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INTRODUCTION
Headache, including migraine, accounts for 44
consultations per 1000 people in primary care,1 even
though much headache is self-managed and not
presented to doctors.2 Some life-threatening brain
disorders present with secondary headache, but this
is extremely rare and accounts for less than 0.1% of
the population who experience headaches.3 Most
headaches in the community are due to primary
headache where the headache itself is the disorder,
such as tension headache, migraine and chronic
daily headache. However, large numbers of
headache sufferers managed in primary care do not
receive a specific diagnosis and are diagnosed as
‘headache not otherwise specified’.4 Brain imaging,
although essential for the optimal management of
brain tumours and other secondary headache
disorders, is not recommended for the clinical
management of most headaches.5

GPs refer 2–3% of patients consulting for
headaches.1 This forms the most common symptom
presented to neurologists and accounts for up to a
third of new specialist neurology appointments6 in
the UK. A study compared adult patients presenting
with headache (including migraine) who were
managed by GPs with patients referred to
neurologists. Results indicated that the referred
group did not experience greater impact or disability
because of their headaches and were not clinically
more severely affected,7 raising questions of the
reasons and needs for specialist referral. This is of
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particular importance in the UK where access to
neurologists is scarce and where the neurology
workforce is one-tenth the size of other western
countries.8 Therefore, small changes in referral
patterns can have large effects on capacity in the
UK.

There is evidence of variation between GPs’
referral rates of patients with headache to a
neurologist. Referrals of 150 GPs in 18 practices in
South Thames were analysed. Over a 1-year period
63% made no headache referrals, 33% made one or
two referrals and 4% made three or more referrals.7

In view of the small numbers of referrals it is difficult
to know if this represents true differences in referral
practices. These results correspond with well-
documented variations in overall general practice
referral rates that are not accounted for by random
variation, other statistical artefacts, or by differences

in age, sex, and morbidity of practice populations.9–11

A large number of mainly quantitative studies have
sought to identify factors associated with differences
in referral rates. No consistent pattern has emerged
and it has been concluded that, ‘variation in referral
rates remains largely unexplained’.10

To date there has been only a small number of
qualitative studies of GPs’ referral behaviour and
none relating specifically to headache. This paper
reports findings of a study that aimed to elicit GPs’
beliefs about and motives for the referral of adult
patients with primary headache. It employs
qualitative methods to allow more detailed
exploration of GPs’ personal beliefs and reasons for
referral behaviours than is possible using more
structured approaches.

METHOD
A purposive sample of 40 GPs was selected from the
larger database of 150 GPs in the South Thames
region. The researchers approached all seven GPs
referring three or more patients in 1 year. GPs who
made one or two referrals over this period were
selected and GPs who made no referrals were
selected according to those with the highest number
of headache patients during the study period.

A non-medical researcher conducted semi-
structured interviews with the study sample.
Interviews were based on a topic guide that was
informed by prior literature and three preliminary
interviews (Box 1). GPs were encouraged to talk
freely, with the interviewer probing and prompting
responses as required. Interviews were held at the
practice and were all tape-recorded with
permission. The majority of interviews lasted 30–45
minutes (range = 20–60 minutes). By the time 20
interviews had been conducted, responses
indicated that the saturation point had been
reached and it was therefore not necessary to
contact further GPs.

Interviews were fully transcribed. A preliminary
coding scheme was developed and tested by the
three authors coding independently. Points of
difference were discussed and revisions made until a
common approach was agreed. The coded
transcripts were analysed using ATLAS-ti qualitative
analysis software. Initially, the main coding
categories were analysed. The coded segments were
then charted using a framework approach.
Relationships between the variables were identified
by examining responses given by individual GPs to a
series of questions relating to a particular theme.12

RESULTS
Sample characteristics
Forty GPs were approached. Two refused to be

How this fits in
The large numbers of patients referred to neurology services for headache and
apparent variations in GP referral rates cannot be explained by the severity of
headache. This paper identifies the importance of GPs’ perceptions of patient
anxiety and pressure in shaping referral decisions, especially when
accompanied by time pressures and problems in the doctor–patient
relationship. GPs’ willingness to refer is also influenced by their clinical
confidence and worries about missed diagnosis, personal tolerance of
uncertainty, views of patients’ ‘right’ to referral, and belief in the therapeutic
value of referral. Situational factors increasing readiness to refer include the
local availability of sources of referral.

