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THE provision ofgood medical care requires co-operation and communication between
the many parts of the National Health Service, particularly the general practitioner

and the hospital. This is necessary if continuity of care, satisfactory to both doctor and
patient, is to be provided. There is a lack of information as to what happens at this
interface between hospitals and general practice.

Yet " the relationship between general practitioners and hospital services is of the
greatest importance in planning the future provisions of medical care. An understanding
of factors which determine the present use of hospitals by general practitioners is essential
background information for any evaluation of services which present hospitals could
(or should) provide " (Backett et al, 1966).

The impetus for this study was derived from our impression that all was not well
regarding the standard of services offered by our local hospitals. Furthermore,
many of our patients requesting private specialist consultations. As impressions can
be misleading we felt that accurate identification and analysis of these problems were
indicated.

Previous studies
A review of the papers about the use of hospitals by general practitioners has recently
been published by the Royal College of General Practitioners (1973), as Report from
General Practice No. 16, Present State and Future Needs of General Practice. No study
initiated in general practice has so far simultaneously and prospectively investigated the
total use of hospital services by general practitioners and the hospital response in both
the fields of NHS and private medical care.

Scott and Gilmore (1966) described both the waiting times for Edinburgh hospital
outpatient appointments and the length of time between the patient's first visit to hospital
and the receipt by the general practitioner of the first letter. Chamberlain (1966) in
South-east England compared waiting times for appointments and discharge letters in
three hospitals. Backet et al. (1966) in Aberdeen and Butterfield and Wadsworth (1966)
in London also investigated these parameters. An earlier study had been carried out in
Oxford (Barr, 1962). All these studies were hospital based and estimates of the date of
referral by the general practitioner had to be made. A more precise study was required.

Aims
(1) To record the requests of a group of doctors in an East Midlands city for hospital
putpatient appointments, for emergency admissions, and specialist domiciliary
consultations,
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(2) To record the hospital response to these referrals in both the NHS and private
sectors,

(3) To analyse the findings and suggest improvements.
Method

Eighteen doctors took part in the study. They were all members of the General Practi¬
tioner Research Club, and all were volunteers recruited by personal contact. This ensured
a high degree of sustained motivation. They were predominantly in the 30-45 age group
and all were in group practice.

All referrals to all hospital services for the period 1 October to 21 December 1970
were recruited. A pre-pilot study by R.C.F. and H.R.P. of one week's duration was
carried out to test our recording questionnaires. This was followed by a pilot study of
one week's duration involving all 18 doctors, to familiarise them and their staff with the
procedure which had to be followed to ensure standardisation.

In the study proper a comprehensive questionnaire was completed for each referral
aided by a master instruction sheet to ensure standardised recording. For the duration
of the study, each outpatient appointment request form was posted to the hospital by
first-class mail on the day of referral, to ensure that no delay occurred. All incoming
practice mail was date-stamped on the day of receipt.

The information on the completed questionnaires was coded, transferred to punch-
cards and analysed by computer in Birmingham. A special computer programme had to
be devised by E.P.

Results
Referral pattern

TABLE 1
Number of patients referred to hospital agencies

Hospital service

Outpatients, excluding obstetrics and casualty
Casualty
Obstetrics
Emergency admissions
Domiciliary consultations

Total

Number

694
103
65
163
43

1068

These referrals were drawn from a total of about 33,000 contacts with patients in
general practice. The number of specialist domiciliary consultations is very small and
only a brief statement will be made about them.

TABLE 2
Reasons for referral

Reason
Outpatients (%)

{excluding casualty andobstetrics)
Emergency

admissions (%)
Advice on treatment or management
Diagnosis
For test unavailable to general practitioner
Patient's insistence
Other

50
34
9
5
2

58
39
3
0
0

Total reasons
N

1,011
694 (100)

228
N = 163 (100)
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It is noteworthy that almost one in ten of outpatient referrals were associated with
lack of access to clinical investigations.

Outpatient referrals
Waiting times for routine appointments (figure 1)
This shows that the waiting time for a routine outpatient appointment for a patient
choosing private services is considerably shorter than for a patient using the NHS.
Almost 40 per cent ofNHS patients have to wait 6-16 weeks compared with five per cent
of patients using the private sector.
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Figure 1
Waiting times for routine referral appointments (excluding casualty and obstetrics)

Waiting timesfor priority appointments (figure 2)
This shows a similar pattern of waiting times for priority appointments between the
NHS and private sector, although the private group is rather small. For priority appoint¬
ments, 61 per cent of private and 52 per cent NHS consultations occurred within one

week.
Figures 1 and 2 exclude referrals to casualty and obstetrics. The departments with

the longest mean waiting times were ophthalmic (53-8 days), neurology (39-5) general
surgery (37-5) and E.N.T. (33-5). The values for other major specialties were: ortho¬
paedics (30 . 8), gynaecology (29 . 8), paediatrics (26 . 3), general medicine (25 . 5), psychiatry
(21 -2), obstetrics (19). These figures include both private and NHS referrals.

