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THE first decade of the National Health Service saw much
expansion of the hospital and consultant service particularly

of the consultative outpatient clinics. As a result opinions became
readily available and the need for private consultation was much
reduced. These factors lessened the interdependence of consultant
and general practitioner and the opportunities for the personal
discussion of cases; many general practitioners felt isolated. This
was only partially counterbalanced by domiciliary consultations and
consultant visits to general-practitioner hospitals.
Communication between consultant and general practitioner has

become more dependent on the letter of referral and reply. Some-
times the letter from the general practitioner has been merely a
formality amounting only to a certificate that the case merits con-
sultant advice. Ideally it should epitomize the reason for seeking a
consultant opinion and include information which may not be
readily available to the consultant, especially social and family
background, and past treatment and response thereto. If the reason
for referral is clearly stated the need to give details of history and
even of positive physical findings is less and brevity without loss
of clarity is achieved. The full meaning of the letter will be clearer
to the consultant to whom it is addressed if the practitioner is well
known to him and this knowledge will enable the consultant to
decide whether advice only is desired or whether to treat the patient
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himself. Any study of these referral letters by a third party, there-
fore, may miss some of the significance of the consultant-general
practitioner relationship.
de Alarcon et al. (1960) have considered what the general practi-

tioner expects from the consultant's letter. They conclude that in
only 4 per cent of the 500 cases analysed was the consultant's letter
" vague and useless ". Failure in communication occurred, however,
in (a) providing a definite answer regarding diagnosis, treatment or
management, (b) stating what the patient had been told about his
illness and (c) sending prompt reports of findings and/or admission
to hospital. A more recent survey of how general practitioners use
the outpatient services in two London boroughs (Acheson et al.,
1962) showed that, of 73 general practitioners surveyed, 60 indicated
that their primary reason for sending a person to the outpatient
department was to establish a diagnosis, ten said it was for treatment
and three said it was to reassure the patient. Neither of these two
studies examined the content of the letter of referral.

The Problem
The Oxford Regional Hospital Board carried out a survey of new

outpatients attending the outpatient department of two adjacent
hospitals for the first time in January, May and October, 1958.
5,389 new patients were included in all specialties, the estimated
referral rate being 79 per 1,000 of the population served. Wide
differences were noted in the rate at which individual practitioners
referred their patients for consultant advice and the proportion of
these referrals which were admitted as inpatients. About a quarter
of the patients attended once only while 5 per cent attended ten
times or more, many of the frequent attenders being treated until
recovery. Six out of ten patients discharged from the clinic required
no further medical care.
Some differences of this sort are expected in relation to a widely

varying sample of practitioners and patients. What underlies these
differences? What are the practitioners' motives in seeking consultant
advice? Could he be helped by better diagnostic services? Could a
common factor be found amongst practitioners with high and low
referral rates? Is the incentive to refer a patient to hospital too
great? On the other hand, what is the consultant's reaction? Do
the variations in management correspond wholly with the clinical
needs of the patient or are they influenced by the consultant's
knowledge of the practitioner?
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These questions are not easy to answer nor is it likely that an
entirely objective solution can be found. The vital links in obtaining
the consultant advice are the letters of referral and the consultant's
reply and it seemed that a study of these letters would provide some
evidence. This paper reports a pilot study of general practitioners'
letters at two busy hospitals in a provincial town.

Method
During the three months of the survey 269 general practitioners

referred patients to hospital cliiics, up to 119 patients being referred
by an individual doctor. Since these doctors were able to send
patients to hospitals other than the two surveyed the number of
referrals in relation to the size of their lists would not be meaningful.
Instead, the general practitioners were classified according to (a) the
number of patients referred to the hospital and (b) the proportion of
total cases referred added to the waiting list or admitted urgently
to hospital. From these groups, nine practitioners were chosen to
represent the different referral patterns and their status in relation
to these factors is given in table I. The specialties selected were
general medicine and general surgery and five consecutive cases of
each practitioner were taken from each specialty. Thus a potential
90 patients were selected for this preliminary survey.

