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ABSTRACT

Introduction: care overload, aging of population, and 
increased chronic diseases lead to increased referrals from primary 
care, which may sometimes overload the health system. Thus, dif-
ferent interventions have been carried out attempting to improve 
these aspects.

Objectives: to assess the most frequent causes of consulta-
tion of general physicians, both in joint consultations and clinical 
sessions held jointly with specialist consultant in primary care, in 
the urban and rural setting, and the influence on referrals to first 
consultations of gastroenterology.

Material and methods: a mainly training type of intervention 
was carried out, consisting of regular meetings in both urban and 
rural primary care center, to perform joint consultations and clinical 
sessions on patients and topics related to the specialty of gastroen-
terology. The intervention period (divided in two subperiods) was 
compared with a control period.

Results: most reasons for consultation were those corre-
sponding to lower gastrointestinal tract, followed by liver disease 
and upper gastrointestinal tract. Significant differences were only 
found in distribution of diagnoses between the two centers in joint 
consultations. There was a relative (percent) decrease in referrals 
at the global level in both subperiods, only significant in the first 
(51.45 %), as well as in rural setting (45.24 %).

Conclusion: common consultations motifs were similar in urban 
and rural settings, with some relevance of lower gastrointestinal tract 
disease. Most of them can be solved at primary care, with the help 
of consultant specialist. There is impact on referrals to the outpatient 
first consultations of gastroenterology, mainly in rural setting.

Key words: Joint consultation.  Training intervention.  Gastro-
enterology. Hepatology.  Primary care.  Urban.  Rural. Referrals.

INTRODUCTION

Coordination between different health care levels is 
essential to obtain a quality care, with rational use of 
resources. However, coordination between primary care 
and specialized care is complex, as there is sometimes a 
separation and lack of knowledge between the two (1). 

There is a series of factors that may influence the rela-
tionship between care levels, such as care overload that 
must be faced by both primary and specialized care, the 
growing importance of control of healthcare expenditure, 
better patient access to information on health topics, the 
development of new technologies and the increased num-
ber of these chronic diseases. Population aging has led to 
an increased morbidity, particularly in the incidence and 
prevalence of these diseases. These patients who are nor-
mally being treated by more than one physician are par-
ticularly susceptible to the adverse consequences of inade-
quate coordination in healthcare (2). All these aspects lead 
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to a progressive increase in referrals from primary care to 
specialized care, so that the health system is often over-
whelmed and unable to meet the growing demand and the 
patient is often dissatisfied with the referral process (3-5). 

Although there is little evidence on the interventions 
that improve referral to specialized care, different strate-
gies have been carried out for the purpose of improving 
the relationship between levels and therefore to achieve 
more effective care of patients, such as the distribution of 
clinical guidelines, conduct of high resolution consulta-
tions (6,7), rapid diagnosis circuits (8), etc., with different 
results in terms of referral and delays, since sometimes 
it has been able to reduce the delay but at the expense of 
increasing referrals. 

The care of patients with gastrointestinal symptoms rep-
resents 10 % of the reasons for consultation in primary care 
(1,9,10) and it is estimated that referrals to the gastroenter-
ology outpatient clinics may be up to 4.2 % (11,12). The 
conduct of joint consultations in gastroenterology with the 
presence of a specialist at the health center, to assess patients 
together with their primary care physician and to perform 
training sessions, may be an effective alternative that not 
only reduces referrals to hospital clinics but also improves 
patient satisfaction. We thus assessed the reasons for con-
sultation that were most often the cause of referral, in order 
to provide greater support for this type of intervention, as 
well as its impact on first outpatient consultations of Gastro-
enterology, that has been widely treated in other study (13).

MATERIALS AND METHODS

A prospective, descriptive observational study was 
conducted, analyzing an intervention carried out in two 
primary care centers.

