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The process of outpatient referral and care: the
experiences and views of patients, their general
practitioners, and specialists

ANN BOWLING
JUDITH REDFERN

SUMMARY

Background. The primary care system in the United
Kingdom, involving the general practitioner (GP) as gate-
keeper to further services, has helped to keep health care
costs down. Despite this, unexplained variation in referral
rates and increasing health care costs have led to the
search for methods of improving efficiency. There is rela-
tively little recent descriptive data on the processes of care
at the primary—secondary care interface. The study reported
here provides information about this.

Aim. To analyse the patterns and process of care for the
referral of outpatients, together with the views of patients,
their GPs, and specialists.

Method. A questionnaire survey of outpatients, their hospital
specialists, and GPs in randomly sampled district health
authorities in the North Thames Region. The measures
included items and scales measuring satisfaction and
processes.

Results. Almost all of the outpatients thought that their con-
sultation with the specialist was ‘necessary’ and ‘worth-
while’. Most of the GPs felt that they could not have given
the study patients the care, treatment, and investigations
they received in hospital, and most of the sampled patients’
attendances were rated by the specialists as ‘appropriate’.
However, for just over one-fifth of new patients, the special-
ists reported that the GP could have done more tests and
examinations prior to referring the study patient. Large pro-
portions of GPs in this survey also reported having technical
equipment in their practices, as well as direct access to a
range of services and hospital-based facilities.

Conclusion. A large amount of work is carried out in gener-
al practice prior to the hospital referral of patients, and GPs
have direct access to some technologies and services that
can act to reduce the burden on hospitals. The discrepancy
between GPs’ and specialists’ perceptions about the poten-
tial for further investigative work prior to patient referral mer-
its further investigation.

Keywords: referral; patient satisfaction; general practition-
ers; hospital specialists.

Introduction

involving the general practitioner (GP) as gatekeeper to further
services, has helped to keep health care costs in the United
Kingdom downt Despite this, unexplained variation in hospital
referral rate3* and increasing health care costs have led to a
search for methods of improving efficiency and effectiveness,
and of shifting the balance of care further to the primary care
sectort®>10Policy makers have encouraged developments in pri-
mary care with the aim of increasing efficiency and curbing the
increasing costs of health services, particularly in the secondary
sector. The most recent example is the replacement of GP fund-
holding schemes with new local commissioning schemes within
primary care groups.

In England and Wales there are over 37 million recorded out-
patient attendances in NHS hospital clinics per year, at an annual
cost of around £2.5 billion. Therefore, even a small reduction in
outpatient attendances has the potential to make substantial sav-
ings for the NHS. Over 8.5 million (23%) of outpatient atten-
dances are new outpatient attendances and the remainder are fol-
low-up visits!? Cartwright and Windsé# reported, on the basis
of their national survey of outpatients in 1989, that 11% of all
adults will have attended a hospital outpatient department within
a three-month period. They concluded that there were too many
continuing attendances over long periods. Others have estimated
that around one-quarter of follow-up outpatient attendances are
unnecessary, and could perhaps be avoided or managed in gener-
al practice by different methods of organising &r&,although
these schemes are largely unevaluated to date. Many studies have
sought and failed to identify the reasons for variations in GPs’
referral rates to outpatient departments. Faulkne* reported
that 38% of surgical outpatient attendances in the southwest of
England were still perceived by hospital doctors to have been
manageable by GPs, and 45% of these attendances were judged
to have been of marginal or little value. However, while it has
been argued that primary care-based health systems have lower
costs than others, for health care to be more ‘primary care-led’,
greater investment and transfer of resources from the secondary
to primary care sector is required, particularly in socially-
deprived area¥:'51"Despite ongoing debate, there is little con-
sistent information on the extent to which organisational devel-
opments in primary health care have had an impact on the work-
load of GPs or hospital outpatient departmeénts.