Private referrals
We were interested to find out what proportion of patients registered through the NHS
chose to be referred privately, and at what stage in the referral process they made this
decision.

Out of the total of 694 patients referred for specialist outpatient opinions, 139 (20 per
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Waiting times for appointments (priority'referrals)
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cent) NHS registered patients opted for a private specialist consultation. Of these, 120
(86 per cent chose to go privately at the time when the general practitioner first decided
to refer them for a specialist opinion and 19 (14 per cent) requested a private consul¬
tation only after they had received their NHS hospital appointment date.

TABLE 3
Patients' reasons for requesting a private consultation

Reason Percentage

To bypass outpatient waiting list
To avoid waiting in outpatient department
To have consultant ofchoice
Other

46
18
18
18

Number of patients = 139
Number of reasons = 201 (100)

Table 3 shows that to avoid delay of one kind or another formed 64 per cent of the
reasons given for requesting a private consultation. Only six per cent of the total referred
population belonged to a private health insurance scheme. Of the 139 NHS patients who
opted for a private appointment, 68 belonged to social classes 1 and 2. There is therefore
a significant interaction between social class and opting for private appointments
(x2, p < 001).
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Communication
TABLE 4

Reports from hospital to the general practitioners (NHS and private together)

Category or referral

Number of
patients
referred

Preliminary
report not

received (%)

Full report
not

received (%)
No report

received (%)

Outpatient (excluding casualty
and obstetrics)

Casualty
Obstetrics
Domiciliary consultations
Emergency admissions

694
103
65
43
163

63
70
21
24
19

14
63
61
39
26

5-5
52
6
0
8

Totals 1068
(100)

568
(55)

260
(24)

108
(10)

A varying proportion of reports from the hospital fail to reach the general prac¬
titioner. AH referrals to the casualty department were accompanied by a letter from
their general practitioner, and were not incidental patients presenting themselves at
casualty. It is shown that four weeks after hospital discharge after an emergency
admission, a full report had not reached the patient's doctor in 26 per cent of cases, and
in eight per cent of cases no report existed to indicate that the patient had been admit¬
ted. In 14 per cent of patients attending an outpatient department, the patient's doctor
had not received a report after three months.

TABLE 5
Mean waiting times in days for hospital reports (NHS and private)

Type ofreferral Preliminary report
(%)

Full report
(%)

Outpatients (excluding casualty and obstetrics)
Casualty
Obstetrics
Domiciliary consultations
Emergency admissions

7
5-6
4

Same day
2-9

*37
30
79
76
81

15
12-8
18*6
7

21-2

86
37
39
61
74

*% of reports received.

This table indicates the delays which are occurring in the communication which
the general practitioners do receive.

Tables 6-9 compare the waiting times for reports in the NHS and private sectors
for preliminary and full reports for both routine and priority outpatient appointments.
Preliminary reports after routine referrals

TABLE 6
Preliminary reports after routine referrals

Per cent
received

Sector

Waiting time in days
0.3
(%)

4.7
(%)

> 7 days
(%) Totals

35
39

NHS
Private

10-5
23

12
12

125
4

445
127
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This table indicates a similar standard of communication in both the NHS and
private sectors. The reports from the private sector which are sent, however, reach the
general practitioner more quickly than the NHS reports.

Preliminary reports from priority referrals
TABLE 7

Preliminary reports/priority referrals

Per cent
received Sector

Waiting time in days

0.3
(%)

4.7
(%)

> 7 days
(%)

Totals

51-5
31

NHS
Private

30
31

10-5 11 96
26

In this category more than half the reports are sent to the general practitioner in the
NHS sector compared with less than one third from the private sector, although the
private total is small. All the private reports, however, reached the general practitioner
within three days.

Full reports after routine referrals
TABLE 8

Full report/routine referrals

Per cent
received Sector

Waiting time in days

0.3
(%)

4.7
(%)

8.14
(%)

> 14 days
<%>

Totals

86
91-5

NHS
Private

13-5
43

27
25

18-5
9-5

26
14

445
127

There is little difference in the proportion of reports which the general practitioner
received, but those from the private sector reached the general practitioner much more

quickly. The same is true for Table 9.

