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Objectives. This study examined the quality of referrals to
secondary-level outpatient psychiatric services rendered by the
Department of Psychiatry, University of the Free State. Referral
letters were evaluated according fo specific quality criteria.
Aspects that would enable secondary-level doctors to make
informed decisions in ferms of further management and need
for special investigations were specifically considered.

Design. A descriptive study design was used, and convenience
sampling included all referrals fo the unit over a é-month period
(June - November 2007). All referral letters were screened
according to a checklist designed for this study.

Setting. The study was undertaken at the Psychiatry Outpatient
Department of the Pelonomi Provincial Hospital in Bloemfontein,
which functions as a secondary-level referral centre for mental

health in the southern Free State.

Qutcome measures. Descriptive statistics (percentoges, means

and standard deviations) were used to summarise results.

Results. Two hundred and sixiy-three referral lefters were
included in the study. less than 20% of the referral leffers
included information on previous psychiatric consultations,
current psychofropic medication, the outcome of physical
examinafions, and results of special investigations. Only
17 (6%) referral lefters indicated a preliminary diagnosis
according to an officially recognised classification system.

Conclusion. There was conclusive evidence that the quality
of referrals to the Psychiatry Depariment was generally
inadequate. A need for more effective referral strategies was

identified.

Quality of health care is strongly influenced by efficient
communication between different levels of care. Appropriate
clinical knowledge and skills, guided by clear policies, are
essential to this process.' The Free State Province Department of

Health has a well developed mental health care policy to support

implementation of the Mental Health Care Act.? The policy sets
the framework for rendering services according to a decentralised
model. Referrals are done in line with the policy from primary
fo secondary, and secondary fo ferfiary level. The majority of
patients needing psychiatric care are freated at primary level,
and patients must pass through a number of filters before being
referred to specialised mental health care services.® Primary care
pracfifioners therefore need to have extensive knowledge of
various conditions — including psychiatry.

Referrals have considerable implications for patients, the health
care system and health care costs.” It is essential to adhere fo
guidelines for good medical practice during the referral process,
as incomplete assessments and poor quality of referral could have
detrimental consequences for both the person referring the patient
as well as for the practitioner receiving the patient. A recently
published case in the Medical Protection Society Casebook
illustrates this point clearly.® In this particular incident, which
occurred in the UK, a Mental Health Trust was involved in a claim
fo account for acceptance of a patient without a proper referral,
that resulted in poor risk assessment by the receiving doctor. The
psychiafric evaluation was further compromised by an incomplefe
recording of the patienf's relevant psychiatric history. The case
report concluded that, in the case of referrals, all relevant patient
information must be provided by the referring practitioner,
including a medical history and information about the patient's
clinical status.”

Several factors influence the outcome of referrals. These include
characteristics of the patient and health care provider, as well
as factors related fo the community and health care system. The
referral letter is a key instrument fo ensure effective communication
and seamless continuation of service between primary and
secondary care.® Increased health care cosfs, cost fo patients, and
poor patient and mental health care practitioner satisfaction rates
can be linked to ineffective referrals.” The quantity and quality
of information provided by referring practitioners are therefore

crucial elements in the effecfive management of patients.

Assessing the quality of referrals fo secondary-level care may help
clinicians to identify aspects that need to be attrended to in order
fo opfimise the referral process. Consequently, the aim of this
study was fo evaluate the quality of referrals fo secondary-level
oufpatient psychiafric services rendered by the Department of
Psychiatry, University of the Free State (UFS).
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. Methods

The study was approved by the Ethics Committee, Faculty of
Health Sciences, UFS. A convenience sample, comprising
all referral lefters received af Pelonomi Provincial Hospital's
psychiafric outpatients  department (OPD] during the period
June to November 2007, was selected for analysis. Pelonomi
Hospital functions as a secondary referral centre for the southern
Free State. For this study, referral was defined as all new patients
directed fo a psychiafrist for any psychiafric indicafion. Any
document containing information about the patient used for the
purposes of referral was regarded as a referral lefter.

