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Direct access to hospital investigative facilities:
threats and opportunities
DIRECT access for general practitioners to hospital

pathology and radiology investigations was recommended
in the UK before the introduction of the National Health Ser-
vice, but in 1948 these services were largely restricted to hospital
practice. Excessive outpatient referrals were one result.
The case for open access to these and other facilities is strong;

it is widely accepted that the resulting enhanced role of the family
doctor is beneficial to 'patient management"2 and raises the
standard of primary care. The joint working party of the Royal
Colleges of General Practitioners and Radiologists, for exam-
ple, recommended that family doctors should have the same right
of access to radiological imaging facilities as consultants.2
Despite this, there is still wide variation of access to certain ser-
vices, from complete to virtually none.3'4 Of the districts
surveyed by Thorpe,5 under half had direct access to ultrasound
scanning or contrast examinations (other than barium meals and
cholecystograms). Inconsistency in the availability of services
not only between regions but between neighbouring health
authorities in the same region has been demonstrated6 sug-
gesting that there is no coordinated policy at regional or national
level to ensure an equitable and logical distribution of open ac-
cess services.

Variation between health authorities
The reasons why open or direct access is so variable are twofold:
there is resistance from some consultants who feel that their
departments will be swamped by frivolous and unnecessary re-
quests,4 and there are restrictions by hospital managers who for
financial reasons seek (or are forced) to limit demand.6 These
attitudes and prejudices dictate which facilities are provided, as
although 'open access' has been Department of Health policy
for years,' its implementation has been left largely to the
hospitals. Neither argument for restricting access to hospital ser-
vices is justified, given that the evidence points towards exten-
ding open access, not restraining it. In general, such services are
used responsibly, efficiently and with discrimination.7"9 Fears
that increased availability leads to increased demand'0 are un-
founded; a new service usually has its peak demand within the
first two years, settling down thereafter."'-13 General practitioner
requests for X-rays, for example, remain at about 10% of the
work of most departments.6"4 A low level of general practi-

tioner usage (but wide variation) of pathology services has also
been demonstrated.4 No noticeable abuse of direct access to X-
ray departments7"5"16 has been seen and in many respects the
general practitioner's use of unrestricted facilities compares
favourably with that of outpatient departments.8 Furthermore
there is evidence that restricting general practitioner access ac-
tually increases the workload and pressure on hospital ser-
vices.489 In some districts it is stated that certain services (for
example intravenous pyelogram) are only available 'by consul-
tant referral to limit demand'.6 If a patient needs an investiga-
tion or service, it is (at the least) inefficient to put obstacles in
the way. If the view is that the investigation is being performed
unnecessarily, then discussion, constructive suggestions and
education are the answers, not blanket restrictions which penalize
those professionals (and patients) who use the facilities respon-
sibly and with discrimination. Waiting lists work in the same
way to restrict direct access and again the eventual result is more,
not less, strain on the hospital services. Some X-ray departments
now publish guidelines for local general practitioners to indicate
their particular imaging policies. Many radiologists feel that they
are in the best position to decide which imaging test is the most
appropriate in any given clinical situation, a point recognized
by the joint working party of the two royal colleges.2 An X-ray
request thus should be analogous to a request for a clinical out-
patient consultation.2

Variation between general practitioners
Like referrals to outpatient departments, however, the rates of
referral to radiological departments and other laboratories show
considerable variation among general practitioners, even when
standanrized for important patient characteristics, indicating that
doctors have unique 'referral thresholds'.'7 Forbes'8 reported a
40-fold variation in general practitioners' use of local laboratories
in Kent in the 1960s, while Ashley'9 found discrepancies of up
to 25-fold between different hospitals in the use of laboratory
tests for the same case. Smith9 demonstrated a dramatic varia-
tion in the referral rate for diagnostic radiology: while the average
number of referrals was two each week, one doctor referred on-
ly one patient in six months while two doctors referred over 100
each. Even greater variation in these referral rates has been
demonstrated between general practitioners with differing com-
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mitments, for example, part-timers (who have a higher investiga-
tion rate), full-timers, trainees and even those in different age
groups.20 No clear explanations for the variation in referral
rates have been forthcoming; Wilkin and Smith2l failed to show
that referrals were demand led and Morrell and colleagues22
concluded that the variations reflect diagnostic uncertainty.
While some doctors are undoubtedly guilty of over use, it should
be of equal concern that others do not use the available
diagnostic services enough. It would be interesting to see if the
introduction of guidelines had any influence on local variation
in referral rates between different practitioners. To our knowledge
no such study has yet been attempted.

