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SUMMARY The number of referrals made to a district
psychiatry service by each of the local general practitioners
over a five year period was counted and a large variation in
general practitioner referral rate was found. Ten referral let-
ters from each of the general practitioners were independent-
ly assessed for the amount of detail included and a mean
score for each general practitioner obtained. A significant
negative correlation was found between referral rate and
amount of detail in referral letters, that is low referrers wrote
very detailed letters. The procedure was repeated over an
18 month period including referrals to the district psychology
service Referral rate to the psychologists was positively cor-
related with detailed referral letters, that is those who refer-
red many patients to the psychologists wrote detailed letters.

This study has indicated a wide variation in the use of the
psychiatry and psychology services by general practitioners
which cannot be explained solely on the basis of a general
referral tendency. It is likely that constructive liaison between
psychiatrists and general practitioners, especially those who
refer a large number of patients, could enhance the care of
patients with psychiatric disorder in general practice.

Introduction
IT is well recognized that there is a wide variation in the refer-

ral rates of general practitioners to hospital clinics" 2 and this
is an important issue in studies of the interface between primary
and secondary care. General practitioners are said to have a uni-
que referral threshold, because referral rate is not related to
general practitioner characteristics, such as sex, years since
qualification, higher qualifications, size of practice, nor to
characteristics of patients such as age, sex and social class. The
high or low referral rate is maintained for each general practi-
tioner across diagnostic categories.2 It has been suggested that
attention should be paid to a reduction in 'unnecessary'
referrals3 because of the need to reduce cost.45 However, little
is known about the 'optimal' referral rate- some authors have
drawn attention to the need to increase a low referral rate rather
than reduce a high one.2

There are many factors which might influence general prac-
titioner referral rate to a psychiatric outpatient department, in-
cluding the sociodemographic characteristics of the area which
influence the prevalence of psychiatric disorder, the nature and
waiting list of the local psychiatric department and the general
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practitioner's own interest in psychiatry. A high interest in
psychiatry could lead to a high detection rate of psychiatric
disorders6 but also a tendency to treat these patients within the
practice. Low interest in psychiatry might lead to a low detec-
tion rate and/or the wish to 'refer on' many patients with
psychiatric disorder. The situation is further complicated by the
availability of a direct referral service to clinical psychologists,
some of whom work in health centres. A general tendency to
be a high referrer would predict high referral rates to both
psychiatrists and psychologists. On the other hand, a general
practitioner interested in psychiatry might be discerning and use
each service appropriately, according to clinical need.

In the present study it has been possible to control some of
these variables by using a geographically limited inner city area
with a reasonably homogenous population and by confining the
study to practices within two miles of the psychiatric depart-
ment, thus ensuring that an identical psychiatric and
psychologial service was available to all general practitioners.
Thus, the principal determinant of the referral rate should be
the general practitioner's tendency to refer patients to specialist
services.
The study started as an audit of a new district psychiatric ser-

vice. Since the service started in 1982 there has been an increas-
ing number of referrals to the outpatient department and we
were interested to see whether all general practitioners were mak-
ing equal use of the service. Referral rates from the general prac-
titioners within the health district to the department were
measured over a five year period. In order to complement these
data concerning referrals to the psychiatry department, the
number of referrals to both the psychiatry and psychology
departments were counted for a further 18 month period.
As a crude measure of each general practitioner's interest in,

or attitude towards psychiatry the quality of referral letters from
each general practitioner was assessed. It is known that there
is considerable variation in the amount of information obtain-
ed in general practitioner letters to a psychiatrist7 and there is
some comparative data between countries indicating that high
quality referral letters are associated with a low referral rate.8
The aims of the present study were to test the hypotheses that

referral rates from general practitioners to psychiatrists are related
to (1) the quality of referral letter and (2) to number of referrals
to the psychology service.