Aims of the survey

This study aimed to describe the patterns and processes of care in
general practice prior to patients’ referral to hospital outpatient

INETY-EIGHT per cent of the British population are regis- clinics, together with the views of patients, their GPs and special-
Ntered with a National Health Service (NHS) general practidists. A separate paper focuses on the characteristics of fundhold-
tioner (GP), and 90% per cent of health care contact takes plateg practices and is published elsewhére.
in primary care. The well-developed primary care system,
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M ethod

Eligible sample members were aged over 18 years and were cur-
rent outpatient attenders. Both first and follow-up attenders were
included in the study in order to be able to provide a profile on
all attenders. The study was based in five, randomly sampled dis-
trict health authorities in the North Thames Region, with stratifi-
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cation by area (the 15 district health authorities were divided intgears, 34% (333) were aged 45 to 65, and 35% (336) were aged
Greater London/outside London, and then West to East). Th@5 or over. Eighty-eight per cent (847) were white and 12%
aims of the study were descriptive, and a minimum of 12Q115) were in black and other ethnic minority groups. Table 1
patients per specialty was aimed for in the sampling (720 in totalhows the results of patients’ reports of the referral and atten-
across all specialties). This number was sufficient to permitlance. This shows that most patients reported that their GPs had
analyses by specialty and was manageable within the study pericgkamined them thoroughly before their referral to an outpatient
Within sampled districts, hospitals that included all of the com-department, and over one-quarter in each case reported having
mon study specialties on site were included in the study. ThX-rays or other prior investigations. Almost three-quarters of
study specialties (common specialty areas) were general mediatients had been referred to an outpatient department by their
cine, general surgery, dermatology, orthopaedics, rheumatolog®Ps. Table 1 also shows that most patients reported being seen in
and respiratory medicine. an outpatient department within three months of their referral,
Two researchers attended each outpatient clinic and recruitedthough 6% waited six months or more. Most (60%) patients
all patients as they attended consecutively on the study visit dateere re-attenders at the time they were sampled for inclusion in
The patients were informed about the study, given an explanathe study, although just 10% of all patients were long-term atten-
ory leaflet, and asked to sign the consent form to participatelers of five years or more.
Those who consented were given a questionnaire to complete atThe average number of attendances for all patients was 4.8
home after the clinic, and were asked to return it in a pre-pai@including the sampled attendance). The average waiting time in
envelope. Questions for patients covered process, satisfactiotie clinic was 36.12 minutes: mean waiting times were longest in
and attitudes in relation to outpatient care and the interface withondon at 41.3 minutes (SD = 41.70) in comparison with 31.6
primary caré€:*31°The satisfaction instrument (ratings on a five- minutes (SD = 29.37) outside Londd?<0.001).
point scale from ‘excellent’ to ‘poor’) covered satisfaction with  Over two-thirds of patients were retained for outpatient fol-
waiting times for the appointment, convenience of the locationlow-up after the sampled consultation, and 36% of new attenders
waiting times at the clinic, time spent with the specialist, explaand 52% of follow-up attenders reported that their condition had
nations given, competence and personal manner of staff, anignproved’ or ‘cleared up altogether’ after the sampled consult-
other items relating to facilities and conveniettRatients were  ation (Table 1).
asked for their signed consent for us to contact their GPs and
specialists with a questionnaire about their referral and for theiPatients’ and doctors’ views of the appropriateness of the
GPs’ names and addresses. The specialists were asked to cantpatient attendance

plete a general attitude questionnaire about the organisation pfmost all (95%; 800 out of 842 responders) patients thought
outpatients and the relationship between specialists and GPs, ajpt their consultation with the specialist was ‘necessary’, and
a questionnaire about the study patient (new attenders only). Tlg)os (851 out of 857 responders) rated it as ‘worthwhile’.
GPs were asked to complete a general attitude questionnaig®nsistent with this, of the 540 patients for whom GPs comp-
about the organisation of outpatients; the relationship betweefated the individual patient questionnaire item, 89% (481) were
GPs and specialists; practice characteristics, facilities, and equipated by GPs as ‘GP not able to give the care, treatment and
ment; and a questionnaire about the study patient. The data weffestigations received in the hospital’, although 10% (56) felt
analysed using SPSS for Windows; statistical tests included chihat they could have done; 1% (3) were uncertain.