The sample was analysed affer capturing dafa on a checklist that
was specifically designed for the study. Elements contained in
the checklist were identified from previously published sfudies as
well as those regarded by the authors from clinical experience as
important.®?

Referral letters were evaluated in terms of legibility, as well as the
quality and quantity of the information provided by the referring
pracfifioners. Referrals were scored by using the checklist, and
one point was given for every element present (Table 1). If all
required elements were present, the referral document would

have a maximum score of 24 points.

. Results

During the &-month period of the sfudy, a fotal of 266 referrals
were made to Pelonomi Hospital psychiatric outpatients
department. Three referral letters were excluded from the study
because of poor legibility. Forty-two (16%) of the referrals were
received from the private secfor, 215 (81.7%) from the public
sector, and 6 (2.3%) from fertiary psychiatric care.

The majority of patients (76%) were referred by means of an
official generic referral form. Informal referrals (not written on a
structured official document designed specifically for purposes
of referral) were made in 17% of cases. Mental Health Care
Act forms and other official forms, which were not designed
specifically for referral purposes, were used in 2%, and ward
consultation forms in 3% of cases.

Two hundred and one (76.4%) of the referrals came from all
categories of medical practitioners, which included 39 (14.8%)
referrals from general practitioners. Thirty-two (12.2%) referrals
were received from clinical psychologists, 12 (4.6%) from nursing
staff, and 3 (1.1%) from social workers. Fifteen (5.7%) referral

letters did not clearly indicate the professional category of the

Table I. Summary of main criteria contained in the checklist
used to evaluate the quality of referral letters

1. Legibility of information (patient information,
referring practitioner's information).
2. Name, signhature, qualification, contact details of

the referring practitioner and the institution from
which the patient was referred.

8 Availability of contact details of practitioner at
receiving hospital with whom referral had been
arranged.

4. Patient name, address and contact details.

5 Provisional diagnosis indicated (according to
DSM-IV* or ICD-107).

6. Treatment approaches during the current epi-
sode.

7. Clinical history (medical, psychiatric, previous
psychiatric consultations, current psychotropic
medication).

8. Clinical status (mental status examination,

oufcome of physical examination, results of
special investigations).

9. Reason for consultation.
10. Type of referral letter.
11. Source of referral (private/public/tertiary psychi-
atric care).

*DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, 4th ediﬁon.]O
TICD-I 0: International Statistical Classification of Disease and Related Health
Problems, 10th revision.

referring practitioner. Results on the availability of identifying
particulars and contact details of referring practitioners and
referred patients are summarised in Table II.

Analysis of communication between levels of care revealed
that 75 (28.5%) referrals were pre-arranged with secondary-
level staff, while only 73 (27.7%) of the pre-arranged referrals

Table Il. Criteria screened for regarding identification and con-
tact details of referring practitioners and patients

No. of letters
containing

measured criterion
Criteria (N=263) %

Name of referring

professional e s
Signature 256 97.3
Qualifications 248 94.2
Referring institution 241 921.6
:L?rrrw]’:ecr’r telephone 82 311
Patient name 260 98.8
Patient contact details 113 42.9
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indicated the name of the psychiatrist with whom the referral had
been arranged. The elements screened for in the referral lefters
and the results are given in Table IlI.

The mean overall score of all the referral letters was 12.7 out
of a possible maximum score of 24. The mean checklist scores
obtained by the different categories of referring practitioners
are shown in Table IV. Standard deviations in the mean scores
obtained by the different professional categories showed a

degree of variability within the categories.

Discussion .

Our findings are supported by observations from previous studies
reporting the poor quality of referrals to mental health service
providers.*® In our study, less than one-third of referral lefters
mentioned the patient's past medical (25.0%] and psychiatric
(30.7%) history. A menfal status examination was reported in
50.9% of the cases, but comments on the rest of the clinical status
[e.g. physical examination and results of special investigations)
were mosily absent, with information given in only 18.2% and
15.2% of cases, respectively. These findings correspond to results
of a study reported by Culshaw ef al.'

