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Facilitators and barriers to improving the quality of
referrals for potential oral cancer
D. A. White1, A. J. Morris2, L. Burgess3, J. Hamburger4 and R. Hamburger5

The quality and content of referral letters are important for prioritisation of patients who may have oral cancer.  Referrals
letters to the Oral Medicine Clinic at Birmingham Dental Hospital were analysed and practitioners interviewed.  Whilst
acceptable for general purposes, most letters did not contain sufficient information to allow effective prioritisation.
Interviews disclosed a misunderstanding amongst practitioners about the way in which referrals were handled.  A number of
barriers to increasing the information included in letters were identified.  Referral guidelines and a standardised proforma
might help improve the ability of the service to operate a fast-track system.
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Referral letters are frequently the only
method by which information is transmit-
ted between general dental practitioners
and hospital-based services1, though opin-
ions regarding what constitutes a ‘reason-
able standard' of referral may vary between
dental practitioners and specialists. The
quality of referral letters has been the sub-
ject of hospital-based research on a num-
ber of occasions but there are few if any
studies of dental practitioners' views on the
constituents of a good referral letter and
facilitators or barriers to achieving this.2,3

The reasons for variable quality of referral
letters are likely to be complex and simple
solutions for improving the situation are
not apparent.  

WAITING TIMES FOR ORAL CANCER
REFERRALS    
Early detection of oral cancer should be a
priority, given the excellent prognosis of
early stage disease4 and that the waiting
time for definitive diagnosis and treatment
of people with cancer is a key issue for the
NHS. The 1998 white paper ‘The New NHS,
Modern, Dependable' 5 announced new
standards for cancer waiting times includ-
ing a maximum 2 week wait to see a spe-
cialist from the time the primary care prac-
titioner decides that an urgent referral is
necessary. This was introduced for breast
cancer from April 19996 and for all other
cancers from 2000.7,8 Head and neck can-
cers were part of the final tranche of a
rolling programme, with December 2000 as
the date for achieving the target. The NHS
Cancer Plan9, issued in September 2000
underpinned these targets, describing
processes by which they might be achieved
and monitored. Whilst primary care dental
services are nowhere mentioned in these

documents, it is unlikely that referrals by
dentists for oral cancer diagnosis would be
regarded as exempt.

In common with many consultant-led
dental services the average waiting time for
first patient consultation with the Oral
Medicine Service at Birmingham Dental
Hospital was far longer than ideal at the
time of this study (40 weeks). A fast-track
system was in place for referrals where
potentially malignant disease was suspect-
ed either by the referring practitioner or by
one of the consultants following receipt of
the referral letter. These patients were
offered immediate appointments on the
next clinic and, following biopsy, a further
appointment was arranged with oncology
services within 5 days. This prioritisation
was not always possible since many refer-
rals contained insufficient information to
allow a judgment of urgency to be made. A
precautionary approach was taken to try
and avoid patients ‘slipping through the
net', resulting in a poor specificity for
screening referral letters; fewer than 1% of
patients positively screened and offered an
early appointment were found to have an
oral malignancy or pre-malignancy in an
audit in 2000 of 88 patients seen over the

● This paper looks at GDPs’ perceptions of what made a good oral medicine referral
communication and how this compared with the views of an oral medicine service provider. 

● Differing perceptions of what makes an ideal referral  and how referrals were handled were
apparent. 

● The results suggest that a lack of time, confidence in making a diagnosis and for some, lack of
administrative support were barriers to achieving an ideal referral communication.

● No single mechanism for improving the quality of referrals to this service were apparent.
Suggestions included standardised referral proformas and access to improved IT systems.
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previous 12 years. This audit also suggested
that 11% of patients ultimately found to
have malignant disease had not been pri-
oritised as urgent. The potential conse-
quences for patient care are therefore seri-
ous. Achieving a more consistent quality of
information included with a referral would
allow for a more equitable outcome from
prioritisation mechanisms, contribute
towards improved patient outcomes
through earlier diagnosis and treatment
and improve service efficiency. 

AIM AND OBJECTIVES
A two-phase study was carried out to
investigate how the Oral Medicine serv-
ice at Birmingham Dental Hospital might
be improved to allow high priority cases
to be better identified and managed
appropriately. 

The initial phase aimed to assess the
quality of referrals from GDPs for patients
with a possible oral malignancy. Subse-
quently, qualitative methodology was used
to ascertain GDPs views of the referral
process for patients with oral mucosal
lesions and factors impacting on this. The
purpose of this type of research is to give a
deeper explanation and understanding of a
problem rather than to quantify it. 