Method

Number of referrals
During the first five years. The number of patients under the
age of 65 years referred by each general practitioner to the new
psychiatry department at the Manchester Royal Infirmary were
initially calculated for the five years 1982-86. These figures were
derived from the post book in which each new referral letter
is recorded. Thus the number of referrals was counted, not the
number of patients who attended for their appointments. Refer-
rals for patients to be seen in health centres as well as in the
department were included. However, requests for a domiciliary
visit were excluded because in this district they are infrequent
and usually for patients with severe disorders requiring urgent
hospital admission. The study focussed on referrals of patients
who are commonly seen as new outpatients, who form the bulk
of the work of the psychiatry and psychology departments, and
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for whom variation between general practitioner referral rates
might be greatest.
Those general practitioners whose surgery was outside, or near

to the boundary of the central Manchester health district were
excluded from the study since they might refer patients to
neighbouring district services. The small number of referrals by
trainees were attributed to their trainers since this study covered
a five year period and most trainees were only in practice for
one year. The general practitioners were divided into three equal
sized groups - high, medium and low referrers according
to the total number of referrals made over the five year period.

During a recent 18 month period. The number of referrals to
the psychology department were not readily available so the
direct referrals to the psychology service over an 18 month period
(January 1987 to June 1988) were counted in a similar way. The
referrals to the psychiatry service during the same time were also
counted. For both services referrals for patients to be seen in
health centres as well as those seen in the main departments were
counted. This part of the study included trainees as indepen-
dent doctors provided the trainee was in post for a complete
12 month period.

Quality of referral letter
The amount of information included in referral letters was rated
for each of the general practitioners included in the study. This
rating was made by two of the authors (JG and ER) who were
blind to the number of referrals made by each general practi-
tioner. A sample of 10 referral letters from each general practi-
tioner were rated according to a modified scale derived from
that of Pullen and Yellowlees.7 Ten letters were assessed in case
the amount of information included in a referral letter varied
according to the clinical problem. For the majority of general
practitioners five referral letters were assessed by JG and five
by ER.
The system of Pullen and Yellowlees included five headings;

these were increased to 10 headings in order to provide a more
detailed assessment of each referral letter, and to do justice to
the excellent referral letters sent by some general practitioners.
The detailed scoring system was derived after several sets of
general practitioner letters were scored blindly by the two raters
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and discrepancies between scorers had been discussed. The
amount of information included under each heading was rated
on a two or three point scale (Appendix 1). There was a max-
imum score of 24 for a referral letter which included complete
information under each heading.

Results

Number of referrals to psychiatry department over first
five years
There was a steady increase in the number of referrals to the
psychiatry department over the first two years, after which the
rate remained relatively stable (Figure 1). Forty general practi-
tioners referred patients throughout this time and they were
grouped as follows: high referrers, 40-110 referrals over five years
(n = 13 general practitioners); medium referrers, 20-39 referrals
(n = 14); and low referrers, 11-19 referrals (n = 13). For each of
these three groups there was an upward trend in the number of
patients referred during the first two years. During the last year,
there was a slight fall in the number of referrals from the low
referral group of general practitioners. During this year high
referrers were responsible for two-thirds of all patients referred.
The consistency of referral rate during this five year period

was assessed by comparing the number of referrals made by each
general practitioner during the first two and a half years with
those made during the second half of the period. There was a
high correlation (Spearman's r = 0.77, P0.001), indicating that
the general practitioners tended to be consistent in their rates
of referral over time.

Comparison ofreferral rate and quality ofreferral letters
With the detailed scoring system for the referral letters there was
good agreement between the two raters. There was good con-
sistency in the total score for the 10 referral letters from each
general practitioner, suggesting that reliable results could have
been obtained with fewer than 10 letters. For each general prac-
titioner a mean score for the 10 referral letters was calculated.
The range of these mean scores was between six and 18 out of
a total of 24.
The total number of referrals made by each of the 40 general

In.=

Medium referrem'a .te=14)

High referrers (n=13)

'1984 19619886

Figure 1. Number of referrals to psychiatrists made by three groups of general practitioners for each six month period (1982-86).
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practitioners over the five year period was correlated with their
'quality of referral letter' score and there was a statistically
significant negative correlation (Spearnman's r = -0.34, P<0.05),
indicating that those general practitioners who wrote extremely
detailed referral letters referred fewer patients (Figure 2).

