
General practitioner referral rates

Interpretation is difficult

There are large differences in how often general practitioners
refer patients to hospital.'14 These differences are attracting
growing attention-partly from the Department of Health
and Social Security, which is concerned to ensure the efficient
use of resources, and partly from district health authorities,
some of which have tried to save money by limiting referrals
from general practice. The problems of four strategies for
reducing referral rates are explained at p 461. There are, in
addition, many problems in measuring general practitioners'
rates of referral, and these problems need to be understood
before the rates can be interpreted. Deficiencies in the data
used to calculate these rates may lead to important errors.
The first step in calculating a rate of referral is to count

referrals. In much of the published work this has been done
by general practitioners participating in a research project. If
information on rates of referral is to be provided to general
practitioners regularly, as suggested in a recent white paper,5
information on referrals will probably need to be collected
from hospital computers-and systems designed to collect
this information are being developed. These systems will need
to include extensive cross linking of hospital computers as
patients are often referred across health authority boundaries.
At present most hospital patient administration systems do
not relate referral to the referring general practitioner.
According to local custom, the general practitioner associated
with a patient on the computer may be the referring general
practitioner, the "usual" general practitioner (the Korner
definition), the registered general practitioner, or even the
senior partner. Substantial changes in hospital computing
practices will be required before valid data on referrals can be
provided.

Collection of information on referrals needs to take account
of the different ways in which general practitioners refer their
patients. Although overall less than 7% of referrals are
made privately and only 2-5% of referrals are requests for
domiciliary visits,6 in one study there were almost as many
geriatric domiciliary visits as geriatric outpatient referrals7
and in another some general practitioners referred half their
patients privately.3
The second step in calculating rates of referral is to divide

referrals by either the number of patients registered with a
doctor or the number of consultations over a period. Several
studies have used an individual general practitioner's list size
as the sole denominator,8-" an approach that may give rise to
serious errors. If, for example, an additional partner joins a
practice he or she may take much of the work but have only a
small personal list. Furthermore, list sizes produced by family
practitioner committees take no account of assistants and
trainees, and in many practices patients are not constrained to
see the doctor with whom they are registered so that there may
be little relation between workload and list size. For this
reason rates of referral calculated from list size should relate to
whole practices and not to individual general practitioners;
and comparison of rates of referral among practices may still
require correction for differences in the age and sex structure
of the lists. Consultations carried out by a general practitioner
relate more closely to workload than list size and may
therefore be a more suitable denominator. Crude consultation
data still do not, however, take account of specialisation
within practices, differences in case mix between men and
women doctors, or differences in how often doctors ask
patients to return for follow up consultations.

Variations in rates of referral may be exaggerated if data are

collected over short periods. This may be illustrated by using
the example of referrals to general physicians. In East Anglia
the rate ofreferral to general physicians is around 100 referrals
for every 10000 of the population each year, so a general
practitioner with 2000 patients would expect on average to
refer five patients in three months. The 95% confidence
interval for this figure is one to nine: therefore referrals
for each general practitioner over three months would be
expected to range from one to nine for 95% of general
practitioners because of chance. Apparently wide variation in
rates ofreferral-such as that reported by Dowie,'2 who found
that referrals to general physicians ranged from none to 15 for
each general practitioner over three months-need to be
interpreted against this background. Confidence intervals for
rates of referral will be extremely wide if they are based on
small practices, individual specialties, or a short period of
observation, and they should always be quoted when data on
rates of referral are presented. (Tables of confidence intervals
of rates of referral based on a theoretical model are available
from the General Practice Performance Review Unit at the
address below.)

Producing valid rates of referral is difficult, but inter-
preting the differences that remain between individual
general practitioners is an even greater problem. Wilkin and
Smith have recently reviewed work on the characteristics
of patients and their doctors that might account for the
differences.'3 Several studies have controlled rates of referral
for the age, sex, social class, and diagnostic group of patients
seen, and these corrections still leave substantial differences
in the rates.2414 What has not been possible is to correct for the
number of patients with problems that would benefit from
referral-that is, morbidity in the community. As there are
large variations in mortality among different regions of the
country differences in morbidity may be an important
determinant of referral behaviour around the country.