TABLE I
NUMBER OF PATIENTS REFERRED TO OUTPATIENT CLINICS AT TWO HOSPITALS DURING
THREE MONTHS AND NUMBER PLACED ON WAITING LIST OR ADMITTED URGENTLY BY

SELECTED GENERAL PRACTITIONERS

Number ofpatients Percentage of
General total cases placed

practitioner Referred Placed on on waiting list
during waiting Admitted or admitted

3 months list urgently urgently

A 91 21 1 24.2
B 35 8 2 28.5
C 61 10 - 16.4
D 65 9 3 18.5
E 100 22 10 32.0
F 54 12 3 27.8
G 58 11 2 22.4
H 113 29 9 33.6
I 54 8 3 20.4

A pro forma was prepared on which the following information
could be inserted: date of general practitioner's letter, main com-
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plaint, family history, social background, history of illness past and
present including specific disability, physical findings and investiga-
tions, presumptive diagnosis, treatment given, results of treatment,
main and other reasons for referral and other information. To avoid
possible bias arising from extraneous information these details
were extracted by one of us (J.McM), from the general practitioner's
letter on to a transcription form on which only the hospital number
appeared.

Space was also provided on the survey form for the full personal
particulars of the patients, the names of the general practitioner and
the consultant, the total number of attendances at the outpatient
clinic, the number of times which the patient was seen by the consult-
ant personally, dates of admission to and discharge from hospital,
whether the patient's name was added to the waiting list and date
of last visit and disposal. None of these details was added until the
assessment of the referral letter had been completed. For the most
part the information collected was factual and objective but sub-
jective assessments were made where the family or social history
appeared possibly relevant but was not given by the general
practitioner.

Results
The nine general practitioners referred their patients to ten

consultants (four medical, six surgical). Seventy-three patients were
included (35 medical, 38 surgical), 17 being omitted because they
were not direct referrals, did not attend for the first time, or for other
similar reasons. All the letters were written on one or two sides of
paper less than 8 in. x 6 in.; all save one doctor's writing was easily
legible; one used a typewriter.
The main results are given in table II. Apart from history ofillness,

individual factors were given for less than half the patients but this
did not usually result in an inadequate picture of the patient's case.
Many surgical cases, such as hernia, were adequately described by
the diagnosis or by the physical findings and knowledge of the
treatment given was often not relevant. The subjective assessment
of cases where possibly relevant information about family history
or social background was omitted is given against the individual
practitioners for medical and surgical cases separately. The propor-
tions where the information was not given is generally somewhat
higher for medical cases which may be expected from the nature of
the clinical problem.
There was nothing to -suggest -that patients- with a complete
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history were treated differently from those patients referred with a
limited history. Indeed, when the two groups were compared for
frequency of clinic attendance, number of times seen by the con-
sultant, duration of follow-up and final disposal, no differences were
found that could not easily have arisen fortuitously.

TABLE II (A)
ANALYSIS OF " MENTIONS" IN LETTER OF REFERRAL OF GENERAL PRACTITIONER

Results
General Family Social History Physical Presump- Treat- of

Practitioner history back- of findings tive ment treat-
ground illness diagnosis by G.P. ment

Yes No .Yes No Yes No Yes No Yes No Yes No Yes No

B 7 73 2 3 6 4 5- 4 3 6

C 8 2 6 5 3 3 5 2 6 1 7 1 7
D 1 9 -10 9 1 3 7 8 2 1 9 10
E 8 8 4 4 3 5 2 6 8 8
F 1 8 1 8 6 3 4 5 3 6 6 3 5 4
G 1 7 174 4 53 533 52 6
H 6 - 6 2 4 2 4 2 4 - 6 - 6
I - 8 1 7 5 3 2 6 3 5 2 6 1 7

A1l G.PS. 3 70 5 68 45 28 26 47 29 44 18 55 12 61

TABLE 11 (B)
ANALYSIS OF NUMBER OF INSTANCES WHERE POSSIBLY RELEVANT INFORMATION WAS

NOT MENTIONED BY THE GENERAL PRACTITIONER

Information omitted on
Number

General Family history Social background of
practitioner patients

Medical Surgical Medical Surgical

A I 1
B 1 - 131 2
C 1 1 - - 2
D 1 I
E 3 -4 -4
F 3 1 3 1 4
G 2 2 1 3 5
H 1 1 1 1 2
I 3 2 1 1 5

A11 G.Ps. 15 8 12 8 26
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Some interest attaches to assessing the action of individual
doctors. Although the number of doctors is too small to draw any
general conclusions, nevertheless a crude analysis was attempted.
A score, based on the number of facts mentioned in the referral
letter, was computed from table IIA by totalling the affirmative
columns. For reasons already given it was not possible to complete
the information for all the patients originally selected, hence the
scores require to be adjusted to allow for the different number of
patients for each general practitioner. The crude and corrected
scores together with the ultimate ranking (the highest score being
ranked first) are given in table ILL. The higher the ranking the greater