Number of referrals to psychiatry and psychology
departments over 18 months
Data were available for referral rates to the psychiatry and
psychology departments for the 18 month period (January 1987
to June 1988) on 45 general practitioners. The number of pa-
tients referred to each department during this time was not
significantly correlated (Spearman's r = 0.015).
The negative correlation previously observed between the

number of referrals to the psychiatrist and the rating of the refer-
ral letter was again significant for this 18 month period (Spear-
man's r = -0.44, P<0.002). However, the number of referrals
to the psychology service was positively correlated with the rating
of the quality of referral letter to the psychiatrists (Spearman's
r = 0.39, P<0.005). These data are demonstrated in Figure 3;
high referrers to the psychology department wrote detailed let-
ters to the psychiatrists.

Sub-division ofgeneralpractitioners by referral letter score
The 45 general practitioners who had been included in the se-
cond part-of the study (18 months) were divided at the median
score (11.0) for quantity of information included in their refer-
ral letters to psychiatrists. Figure 4 indicates that the 22 doctors
who sent a detailed referral letter referred similar numbers of
patients to a psychiatrist and a psychologist. The 23 general prac-
titioners who wrote less detailed referral letters (scored under
11.0) made many referrals to the psychiatrists and few to the
psychologists. The total number of patients referred (to the two
services combined) was significantly greater for the latter group
of general practitioners (Mann Whitney U test Z = -2.25,
P<0.05).

Sixteen of the 45 general practitioners work in health centres
where a psychologist held a regular clinic. Of the total 356 refer-
rals from these general practitioners 122 (34%) were to a
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psychologist and 234 (6607) to a psychiatrist. This proportion
was similar to that from the remaining 29 general practitioners
where 32% (343/1079) of the total referrals were to a
psychologist.

Discussion
There are many problems in collecting information on general
practitioner referral rates. ' Ideally data should be collected ac-
cording to list size and workload, that is, by number of con-
sultations,2 and account should be taken of self-referrals to the

Figure 3. Number of referrals to psychologists by referral letter score
for 45 general practitioners over 18 month period (two points
overlap).

Figure 2. Number of referrals to psychiatrists by referral letter
score for 40 general practitioners over five year period (two points
overlap).

Figure 4. Median number of patients referred to the psychiatrist and
the psychologist by low and high scoring general practitioners.

British Journal of General Practice, November 1990

20-

-
0 00~~~~~~~o 00 .o 0~~~~~~~~1

Xl *. 0

0~~~~
0.e

0 10 20 30 4
Number of referrals to psychologist

20

00 9
0

a10-

0

.0 0 500 7 0
00 *.

10 0 50 70 91

Number of referrals to psychiatrist

452



F Creed, J Gowrisunkur, E Russell and J Kincey Original papers

accident and emergency service.4 Such data were not available
to us and the crude number of referrals by each general practi-
tioner was used. However, the patients routinely referred to the
new outpatient clinic were unlikely to present in large numbers
to an accident and emergency department and the department
of psychiatry did not have a self-referral system. All the general
practitioner surgeries included in the study were within two miles
of the hospital departments.
We were able to collect data over a substantial period of time

and the consistency of referral rate over time was similar to that
observed using national morbidity data.4 The amount of infor-
mation recorded in each general practitioner's referral letters was
also consistent. We were careful to exclude general practitioners
who might be referring many of their patients outside of the
district but cannot be sure that we have not missed referrals to
other psychiatric or psychology departments. But the growth
of referrals to the new department over the last five years is clear
and there is no reason to suspect that some general practitioners
are referring many patients outside of the district. We found,
like others2'9 that each general practitioner has a unique refer-
ral threshold with wide variation even between different general
practitioners in the same health centre.