Full reports after priority referrals
TABLE 9

Full reports/priority referrals

Per cent
received Sector

Waiting time in days

0.3
(%)

4.7
(%)

8.14
(%)

>14
(%)

Totals

83
92-5

NHS
Private

11-5
38-5

22
27

13-5
11-5

36
15-5

96
26

The private sector has a marginally better record in the percentage of reports
sent, but these reports reach the general practitioner significantly more quickly than
NHS reports.
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TABLE 10
Preliminary report contents of all data (excluding casualty and obstetrics)

Diagnoses given
Treatment/management advice given
Investigation ordered
Notification of patient seen only

Totals

Number

175
158
149
116

598

Per cent ofreports
received (n=437)

(%)
40-0
362
341
265

This shows that over a quarter of the reports indicated that the patient had
attended the outpatient department and gave no other information. Only 40 per cent
of reports contained a mention of a diagnosis.

Emergency admissions

Out of 166 (100 per cent) requests for emergency admission, 89 per cent were accepted
immediately by the hospitals, and only nine per cent were accepted reluctantly. Only
three requests for admission were refused.

The time on the telephone to obtain admission had a mean value of 6-6 minutes.
Almost 50 per cent of cases were accepted for admission within three minutes and 80 per
cent within seven minutes. Only one patient was admitted to a private hospital.

Domiciliary consultations

These were a small part of the study as only 43 were carried out. The vast majority were

requested for diagnostic treatment, or management advice, but two were requested to try
to by-pass the outpatient waiting list. Ten were carried out as private consultations.

Twenty-nine were rated as urgent by the general practitioners, but of these only 22
were done on the date of request. Nine were done on the day after the request and eight
were completed more than four days after the original request.

The general practitioner attended the consultations on only 21 occasions; the main
reason given for failing was 'difficulty in arranging a mutually convenient time'.

Nineteen patients were admitted to hospital and four placed on the waiting list.
This seems to imply either commendable selectivity on the part ofthe general practitioner,
or that he is using domiciliary consultations as "a back-door into hospital".

Discussion

The results concentrate on facts which are not subject to the individual differences of
the general practitioners who took part. The way the referrals were handled by the
hospitals can be reasonably regarded as being representative of the service given by the
hospitals in the area concerned to all general practitioners.
The outpatient department
A major finding of this study is that the outpatient facilities of the hospitals studied have
difficulty in coping with the case load which is presented to them.

This conclusion is supported by the long waiting times for appointments and the
deficiencies in communication from the hospital to the general practitioner. The
results in this study are compared with previously published results in tables 11-13.
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TABLE 11
Comparative mean waiting times for outpatient appointments

Study area

East Midlands
S.E. England (Chamberlain, 1966)
S.E. England (Chamberlain, 1966)
Reading (Barr, 1962)
Guy's Hospital (Butterfield, 1966)

Days

31
21
11
16
14

TABLE 12
Comparative waiting times for outpatient appointments

Study area

East Midlands
Oxford (Barr, 1972)
Aberdeen (Backett et al. 1966)
Aberdeen (Backett et al. 1966)

0.14 days
(%)
26
55
65
49

> 42 days
(%)

30
65
5*
12*

* >4 weeks

This study has the fewest number seen within two weeks and the largest number
of patients still waiting to be seen after six weeks.

TABLE 13
Comparative mean waiting times for first hospital reports

Study area

E. Midlands (NHS)
E. Midlands (Private)
Edinburgh (Scott, 1966)
S.E. England (Chamberlain, 1966)
S.E. England (Chamberlain, 1966)

Waiting time in days

0.3
(%)

10-5
22-5
72-3*
87-9
53-3

0.7
(%)
23
35
92-7

* 0.4 days

Private referrals
It has been shown that a substantial proportion, a fifth, ofNHS registered patients, opted
for a private outpatient consultation in preference to a NHS outpatient appointment.

The timing of the patients' decision to go privately is significant as the figures show
that the demand for private consultations occurred in the vast majority of cases before
direct evidence of the waiting time for a NHS appointment was obtained. This probably
reflects the general public awareness in this city of the long waiting times for NHS
outpatient appointments.

Furthermore as only six per cent of the total referred population were indemnified
by a private health insurance scheme, the vast majority were prepared to pay directly
for their private consultation. This indicates that NHS registered patients are prepared
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to pay to avoid delays in receiving medical attention for themselves. There is no

advantage in paying for a priority appointment.
The proportion of reports which reach the general practitioner from the private

sector is marginally better than those in the NHS sector, but both are unsatisfactory.
The private reports which are sent, however, reach the general practitioner more quickly.
It appears, therefore, that NHS patients who choose the private sector are using a more

rapid and therefore more convenient system of clinical care.

