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Family physicians receive broad-based training,
and an important component of their domain is the
diagnosis and management of frequently occurring
illnesses in their patients within the context of the
family and community. Physicians in other spe-
cialties acquire in-depth knowledge of diseases
that occur less frequently and possess skills to per-
form complex diagnostic and therapeutic proce-
dures. Although family physicians provide defini-
tive care for over 95 percent of patient encoun-
ters,13 the remainder require consultation, refer-
ral, or both. With consultation, patient care is
shared, but the responsibility remains with the
primary physician. Referral denotes *“a perma-
nent, temporary or partial transfer of responsibil-
ity for care of the patient,” 4 although the primary
physician may be expected to continue a suppor-
tive relationship that includes the psychological
and social components of the problem for which
the patient is referred.

Consultation and referral rates are influenced
by patient factors such as age, marital status, and
raced; physician variables such as age5and length
of training', and community variables such as
payment sources,4 location of practice,7and even
the season of the year.1 The major reasons for
consultation and referral given by physicians in
rank order of frequency are (1) to obtain a second
opinion concerning patient management, (2) to
compensate for lack of required facilities or spe-
cific skills, (3) to obtain a second opinion for diag-
nosis, and (4) to comply with the request of the
patient or family.6

Both consultation and referral can confer major
benefits to patient and physician. These benefits
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include access to expert knowledge and sophisti-
cated technical skills; nevertheless, there are
risks. The major risk to the patient from consulta-
tion is confusion that can result from disagreement
between the referring physician and the consult-
ant. For referral there are additional risks as illus-
trated by the following brief examples.

A patient with recurrent urinary tract infections
can pose a dilemma for the primary care physi-
cian, and referral to a urologist is a common con-
sequence. According to Kunin,8 “urethral dilata-
tion is probably the most common procedure used
by urologists to treat females with recurrent infec-
tion.” Yet, careful measurements of the caliber of
the distal urethra do not show decreased diameters
in girls with recurrent urinary tract infection com-
pared with those without infection, and urethral
dilatation has no beneficial effect on preventing
recurrences.910 Additional costs and discomfort
are incurred, therefore, without expectation of
benefit.

A second example concerns children with re-
current acute otitis media and persistent middle
ear effusions. Reduced hearing can be a conse-
guence, and placement of ventilating tubes can be
appropriate therapy. The procedure, however, is
not without risk (general anesthesia is usually re-
quired) or complications (scarring, otorrhea, cho-
lesteatoma, and others).1l In a recent survey of 500
otolaryngologists, 32 percent of respondents insert
tubes in one month or less, following diagnosis or
referral.2 It is true that the effusion could have
been present for several months prior to the first
visit to the otolaryngologist, but 40 percent of
those surveyed felt that tubes were used too fre-
quently. Early referral, therefore, carries a risk of
an intervention that may be either premature or
unnecessary.
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The last example concerns referral of patients
with suspected or known coronary artery disease.
In this case the dilemmas are both diagnostic and
therapeutic. The choice of diagnostic tests avail-
able includes exercise stress tests, radionuclide
perfusion studies, radionuclide ventriculography,
and coronary artery angiography. ""The major ob-
jective is to insure that the benefits of a diagnostic
strategy exceed the risks and that the net benefits
of the diagnostic strategy chosen are greater than
those of the alternatives.” 13 Yet, "coronary ar-
teriography is not always resisted vigorously” Ilby
physicians who care for patients with angina pec-
toris. Therapeutic decisions pose even greater
problems. A positive stress test in an asympto-
matic patient or a patient with atypical chest pain
could lead to coronary angiography. Demonstra-
tion of significant coronary artery obstruction
might eventually result in coronary bypass, al-
though the benefits of such surgery in asympto-
matic individuals have not been demonstrated.
Even in symptomatic patients (except in selected
subsets), the benefit of surgery is still a matter of
contention.B8M In addition to these technical con-
siderations, appropriate diagnostic and therapeu-
tic decisions require information about illness be-
havior, family factors, patients’ expectations, and
a host of other variables. The family physician
may have some of this information but is often not
consulted or included in the decision-making
process.

In these three examples, patients referred by
family physicians could receive an unnecessary
procedure, a procedure administered prematurely,
or one in which decisions are made without full
consideration of all the multiple and complex
operative factors. Some of the factors that con-
tribute to these patient risks include community
variables, factors that relate to physician training,
and those that involve interaction among the fam-
ily physician, the consultants, and the patient.

Among the community variables is the issue of
reimbursement for physicians’ services. Is an hour
of physician time spent doing a diagnostic proce-
dure (such as cystoscopy) really worth consider-
ably more than one hour of time spent obtaining
a careful history, performing a thorough physical
examination, and producing an assessment and
plan? Large monetary rewards for complex diag-
nostic and therapeutic procedures are likely to
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increase their use. In addition, a society that be-
lieves that all problems can be solved by technol-
ogy is apt to encourage technological solutions.

In regard to physician training, skills in per-
forming complex procedures receive major em-
phasis in postgraduate training. Physicians who
acquire these skills value them and fear that they
might atrophy if they are not applied with moder-
ate frequency. A natural consequence may be the
extension of indications for a given procedure
when the caseload is low (such as the period spent
establishing a practice). Emphasis on new tech-
nology and on procedures during the training
period also tends to blunt considerations of
alternative approaches that involve knowledge
of the natural history of disease process without
intervention.

Probably the most important variable contribut-
ing to patient risk for referral is impaired com-
munication between family physician and consult-
ant. That consultants receive insufficient informa-
tion from referring physicians and that feedback
from consultants to referring physicians is inade-
guate have received ample documentation.22 In
addition, neither has the role of the patient in shar-
ing in decisions that involve uncertainty yet been
clearly defined, nor has the science of making de-
cisions under conditions of uncertainty been in-
corporated into clinical practice.

Several things can be done. Fee structures can
be revised so that technological interventions are
not unduly rewarded and, therefore, encouraged.
Directors of residency training programs should
consider community morbidity patterns in rela-
tionship to the curriculum for their residents. The
family physician should provide the consultant
with pertinent information and take part in both
diagnostic and therapeutic decisions. Finally, the
patient must be made an active participant in the
decision process. Uncertainties about diagnosis
and therapeutic outcome should be shared with
the patient. What is ultimately involved is making
decisions under conditions of uncertainty in which
both the probabilities of outcomes and the values
of the patient must be taken into account. The
family physician can play an important, possibly
unique, role in such principled gambling because
of his knowledge of the patient and his family, the
shared trust that has been developed over time,
and his defined role as an advocate for the pa-
tient. 3 Although referral risks may not be entirely
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eliminated, a trio of patient, consultant, and refer-
ring physician can reduce these risks and contrib-
ute to increased satisfaction for all parties.
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