square tests artetests. Location of practice (Greater London or  General practitioners were asked to rate their level of agree-
outside London) was controlled for in all analyses presenteghent with the hospital doctor’s decision to retain, discharge,
here. GPs’ patient list size and the casemix of outpatients (megdmit, or refer their patient. GPs reported that they ‘definitely
sured by patients’ ratings of effect of condition on their lives)agreed’ with the decision for 77% (406) of the patients and

was controlled for where appropriate. ‘probably agreed’ for 14% (74) of the 525 patients they complet-
ed the question for; 6% (29) were rated as ‘uncertain’ and 3%
Results (14) were rated as ‘disagreed’. Most attendances were rated by

specialists as appropriate (90%; 103 out of 115 attendances
Response rates rated). However, for over one-fifth of the new attenders (22%; 39

The response rates to the study were: patients, 74% (982); spmit of 178 rated), the specialists reported that the GP could have
cialists to the general questionnaire, 100% (34), and to the indidone more (tests, examinations) prior to referring the study

vidual (‘new’ patients as defined by the hospital) patients’ quespatient.

tionnaire, 91% (184); GPs to the general questionnaire, 64%

(393), and to the individual (all) patients’ questionnaires, 64%General practitioners’ views

(552); and the outpatients’ managers, 61% (27). The GPSpapie 2 shows that a substantial minority of study patients was
response rate was slightly higher for out of London than LondoReported by their GPs to have had tests and X-rays prior to their
GPs at a ratio of 66%:61% € 194:195 respectively). The pro- yeferral. The main reasons for the referral were diagnosis and
fessional and practice characteristics of the responding GPs weg@ aiment. A relatively large proportion of GPs, in response to a

compared against national (23|a_1ta from the Royal College ofeneral question, reported that they were given inadequate inform-
General Practitioners (RCGP¥? (including practice size, mem- ation ahout patients from specialists. In addition, most GPs

bership of RCGP, percentage of fundholders, percentage of comsported, in response to general questions, unduly long delays
puterised practices), and no differences were found. Howevereny or “fairly’ often before referred patients were seen in out-
our sample of GPs is not necessarily representative of all GRsytiant departments, and sizeable proportions reported problems
because they were included in the study on the basis of thejjth the grade of hospital doctor (too junior) seeing their patients

patients being included in our outpatient sample. and long delays in communications from hospitals. There were
. L substantial numbers of practices with specialist outreach clinics,
The patients and their views shared hospital-GP patient care schemes (mainly for diabetes),

Forty-one per cent (401) of the patients were male, and 59%ccess to consultant-only clinics, locality outpatient clinics (e.g.
(581) were female. Thirty-one per cent (313) were aged under 46 community or cottage hospitals), and one-stop hospital clinics.

British Journal of General Practice, February 2000 117



A Bowling and J Redfern

Original papers

Table 1. Processes of outpatient care. Patients’ reports.

Table 2. GPs’ reports of process of care and facilities.

1995-1996 Reported process in relation to study patients % (Nn)

Patient reported items % (n)

Tests carried out

Action taken by GPs before referral Physical examination 81 (291)
Examined thoroughly 75 (534) Prescribed medicine 41 (149)
Do/arrange X-rays 28 (197) Laboratory tests 40 (145)
Do/arrange other investigations 29 (207) X-rays 33 (120)
Total 712 Other 7 (24)

. . Total 360

How the patient was referred to the outpatient

department Reasons for referral
Referred by GP 75 (737) Diagnosis 52 (174)
Referred after being inpatient 12 (122) Treatment 48 (162)
Referred from other hospital clinic/A&E 9 (92) Tests/investigations 33 (110)
Self-referred 2 (20) Advice on management 32 (108)
Other 1(6) Second opinion 17 (56)
Total 977 Other 11 (37)

) ) Patient reassurance 7 (25)

Interval between referral and being seen in the Total 336

outpatient department
Less than one month 35 (245) GP reported ‘very’/fairly often’

One month but less than three months 43 (301) Inadequate information being given to GPs by

Three months but less than six months 16 (111) specialists about outpatients 83 (320)

Six months or more 6 (41) Unduly long delays between referral and

Total 698 outpatient appointment 57 (220)
. Unduly long delays from hospitals in getting

New patient status 40 (354) information about patients 57 (220)