In view of all these variables it is even more striking that
statistically significant results have been obtained. It is interesting
that the referral rates to psychologists and psychiatrists are not
related. The fact that referrals to the two services are each
significantly related with quality of referral letter - but in dif-
ferent directions - is of great interest. It appears that the general
practitioners who write detailed letters are those who use the
psychology service most and the psychiatry service least. This
appears to be appropriate from what is known of psychiatric
disorders in primary care.6'0
We only measured the amount of detail included in a referral

letter. Whether this measure really reflects a general practitioner's
interest in and aptitude for psychiatry is an open question at
present. The detail included in the best letters suggested that
this might be so; such letters indicated that the general practi-
tioner had elicited all the relevant clinical information, attemp-
ted a sophisticated treatment plan but was requesting additional
help from the psychiatrist because the patient remained ill. We
would also have liked to measure 'appropriateness' of referrals
but this is a subjective criterion and general practitioners and
specialists differ in their opiniots- bout the appropriateness of
referrals. 11,12

Since the referral rate of general practitioners seems to be con-
stant across diagnostic categories2 it is possible that the low
referral rate of the general practitioners who wrote detailed let-
ters reflects a generl tendency to refer less, rather than a specific
interest in psychiatry. This seems unlikely; Robertson found that
those general practitioners who referred fewest patients to a
psychiatric service were those who had most interest in
psychotherapy.
The general practitioners who wrote brief referral letters merit

special attention. Some refer a large number of patients to the
department of psychiatry and few patients to the psychology
department. Although these general practitioners may not be
aware of the indicati-ons for 'direct referrl to thepsychology ser-
vice,+the very high overall referral rate suggests that they might
benefit from further training and guidance with management
of psychiatric problems within general practice. Other general
practitioners writing brief refertal letters are referring few pa-
tients and it would be interesting to discover whether they are
simply not detecting psychiatric disorders in their patients6 or
whether they regard specialist referral as unnecessary or
unhelpful. Further research is necessary to understand whether
brief referral letters indicate lack of knowledge about the pa-

tient or the feeling that detailed referral letters are unnecessary
for specialists who will themselves take a detailed personal
history.
The starting point of this study was an audit of the psychiatric

service. It is clear that the total number of referrals is steady
but the proportion referred by high referrers continues to in-
crease slightly over time. The reduction in referrals over the five
year period by the low referrers may reflect the close liaison that
has developed between psychiatrists and some general practi-
tioners in this district.'4 If such a liaison model could be ex-
tended,'this might help those general practitioners with low con-
fidence in their knowledge of psychiatry and low confidence in
their ability to manage psychiatric disorder in general practice.
Such a liaison model, where the psychiatrist spends time in the
health centre discussing cases with the general practitioners,
could only be extended if general practitioners were willing and
psychiatrists could alter their practice to make time for such
discussions. The advantage of such an approach is that an
enhanced ability of the general practitioner to manage psychiatric
problems would lead to better care for the many patients with
psychiatric disorders, who are not referred to a psychiatrist.
However, the use of specialist time in educating general practi-
tioners reduces the time the psychiatrist has available to see pa-
tients and this has implications for the measurement of perfor-
mance of psychiatrinsts. Similarly, the implications of these fin-
dings for current models of clinical psychological services in
prmguy wel willM w- need careful- cbnsideration and are
discussed elsewhere.16

Appendix 1. Schedule for assessment of general practitioner letters.
Scores for each aspect:
1. Legibility 0-2
2. Reason for referral 0-3
3. Main symptoms or problems 0-3
4. Treatment so far 0-3
5. Past psychiatric history 0-2
6. Family history 0-2
7. Relevant past medical history 0-1
8. Relevant social history 0-3
9. Relevant investigations 0-2

10. Diagnosis 0-3
(maximum) 24

Exwmples of xqriq,
2. Reason for referral
0 = unclear: 'Please see this patient who has recently registered with me!
= stated: 'Please see and advise about future management!