Contact defails of the referring practifioner and the patient were
omitted in 68.9% and 57.1% of lefters, respectively. Details of
the referring practitioner are crucial for bilateral communication
and dftercare of the patient. Patient details are essential in
a psychiafric seffing as many patients are unable to provide
critically needed information because of cognitive impairment
or disturbances. Consequently, collateral information frequently
needs fo be obtained from relatives for diagnostic and discharge
planning purposes.

As reported previously,'* written communication between health
care practitioners could be improved by the referring proctitioner
providing specific elements of the patient's clinical history.
Elements of the referral should ideally include the provisional or
differential diagnoses, therapeutic approaches attempted to date
[medication and dosage), the patient's physical health sfatus,
previous psychiafric consultations, and reason for the current
referral.2 Our findings show that these aspects were severely
neglected, with only 6% of referral letters containing information
on previous psychiatric consultations, and 16.7% on medication
currently used by the patient. A provisional diagnosis was made
in 61.1% of cases, while the use of an official classification
system such as the DSMHV or ICD-10 was indicated on only 6.5%
of referral documents.
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Making use of a siructured or standardised referral lefter could
assist in the reduction of variability in the quantity and quality of
information presented in referral letters.® However, 200 (/6%
of the referrals included in this study were done by means of a
standardised generic form that is the official form used for referrals
made to all disciplines. No significant differences were noted in
terms of the quantity of information provided on the standardised
form versus informal referral letters. The authors strongly
recommend the implementation of a standardised referral form
specifically designed for, and focused on, psychiatric referrals. It
has been demonstrated that primary care practitioners often fail to
appropriately evaluate, diagnose and treat psychiatric disorders
or conditions." A standardised referral format, tailormade for
psychiatry, should therefore guide the medical practitioner’s
approach fo the psychiatric patient.'

Ineffective referrals have been explained fo result from concems
with patient confidentiality and the fime-consuming nature of
contact by letter.* Our study, however, did not investigate reasons
for poorquality referrals.

Onmitting details of the patient's physical status, results of special
invesfigations and  freatment hisfory have potential negafive
implications in terms of patient care, risk assessment, medico-legal
liability and increased health care cosfs. A missed underlying
physical condition in o patfient presenting with psychiafric
symptoms may have adverse consequences for the patient as
well as medicolegal implications for both the referring and the
receiving pracfifioners.'?

Some limitations of the study need to be noted. Only patients with
written referrals were included in the study. The checklist used did
not differentiate between referrals written on the Department of
Health's standard referral form (H301) and other forms of written
referrals. Patients were not exclusively referred from primary care
practitioners, but included all referrals fo this specific psychiatric
outpatient department. Consultation liaison cases and down-
referrals from tertiary care were included in the study. The checklist
was not designed to differentiate between the quality of down-
referrals from ferfiary care, and those referred from lower levels of

care to Pelonomi OPD.

The evaluation of the standard of risk assessment was not
sufficiently investigated in this study. The subgroup of patients
where the Mental Health Care Act forms were used as referral
correspondence was insufficient in number (2%). Therefore, it was
not possible to draw any conclusions in terms of the quality of

referrals from these documents.

Patient satisfaction, which is an important factor in the referral
process, was nof measured in this study. Furthermore, referral
letters were evaluated in terms of the quantity and legibility of the
information, but the degree to which the different elements were
satisfactorily addressed (e.g. Was a vague or clear indication of

the diagnosis given?g) was not measured.

Conclusion .

This study assessed the standards of communication between
primary and secondary psychiatric services. The authors hope
that this study will serve to improve the deficiencies that were
identified and fo indicate the need to develop practical guidelines
regarding referrals to psychiatric departments. Standardisation
of referral forms, which are tailormade for psychiatry, is likely to
facilitate the process of effective referrals, with positive effects on

patient satisfaction as well as the cost and quality of care.

We thank L M van der Merwe and Johan le Roux for their valuable
inputs, and Daleen Struwig, medical writer, Faculty of Health
Sciences, UFS, for technical and editorial preparation of the
manuscript for publication.
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