GPs were asked about their management of and approach to the diagnosis of
patients presenting with headache and migraine. The main themes with
examples of prompts are given below:

� Can you tell me about the headaches you see?

What types, how common?

� What happens when someone presents with headache or migraine —
how do you decide how to manage the problem?

What are the options, what do you prefer to do, what do you usually do,
how do you treat?

� Do any particular characteristics of the patient influence this?

Duration of headache, patients age/sex, frequency of attendance,
knowledge, expressed views and wishes.

� How do your own qualities influence the decision to refer?

Training and experience, skills, attitude to risk, management of
uncertainty, relationship with hospital consultants.

� What are your views of the barriers to referral and the benefits?

Availability of services, waiting times, practice referral guidance,
perceived benefit of referral, effect of private insurance.

Box 1. Research topic guide.
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interviewed, 13 had left the practice and five were
unavailable due to maternity leave, sick leave or
annual leave. The 20 responders were from six inner
and seven outer London practices and included
areas ranging from deprived inner London to affluent
suburban areas. Eleven GPs were men and nine were
women. Mean age was 42.3 (SD = 8.6) years (male =
40.8 years and female = 43.5 years). Ten study GPs
made no referrals for headache in the past year, five
GPs made one or two referrals, and five GPs made
three referrals.

Patient anxiety and pressure
All GPs described problems of patient anxiety and
pressure for referral for headache, mainly because of
fear of a brain tumour:

‘… everybody feels they need a scan — as soon
as they’ve got a headache they feel they need a
CT scan, or they’ve heard of the scan and think
that’s the only way of knowing what’s going on in
their head ... and sometimes as a GP, you know,
you’re pressed to send patients for their
investigations.’ (GP 5208)

All GPs acknowledged that they had made
referrals in situations where they were unable to
convince patients that there was no organic cause.
Such referrals were most likely if the patient was a
frequent consulter and their headache was of
considerable duration:

‘ … ultimately they say that’s all very interesting
and thank you very much for the time you’ve
taken, but I still want to see someone …’ (GP
0604)

GPs also acknowledged that problems in the
doctor–patient relationship and time pressures
increased their readiness to refer as a way of
managing the consultation:

‘ … say you were supposed to have a 10-minute
appointment but you’ve already been in here for
20 minutes and I’m beginning to get a bit hot
and bothered and I realise that your agenda is to
get a referral, then its highly tempting not to
debate anymore, because you think, well if I say
‘yes’ to that, then … they’ll be happier and they’ll
go, and I’ll be happier …’ (GP 1803)

All GPs acknowledged referring in response to
patient pressure, especially as a way of managing
the consultation. However, GPs’ accounts identified
differences in their willingness or ‘resistance’ to refer.
Willingness to refer was influenced by clinical

confidence, ability to tolerate uncertainty, attitudes
and beliefs regarding referral, and by the local
availability of services.

Clinical confidence
A key characteristic influencing GPs’ attitudes to
referral was their clinical confidence in conducting
neurological examinations, including checking the
fundi for papilloedema to identify ‘red flags’ for
headache that should trigger a search for secondary
headache.6 GPs who described themselves as very
confident in conducting a brief neurological
examination, appeared to resist patient pressures
most strongly. These GPs questioned the
appropriateness of referral when they felt confident
that this was not clinically necessary:

‘I’m quite resistant if I think there’s no [clinical]
concern … to a patient bullying me into referring
them. Partly with one eye to resources and how
few neurologists there are in the country and
how important those appointments are … partly
with a view to not being willing to feed into that
consumerism and actually because, actually you
know, it feeds into that anxiety as well and that
pattern of behaviour that I’ll get a second
opinion for every single problem I ever have. So
I’m quite resistant to patients requesting
reassurance for problems which I feel I could
reassure them … but occasionally I have done
it.’ (GP2510)

The majority of GPs, although confident in their
ability to identify indicators for secondary headache,
achieved this by taking an accurate history and
asking discerning questions. They described
themselves as feeling less certain about conducting
a brief neurological examination:

‘I’m not sure I’d definitely pick up papilloedema
looking at the back of the eye, ‘cos I’m not sure
if I’ve ever seen it ... but to be honest I think by
the time you’re diagnosing a brain tumour by
finding papilloedema you’ve got a pretty clear
history and picture of what you’re going to be
looking for.’ (GP 1707)

GPs often described tests as important in
reassuring patients rather than a necessary
requirement for diagnosis. They frequently referred to
the ‘safety net’ of bringing patients back for review to
check what was happening and giving patients a
‘licence’ to come back. Rather than emphasising the
importance of tests in reassuring patients, they
described the importance of their experience and
their rapport and relationships with patients:
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‘I think part of my ability to help people is [a]
projection of my confidence, personality, holistic
approach, whatever … to give them confidence
in me so when I say: “it’s fine” they believe me.’
(GP 1704)

A small number of GPs acknowledged that they
lacked confidence in diagnosing headache and were
therefore the most willing to refer. For two GPs this
was because they or their partner had previously
missed diagnosing a brain tumour. Others
recognised their limited clinical experience or the
need to ‘brush up’ their diagnostic examination skills
for headache:

‘If someone says to me they’ve got a headache I
kind of like … I do take a deep breath. I’ll be
honest with you, its not my favourite subject …
and its only through experience that one feels
more confident dealing with headache.’
(GP 2511)

A few inner-city GPs observed that they were more
likely to refer patients with poorer English from a
different cultural background, as they felt less
confident in assessing the severity of headache
experienced by these patients.

Some GPs commented that (and others were
asked directly), if referral for headache was
influenced by worries about patient complaints. This
was of particular significance for two GPs aware of a
missed diagnosis of a brain tumour. However, the
general response was to acknowledge that this
influence was something ‘in the back of my mind’:

‘It’s not at the forefront … its always at the back
of my mind to some extent but I think I’ve been
able to deal with it in my own mind enough not
to let it affect my clinical judgement … I’d find it
very difficult to practice if I had to do things
because I felt they were going to sue me … I
think I’ve managed to negotiate in my brain a
way of dealing with it by being conscious of it
but not letting it affect me.’ (GP 5303)

GPs’ responses appeared to reflect their practice
style, either emphasising the importance of tests to
rule out red flags or stressing the importance of
‘working with the patient’ and communication to
explain what you are doing.

Tolerance of uncertainty
Some GPs described considerable personal
cautiousness and inability to tolerate uncertainty.
These GPs acknowledged that they referred for their
own reassurance:

‘I’m, I would say, cautious I suppose. I tend to err
on the side of caution and refer more ... that’s my
nature.’ (GP 0607)

This was particularly, but not exclusively,
emphasised by GPs who described less clinical
confidence:

‘ ... I might refer people just for my own anxiety
and fears of missing something, even if they’re
not anxious. So, really, I suppose it depends on
lots of factors.’ (GP 1803)

‘If we could refer everybody for an MRI scan
tomorrow, we’d all have a lot more peace of
mind. But we cannot, because there aren’t the
facilities available. And so we have to live with
uncertainty and we can, all of us, can only live
with a certain amount — there comes a point
where you just get uneasy and think “I need to
be more sure about this”.’ (GP 2511)

However, problems of tolerating uncertainty were
not fully explained by actual clinical competence or
experience, as this GP observed:

‘We used to have a partner who is retired now
who had pretty well double everyone else’s
[referral rate], in spite of being very experienced,
good at diagnosis and so on, but he couldn’t
stand uncertainty.’ (GP3911)

Beliefs and attitudes to referral
‘Right’ to referral. GPs who were most resistant to
pressures for referral in the absence of clinical
indicators often extended this to requests for a
private referral:

‘ … even if someone was asking for a private
referral and was prepared to pay for it, I don’t
think I would refer something that I felt was not
appropriate, simply because they were anxious
about it ... Sometimes, if they are anxious and its
affecting their ability to deal with the problem
then, you know, you may need to investigate
further just for reassurance.’ (GP 1704)

In contrast, the majority of GPs acknowledged
what they described as patients’ ‘right’ to a referral
and some therefore agreed fairly readily to patients’
requests:

‘My view is, if it was in any other Western country
people would be getting these things [referral],
so why should they be denied in this country ... ’
(GP 0710)
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These GPs often regarded it beneficial for both
themselves and patients to agree to requests for
referral at an early stage:

‘If you pick up that the only thing that’s really
going to make them happy that they haven’t got
something awful is to have a scan, then there
probably isn’t a lot of point to bring them both
back several times and try to persuade them that
it’s not the case.’ (GP 0604)

Therapeutic value. Whereas some GPs regarded
referral for reassurance as inappropriate in the
absence of clinical indicators, many GPs justified
referral for its therapeutic effects in reducing
patients’ anxiety and helping them cope:

‘For some people we could actually have a
cardboard CT scanner, and because it’s the scan
that’s therapeutic. Although having said that, it is
reassuring to me, even though I’m pretty sure
they’ve got a tension headache ... but it doesn’t
always work [for patients] …’ (GP 1304)

Referral was also identified as assisting doctor and
patient in working together:

‘ ... once you’ve got the brain scan out of the
way, then you’re on an equal footing and
basically neither of you know exactly the best
way to go and you can sort of muddle along
together.’
(GP 0710)

Alternative sources of advice and referral
The local availability of alternative facilities increased
GPs’ readiness to refer. For example, two GPs
acknowledged that they referred more readily to a
GP with Special Interest (GPwSI) who, if required,
could organise a scan more quickly. Four GPs made
referrals to a regional charitably-funded clinic for
migraine and tension headaches, describing this as
an important ‘back-stop’ with considerably shorter
waiting times compared with a neurology specialist
referral:

‘The ones who go to the headache clinic are
usually ones where you think it’s probably going
to be alright, but you’re not so confident that you
can just turn them away, but they’re not showing
signs of particularly neurological … abnormality
or anything ...’ (GP 1704)

Some GPs also sought advice or made referrals in
ways that are not formally recorded as referral. This
included referring to a GPwSI within the practice,

asking advice on the phone from the consultant
neurologist or clinic, and referral to a physiotherapist
or acupuncturist for treatment. One GP commented
positively on having direct access to a scan,
although several GPs observed that they did not
want direct access to scans unless this involved a
neurologist’s report.

DISCUSSION
Summary of main findings
GPs’ accounts identified the perceived importance
of patient anxiety and pressure in making referrals
for headache in the absence of clinical indications.
All GPs acknowledged that they had made referrals
for headache in response to patient pressure,
especially for patients whose headache was of long
duration and who were frequent consulters, or as a
way of managing a difficult consultation. There was
also evidence of individual differences in GPs’
willingness or ‘resistance’ to refer. Resistance was
associated with confidence in conducting basic
neurological checks, personal tolerance of
uncertainty, and questioning patients’ ‘right’ to
referral and its therapeutic value. The local
availability of services was also an important
determinant of referral practices and responses to
patient pressure (Figure 1).

33

Original Papers

Willingness/resistance 
to refer

Availability of services

Referral behaviour

GP’s characteristics
Psychological:

• tolerance of uncertainty
Attitudes:  

• therapeutic value of referral
• right to second opinion

Clinical: 
• confidence                                                    

Patient anxiety 
and pressure

 Patient–doctor interaction: 
• communication

• relationship
• frequency

• time

Figure 1. Major influences
on GPs’ referral behaviour
for headache in the
absence of clinical
indicators.
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A comparison of GPs’ accounts with recorded
numbers of patients referred for headache over a 1-
year period, indicated that making no referral over
the recording period was associated with high
clinical confidence and questioning of patients’ right
to referral. However, there was not a complete
correspondence, which may reflect the problem of
small numbers as well as variations in practice
populations (the study included relatively affluent and
disadvantaged areas). Research on other medical
conditions suggests that younger people with a
relatively high education and expectations of
patients’ rights and choices may press for referral at
an earlier stage compared with older and more
disadvantaged populations, or GPs be more willing
to refer them.13

GPs’ accounts also identified the interaction
between variables. For example, some GPs who
were clinically confident questioned the
appropriateness and therapeutic value of referral,
had a low personal tolerance of uncertainty, and
practised in areas with alternative sources of
referral.