Follow-up patient status Patients been seen by insufficiently
Followed up for fewer tha_m 12 months 31 (280) senior/experienced staff 49 (192)
Followed up fewer than five years 19 (171) Total 389
Followed up for five years or more 10 (91)

Total 896 GP has access to
) Shared GP-hospital care (e.g. for diabetes,

Prqcess outcome of consultation asthma, hypertension) 80 (309/384)
Discharged ) ) 29 (254) One-stop hospital outpatient clinics 55 (206/375)
Retained fqr foll?w-up in outpatient department 69 (609) Specialist outreach clinics 29 (105/360)
Follow-up in GP’s surgery 2 (19) Locality outpatient clinics 27 (102/379)
%?;r 0 ggz Consultant-only outpatient clinics 22 (84/379)

Clinical outcome of consultation
New attender

GP has the following equipment in practice

C t 96 (370
Cleared up altogether 8 (26) NSEL‘T;;{ 92 gssag
Improved 28 (93) ECG machine 67 (261)
No change 56 (188) Proctoscope 63 (243)
Got worse 309 Vitalograph 21 (82)
Other 5(18) Total 386
Total clinical outcome of consultation 334
GP has direct access to
Follow-up attenders Ultrasound 96 (369)
Cleared up altogether 9 (46) Physiotherapy 94 (361)
Improved 43 (226) Endoscopy 81 (313)
No change 38 (201) CT scan 29 (112)
Got worse 5 (28) Total 385
Other 5 (28)
Total 529 GP carries out minor surgery in the practice for
Warts 81 (311
Average number of attendances n (SD) Joint injections 72 §277;
All patients (new and follow-up) 4.8 (8.17) Cutting out cyst 69 (266)
Follow-up patients 7.3 (9.78) Other excisions 58 (233)
Total 880 Cuts that need stitching 48 (182)
Average waiting time in clinic in minutes 36.12 (36.23) Total 383
Total 857

Large proportions reported having specific equipment in thalthough 38% (13 out of 34) reported that they had been provid-
practices, carrying out minor surgical procedures, and havingd with inadequate information by GPs ‘fairly’ or ‘very’ often,
direct access to services. and 42% (14 out of 33) reported inadequate investigations/treat-
o ) ment were carried out by GPs prior to referral ‘fairly’ or ‘very’
Specialists’ views often. Specialists were asked about whether there had been any
Specialists rarely reported receiving inappropriate referrals fronmnovations in their departments that aimed to shift the balance
GPs (6%, two out of 34, reported this ‘fairly’ or ‘very’ often), of care from secondary to primary care. They were given a
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checklist to tick, with provision for other responses. The most The survey provided evidence that GPs are undertaking inves-
commonly reported innovations are reported here (the itentigations for a sizeable proportion of their patients prior to refer-
response ranged between 31 and 33 doctors). Sixty-six per ceaai, and most referred patients regarded the pre-referral examina-
(21 out of 32 responders to this item) reported having writtenion by their GPs as thorough. Large proportions of GPs in this
guidelines for GPs for complex cases, 64% (21 out of 33) reporsurvey also reported having technical equipment in their prac-
ed having consultant-only clinics, 47% (15 out of 32) had localitices, performing minor surgery, and having direct access to ser-
ty outpatient clinics, 42% (14 out of 33) had shared-care schemeices and hospital facilities, including specialist outreach clinics.
with GPs, 30% (10 out of 33) reported having one-stop clinicsThese developments were all designed to improve patient access
15% (five out of 33) had outreach clinics in GPs’ surgeries, an@nd develop closer relationships between GPs and specialists, as
10% (three out of 31) reported having community-based followwell as to discourage the number of reattendances by outpatients.

up schemes. However, for over one-fifth of the new attenders the specialists
) reported that the GP could have done more (tests, examinations)
Comparisons between surveys prior to referring the study patient. In addition, a sizeable propor-