The intervention carried out was mainly of a train-
ing type, consisting of regular meetings (approximately 
monthly) in an urban and another rural center, belonging 
to the health area of the Hospital Río Hortega in Valladolid 
(Spain), to perform joint consultations and clinical sessions 
on patients and topics of the specialty of gastroenterolo-
gy and hepatology. This intervention was carried out by a 
gastroenterology physician accompanied by a fourth year 
resident of the specialty. In joint consultations, patients 
were treated with their corresponding general practitioner, 
who had previously selected them, without any previous 
established criteria. These visits had an approximate dura-
tion of 75 minutes. During another 60 minutes, other cases 
or problems were discussed informally in a clinical session 
without the physical presence of the patient. In these, other 
issues related to the referrals were also discussed, partic-
ularly as refers to their appropriateness, as well as other 
topics of clinical or scientific interest. 

The reasons for consultation of the patients treated in 
the joint consultations or discussed in a clinical session 
were collected. 

The intervention period includes from November 2005 
to June 2008 both inclusive, divided in two subperiods:

1. January 2006 to June 2007.
2. July 2007 to June 2008
In relation to the study of referrals to outpatient con-

sultations, the results were expressed as relative or per-
cent changes in them, as compared with a control or ref-
erence period (November 2004 to October 2005). We did 
not include the two months previous to the intervention 
(November and December 2005), since they were consid-
ered as an adaptation period to the intervention, which was 
started immediately after the control period.

The statistical procedures for description of variables 
were frequency distribution for categorical variables and 
mean and standard deviation for quantitative variables. The 
data were analyzed using the MS Excel 2007 program.

For the study of the changes induced on referrals, it has 
been calculated de mean of them per month. The general 
practitioners with less than 10 referrals during the reference 
or control period, have been grouped as only one person, 
to adjust the data to a normal distribution. As variable of 
interest has been considered the relative or percent change 
in the number of referrals of each subperiods of the inter-
vention in relation to the reference period. The correspond-
ing confidence intervals were estimated at 95 %. The used 
methodology is based in studies of finite populations (14). 

This study was approved by the hospital research com-
mittee.

RESULTS

The two health centers performed a similar overall 
healthcare activity, despite there being differences in the 
population assigned to each center, more than 14 years old. 
The characteristics of both centers of the study before the 
intervention are shown in table I. In table II, are expressed 
the number of primary care doctors, population assigned 
and health care activity of both centers during the different 
years of the study.

A total of 27 interventions were carried out in the urban 
center and 28 in the rural center.

There were separated, on one hand, into joint consulta-
tions where the patient was present, and on the other hand, 
patients discussed in a clinical session without physical 
presence of the patient. 

On analyzing the patients from both joint consultations 
and those assessed in a clinical session, a overall predom-
inance of women was detected, except for patients in the 
clinical session from the rural center, these findings being 
non-significant. The mean age of the patients from the rural 
center was lower than in urban center (51.81 and 55.50 
years, respectively), and this difference was maintained 
after separating joint consultations and clinical sessions. 
It was observed that overall patients discussed in a clinical 
session had a higher mean age, both in the urban and rural 
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setting, though it was only significant in the rural setting 
(p = 0.002).

1. Joint consultations: The urban center was compared 
to the rural center according to the distribution of the per-
centages of diseases divided into five sections correspond-
ing to: 1) Upper gastrointestinal tract diseases; 2) lower 
gastrointestinal tract diseases; 3) liver disease; 4) biliary 
tract and pancreatic diseases; and 5) others. 

Ninety-nine patients were treated in the urban center, with 
a total of 112 diagnoses, and 109 patients in the rural cen-
ter with 124 diagnoses. A predominance of diagnoses of the 
upper and lower gastrointestinal tract complaints was detect-
ed in the rural center. In the urban center, the distribution of 
these two groups of diagnoses together with liver disease 
was similar. For the group of other diagnoses, where anemia 
predominates as the reason for consultation, the urban center 
had a higher frequency than the rural center. There was sig-
nificant differences when comparing the distribution between 
the two centers (p = 0.04) (Table III, Fig. 1).

2. Clinical sessions: The distribution of diagnoses was 
similar in both centers, without significant differences 
between them. The numerical data and percentages are 
given in table III and figure 2. In urban center, 255 clinical 
cases were discussed, with a total of 278 diagnoses, and in 
the rural center, 136 and 155, respectively.