Strengths and limitations of the study
The GP study group was drawn from practices in
deprived urban areas and more affluent suburban
practices, and GPs with a range of referral rates were
selected. This diversity aimed to identify the range of
views and GP behaviours that can occur in different
settings. A non-medical researcher conducted the
interviews in an informal conversational manner. The
rapport she achieved with GPs in discussing their
worries and uncertainties in managing headache
indicated that the accounts they provided reflected
their personal beliefs and practices rather forming an
acceptable ‘public’ account.

A limitation was the focus solely on GPs’ reporting
rather than direct observation of consultations or
eliciting patients’ wishes and views of the
consultation. Although all GPs identified issues of
patient pressure for referral, it was not possible to
establish whether GPs varied in their perception of
patient pressure. Pressure is conveyed not only by
direct requests for referral but also by the ways in
which patients present the impact of symptoms,
including their use of emotional language and
expression of emotional distress.14

How GPs actually perceive patient anxiety and
pressure, and also whether patient pressure is
reduced if GPs are more confident and conduct
basic neurological examinations, requires further
study. Although GPs talked about patients’ ‘right’ to
referral, it is not clear whether patients also regarded
referral as a ‘right’ or if they referred to this in the
consultation.

Comparison with existing literature
GPs’ perceptions of considerable anxiety among
many patients presenting with headache is
corroborated by patient-based accounts15 and has
been identified as an influence on referral for a wide
range of conditions.14,16-17 The model derived in this
study, although concerned specifically with
explaining variations in referral for headache, is likely
to be applicable to other conditions for which
patients press for referral to achieve a definitive
investigation, such as patients with low-back pain
wanting a lumbar spine scan and patients with
dyspepsia wanting to have a gastroscopy for
diagnostic purposes. There is also evidence that
patient pressure combined with doctors’ personal
readiness to serve; feelings of insecurity and
uncertainty are not restricted to referral and are also
a strong independent predictor of prescribing in the
absence of clear clinical indications, such as
prescribing of antidepressants and antibiotics.18,19 An
outcome of these influences on GPs’ behaviours is
that a significant minority of examining, prescribing,
and referral behaviour and almost half of
investigations are thought by GPs to be slightly
needed or not needed at all.20

Implications for clinical practice
Current policies that emphasise consumer choice
may increase pressures to refer.21 This identifies the
importance of doctors asking patients directly
about their expectations and worries, and the need
to assist GPs in managing their patients’ and their
own uncertainty. This forms a particular challenge in
primary care, as GPs generally deal with greater
diagnostic uncertainty than their hospital-based
colleagues. The development of validated clinical
prediction rules based on systematic reviews and
original research have been advocated as progress
toward achieving rational and evidence-based test-
ordering and referral through quantifying individual
contributions that history, examination and basic
tests make towards a diagnosis.22 For example,
good clinical prediction rules with high predictive
values for excluding brain tumour as a diagnosis
could reduce uncertainty in the management of
headache and enhance GPs’ confidence.

Management of headache requires not only
confidence in diagnosis but also reassuring patients
who worry that they may have a serious condition.
There is some evidence that patients with a high
level of psychological morbidity who receive a scan
have reduced service use for headache; the
provision of a scan may therefore be cost-effective
for this group.23 However, two studies examining the
effects of referral for headache on clinical
outcomes, assessed in terms of symptoms and
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patient anxiety, produced conflicting findings.15,23

Inconclusive results may reflect differences in the
processes of care, particularly the quality of
communication and reassurance given by the
clinician which may sometimes be of greater
importance than whether technical procedures are
undertaken, especially for patients with high
psychological morbidity.24 As Kessel observed,
merely asserting that nothing is wrong can seem to
deny the reality of patients’ concerns.25

Achieving effective primary care management of
headache is an important issue for GPs. It is
estimated that GPs transferring 1% of headache
referrals to neurologists will double the demand for
new appointments for headache.1 The present
study indicates that some GPs need to develop
their skills in undertaking basic neurological
examinations and may be assisted through the
educational function of a GPwSI. The management
of headache raises current issues of the balance
between supporting individual GPs as general
providers of services, and increasing the availability
of primary care-based specialist provider schemes,
including GPwSI, headache clinics and counselling
services.26–28
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