METHOD
Firstly, referral letters from Birmingham
GDPs to the Oral Medicine service in the
quarter, October to December 2000, were
identified from hospital records. The sam-
ple was restricted to referrals of red/white
patches or other solitary lesions including
swellings and ulcers. As the main emphasis

of the study was to ascertain practitioners'
views on the referral process, a 3-month
period was deemed sufficient to identify a
range of referral letter quality and there-
fore an appropriate sample of GDPs.

Criteria for categorising the letters were
developed based on both previously pub-
lished work and the particular needs of the
service (Table 1). These were applied in a
two-stage process; generic criteria based
on the work by McAndrew1 were used as
the first stage to identify letters containing
basic referral information. However, fur-
ther information was judged desirable to
facilitate the fast-track process and the sec-
ond stage of the selection process allocated
points for this latter type of information;
those letters scoring at least five points
being deemed to be ‘good' referrals. The
criteria allocated GDPs into two groups,
those meeting (A) and not meeting (B) both
stages of the criteria. 

During the second phase, qualitative
research methodology was used in order to
elicit in-depth information from a sample
of the GDPs whose letters had been
reviewed in the first stage. A purposive
sample of practitioners was chosen to rep-
resent a range of views from those who did
and did not meet the referral criteria, rather
than a statistically representative sample
and overall, twenty practitioners were
selected (ten from group A and ten from
group B). Telephone interviews were cho-
sen as the method to be used in order to
encourage practitioners to participate in
the study, as the time commitment is less
than with face-to-face interviews. Despite
this, three of the GDPs who were selected to

take part in the study were unavailable for
interview owing to constraints on their
time and were replaced by a further three
randomly selected individuals. A semi-
structured telephone interview guide was
designed and piloted on three GDPs who
were not part of the study. The telephone
interviews for both groups were carried out
by a trained researcher over a period of
1 month and were arranged at times to suit
the practitioners, who gave their time
freely. The semi-structured interview was
designed to last for a maximum of 15 min-
utes and to collect both demographic prac-
titioner data and the views of those in each
group regarding various aspects of patient
referral.     

RESULTS

Referral letters
A total of 64 relevant referral letters
received by the Oral Medicine service
between October and December 2000 were
identified. Applying the referral letter crite-
ria resulted in approximately equal num-
bers being allocated to group A (30) and
group B (34). However, all referral letters
from both groups had scored highly in
stage one, with almost all including refer-
ring practitioner and patient details. Two
thirds of letters were either typed or word-
processed and of those hand-written, only
two were difficult to read. The main differ-
ence between the two groups was in their
description of the lesion. Whereas all prac-
titioners in group A had included a detailed
description of the lesion, management to
date and in some cases, risk factors, those
practitioners in group B had only provided
a very basic description. As a result of
essentially similar interview responses
from GDPs in both groups, the interview
findings are presented together, although
main differences, where present, are high-
lighted.

Interviews
Overall, 12 (60%) male and 8 (40%) female
GDPs were interviewed. Fourteen (70%) of
the respondents were local graduates, hav-
ing qualified in Birmingham. Equal pro-
portions of the group had graduated during
the period 1990-2000 and prior to 1990.
Just under half (45%) had undertaken some
postgraduate training and the majority
reported devoting most of their time to
NHS care. 

Referral
The main perceived barrier to conveying
appropriately detailed referral information
was a lack of time. Individuals in both
groups highlighted a lack of computer
facilities and secretarial support. One GDP
stated that he would write ‘just a basic 

Table 1 Selection process for dividing practitioners into two groups based upon the quality of 
their referral letter

Stage 1 
Criteria met if all of the following aspects were present in the letter:

The date of referral

The referring GDPs name

The referring GDPs address

The referring GDPs telephone number

The patient’s name

The patient’s address

They were legible (eg printed)

The reason for referral

Stage 2
Criteria met if letter scores at least 5 points:

Patient’s date of birth (1 point)

Patient’s phone number (1 point)

Basic description of the lesion eg colour and site and whether ulcerated (2 points)

Detailed description of lesion eg above plus whether speckled, thickness, texture, rolled margin (5 points)

Patient risk factors eg tobacco, alcohol, viral or sexually transmitted disease (2   points) 

Detail of any management to date eg mouthwash, drugs, biopsy, denture or tooth adjustment (1 point) 
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letter, because I am so busy’ and another
more recently qualified dentist explained
‘When you start out you take a bit more
time. My letters usually take me 15–20
minutes as you can't standardly write them
and then I have to rewrite them for the
receptionist to type them, get them signed
and sent off, some dentists may not be able
to do this.’ Lack of diagnostic confidence
was a barrier for some practitioners; one
GDP explained that he did not want to com-
mit himself (to a diagnosis) in case he was
‘barking up the wrong tree.' However some
admitted that the lack of detail in the referral
letter may be because ‘things were not prop-
erly written down when the patient was first
seen,’ or ‘obtaining medical and especially
social histories from patients (especially if
English is a second language) is difficult.' 