Table IV shows the number and percentage of diagnoses 
belonging to each of the five diagnostic groups, consider-
ing jointly patients treated in joint consultations and those 
assessed in clinical sessions in the urban and rural centers. 

As a whole, and considering together both intervention 
centers, a relative decrease in referrals to first consulta-
tion was observed during both subperiods of intervention, 
as compared with previous control period. By analyzing 
separately the two centers, the decrease in the number of 
referrals was non-significant either both subperiods in 
urban center. In the case of rural center, the reduction in 
the number of referral was significant only in the first sub-
period (50.95 %) (Table V).

Table I. Characteristics of the centers where the 
intervention was carried out during 2005, previous 

to the intervention

Characteristics (2005) 
(reference or control period)

Urban 
center

Rural 
center

Number of general physicians 15 13

Population belonging to the center 19,152 10,515

Health care activity (total number of 
patients seen in first and follow-up 
consultatios/year) 

61,977 67,002

Mean of patients referred/month 21.06 10.5

Monthly referral rate per 10,000 
population

10.99 9.98

Data correspond to the population more than 14 years old.

Table II. Characteristics of the centers where the 
intervention was carried out during 2005, previous to the 
intervention and during the following years in that the 

intervention took place

Center Year Number 
of general 
physicians

Population 
belonging to 

the center 
(> 14 years)

Health care 
activity (number 
of patients seen/

year)

Urban 2005 15 19,152 61,977

2006 15 19,000 68,737

2007 14 18,797 72,010

2008 15 18,406 73,185

Rural 2005 13 10,515 67,002

2006 13 10,614 74,050

2007 13 10,685 79,697

2008 13 10,728 79,975

Data correspond to the population more than 14 years old.

Fig. 1. Diagnosis evaluated in joint consultations (n = 112 [urban]; n 
= 124 [rural]) expressed as percentage of total diagnosis (p = 0,04). 
Diagnosis 1: Upper gastrointestinal tract (GIT) diseases. Diagnosis 
2: Lower GIT diseases. Diagnosis 3: Liver diseases. Diagnosis 4: Bilio-
pancreatic diseases. Diagnosis 5: Others.
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Fig. 2. Diagnosis evaluated in clinical sessions (n = 278 [urban]; n = 155 
[rural]) expressed as percentage of total diagnosis (ns). Diagnosis 1: Upper 
gastrointestinal tract (GIT) diseases. Diagnosis 2: Lower GIT diseases. 
Diagnosis 3: Liver diseases. Diagnosis 4: Bilio-pancreatic diseases. 
Diagnosis 5: Others.

26.6

40

30

20

10

0

31.6
28.8

2.9

URBAN RURAL

10.1

17.4

37.4 DIAGNOSIS 1

DIAGNOSIS 2

DIAGNOSIS 3

DIAGNOSIS 4

DIAGNOSIS 5
29.7

5.8

9.7



524 L. MATA-ROMÁN ET AL. Rev esp enfeRm Dig (maDRiD)

Rev esp enfeRm Dig 2013; 105 (9): 521-528

DISCUSSION

Coordination and cooperation between primary care and 
specialized care is a key topic for continuity of patient care. 

In an attempt to improve such coordination, a number 
of interventions of different types have been carried out: 
Educational or training, organizational and financial or other 
forms, which have been analyzed in various studies (15,16).

Table III. Number of patients and diagnoses treated in joint consultations and evaluated in clinical sessions in urban 
and rural centers

Upper GI tract 
disease

Lower GI tract 
disease

Liver disease Pancreas and 
biliary disease

Others Total 
diagnosis

Patients

Urban J.C. 30 30 30 5 17 112 99

C.S. 74 88 80 8 28 278 255

Rural J.C. 41 49 22 3 9 124 109

C.S. 27 58 46 9 15 155 136

GI: Gastrointestinal. J.C.: Joint consultations. C.S.: Clinical sessions.

