?

2 is this case likely to have benign pathology?

How this fits in with quality in primary care

What do we know?
General practitioners (GPs) in many countries are gatekeepers to specialist services. Specialists rely on

referral letters from GPs for sufficient information to prioritise appointments to the clinic.

What does this paper add?
More comprehensive referral letters are helpful when deciding which patients should come to clinic sooner

rather than later. Patients may be denied ‘urgent’ access to the gastroenterology clinic on the basis of the

quality of the referral letter.
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Finally, the specialists were asked if they could triage

the case for their clinic as a binary variable, yes or no.

Results

A total of 143 letters to hospital A and 64 letters to

hospital B were analysed. Four distinct groups of

patients were identified:

1 seventy-five patients (36.2%) had colorectal con-

ditions that could be defined on a histological basis,

including large polyps, inflammatory bowel disease,

severe diverticular disease or significant haemor-

rhoids. No patient was diagnosed with cancer

2 thirty patients (14.5%) failed to attend or cancelled

their appointments

3 fifty-four (26%) did not have an appreciable his-
tological lesion

4 forty-eight cases (23%) where the hospital records

and therefore the diagnosis could not be traced.

Analysis of variance (ANOVA) between the four groups

of patients identified above was performed, and

suggested that overall there was no significant differ-

ence in the quality of the referral letters that related to

these four categories (P = 0.6). Weight loss was reported

significantly more often in cases where patients failed

to attend appointments (19% versus 15%, P < 0.001).

These data are illustrated in Table 2.
The number of significant colorectal symptoms,

signs or risk factors recorded, i.e. the ‘quality’ of the

letters, varied according to the hospital to which the

referral was directed, the choice of route (urgent versus

routine) and whether the patient was suffering from

weight loss. The most symptomatic patients were

those noted to have weight loss (54.1 versus 28.5, mean

difference 25.7, P < 0.001). Patients who failed to attend
their appointments were more symptomatic than those

who were diagnosed with a histological colorectal

lesion (see Table 3).

Table 1 Scoring referral letters6

Sign, symptom or risk factor documented Score: feature

present

Score: feature absent

but documented

history of seeking

this information
from the patient

Duration of symptoms 8.7

History of change in bowel habit 8.3 9.0

History of rectal bleeding 8.4 8.9

History of tenesmus 7.1 7.4

History of passing mucus per rectum 6.9 7.3

History of abdominal pain 6.5 8

History of weight loss or patient’s weight 8.1 8.9

Rectal mass or results of rectal examination 7.7 8.5

Abdominal mass or results of abdominal examination 7.5 8.5

Iron deficiency anaemia or results of full blood count 8.0 8.7

History of inflammatory bowel disease 7.4 8.4

Relevant family history 7.2 8.6

History of lower bowel investigations or existing colorectal

conditions

7.3 8.7

GP’s opinion as to likely diagnosis 7.2 (cancer likely) 7.5 (benign

condition)
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Specialist survey

The specialists were in agreement about the pro-

portion of cases where serious pathology was a likely

or very likely diagnosis (P = 0.11). There was also
agreement about the proportion of such cases that

contained helpful GP notes, such as iron deficiency

anaemia etc (P = 0.68). However, the specialists were

not in agreement about the proportion of cases that

could be triaged for their clinics. Two specialists could

triage 40 of the 42 cases. The other two could triage 25

and 28 respectively. The specialist who felt least able to

triage the cases was able to triage 20 of the 21 cases,
where he also deemed that GPs had documented

helpful features (P < 0.001). The quality of letters that

could be triaged where GPs were noted to have

documented helpful signs or symptoms was signifi-

cantly greater than others (65.3 versus 48.5, mean

difference 16.8, 95% CI 9.5 to 24.2, P < 0.001). The

proportion of such letters identified by the specialists

was not significantly different, as shown in Table 4.