2 = clear: 'For relaxation treatment', or 'Patient asked to be referred
because of phobias'
3 = explicit: 'Weaning this lady off her drugs and preventing a return
of her depression.
8. Relevant social history
0 = not mentioned
I = very limited: single item mentioned, for example 'Unemployed'
2 = adequate basic demographic data and current situation, for exam-
ple 'Lives alone, hoping to start work.
3 = very good: basic demographic details provided together with rele-
vant items linked to the development and cause of the psychiatric ill-
ness, for example 'She now has a common-law husband and they seem
to be happy together. She has five children from her two marriages. The
eldest son used to beat up Mrs D and eventually was taken into care.
One son was involved in a road traffic accident and was unconscious
for quite some time. She has not had sexual intercourse for the past
six months, but this is not troubling either her or her hisband. At pre-
sent she is a housewife but she used to work in an accountant's office,
when this finished she made dofls and cushions for her mother. She was
particularly fond of her grandmother who died three years ago:
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** £ A' WMPractice Information Booklets
Written largely by the College's Patient Liaison Group, this folder has

Doctors on the Move (Occasional Paper 7) many useful suggestions for the content and presentation of patient
Describes a revolutionary method of organizing a general practice information booklets, together with a useful section on the constraints
whereby doctors and nurses move from patient to patient instead of of advertising. £6.00 (£7.00 non-members)
following traditional consulting room patterns. £3.00

* ~~~~~Howto Produce a Practice Formulary
Computers in Primary Care (Occasional Paper 13) This folder, from an RCGP working party, is an attempt to allow family
This report from an RCGP working party describes current and future doctors to translate policy into practice and is designed to help prac-
possibilities for computerizing aspects of care in general practice. £3.00 tices develop defined policies of prescribing. The folder contains ex-

amples of the Lothian and Northern Ireland formularies.
Trends in General Practice Computing £12.50 (£15.00 non members)
Covers computerized prescribing, office systems, computers in the con- Practice Premsessulting room, attitudes of patients and future developments. An easy-
to-read introduction to the subject with plenty to offer those already Written by general practitioners, practice staff and a construction
committed. £12.50 management consultant who have been involved with the design and

construction of practice premises. The folder advises on topics ranging
from structural design to communication systems within a practice.

£3.00 (£4.00 non-members)
*j @AX * *13''#s I__________I____I____1_

Age/Sex Registers
Describes the different types of register, their functions and applications, Management in Practice
and how to construct and operate one. Suggestions are made on more Produced jointly by the RCGP and MSD Foundation, the package con-
advanced registers, and computer applications. sists of a video and supporting course book. It is the first management

£3.00 (£4.00 non-members) video that has been specifically designed for use in general practice by
all members of the primary care team. A diabetes mini-clinic is used to

Entering General Practice illustrate the management problems ttat can result when new initiatives
Describes most aspects of entry to general practice for trainees and are not properly thought through.
young GPs, including how to present a CV, how applicants may be £19.50* (additional course books £4.50)
assessed by a practice, and how they should assess a practice. There
are monographs to help women GPs in full time practice or job We Need a Practice Manager
sharing. £6.00 (£7.00 non-members) The second package in the series produced by the RCGP and MSD

Foundation. It deals with the process leading to the appointment of aAppointment Systems practice manager. The principles demonstrated are relevant to the
Based on the work of the original Practice Organization Committee of recruitment of all members of the practice team.
Council, the folder covers the amount of time which should be provided £24.95* (additional course books £6.50)
for each list size, different booking systems and common faults, together *£35.00 if ordered together
with suggestions on how to adjust an appointment system which is not
working properly. £5.00 (£6.00 non-members) _ _

Medical Records A range of medical record cards and other items are available, including:
Provides a wide ranging view of medical record keeping, describing the age-sex register cards, menstruation cards, pink summary cards,
basic components of the good medical record and suggesting how prac- obstetric cards, medical summary problem orientated cards (BD1), family
tice records might be improved in a. stepwise progression. Different and personal history cards (BD2A), drug treatment cards (BD3A), repeat
authors discuss different formats for records and the place of interact- prescription cards (BD3B), flow sheets (BD4), patient questionnaires,
ing specialist registers and recall systems. £5.00 (£6.00 non-members) pre-school record cards, personal history cards. Prices on request.

All the above can be obtained from the Sales Office,-Royal College of General Practitioners, 14 Princes Gate, London SW7 1PU (Enquiries, Tel: 071-823
9698). Prices include postage. Payment should be made with order. Cheques should be made payable to RCGP Enterprises Ltd. Access and Visa
welcome (Tel: 071-225 3048, 24 hours).
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