Table IV. Description of diagnoses belonging to each of the five diagnostic groups, considering jointly the patients treated 
in joint consultations and discussed in a clinical session in the urban and rural centers

Diagnostic groups Diagnoses Urban Rural

n (%) n (%)

1. Upper gastrointestinal tract 
diseases

Dyspepsia (including problems related to H. pylori) 44 (11.3) 38 (13.6)

GERD 29 (7.4) 14 (5.1)

Chronic gastritis 16 (4.1) 16 (5.9)

Dysphagia and esophageal disease in general (non GERD) 15 (3.8) 0 (0)

2. Lower gastrointestinal tract 
diseases

Surveillance of polyps/colorectal cancer/family history 37 (9.5) 43 (15.4)

Diarrhea/constipation 33 (8.5) 33 (12.1)

Nonspecific abdominal pain 18 (4.6) 14 (5.1)

Inflammatory bowel disease 14 (3.6) 5 (1.8)

Rectal bleeding 14 (3.6) 6 (2.2)

Hemorrhoids/anal disease 1 (0.2) 3 (1.1)

Celiac disease 1 (0.2) 3 (1.1)

3. Liver diseases Hepatitis serology 42 (10.8) 19 (7.0)

Hypertransaminasemia 32 (8.2) 27 (10.2)

Increased SGGT 2 (0.5) 4 (1.5)

Hyperbilirubinemia/jaundice 7 (1.8) 5 (1.8)

Ultrasound findings: SOL of liver, hepatomegaly, steatosis 14 (3.6) 8 (2.9)

High ferritin 6 (1.5) 2 (0.7)

Cirrhosis 7 (1.8) 3 (1.1)

4. Bile tract and pancreatic diseases Biliary lithiasis/cholangitis/gallbladder polyps 8 (2.0) 4 (1.5)

Pancreatic disease 5 (1.3) 8 (2.9)

5. Other diagnoses Anemia/iron deficiency/macrocytosis/vitamin B12 deficiency 32 (8.2) 14 (5)

Increased tumor markers 4 (1.0) 2 (0.7)

Surveillance of bariatric surgery 2 (0.5) 0 (0)

Constitutional syndrome 5 (1.3) 6 (2.2)

Peritoneal carcinomatosis 2 (0.5) 0 (0)

Oral cavity disease 0 (0) 1 (0.4)

Total 390 (100 %) 279 (100 %)

The number and percentage are expressed over total number of diagnosis.
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Within training interventions, informal learning on clin-
ical cases appears to be more useful than conferences or 
formal sessions (17). 

We carried out an intervention of a mainly training type 
and of an informal nature, consisting of implementation 
of joint consultations with primary care of patients from 
the specialty of gastroenterology, with physical presence 
of both physicians. This was complemented with clinical 
sessions of an as well informal nature, responding to the 
requests of the primary care specialists of the correspond-
ing health centers, both on specific patients and queries on 
general topics of the specialty, comments on protocols and 
guidelines for the most common conditions, etc.

The period of intervention carried out by us was 
30 months, higher than reported in the literature (18).

The intervention carried out by us was very similar to 
that conducted in Maastricht (19), referring to the special-
ty of traumatology and orthopedics, where monthly meet-
ings were held in a group of 4 or 5 general practitioners 
with consultant physician from specialized care. During 
these meetings, lasting approximately 1.5 hours, each 
general practitioner could select one or two patients for a 
joint consultation, where they were assessed together with 
the other general practitioners. In our case, in the joint 
consultations, only the general practitioner of the patient 
treated was present, although clinical sessions were held 
with the whole team of physicians of the center. The mean 
number of patients treated in our joint consultations was 
similar to that reported in the Dutch study, approximately 
5 to 8 per session. In the Dutch intervention, this practice 
reduced the number of patients referred to specialized care 
by 50 %.

Regarding the application of joint consultations in the 
specialty of gastroenterology and hepatology, no studies 
have been published. There is only a broad study including 
several specialties (gastroenterology among others) where 
a joint virtual or teleconsultation type of intervention (18) 
was made.