We are not in a position to judge the relative quality of clinical care in the two
sectors. There is no doubt, however, that paying for a private consultation enables a

patient "to jump the NHS queue" as far as routine outpatient consultations are con¬
cerned. Private appointments are available, on average, three weeks earlier than NHS
appointments. This enabled patients who consulted privately to be placed on the NHS
inpatient waiting lists about three weeks earlier than those who had had an NHS out¬
patient consultation.

Emergency admissions
It had been our impressions that difficulty was encountered in trying to obtain emergency
hospital admissions for our patients. The finding that 89 per cent of our requests for
emergency admissions were accepted immediately, and only nine per cent reluctantly,
happily destroys this contention. The time on the telephone required to find the duty
house doctor, and explain details of the case before acceptance, was certainly shorter
than we had expected.

Although it is a rare occurrence (only three requests out of 166 refused) we felt that
it was a debatable practice for a hospital doctor, who had not seen and examined a

patient, to refuse his admission when requested by another doctor who had.
On the whole a prompt and sympathetic response was received to our requests for

patients to be admitted to hospital in an emergency.
There was, however, some breakdown in communication following the discharge of

emergency admissions (tables 4 and 5). It is one of the more dramatic episodes in both
the patient's and general practitioner's experience, and the delay in, or failure to, receive
full information about diagnosis and treatment on discharge can only be detrimental to

first-class'patient care.

Effects
What are the effects of long waiting times for appointments and a breakdown in
communication ?

(1) They cause irritation to general practitioners and patients alike.

(2) They cause an unnecessary and costly loss of time at work for both the patient
and the country as a whole.

(3) Waiting for a hospital appointment, or the result of a hospital consultation, is
usually a time of anxiety for the patient, and he may feel that no one is directly
responsible for his medical care. It follows, therefore, that the longer the patient
has to wait, the more anxious he is likely to become. It is also true to say that
the condition for which the patient is being referred may deteriorate during the
waiting period.

(4) General practitioners might tend to ask for an unnecessarily high proportion of
urgent outpatient appointments, to enable patients to be seen more quickly.
This, ofcourse, irritates the hospital staff, as well as disrupting routine outpatient
arrangements. We did this ourselves, as in our study urgent referrals made up
17 per cent of the total of new outpatient referrals (excluding casualty). This
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confirms the findings of Backett et al.2 (1966), that long waiting times for appoint¬
ments increase the proportion of urgent referrals.

(5) A further by-product of long delays is that NHS registered patients will seek
private specialist consultations as a means of being seen more quickly. This
paper shows this tendency. There was virtually no demand for private emergency
admissions.

Recommendations
It is well appreciated by general practitioners that our local hospitals operate under
conditions which could hardly be described as favourable. There is a shortage of beds,
staff and especially money, which all contribute to the present unhappy state of affairs.

There are 17-9 consultants and 48-2 hospital doctors of all kinds in England as a
whole per 100,000 of the population (House of Commons, 1973). The figures for our

staff, and especially money which all contribute to the present unhappy state of affairs.
What, therefore, can be done at present to relieve the load on the hospitals and

especially outpatient departments ?

(1) The general practitioner's screening net must be as tight as is compatible with the
good of the patient. We, as general practitioners, must try not to refer un¬

necessary cases to our hospital colleagues.
(2) General practitioners must be encouraged to investigate patients. To do so,

they must have access to the full range of clinical and radiological investigations.
In this study nine per cent of cases referred to the outpatient department were
made because of lack of access to clinical investigations. If this figure were

applicable to England and Wales (D.H.S.S. Annual Report, 1971), approximately
up to 700,000 outpatient referrals could be avoided each year.

(3) The general practitioner must aid his hospital colleagues by setting out clearly
and legibly all the details pertinent to the case, especially details of treatment,
and the reasons for referral. This can save much consultant time and therefore
contribute to his 'productivity'.

(4) A system of direct referral of minor surgical cases to a waiting list without
involving the outpatient department as a screening procedure, could be intro¬
duced, at least for a trial period. In this study, haemorrhoids, requests for
tonsillectomy and hernae formed by themselves almost six per cent of the
total referrals to all departments, and 94 per cent of these were put on the waiting
list for operation. Nationally (D.H.S.S. Annual Report, 1969), this would mean
a saving ofup to 470,000 new outpatient referrals a year.