General practitioners' decision-making
The decision to perform a diagnostic test is a complex matter
of balancing the costs (in every sense) against the potential
benefits, at a certain level of clinical uncertainty. In practice,
such decision-making is often a subconscious process based on
past experience, and forms the basis of clinical judgement. Four
main motives for initiating investigation in geneml practice have
been suggested - to confirm a diagnosis or obtain supporting
evidence, to exclude a diagnosis, to monitor treatment or
surveillance, and screening.23 Smith's9 study found the top four
reasons were: to aid diagnosis (84.3%), patient reassurance
(11.5%), patient request (2.4%) and medico-legal (0.2%).
Although hospital practitioners have the same reasons for in-
itiating investigations the balance is clearly different. Negative
findings may be as important to the general practitioner as
positive ones, and have been shown to be therapeutic to the pa-
tient.15 Most general practitioners are convinced of the value of
reassurance but few radiologists would agree that this alone
justifies X-ray. A negative result is not an unnecessary test and
is not adding to wasting resources as some have advocated.24
But frequently the general practitioner has more than one clinical
purpose in referring his patient.
Generl practitioners' use of direct access facilities differs from

that of outpatient departments in that, while the distribution
in the type of investigation requested by these two sources is
remarkably similar, general practice referrals have been shown
to produce fewer repeat and follow-up requests, fewer multiple
requests and a greater proportion of abnormal results.8 Wright
even demonstrated a higher standard of referral form than from
outpatient requests.8 Other studies have also shown that general
practitioners compare favourably with hospital staff in the detec-
tion of abnormalities.7.'5.25 Some- demonstrate no less a suc-
cessful pick-up rate for certain investigations (such as barium
enemas)26 than hospital doctors, which is impressive when the
unsorted nature of the general practitioner's patient is con-
sidered. It is doubtful, however, whether pick-up rates or com-
parison of performance with doctors from other specialties are
helpful; as has been shown, the general practitioner has a dif-
ferent approach, using tests to exclude rather than confirm a
diagnosis.4'= Pick-up rates take no account of the considerable
value of the negative result; in general practice a low positive
yield from simple low cost tests used to exclude readily
diagnosable disease is not only acceptable, but is the essence
of good primary care. A better criterion against which to assess
appropriate usage would be the 'expected result that is, confir-
mation of the general practitioner's initial diagnosis of abnor-
mal or normal. A high percentage of general practitioners get
the X-ray results they expect.22

Benefits of direct access
Smith's9 study estimated that 66%o of patients would have re-
quired an appointment at a hospital clinic if direct access to
radiology had not been available. Other studies also suggest that

open access reduces the load on hospital beds and outpatient
clinics, with one claiming that open access led to a 157o reduc-
tion in new medical outpatient attendances.4 An open access
gastroscopy service enabled 887o of patients examined (with an
abnormality detection rate of 58070) to remain under general prac-
tice management without requiring a subsequent specialist refer-
ral.7 A study of an orthopaedic appliance clinic'8 showed that
general practitioners used it with discretion and skill and that
only a few patients required a specialist opinion. The need to
join and.thus lengthen a long outpatient queue to see a specialist
to get, for example, a soft collar (44070 of appliances supplied
by the above clinic) helps no one and actually wastes resources.
With open access to a sigmoidoscopy/proctoscopy service, re-
quests for barium enemas fell substantially.29 Direct access to
physiotherapy has been shown to lead to prompter treatment,
a quicker recovery, and less use of consultant outpatient
clinics.30 The Duthie3' report recommended open access or-
thopaedic clinics, but they are slow arriving, despite the report
originating from the Department of Health.

Open access is Department of Health policy, partly because
the efficiency of such a system can clearly be seen from a cen-
tral viewpoint, but locally it will always meet obstacles when
primary care and hospital budgets are separated. The govern-
ment's white paper Workingfor patients32 seeks to make health
services more responsive to the needs of the consumer, to raise
standards of primary care and to improve value for money. The
development and extension of open access to diagnostic facilities
by general practitioners is essential if these aims are to be
realized.

PAUL J. HOBDAY
General practitioner, Sutton Valence, Kent

JEREMY PRICE
Senior registrar in radiology, John Radcliffe Hospital, Oxford
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HANDBOOK OF
PREVENTIVE CARE

FOR PRESCHOOL CHILDREN
Second edition 1988

The first edition of the Handbook of preventive care for
preschool children, published in 1984, was the result of a joint
working party between the College and the General Medical
Services Committee The College was responsible for the hand-
book and the General Medical Services Committee was respon-
sible for the accompanying record cards, each group having
cross-representation.

A second edition of the handbook has now been published by
the College working party, chaired by Dr Colin Waine. This in-
cludes a complete review of the text and takes into account
many of the comments made about the earlier edition. The
record cards are again included.

The Handbook of preventive care for preschool children is
available from the Central Sales Office, Royal College of General
Practitioners, 14 Princes Gate, Hyde Park, London SW7 1PU,
price £5.00 including postage. Payment should be made with
order. Access and Visa welcome (Tel: 01-225 3048).

Handbook of preventive care for preschool
children: correction

Paragraph 2.26 on page six of the College's publication Handbook
ofpreventive careforpreschool children reads: 'In Britain measles,
mumps and rubella immunizations are now to be given in the
second month of life'. This should read: 'In Britain measles, mumps
and rubella immunizations are now to be given in the second year
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