Upper GI Endoscopy Referral Audit 
Hemel Hempstead and Watford General Hospitals
Purpose

This audit was commissioned by the Director of Public Health at Watford and Three Rivers PCT to assess whether endoscopy referral forms are being used appropriately in view of the need to ensure best clinical practice as well as delivering cost effective healthcare.

Background

In August 2004 NICE issued evidence based guidelines on the recommended management of dyspepsia in primary care
.  These detailed the optimum strategy for treating dyspepsia in the primary care setting with regards to therapeutic options, lifestyle, the role of the community pharmacist and determining which patients required referral to secondary care for upper GI endoscopy.  Many endoscopies may currently be being performed unnecessarily.  Following the implementation of dyspepsia guidelines and proforma in Lothian 24% of referrals did not meet the criteria
, while an audit of referrals to North Staffordshire University hospital in 2005 suggested that as many as 77% could have been avoidable
.
To ensure that all referrals for endoscopy met the appropriate criteria, standardised routine and urgent two-week referral forms were produced for all hospitals in the West Hertfordshire NHS Trust after consultation between Watford & Three Rivers PCT and the Department of Gastroenterology.  Referrals were broken down into three categories as follows: 

A
dyspepsia + alarm symptom of chronic GI bleeding/unintentional weight loss/progressive dysphagia/persistent vomiting/iron deficiency anaemia/epigastric mass/suspicious barium meal

B
dyspepsia aged 55 years or more + recent onset and unexplained and persistent for 4-6 weeks in spite of treatment 
C
persistent/recurrent dyspepsia despite medication review, lifestyle advice, full dose PPI for one month, helicobacter pylori testing/treatment and no response despite all of above
After the new referral forms were implemented endoscopy departments were requested to defer any forms which had not been adequately completed back to the GP practice of origin.
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Aim 
To assess whether referrals to secondary care for upper GI endoscopy by primary care physicians meet the criteria outlined in the NICE guidelines, using adequately completed appropriate routine and 2 week referral forms.

Standard 

100% of referrals should be acceptable.

Method 
The audit was carried out in October 2006.

The most recent twenty referrals to both Watford General Hospital (WGH) and twenty referrals to Hemel Hempstead General Hospital (HHGH) as available to departmental secretaries were reviewed.  
An assessment was carried out of the 

· use of the referral form, 
· the adequacy of completion and 
· the adherence to referral criteria.
Results

1. Hemel Hempstead
Numbers using referral forms

	Number of referrals (%)
	Number using form (%)
	Number using routine form  (%) n=12
	Number using
2-week form (%)
n=8
	Number fully meeting referral criteria (%)

	20 (100%)
	3 (15%)
	2 (16.7%)
	2 (12.5%)
	9 (45%)


Of the 20 referrals audited only 3 were made using the standard referral form.  2 patients were referred using the routine referral form and 1 patient out of a potential 8 was referred using the 2-week form.  
Only 9 (45%) demonstrated evidence that the required referral criteria had been met.  
No record was available of requests that had been deferred back to primary care due to inadequate completion or failure to meet criteria.   
Breakdown of referral types

Where an appropriate referral form was not used (n=17) referral type was assigned according to clinical information provided.  

Two referrals did not clearly fall under any of the categories.  One of these was a referral for possible symptoms of dysmotility, and the other was for further investigation of persistent central chest pain for which cardiac causes had been ruled out.  
Referral types 
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In the majority of referrals made under category ‘C’ most of the criteria had either not been met or were not documented on the referral. 
	Criteria under 
Category C
	Medication

Review
	Lifestyle
advice
	PPI for

one month
	Helicobacter

Test/treat
	All criteria

met

	Number meeting criteria (%)  n=10
	1 (10%)
	2 (20%)
	8 (80%)
	1 (10%)
	1 (10%)


2. Watford

Numbers using referral forms

	Number of referrals (%)
	Number using form (%)
	Number using routine form  (%) n=13
	Number using  2-week form (%) n=7
	Number meeting referral criteria fully (%)

	20 (100%)
	1 (5%)
	0 (0%)
	1 (14%)
	10 (50%)


Of the 20 referrals audited only 1 was made using the standard referral form.  There were no referrals made using the routine form and 1 patient, from a potential 7 patients, was referred using the 2-week form.  
Ten (50%) referrals demonstrated evidence that the required criteria had been met.  However one patient was referred with persistent dyspepsia and severe anxiety following the recent death of family members from cancer.  Patient anxiety is recognised in the recent NICE guidance as a factor which may precipitate referral.  
No record was available of requests that were deferred back to primary care due to inadequate completion or failure to meet criteria.   