Other types of interventions have been reported in 
the literature regarding gastrointestinal disease, such as 
distribution of clinical guidelines (20), small discussion 
groups of general practitioners with a consultant, study by 
feedback or referral feedback and requests for opinion and 
discussion with an independent medical doctor (21), with 
results very discouraging in terms of the changes in referral 
rate and improvement of appropriateness of referrals. 

The reasons for which primary care physicians most often 
consulted, both at the level of consultation and in the clin-
ical sessions at periodic meetings held in the intervention 
health centers, were dyspepsia, including problems related 
to Helicobacter pylori infection, in addition to gastroesopha-
geal reflux and topics related to surveillance of colon polyps. 
These are precisely the topics most discussed in the literature 
(8-10,22-31) in the context of clinical practice in primary 
care and its relationship to specialized care in gastroenter-
ology. Also common were consultations on intestinal tran-
sit disorders, mainly diarrhea, as well as problems related 
to interpretation hepatitis virus serologies or monitoring of 
chronic liver disease of viral etiology and other situations of 
chronic hypertransaminasemia. There was also special inter-
est for consulting about the workup for anemia of gastroin-
testinal origin, included in section 5 of “other diagnoses.” 

We insisted on the need to maintain a relationship with 
primary care, focusing on teaching interventions mainly 

Table V. Expression of the number of referrals per month, the change (mean absolute and relative change) in referrals to 
first outpatient consultations of gastroenterology and hepatology, and monthly rate of referral per 10.000 of population 

adscribed to the health centers

Center Control period and subperiods 
of intervention

Number of 
referrals/month

Differences with control 
n (%) (confidence interval)

Referral rate per 10,000 
population/month

Urban Control 21.06 10.99

Intervention 1 10.17 10.89 (51.70 %)
(-22.51 to 56.94) (p = ns)

5.35

Intervention 2 7.29 13.77 (65.38 %)
(-37.22 to 106.99) (p = ns)

3.95

Rural Control 10.50 9.98

Intervention 1 5.15 5.35 (50.95 %)
(5.51 to 84.97) (p < 0.05)

4.74

Intervention 2 6.20 4.34 (40.95 %) 
(-55.91 to 88.29) (p = ns)

5.79

Global (urban + rural) Control 15.78 10.64

Intervention 1 7.66 8.12 (51.45 %)
(41.40 to 61.46) (p < 0.05)

7.19

Intervention 2 6.76 9.02 (57.15 %)
(38.99 to 75.31) (p < 0.05)

6.31
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on the topics most consulted by general practitioners. It 
should be highlighted that in the U.S., other authors (32) 
reported an inverse relationship between referral rate in 
general and what they call practice prevalence (frequency 
of a disease), so that a common condition is treated in pri-
mary care without being referred and, on the other hand, 
uncommon conditions are referred to the specialist consul-
tant. In our case, general practitioners mainly consulted us 
on routine practical problems of the specialty, which we 
thus sought were not referred to the hospital outpatient 
clinics. An example of this is seen in dyspepsia, one of the 
leading reasons for consultation, with a prevalence in the 
community reported in the literature of 25-50 %, occupy-
ing 5 % of primary care consultations, of which 10 % are 
referred to the specialist (9), comparable data to the results 
of our sample.

In some studies (10) a higher rate of referral of patients 
with dyspepsia is reported when it is associated with symp-
toms related to irritable bowel syndrome, a finding not 
detected in patients from our study, where the most com-
mon association was with esophageal symptoms, mainly 
heartburn.

A significant proportion of patients with functional dis-
ease were treated effectively in primary care, but if the 
symptoms become chronic, the probability increases that 
these patients will be referred. In this regard, factors stud-
ied in the literature that may promote chronic gastrointes-
tinal symptoms include the presence of associated psycho-
logical factors, interference with normal daily activities 
and long-lasting episodes (33,34). This may be interesting 
at the level of primary care to predict the possibility of a 
referral at any time in the clinical course of the patient.

The studies conducted on functional gastrointestinal 
diseases with regard to their course and prognosis were 
mainly conducted in patients referred to the hospital, but, 
as already stated, most of these conditions are resolved 
in primary care so the results of these studies cannot be 
extrapolated to these patients in general (34). We think that 
this would represent another important reason to estab-
lish a close cooperation between the two levels, with the 
purpose of investigating on these problems so common in 
clinical practice. 