Table 3 makes cautious comparisons between some of the sunié§n of specialists reported that GPs (in general) carried out inad-
data reported here and Cartwright and Windsor's 1989 nation&duate investigations/treatment prior to referring patients ‘very’
survey of outpatients Although the study reported here used Of ‘fairly often’. _ _ _
questions from this 1989 survey, comparisons can only be tenta- Almost all patients thought their outpatient consultation was
tive because of differences in methodology and areas studied (tfecessary’ and ‘worthwhile’, and most of their GPs felt that, in
latter was based on a national population screen to identify oufétrospect, they could not have given the study patients the care,
patients). Bearing this caution in mind, Table 3 does suggedteatment, and investigations that they received in the hospital. In
|arge increases in the proportions Of GPs who have equipment Wntrast to the literature cited earl?ér}‘l most Outpatlent atten-
their surgeries, direct access to facilities, and an increase in ti§nces were rated by specialists as appropriate, and less than
investigations performed (e.g. X-rays) before the referral oPne-third of patients were discharged from outpatient clinics
patients to outpatient clinics. after the sampled attendance. Most of the GPs agreed with the
decision of the hospital doctor to retain, discharge, admit, or re-
. . refer the study patient.
Discussion Although the indication is that the balance of care is shifting
Before interpreting the results presented here, some cautidrom the secondary to the primary care sector, there is scope for
should be taken. This was a cross-sectional study and can theferther development; e.g. possibly more investigations should be
fore only demonstrate associations rather than impute causalitgarried out in general practice prior to a patient’s referral. Two-
This survey was also limited to sampling GPs via their referredhirds of specialists reported having developed guidelines for use
outpatients, suggesting potential for sampling bias, and was linin general practice that could lead to shifts in the balance of care.
ited to one geographical region. However, there were no differEvaluative research on the uptake and effectiveness of guidelines
ences in the characteristics of GPs who responded and those wihoroutine practice, and on other innovations such as one-stop
did not, and in the characteristics of GPs nationally. Thislinics, outreach clinics, telemedicine, and telephone consulta-
enhances confidence in the findings reported here — althougdfions with specialists, is gradually being publisk@dhere is
the response rate was slightly higher for out-of-London GPs (blikely to be scope for the new primary care group commissioning
5%), area was controlled for in all analyses. scheme¥ to influence criteria for outpatient referrals and effi-

Table 3. A comparison of North Thames Regional Health Authority (NTRHA) survey data (1995-1996) with Cartwright and Windsor’s'® national
survey data (1989).

NTRHA data 1995-1996 National data 1989

GP reported % (n) % (n)
Availability of equipment and services in their surgeries
Nebuliser — yes 92 (356) 78 (188)
Computer — yes 96 (370) 61 (147)
Total 386 242
Direct access to
Physiotherapy 94 (361) 76 (185)
Ultrasound 96 (369) 63 (152)
Endoscopy 81 (313) 24 (59)
Total 385 242
Minor surgery performed in the practice
Wart removal 81 (311) 63 (154)
Cyst removal 69 (266) 51 (123)
Total 385 242
Carried out investigations of study patient prior to referral to hospital outpatient clinic
Physical examination 81 (291) 75 (100)
Laboratory test(s) 40 (145) 31 (42)
X-rays 33 (120) 17 (23)
Total 360 134

NB: Significance testing was not performed as the surveys are not strictly comparable; totals do not equal 100% as all items were multicoded.
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20.

Key points 21.

Most patients felt their outpatient attendance was ‘nece§- 22,
sary’ and ‘worthwhile’; most of their GPs felt that, in ret-

rospect, they could not have given the study patients the care,
treatment, and investigations they received in the hospital; mos|
attendances were rated by specialists as appropriate.

Just 29% of patients were discharged from outpatient departments
after the sampled attendance. However, most of the GPs agreed
with the decision of the hospital doctor to retain, discharge, adnjit,
or re-refer the study patient.

Large proportions of GPs in this survey also reported having te
nical equipment and computers in their practices, as well a
direct access to services such as physiotherapy.

Between around one-fifth and just over one-half of GHs
reported having access to specialist outreach clinics in general
practice, consultant-only clinics, locality out-patient clinics, and
one-stop hospital outpatient clinics.

There was a difference of opinion between GPs and speci
about whether much more preliminary investigation could be
carried out by GPs prior to referral of patients to hogpi-
tal.

h-

ciency targets for hospitals.
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