Several studies have looked at the characteristics of general
practitioners that might be related to referral behaviour.
There is little evidence to suggest that rates of referral are
consistently related to the age of doctors, their use of
investigations, or their postgraduate qualifications.4 8-10 The
relation between experience in a specialty and rate of referral
is not clear, although there is some evidence that experience in
a specialty increases referrals to that specialty. 14 16 This may be
because the doctors are more aware of the facilities offered by
the hospital or simply because they see more patients with that
type of problem than their partners. Further variation in the
number of patients referred may arise from local differences
in access to facilities such as physiotherapists, dietitians, and
radiological services.

It has been suggested that differences in rates of referral are
related to psychological characteristics of the doctors such as
their tolerance of diagnostic uncertainty and their sense of
autonomy.214 But no work has been done to investigate
these suggestions even though there would be important
educational implications for the training of general prac-
titioners if factors such as these were found to be related to
referral behaviour.

Although many workers have tried to examine the reasons
for differences in rates of referral, none have tried to define
what the rates should be. In the present economic climate
attention is focused on high referrers. But what of the patients
oflow referrers? They may be deprived of services from which
they could benefit. Only one study has examined in detail
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the appropriateness of referrals-that is, the extent to
which general practitioners', consultants', and patients'
expectations are met. 7 More studies are needed on qualitative
aspects of referrals so that rates of referral may be interpreted
in relation both to the benefits of referral-for example,
improved health and well being-and to the risks ofreferral-
for example, unnecessary investigation or treatment.
Many of the problems in measuring and interpreting rates

of referral have yet to be solved. General practitioners should
welcome meaningful data on their referrals as a means of
improving patient care. The benefits that will result from
discussion of referrals are likely to be educational ones and
will arise from discussions between small groups of general
practitioners and between general practitioners and district
consultants to whom they refer. The DHSS intends to use
information on rates of referral "to ensure quality of care in a
cost effective way. "I Whether the accent will be on quality or
cost remains to be seen.

MARTIN ROLAND

Director of Studies in General Practice,
Clinical School,
Addenbrooke's Hospital,
Cambridge CB2 2QQ
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Consensus on overtreating cancer

Too many patients overtreated

No doctor likes to have patients die, and for many it seems
natural to keep on trying to achieve a cure until all hope is lost.
But attitudes to death have changed in the past 20 years, and
doctors can no longer justify such therapeutic persistence by
arguing that the patient would feel abandoned if the search for
a cure was halted. Heroic, massive surgery has already gone
out of fashion, but too many patients with cancer still suffer
from excessive treatment with radiotherapy or drugs, or both.
Sadly, the public's image of treatment of cancer is heavily
weighted by the minority of patients suffering from loss of
hair, repeated vomiting, and other grim toxic effects of
chemotherapy-and then going on to die. Giving a regimen of
treatment designed to achieve cures in circumstances when
the intent should only be palliation is bad medicine. The
patient suffers unpleasant side effects, and the high cost of the
treatment usually has to come from a health authority budget
that may already be in the red.
These were the conclusions at the halfway point of a recent

meeting of cancer specialists, health economists, and others
concerned with cost-benefit analysis in oncology. Example
after example of inappropriate management was quoted:
investigations being done long after the cancer was dis-
seminated and combinations of anticancer drugs being given
to patients with tumours known not to respond to chemo-
therapy. And, the participants agreed, when curative chemo-

therapy was indicated the drugs chosen were often new, not
fully evaluated, and much more expensive than the well tried
alternatives. At least subconsciously the doctor often seems to
be hoping that the latest drug will be superior to its analogues.
On p 471 the working group publishes its conclusions.

Firstly, it argues that doctors should no longer claim an
unfettered right to treat their patients with whatever treat-
ment they might think best. This clinical freedom merges
imperceptibly into clinical irresponsibility; doctors' exercise
of autocratic rights may infringe both the patient's right to
treatment that is of established worth and minimal toxicity
and their colleagues' rights to their fair share of NHS
resources.

Such a judgment implies that there is a consensus on
managing patients with different types of cancer at various
stages. In reality there are few types of cancer for which this is
true, but a working consensus could probably be agreed for
most others. The declaration calls for oncologists, radio-
therapists, and others to come together and establish review
panels to work out guidelines. Doctors competing for scarce
resources seem more likely to get the money they need if they
can show a rational, peer reviewed basis for their treatments.
And their patients should benefit too.

TONY SMITH
Deputy Editor, BMJ
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