Direct referral of minor surgical cases to a waiting list has occurred in Norway for
many years. In at least one centre, Voss General Hospital, about 60 miles from Bergen,
it has operated to the satisfaction of patients, surgeons and general practitioners (Wright,
1974).

(5) Follow-up attendances might also be drastically reduced. These formed 75 per
cent of all outpatient attendances in England and Wales in 1969 (D.H.S.S.
Annual Report, 1969). Perhaps our hospital colleagues could ask themselves if
these are all really necessary.

(6) Finally, a much improved system of communication between hospital and
general practitioner must be devised as a matter of urgency. We hope that by
describing the major communication deficiencies which exist and by drawing the
attention of hospital staff at all levels to the detrimental effects on patient care
which they cause, some steps will be taken towards eliminating them altogether.
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Summary
This paper describes how referrals to hospital by 18 general practitioners during a

period of three months were handled by hospitals in an East Midlands city in both the
National Health Service and private sectors. Referrals to outpatient services, for
emergency admissions, and specialist domiciliary consultations are analysed.

There are long delays in obtaining routine NHS outpatient appointments. Because
of this delay, a substantial proportion ofNHS registered patients opt for private appoint¬
ments which enables them to be seen significantly more quickly. The majority of these
are prepared to pay directly as they are not subscribers to a private health insurance
scheme. There is no difference in the waiting time for priority outpatient appointments
between the NHS and private sectors.

Some disturbing findings about communication between hospital and general
practitioner are described. A varying proportion of reports from hospital fail to reach
the general practitioner and those which do are subject to substantial delays. Reports
from the private sector reach the general practitioner more quickly than those from the
NHS sector.

In regional comparisons with previously published works, our patients have to wait
longest for outpatient appointments, and our doctors have to wait longest to receive
communications from hospitals. Requests for emergency admissions were dealt with
promptly and sympathetically. Specialist domiciliary consultations were rarely requested.

The significance of our findings is discussed and recommendations for improvements
are outlined. These include the plea that hospital doctors, general practitioners, and
administrators should discuss the problems identified in this paper as a first step towards
their eradication.

Conclusion
The results which have been presented in this paper are not opinions or impressions, but
facts about the handling by hospitals of patients which general practitioners refer to
them. In some instances these facts confirmed, and sometimes exceeded, what we had
already feared to be the case, e.g. a long waiting time for appointments and a poor
standard of communication. In other instances our impressions were entirely wrong,
e.g. ease of admission of emergency cases. In this latter instance it was the exception
which we had mistakenly understood to be the rule. This underlines once again how
important it is to collect facts in an objective fashion, as impressions can be most
unreliable. This study was also valuable as a self-educational process for the participating
general practitioners, as they all gained insight into their use of hospital facilities.

The most important message, however, is that general practitioners, hospital doctors
and administrators must urgently get together on the problems raised in this paper and
attempt to arrive at a mutually beneficial policy. It is hoped that a similar audit from
the hospital doctors' point ofview can be organised to identify the operational deficiencies
in general practice as they see it.
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Addendum
The questionnaires used can be obtained from Dr. R. C. Fraser, 28 Uppingham Road, Leicester.
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EARLY MOBILISATION AFTER MYOCARDIAL INFARCTION

During the years 1968-71, 203 patients with proved myocardial infarction were admitted
to the trial. Patients were mobilised either on day ten (102 patients) or on day 20 (100
patients). All patients were kept in hospital for 30 days in order to ensure a detailed
comparison of clinical course and laboratory data. In neither group was there fatal
complication and the differences in clinical outcome or laboratory data were statistically
not significant. Half of the patients from each group were re-examined after an everage
of one and a half years, and again no differences were observed. It is concluded that
patients with an uncomplicated myocardial infarction may safely be mobilised after
nine days and discharged after three weeks.

Drost, W. S. T. et al. (1973). British Medical Journal, 1, 257-259.

THE LEADING CAUSE OF DEATH

Cardiovascular diseases are the leading cause of death in most European countries and
in recent years national health statistics have shown, particularly in men, an increasing
trend in mortality from this cause in all age groups. Coronary heart disease including
its acute form, acute myocardial infarction, accounts for more than half of this high
toll. In a number of European countries, among men in their mid-fifties, myocardial
infarction is responsible for one death in three.

Reference
World Health Organisation (1973). Press Release March.

DIABETIC RETINOPATHY

Diabetes as a cause of blindness in persons of all ages has been recorded as follows:
before 1948 1-8 per cent of those blind were blind from diabetes, 1948-1950 4-3 per cent,
1951-1954 six per cent, and 1955-1960 7-1 per cent.