TABLE III
RANKING OF GENERAL PRACTITIONERS ACCORDING TO NUMBER OF FACTORS

MENTIONED IN REFERRAL LETTER

Score based Standard
Total on facts score based

General number mentioned on Ranking
practitioner of letters in hypothetical order

referral ten referral
letter letters

F 9 26 29 1
G 8 21 26 2
A 9 22 24 3
D 10 22 22 4
C 8 14 18 V
I 8 14 18
E 8 9 11 7
H 6 6 10 8
B 7 4 6 9

the number of facts (i.e., family history, social background, history
of illness, physical findings, presumptive diagnosis and treatment
results) mentioned in the letters, and conversely, the lower the rank
the greater the amount of information omitted.
Taking the three highest and three lowest rankings, there was a

difference in the proportion of patients whose names were added to
the waiting list or who were admitted urgently (table IV). The
difference between these two groups (7.7 per cent) was barely
significant at the 5 per cent level of probability. It should be noted
that patients admitted urgently may have attended the outpatient
clinics on a number of occasions before being admitted. Very few
patients were admitted on the first attendance. Perhaps the most
interesting feature was that those qualified recently tended to be in
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TABLE IV
NUMBER OF PATIENTS PLACED ON WAITING LIST OR ADMITTED URGENTLY AMONG
GENERAL PRACTITIONERS WITH THE THREE HIGHEST AND THREE LOWEST SCORES

Percentage of
Placed on total cases

Grouped ranks Referred waiting list or placed on waiting
during 3 admitted list or admitted
months urgently urgently

First three (F, G, A) .. 203 50 24.6

Last three (E, H, B) .. 248 80 32.3

the higher ranks. Of the four general practitioners with the highest
score all had qualified after 1943. This may be contrasted with the
three lowest scores where all of the general practitioners had
qualified before the war. We may conclude from this that the younger
practitioners appear to be less likely to omit relevant information
in the letter of referral to the outpatient clinic and are less likely to
send a patient who is admitted to hospital.

Discussion
Although omissions of clinical and social information from a

letter of referral are by no means always significant, perhaps the
most striking thing about the whole range of general practitioners'
letters is the type of information which tends not to be included.
This was most notable in the field of the family and social back-
ground of the patient where the general practitioner has unrivalled
knowledge. It may be that.familiarity with these factors tends to
make them seem less important. Thus in dyspeptic and other digestive
disturbances, in diabetes, arthritis, lumbago, asthma, and with
symptoms such as headache, vertigo, and " black-outs ", frequently
no mention is made of family or social history. No doubt it is
sometimes preferable to get a fresh view of a case rather than give
details that might possibly prejudice the consultant.
The least informative letter in the series was that referring a girl

age 20 for opinion as to possible early thyrotoxicosis. It contained
13 illegible words but not the information elicited by the consultant
that she had recently taken an examination and had become engaged
to be married. Nor was there any indication offindings or treatment.
In another instance a patient aged 31 was referred with a full descrip-
tion of an epileptic fit and indication that she was having hypotensive
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drugs, but no mention was made of the fact that she was pregnant
and had had pre-eclamptic toxaemia previously. Often there was no
indication of the physical findings though it was obvious from the
content of the letter that an examination had been made. A patient
was referred with a small cyst in the left breast which was not des-
cribed. Another had numbness and weakness ofthe left hand but the
typical ulnar paralysis found by the consultant and the swelling of the
left elbow were not mentioned. Yet another patient had a full history
pointing to a diagnosis of uraemia but no indication was given that
the urine had been examined; this patient was admitted in diabetic
pre-coma.