Breakdown of referral types
Referral types
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One referral did not fall under any of the referral categories.  This was for a patient who was diagnosed with Barrett’s oesophagus on endoscopy in 2001 who was lost to follow up.  
Most of the ‘C’ referrals did not demonstrate fulfilment of all the referral criteria.
	Criteria under 
Category C
	Medication

Review
	Lifestyle

advice
	PPI for

one month
	Helicobacter

Test/treat
	All criteria

met

	no. meeting criteria (%) n=12
	4 (33%)
	3 (25%)
	10 (83%)
	3 (25%)
	3 (25%)


3. Combined Results
Numbers using referral forms

	Number of referrals (%)
	Number using form (%)
	Number using routine form  (%) n=13
	Number using  2-week form (%) n=7
	Number meeting referral criteria fully (%)

	40 (100%)
	4 (10%)
	2 (8%)
	3 (13.3%)
	19 (47.3%)


Costs
The Cochrane Review of Initial Management Strategies for Dyspepsia in 2006 found early endoscopy was not cost-effective and that there was no evidence to support routine endoscopy in all dyspepsia sufferers
.  Such considerations are particularly important in the current economic climate.  

Endoscopy units in the region classify endoscopy as equivalent to an outpatient gastroenterology appointment, at a cost of £184 per endoscopy (2006-2007 National Tariff). Dacorum PCT and Watford & Three Rivers PCT purchased 1331 endoscopies in the period 2005-2006, resulting in a total cost of almost £250 000.
Should around 25-50% of referrals be unnecessary, a saving of between £60 000 and £120 000 may therefore be possible.

Discussion   
The audit established that the recently introduced referral proforma was used sporadically.
More significantly, adherence to the referral criteria based on NICE guidance, as interpreted from information in written referrals, was low.  
It is not possible to determine if this is largely due to lack of awareness of guidelines and the new referral form or whether some primary care physicians continue to follow previous referral habits despite knowledge of the changes.  
It should also be noted that there will always be exceptional cases which may not fall neatly within guidelines. However, whilst clinical judgement must be respected in the light of the individual nature of patient’s health, these findings suggest that physicians may not be offering a consistent service to patients.  
Invasive investigations which could be avoided can cause undue distress to patients and also pose an unnecessary serious risk of physical harm.  A mortality rate of between 1 in 2000 and 1 in 12,000 patients and morbidity in 1 in 200 patients was estimated in review of the appropriateness of GI endoscopy
.  Responsibility for avoiding unnecessary investigations lies with both referring physicians and secondary care physicians who accept or defer referrals as appropriate.  

Conclusions
At present there is an extremely low use of the new endoscopy referral forms, and more than half of referrals do not provide evidence of meeting NICE guidance criteria for dyspepsia management.  
This has important implications for both the standard of clinical care provided and current financial considerations.  
Efforts should be made to increase uptake of the referral form in order to promote evidence-based practice and cost effectiveness.  
It should be noted that an audit of such small numbers does not provide sufficient grounds for financial repercussions in the light of any audit findings.
Recommendations
· Increased promotion of use of referral forms, or a ‘re-launch’ 
· Referral form to be made available on practice intranets

· Explore possibility of electronic referral system in the future

· Session on dyspepsia management in GP education programmes

· Survey GPs regarding reasons for not using appropriate forms

· Template letter for deferring inadequately completed referral forms back to practices

· Carry out a re-audit once increased use of proforma has been reported by endoscopy departments.
Appendix 1

Hemel Hempstead  and Watford Upper GI Endoscopy referral Audit

Dates:

Hospital no. :

Dyspepsia? :

yes   □    no  □

Form used ?
            yes   □
  no  □

‘A’ referral :

        □
    2 week form        □

‘B’ referral :

        □
    new onset            □
    unexplained       □persistent □





  2 week form          □





  All criteria met     □

‘C’ referral :

        □  medication review□    lifestyle advice   □




  PPI one month      □   helicobacter t/t    □





 No response
        □





 All criteria met      □

None of above : 
        □

Other reason for referral:

Referral deferred back to GP if above criteria not met?    □
Key

‘A’ referral – dyspepsia + alarm symptoms of chronic GI bleeding,  

                        Unintentional weight loss, progressive dysphagia, persistant 

                        Vomiting, iron deficiency anaemia, epigastric mass, 

                        Suspicious barium meal

‘B’ referral – dyspepsia over 55 years old + recent onset and unexplained 

                        and persistent for 4-6 weeks in spite of treatment

‘C’ referral – persistent/recurrent dyspepsia despite medication review, lifestyle 

advice, full dose PPI for one month and helicobacter pylori testing/treatment

Appendix 2
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NHS Trust

Department of Gastroenterology
Dr1G Barrison BS¢ FRCP, Dr S M Catnach MD FRCP, Dr A L King PhD MRCP,
Dr AJ Leahy MD FRCP, Dr BJ Macfarlane PhD FRCP
Please FAX request to 01442 287212 (Hemel and St Albans patients) or 01923 217862 (Watford patients).
Request will be confirmed by ‘fax-back’. Please DO NOT send paper copy through the post.

REQUEST FOR UPPER GI ENDOSCOPY

Patient Details:
Name: NHS Number: Hospital Number
Address: DOB:

Tel:

Reason for referral:
A Patient of any age with dyspepsia' + ‘alarm’ symptoms (chronic GI bleeding, progressive
unintentional weight loss, progressive difficulty in swallowing, persistent vomiting, iron deficiency
anaemia, epigastric mass, suspicious barium meal) - Please use 2 week wait form
OR
B Patient with dyspepsia' aged 55 and older with ALL of:

e Recent onset (new rather than recurrent episode) AND

e Unexplained (by lifestyle changes, medication® etc) AND

¢ Persistent symptoms (most days for >4-6 weeks) in spite of treatment (H.pylori testing” +/-

eradication, and / or acid suppression therapy) — Please use 2 week wait form

OR
C Endoscopy MAY BE CONSIDERED in patients with dyspepsia’ of all ages following
unsuccessful treatment according to NICE Dyspepsia Guidelines (ALL boxes need to be ticked):
[ Patient has had medication review®
[ Patient has had lifestyle advice (NB smoking, alcohol, obesity)
{1 Patient has had full dose of PPI for 1 month
[ Patient has been tested” and treated for helicobacter

O Patient shows no response or relapse of symptoms despite above measures

‘Dyspepsia= Recurrent epigastric pain, heartburn or acid regurgitation with or without bloating, nausea or vomiting
2Test for helicobacter using helicobacter serology (serum sample to Microbiology HHGH/WGH)

3e.g. Ca antagonists, nitrates, theophyllines, bisphosphonates, steroids, NSAID

Previous endoscopy date / findings

NB Repeat endoscopy in patients without new ‘alarm’ symptoms is not usually indicated.
Patients should be managed according to previous endoscopic findings.

Any other reason for referral:

Medical history/medication:

Is the patient on Warfarin: (J Insulin: 0 Oral hypoglycaemics: O
GP:
Practice Phone Number Fax

Signed: Date:





References
Immediate referral is indicated for significant acute gastrointestinal bleeding.  


Consider the possibility of cardiac or biliary disease as part of the differential diagnosis.


Urgent specialist referral* for endoscopic investigation is indicated for patients of any age with dyspepsia when presenting with any of the following: chronic gastrointestinal bleeding, progressive unintentional weight loss, progressive difficulty swallowing, persistent vomiting, iron deficiency anaemia, epigastric mass or suspicious barium meal.


Routine endoscopic investigation of patients of any age, presenting with dyspepsia and without alarm signs, is not necessary. However, in patients aged 55 years and older with unexplained** and persistent** recent-onset dyspepsia alone, an urgent referral for endoscopy should be made.


Consider managing previously investigated patients without new alarm signs according to previous endoscopic findings.





Review medications for possible causes of dyspepsia, for example, calcium antagonists, nitrates, theophyllines, bisphosphonates, steroids and NSAIDs. Patients undergoing endoscopy should be free from medication with either a proton pump inhibitor (PPI) or an H2 receptor (H2RA) for a minimum of 2 weeks.





Source: 	NICE Guidelines “Managing dyspepsia in adults in primary care” 


(August 2004)
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