The desirability of having guidelines or
a proforma was raised and regarded as a
factor that could help improve the quality
of referrals in both groups. More of the
Group B GDPs mentioned the need for
postgraduate courses to improve their
knowledge. The majority of GDPs suggest-
ed that they would rather refer than treat a
patient if they felt that they lacked the
appropriate skills or knowledge, or if they
felt that the patient required specialised
care. One practitioner commented, ‘As a
single handed practice [I] want a second
opinion and don't want to take chances’
and another that he would refer ‘if a pre-
malignancy or malignancy is suspected,
because the biopsy, diagnosis and treatment
will be undertaken in the hospital.’ 

Referral information
Practitioners were asked what they thought
were essential or useful pieces of informa-
tion to include in their referral letters (Table
2). Generally there was agreement that
patient and dentist's details were essential
data, but not so as to including a descrip-

tion of the lesion. Almost a third of the
dentists (30%) did not think any descrip-
tion of the lesion was essential, and 40%
did not regard a detailed description as
essential. There appeared to be limited use
of clinical photography, although a few
practitioners said they would include a
photograph of the lesion. Reasons given for
not sending photographs with their letters
included a lack of facilities or the delay in
processing non-digital images. As one
practitioner commented ‘photos would ide-
ally be used but time would need to be taken
to develop the film which may delay the
referral.' Interestingly, digital photography
was not highlighted as a solution to this
problem.

Priority patients
When the practitioners were asked who
should be identified as priority patients on
the Oral Medicine waiting list, there was
general agreement that those with a sus-
pected malignancy, particularly if risk fac-
tors are present, should be prioritised. The
most common way of referring these prior-
ity patients was by telephone, but some
GDPs said they would use a referral letter
marked ‘urgent'. It was felt that some type
of index to estimate the likelihood of
malignancy might be a useful tool to pri-
oritise patients (in a similar way to prioriti-
sation of orthodontic patients using the
IOTN). However, time constraints to under-
take detailed assessments were again high-
lighted.

Quality of service provided by
Birmingham Dental Hospital
The majority of practitioners reported that
the Oral Medicine service was satisfactory
once patients had negotiated the waiting
list, but were concerned that there could be
delays for urgent referrals. In addition,
there was a perception that the service was

inflexible and overly dependent on ‘paper
referrals.’ One practitioner commented,
‘urgent patients are not prioritised by the
hospital service as urgent’ and another
‘there needs to be some sort of fast-track
system.’ 

The length of the waiting list generally
was a source of frustration. In the opinion
of one practitioner ‘there are problems with
the waiting list. I send patients to a general
hospital if urgent.’ Another reported being
told, ‘if the patients were to walk in (as an
emergency) they would be seen sooner.’ It
was disappointing that the perception was
very far removed from the actual fast-track
facility available.

GDPs recommendations for improvement 
The overriding view from GDPs was the
necessity for shorter waiting times for their
patients to see an oral medicine consultant.
A typical view was that a method of
achieving this would be ‘to have more oral
specialists and more clinics.’ Ways in which
the effectiveness of the referral process
could be improved were suggested. These
included a referral proforma, guidelines or
checklist. As one practitioner said, this
would be better than a ‘long-winded letter’
and helpful if the GDP ‘did not have the
knowledge in the first place.’ In addition,
having a diagram of the oral cavity, which
could be marked to indicate the position of
the lesion, was felt to be worthy of consid-
eration. Access to telephone advice and the
possibility of using electronic communica-
tion were also suggested. Study days and
guidelines for practitioners were seen as
ways in which practitioners' knowledge of
oral mucosal disease could be increased. 

DISCUSSION 
The standard of referral letters to the Oral
Medicine Service at Birmingham Dental
Hospital had been identified by the consult-
ants as being of variable quality, thereby
frustrating attempts to operate an effective
and efficient fast-track process. However,
during the first phase of this project, it
became apparent that, in fact, essential
components of a basic referral letter were
being included by the majority of referring
practitioners and overall the quality was
satisfactory. However, in terms of referral
for potential oral malignancy, further infor-
mation is necessary to enable a judgment to
be made as to urgency, in particular a
detailed description of the lesion. Approxi-
mately half the letters examined did not
contain this information.

