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Measuring the quality of referral letters about patients with
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Background: General practitioners state the reason for referring patients in referral letters. The paucity of
information in these letters has been the source of criticism from specialist colleagues.
Objective: To invite general practitioners to set standards for referral letters to gastroenterologists and to
apply these standards to actual referral letters to one specialist gastroenterology unit.
Methods: A scoring schedule was designed based on the responses to a questionnaire survey of a large
sample of all general practitioners in one locality. Altogether 350 consecutive letters to a district general
hospital about patients referred for an upper gastrointestinal specialist opinion were subsequently scored
using the schedule.
Results: 102 practitioners responded to the survey. Their responses imply that colleagues assess and
record findings on 18 potential features of upper bowel disease. In practice most referral letters address
fewer than six features of upper bowel disease. The mean number of positive features of upper
gastrointestinal disease reported in each letter was one.
Conclusions: This study reported a failure to meet ‘‘peer defined’’ standards for the content of referral
letters set by colleagues in one locality. Referral letters serve many purposes, however, encouraging full
documentation of specific clinical findings may serve to increase the pre-referral assessments performed in
practice.

I
n the UK the referral to secondary care still requires a letter
from the general practitioner to the specialist. The letter
records the general practitioner’s reasons for requesting a

specialist consultation or test such as endoscopy. Ideally it
should incorporate sufficient information to permit those
who may benefit from rapid access to specialist care or
investigation, or both, to be identified.1 2 This may have been
facilitated by the publication of national UK guidelines to
help general practitioners decide which patients to refer
urgently.3 Nevertheless the quality of referral letters has been
and remains variable.4–7 In one survey 38% of consultants
stated that they have been provided with inadequate
information by general practitioners ‘‘fairly’’ or ‘‘very often’’.8

Nevertheless, much of the criticism of general practitioners’
referral letters has been from a secondary care perspective; it
is not clear how well they communicate when measured by
their own standards.
We now describe how we identified the key clinical

features that general practitioners in one locality considered
should be included in a referral letter for upper gastro-
intestinal investigation, and the results of a review of their
referral letters using this list as review criteria.

METHOD
Potential key clinical features for inclusion in referral letters
were identified by reviewing available referral guidelines and
papers identified by a literature search of Medline, Ingenta,
CINAHL, and the Bath University ISI database using the
terms ‘‘upper gastrointestinal’’ (exploded) in association with
‘‘primary care’’, ‘‘cancer’’, ‘‘letter’’, and ‘‘guidelines’’. This
was supplemented by hand searches of the major UK primary
care journals from 1990 to 2001 and scanning the reference
lists of all articles found through the above strategies and
informal discussion with general practitioner colleagues.
One hundred and thirty eight general practitioners in

South Yorkshire were invited to participate in a two stage
questionnaire survey given at monthly intervals.9 In the first

stage they were asked to refine the list of contents for an
‘‘ideal’’ referral letter about a patient with upper gastro-
intestinal symptoms, in the second they were provided with a
summary of all the responses to the first and were asked to
review and if necessary change their responses. Respondents
were compared with non-respondents in terms of age, sex,
and the list size of their practices on data held locally.
The list of key clinical features on which there was majority

agreement among the general practitioners was used to
produce review criteria for referral letters for patients with
upper gastrointestinal presentation. This was applied to 350
consecutive free text referral letters to a local district general
hospital gastrointestinal service. The service does not offer
direct access to endoscopies but a specialist appointment
after reviewing the referral letter.

RESULTS
One hundred and thirty eight local general practitioners were
invited to participate; 120 responded (87%) in the first stage
and were invited to participate in the second stage to which
102 responded. There were no differences in the items
selected by general practitioners before and after reflecting on
a summary of the group opinion. The box shows the final list
of items. Respondents (102) were compared with non-
respondents (36). No significant differences were noted in
terms of age, sex, list size, ssingle handed status, or ethnic
origins (table 1).

Scoring referral letters
Three hundred and fifty consecutive referrals from 105
general practitioners to one district general hospital were
scored using the schedule devised. Figure 1 shows the
number of presenting features for upper bowel disease
recorded on referral letters. It can be seen that the average
referral focuses on less than six aspects of the presenting
features. Figure 2 shows that the mean number of positive
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features of upper gastrointestinal disease in each letter was
one.

DISCUSSION
The content of referral letters has become a bone of
contention between specialist and general practitioners with
published papers reporting dissatisfaction at the quality of
communication.10 Referral letters for upper gastrointestinal
presentations analysed using these review criteria seem to
contain little information.
The principal strengths of this study are that it is based on

evidence based criteria validated for the general practice
context by a representative sample of general practitioners
and that a large sample of referral letters was reviewed. It
also samples a ‘‘naive’’ population to which no intervention
had been applied and it is likely to represent actual practice.
The population surveyed is likely to represent a typical UK
general practice. The weakness of this study is that although
we have identified what seems to be a glaring failure of
communication between primary and secondary care, we do
not know whether it affects patient care. Referral letters serve
a number of functions including informing the specialist

about the reason for the referral and as a simple request for a
test or opinion. Doctors can express satisfaction with the
content of referral letters even when very little information is
included because they serve to facilitate a referral rather than
seek to justify it.11 Patients do not always seem to come to
harm when the reason for referral is not correctly interpreted
from the referral letter.12 This may have been especially
important to the setting of this study where patients are
referred with the expectation of a diagnostic procedure being
performed and all patients are seen regardless of the contents
of the referral letter. The content of referral letters needs to be
assessed from the perspective of the clinician engaged in a
process—that is, organising a test.13

We have established that the information content of
referral letters written by general practitioners is low. We
do not fully understand why this is so. It may reflect that
general practitioners have low referral thresholds14; that they
do include all information that have about their patients’
presentations in referral letters; that they do not make a full
assessment of the problems with which patients have
presented and have been referred; and/or that they make
referral decisions using prompts not included in these referral
criteria. Finally, we do not understand what their impact is
on health care either at individual or population levels.
Further research is needed to elucidate these problems if we
are to improve communication between primary and
secondary care.

Features that should be addressed in the referral
letter for patients with upper gastrointestinal
symptoms

N Dysphagia

N Loss of appetite

N Haematemesis

N Weight loss

N Melaena

N Upper abdominal pain

N Iron deficiency anaemia

N Jaundice

N Dyspepsia unresponsive to treatment

N Family history of upper gastrointestinal cancers

N Pernicious anaemia

N Mass on abdominal ultrasound scan

N History of peptic ulcer disease

N History of Barrett’s oesophagus

N History of surgery for peptic ulcer disease

N Cervical lymphadenopathy

N Hepatomegaly

N Vomiting

Table 1 Differences between respondents and non-respondents

Respondents
(n = 102)

Non-respondents
(n = 36)

Mean difference
95% CI Test and p value

Age 47 (8) 49 (8.6) 1.85 t test
n = 99 n= 29 (25.3 to1.6) p = 0.29

Sex 29F: 73M 7F: 27M x2 test
p.0.1

List size 1997 (766) 2138 (872) 140 t test
n = 93 n= 26 (2488 to 206) p = 0.42

Single handed 8 4 Fisher’s exact test
p = 1.0

Ethnicity non-
European

24/97 9/28 x2 test

p = 0.47

Data for all practitioners were not available. Figures in parentheses are standard deviations unless otherwise
stated.
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Figure 1 Distribution of the number of features of bowel disease
recorded in referral letters. Maximum possible = 18.
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Figure 2 Distribution of the number of ‘‘positive features’’ of bowel
disease recorded in referral letters. Maximum possible = 18.
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