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SUMMARY

Referrals by general practitioners to a community health in the
elderly team by telephone and letter were compared for the
information provided. Significantly less information was avail-
able to the team when the referral was by letter, particular in the
areas of suicidal tendencies, patient telephone number, and
possible informants. The implications of these findings are dis-
cussed.
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Introduction

M UCH research has been undertaken into the referral of
those with mental health problems from primary into sec-
ondary care.! Factors related to the permeability of this ‘third fil-
ter' have been identified; severity of clinical picture, sex, living
in urban areas, and treatment failure are all important.! The gen-
eral practitioner’s (GP's) explicit reasons for referral have been
investigated,? as has the accuracy of their information on the
drugs taken by the person referred.!

To date, little work has been done on the influence of the
mode of communication of the referral on the information
imparted by the referrer to the mental health team. In 1990, a pro
forma was designed for the administration staff of a community
team for mental health in the elderly (CTMHE) to follow when
talking to a person referring a patient. This outlined the basic
information to be collected from the referrer in addition to the
information given freely by the referrer. The pro forma was used
as a basis to measure the information available to the team mem-
bers to help them to prioritize cases and to prepare them prior to
the home assessment.

M ethod

A random sample of case notes was pulled from the archives of a
CTMHE based on the following criteria

® thereferral was made by aGP

@® thereferral was not are-referral

@ thereferra was made after 1990 and the introduction of the
new pro forma.

One hundred cases were identified, 50 referred by telephone and
50 by letter. Each item on the pro forma was scored. Any item
that received a comment was scored positively even if the com-
ment was negative (for example, ‘ She does not suffer from
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incontinence’); items were scored negatively if they received no
information at al, positive or negative. In notes where ‘depres-
sion’ appeared in the referral, references to suicidal intent were
sought (these were similarly scored). In addition, the notes were
perused for evidence that a call had been made back to the refer-
rer for more information. The differences between the letters and
the telephone referrals were calculated using chi-square tests.

Results

The results are summarized in Table 1. Although there are rela
tively few statistically significant differences between the letter
and the telephone referrals, there is a general trend for more
information to be available to the team through telephone refer-
rals. These brought with them significantly more information
than the letters (54.7% and 43.6% of the possible total respec-
tively; x>=9.16, df = 1, P = 0.01).

A referral by telephone was more likely to provide the
patient’s telephone number (x? = 6.45, df = 1, P = 0.05).
Telephone referrals were more likely to give information about a
next of kin (x? = 6.4, df = 1, P = 0.05) and to supply the next of
kin's telephone number (x? = 5.00, df = 1, P = 0.05). The referrer
was also much more likely to give information about suicidal
tendencies when asked on the telephone than when asked by let-
ter. Depression was mentioned 27 times in telephone referrals
and 31 times by letter, while comments about suicidality were
recorded 12 times in telephone referrals but only three times by
letter (x? = 12.46, df = 1, P = 0.01). There was a greater likeli-
hood of the team knowing that the person referred was aware of
the referral if it was made by telephone (x? = 12.46, df = 1, P =
0.01). Despite the relative lack of information provided by both
referral methods, calls back to the GP were rare (seven from tele-
phonereferrals, four as aresult of |etters).

Discussion

Both methods of referral provide relatively small amounts of
information judged against the 1990 pro forma. It is likely that
both the GP and the administration staff knew more about the
cases than they recorded at the time of referral. Items that were
not clinically important to the case (for example, whether a per-
son with anxiety was continent) would probably not be put in a
letter. Equally, administration staff who have become increasingly
practised at taking histories from all-comers are unlikely to
request or record information that is not relevant to the case, and
will perhaps not record information that is asked about if the
answer is negative or if the referrer is not forthcoming.

For any assessment in old age psychiatry to be complete, an
informant must be sought. Thisis particularly the case for people
who have cognitive impairment and who may not be able to
identify the right person to contact or to tell you how to contact
them. If this information is available at the time of referral it is
invaluable. The study shows that GPs frequently have this infor-
mation when asked but do not routinely give it in letters.
Equally, it is useful to be able to contact a patient by telephone to
make an appointment and explain the nature of your visit.

503



C Ball and O Box

Brief reports

Table 1. Information given by telephone and letter (n = 50 unless
stated).

Telephone  Letter

Patient’s name and address 50 50
Patient’s date of birth 49 48
Patient’s telephone number 41 212
Patient’s marital status 21 26
Next of kin: name 28 12°
Next of kin: telephone number 31 14°
GP’s name 50 50
GP’s address 45 50
Diagnosis 26 31
Past psychiatric history 10 7
Social services/community care input 14 9
Current medication 47 31
Sleeping pattern 16 10
Eating pattern 18 7
Signs of physical iliness 29 21
Incontinence 2 0
Strange ideas 22 31
Strange behaviour 28 21
Length of presenting complaint 30 22
If depressed, any suicidal complaints 12/27 3/319
Patient aware of referral 22 4e
Potential problems of access 6 1
Was a telephone call made for clarification? 4 7

2 = 6.45,df = 1, P = 0.05; 2 = 6.4, df = 1, P = 0.05; °? = 5.00, df =
1,P =0.05; %2 =6.74,df = 1,P = 0.01;°%2 = 12.46,df = 1, P =
0.001.

The second important area where the telephone call provided
important information not presented in letters was the issue of
suicidal thoughts. Being elderly is one of the major risk factors
for suicide. Assessment of suicide risk is a vital part of assess-
ment in any person who is thought to be depressed.# Such
thoughts are important when prioritizing patients. It could be
argued that the discrepancy between the use of telephone and | et-
ters on this issue arises because the GP is much more likely to
telephone than to write for an urgent assessment if the person is
expressing suicidal ideas. This hypothesis could not be investi-
gated from the data collected. There is generaly a low rate of
recording the presence or absence of suidical ideasin referralsin
either mode. Any person showing depression as part of their clin-
ical presentation should have their suicide risk assessed and
recorded.

An alternative method of improving the collection of data
would be the introduction of a simple referral form which would
include prompts about the information that the CTMHE team
desires in addition to space for free text. A number of problems
arise from this method: first, yet another piece of paper has to be
found and filled in; secondly, information that is not seen as rele-
vant by a GP but that may be valued by the team would still be
omitted; thirdly, the human contact between the GP and the
teams would be lost; fourthly, the chances for both parties to
learn would be diminished; and finally, form filling and postage
would further delay contact between the CTMHE team and the
patient.

Conclusions

General practitioners often know their patients better, and have
more information about them, than other professionals working
with them. In the assessment of the elderly and mentally ill, this
information can be vital in providing a comprehensive assess-
ment.
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If areferral to a CTMHE is made by letter, it islikely that sig-
nificantly less information will be passed to the assessors than if
the telephone is used. It may be argued that information such as
the next of kin and their telephone number are not important
enough information to engender a change in practice; however, it
must be remembered that many patients, particularly those with
dementia, may not be able to provide this information to the
assessor, thus precluding liaison with their family. GPs should be
encouraged to make their referrals by telephone, preferably with
the patient’s records to hand; this would save time both for the
themselves and for the patient. CTMHES would need to recipro-
cate by providing a rapid answering service and adequately
trained administration staff to take the details in an agreed manner.
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