Despite some indication of differences
between the two groups of GDPs, the
numbers were too small to make any sta-
tistical inferences from the data. Howev-
er, a higher proportion of practitioners
from Group A (the referral letters which

Table 2 Information regarded by GDPs as essential or useful to include in their referral letters
Essential Essential Useful Useful 
(Group A) (Group B) (Group A) (Group B)

Date 8 10 2

GDP Name 10 10

GDP Address 10 10

GDP Phone No. 9 10 1

Patient's Name 10 10

Patient's Address 10 10

Reason for Referral 10 10

Patient's DOB 10 10

Patient's Phone No. 9 8 1 2

Description of Lesion 7 7 3 3

More detailed description 5 7 5 3

Treatment details 8 9 2 1

Risk factors 4 6 6 3

Dentists' responses (10 in each group)
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‘met’ the criteria) had graduated recently
and from Birmingham compared with
those in Group B (those letters failing to
meet the criteria) who tended to be older
and graduates of other schools. It could
be that group A may have a more recent
knowledge of current referral guidelines
and be more familiar with the referral
system, the local oral medicine consult-
ants and the most appropriate items to
include in a referral letter to a particular
service.  

Although all the practitioners reported
being keen to include as much information
in referral letters as possible and recog-
nised that descriptions of the lesion and
associated risk factors could be regarded as
essential details, in practice they were not
unanimously including these. Time
appeared to be a major barrier to writing
effective referral letters, part of a long-
winded process, which could be speeded
up by having a proforma or specific guide-
lines. Individuals in both groups high-
lighted a lack of computer facilities and
secretarial support. Furthermore both
groups interviewed regarded guidelines or
a proforma as factors that could help
improve the quality of referrals. More of
the Group B practitioners highlighted the
need for postgraduate courses to improve
their knowledge. 

It would appear that very few of the
practitioners sampled were aware of the
system in place at Birmingham Dental
Hospital which enables patients with sus-
pected oral malignancy to be seen on the
next clinic, and that the average time for
initial consultation, biopsy and oncology
appointment is 5 days. Of concern, some
GDPs reported referring patients with
suspected malignancies to local hospitals
due to a perception that they would be
seen more quickly. However, this could

mean patients being seen in a situation
where there is no appropriate specialist
service and subsequently being referred
to Birmingham Dental Hospital, with fur-
ther delays. A common theme was that
GDPs felt a lack of skills in managing
cases themselves, or arriving at a provi-
sional diagnosis. It was a universal view
that patients with possible malignant dis-
ease should be seen as a priority. Those
dentists whose referral letters had scored
highly against the criteria tended to
report using a variety of methods to alert
the Oral Medicine Service if a case was
thought urgent. This included writing
‘urgent' on the letter and envelope as well
as telephoning ahead. Again, this may
stem from their practical experience of
the way the service operates from their
time as students.

All GDPs thought that the oral medicine
service could be improved by patients
being seen more promptly and increasing
the number of oral medicine clinicians pro-
viding the service. Referral proformas and
a helpline for advice on referrals were iden-
tified as processes that would help them
include all relevant information and assist
with decision making. 

CONCLUSIONS
A number of GDPs are unaware of the
mechanisms in place for handling urgent
referrals by the Oral Medicine Service at
Birmingham Dental Hospital, which may
affect the referral decisions they make,
potentially to the detriment of their
patients. They appeared to welcome the
introduction of educational activities and
clearer referral guidance, including a
standardised referral proforma such as
that available on the Department of
Health Website.10 The majority of GDPs
did not have access to the internet and

some did not have fax machines, making
the rapid transmission of such a proforma
another issue to be addressed.  

Following on from this work, the Oral
Medicine Service has formalised the fast
track system by introducing and publicis-
ing a ‘Rapid Access Clinic'. This is protocol
driven and requires completion of appro-
priate proformas that have been distributed
to GDPs across the West Midlands, together
with explanatory details of the clinic and
methods of patient referral.

This was a limited small-scale pilot
study relevant to a particular dental hospi-
tal and a larger study is indicated over a
wider geographical area to ascertain if the
issues raised are applicable to oral medi-
cine referrals generally.

This study was supported by funding from
Birmingham Health Authority.   
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From: Some Thoughts on Dental Ethics by J.A. Woods
Read at the North Midland Branch, June 1904

On the question of the use of the title ‘Doctor’, I think that the B.D.A. would do well to either dis-
countenance the use of it in all published documents or strictly to limit its use to those members
of the profession who possess M.D. degrees registrable as additional qualifications in the Den-
tists’ Register, or at any rate, to British degrees conferring the title. If we consider ourselves as a
branch of surgery then we should conform to usage and term ourselves ‘Mr.’; if on the other hand
we consider ourselves a separate profession, let us remember that in this country there is no den-
tal degree conferring the title ‘Dr.’ and therefore on that argument retain ‘Mr.’ as our title. 

The Journal used to be more particular in this matter, but latterly it seems to me that it has got
somewhat lax.

Br Dent J 1904

One Hundred Years Ago
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