By contrast many of the letters were excellent covering succinctly
the relevant features. A case of epilepsy was fully described with
family and social history and eye witness accounts. A patient aged
68 with hydrocele was referred with information that he would
prefer an operation but had a past history of paroxysmal tachy-
cardia. It is unnecessary to multiply these examples of good letters:
it is the omissions which are notable. Nor must it be understood
that similar omissions to those mentioned above occurred in the
majority of letters. Ofthe 73 letters, 23 omitted a family history and
20 particulars of social background which could possibly have been
relevant. In only ten of these was it clear from the consultant's
reply that such details were in fact relevant.

Often the diagnosis was strongly suggested in the letter but it was
rare for it to be stated. This is rather surprising since most students
are encouraged to attempt a provisional diagnosis. Even the
practitioner who referred a patient aged 66 with pain in the hip and
a hard, irregular prostate did not suggest that the diagnosis was
carcinoma of the prostate; possibly he thought this was superfluous.
Similarly, in no case was the problem facing the practitioner
explicitly stated though it could often be inferred from the letter as
a whole.

It is likely that the disinclination to put down explicitly the
reason for referral is a handicap to good communication. Hodson
(1963), in a survey of consultants' views on general practitioner
letters, finds that this point is made consistently. These problems
are often not simple but it would ensure that the point of the com-
munication is not missed if the problem is stated in a summary which
is fuller than " for advice, investigation and/or treatment " and yet
briefer than the essential description of the case.
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It is very difficult to assess the significance of variations in the
amount and type of information given in general practitioners'
letters so far as the care which the patient receives is concerned.
Certainly by the crude measurements applied here no difference is
detectable. It is arguable that the older practitioners who gave less
information were better known to the consultants; the more frequent
admission of their referred patients could be interpreted in several
ways which might differ from doctor to doctor or from case to case.

It seems likely that the differences in clinical care are more subtle.
A quick grasp of the essentials of the case by the consultant for
instance, or a greater familiarity with the significance of the disability
to the patient; and a rapport between patient, consultant and general
practitioner which can be felt but not demonstrated. Patients
frequently complain that doctors, especially hospital doctors, tell
them nothing; and this may sometimes explain why de Alarcon et al.
(1960) found that the practitioner was rarely told what had been
said to the patient about his illness. Whatever the true interpretation
may be it is certain that any points of contact between general
practitioner and consultant should be used to the full. Letters are
among these, and even with the creation of new district hospitals
with facilities for general practitioner to meet and work with
consultant, the process of mutual education and understanding by
good communications must continue.

This study set out to be a pilot survey probing below the surface
of outpatient referrals and examining the links between general
practitioner and consultant. It can be helpful to study the day-to-
day use of familiar procedures and a joint study by general practi-
tioners and consultants of the information which should be included
in outpatient letters, both of referral and reply, might be as valuable
as some more recondite but strictly scientific research projects. If
the first years of the health service saw a division between general
practitioner and specialist, may the future see a rapprochement of
family doctors and consultant.

Summary
A study ofletters from nine general practitioners to four physicians

and six surgeons is reported. Seventy-three letters (35 medical and
38 surgical cases) were examined for predetermined types ofinforma-
tion. Many of the letters were clear and detailed. In 10 cases there
were omissions ofclearly relevant family or social history. Generally
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the younger practitioners gave the fuller information but it was not
possible to discern, by the relatively crude measure applied, any
differences in the clinical care of the patients. In no case was the
problem facing the practitioner stated explicitly, though this could
often be decided from the content of the letter.
The significance of these findings is discussed, with illustrative

cases. It is suggested:
1. That, as well as the necessary clinical information, the problem

facing the practitioner should be stated explicitly in letters to
consultants.

2. That all points of contact between general practitioner and
consultant, and letters are amongst these, should be fostered.

3. That a joint study by consultants and general practitioners of
the information which should be included in outpatient letters
would be valuable.
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COLLEGE ACCOMMODATION
There are four double and four single rooms on the top floor and two

flats and two flatlets on the third floor of 14 Princes Gate, London, S.W.7.
One flat is allocated to the president.
The flats and flatlets have their own private bathrooms and toilets and

in addition there are three bathrooms on the top floor.
Double rooms (if shared) 25s. Od. each per night including breakfast
Single rooms 30s. Od. per night including breakfast
Large flat £25 per week excluding breakfast
Flatlets £20 per week or £4 per night including breakfast

The College has a club licence and members may purchase drinks.
Subject to prior notice breakfast can be provided at a charge of 5s. Od.
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