Discussion

There was no evidence in these data for an association

between the overall ‘quality’ of referral letters and the
diagnosis of a histological lesion. On the one hand,

several researchers have previously suggested that

there is not a helpful relationship between symptoms

and histological pathology;7,8 on the other hand, it has

also been suggested in a survey of Australian practice

that letters fail to relay information that is germane to

the diagnosis.9 Therefore, are patients with significant

pathology asymptomatic and/or free of objective signs?
Is all available information relayed by the referring

doctor, or is there a failure to elicit these clinical

features? We also found that patients referred ‘urgently’

were not, on the basis of the information in the referral

letters, the most symptomatic group. The decision to

refer ‘urgently’ may be for reasons other than the

clinical details or an inclination to be consistent with

the evidence.10 If there was a reason why GPs elected to

Table 2 Difference in the quality of referrals according to final specialist diagnosis

Patient category Significant

colorectal

conditions (75)

DNAs (30) No lesions (54) Diagnosis

unknown (48)

Mean total score for referral

letter

33.4 37.9 37 34.3

Standard deviation 16.8 21.4 21.5 18.8

DNA: did not attend; ANOVA F = 0.6, P = 0.6

Table 3 Differences in scores for symptoms recorded in letters as being present (‘feature
present’ Table 1, e.g. rectal bleeding, diarrhoea etc)

Type (n) Mean score

for positive

symptoms (SD)

Mean

difference

95% Confidence

interval of the

difference

P value

Urgent (35) 29.7 (16.1) 2.7 –3.4 to 8.8 0.38

Routine (94) 27.0 (15.3)

Significant colorectal

condition (75)

28.2 (13.9) 7.14 14.1 to 0.15 0.045

Did not attend (30) 35.4 (21.2)

Hospital A (143) 28.6 (16.8) 5.5 10.3 to 0.6 0.027

Hospital B (64) 34.1 (15.3)

Weight loss (15) 54.1 (18.6) 25.7 17.7 to 33.7 <0.001

Weight loss not mentioned

(192)

28.5 (14.8)
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refer some patients urgently, it was not apparent from

the information about their lower bowel symptoms as

recorded in the referral letters. Whatever the explan-

ation, and there may be several, we feel this is an

important finding because telephoning the specialist
with details is an exception rather than the rule, and in

the majority of cases the letter is the only information

available to the gastroenterologist when scheduling

appointments.

Of particular interest were the 15 patients with

weight loss. Such patients were recorded as having a

significantly greater number of signs and symptoms,

and yet more than half failed to attend the clinic. Five
possibilities exist: these patients were too ill to attend

or were admitted to hospital prior to their appoint-

ment, the patients made alternative arrangements for

specialist care, their condition improved, or referral

letters about the other cohort of patients were incom-

plete. It may also simply be that some patients elected

not to attend despite their symptoms. This is in con-

trast to those who were referred urgently but did not
have weight loss. Such patients had fewer symptoms

but were more likely to have a histological lesion. We

also record a trend suggesting that patients who failed

to attend their appointments generally had more symp-

toms than those who were diagnosed with a histologi-

cal lesion.

The specialist survey reflects data from other studies

which similarly imply that doctors vary in their con-
fidence to triage patients given the same documented

information.11 While this is not new, it makes an

important case for ensuring that specialists are pro-

vided with as much information as is practical to help

decision making. The implications for referral of patients

who rely on the gatekeeper to specialist service are con-

siderable. While it may be argued that, in the context

of colorectal cancer, a delay of several weeks is unlikely
to impact on prognosis, for some other conditions a

delay of a matter of weeks has very considerable

impact on prognosis.12

Conclusion

In clinical practice, timely referral and diagnosis are

enforced by litigation. Where health care is funded by

the tax payer, policy makers rely on medical prac-

titioners to ensure that those who are most in need of

care receive it sooner rather than later. In summary,
our data indicate that the letter writing is of value when

deciding when patients should come to the clinic.

However, signs and symptoms documented in referral

letters do not correlate with histological pathologies.

Patients who are referred with brief or incomplete

letters may fail to be scheduled for ‘urgent’ access to

the gastroenterology clinic. Perhaps the time has come

to rethink the referral process, given the possibility for
efficient relay of information electronically.
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