Attempting to establish a comparison between actual 
joint consultations, such as those conducted by us, with 
virtual consultations conducted in other studies (18,35), 
the latter are assessed as positive by patients in terms of 
convenience, lower cost (avoids traveling), and greater 
punctuality, though as a negative point they regard the 
physician-patient relationship as somewhat impersonal 
and excessively dependent on technology (36). We in this 
regard consider that the direct and personal relationship 
formed by the triad of patient-general practitioner-special-
ist consultant may be more gratifying and therefore more 
effective, though it is not clear whether it is more efficient. 
It should also assess this activity within the context of con-
tinued training.

In the analysis of the impact of this intervention on 
referrals to first outpatient consultations of gastroenter-
ology and hepatology, we observed a significant relative 
decreased in the first subperiod, although without reach-
ing statistical significance during the second, at the glob-
al level. In the rural center, there was equally a decrease 
in both subperiods, but similarly only significant in the 
first. Nevertheless, in urban center the decrease, although 
considerable, did not reach significance in any of the two 
subperiods, which may be due to the great dispersion in 
the number of referrals among the 15 general physicians, 
that was from 0 to 27 referrals per month, and also the 
small number of data, belonging only to one center (for 
that reason was not possible to study the changes in terms 
of absolute figures or rate of referrals per population num-
ber, although these data are shown in tables I and V). The 
significance detected in the first subperiod in rural setting 
may be related to the trend to retain patients in this cen-
ters duo to geographical distance (18,19). The absence of 
significance in relative decrease in the second subperiod in 
the whole analysis (global or separated by centers) cannot 
be interpreted as a lost of motivation of primary care, and 
most probably it is related again with the poor number of 
data.

We did not carry out satisfaction enquiries, neverthe-
less the subjective impression was very favorable, and in 
fact this intervention has been followed after the final of 
periods of the study by request of the general physician, 
although with less regularity, in rural center (not in the 
urban due to changes in health area distribution). In our 
opinion this kind of interventions may be a method very 
efficient in relation with continuous formation and teach-
ing, as they are not punctual meeting between primary 
care and Hospital (such as courses, etc), but a continuous 
intervention, which create the need for its continuity, from 
the doctors of both levels (mainly primary care), and from 
the patients.

In conclusion, the role of the specialist consultant in 
the health center should be highlighted, both for assess-
ment of patients and for conducting clinical sessions on 
common diseases in primary care. The usual reasons for 
consultation were similar in both urban and rural health 
centers, with a certain predominance of lower gastroin-
testinal tract diseases. Most of these consultations can be 
resolved favorably from primary care, with the support 
of the specialist consultant, and so avoiding unnecessary 
referrals to first outpatient consultation. Nevertheless our 
impression is that this kind of intervention should be carry 
out in a more structured way than we did, by controlling, 
for example, the filling of referral documents, mainly its 
appropriateness, in a consensus manner (for instance in 
the clinical sessions the same day corresponding to the 
joint consultations), so that it can have more evident and 
persistent effects.

It would be necessary to carry out additional studies to 
analyze the impact on patient health, satisfaction, costs to 
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the healthcare system and other aspects related to commu-
nication between the two care levels. The distance between 
them, as noted by some authors (9), is narrowing in the 
specialty of gastroenterology, as it probably is in other spe-
cialties. Both groups need to continue working together 
to achieve a fluid relationship between them, which in all 
likelihood will result in more effective and efficient care 
of patients. 

REFERENCES

1. Quintas Lorenzo P, Francisco González M, Dacal Rivas A, Cubiella 
Fernández J, Fernández Seara J. ¿Cuáles son los motivos de derivación 
desde Atención Primaria en el área sanitaria de Ourense? Rev Esp 
Enferm Dig 2010;102(Supl. 1):S82.

2. Calnan M, Hutten J, Tiljak H. The challenge of coordination: The 
role of primary care professionals in promoting integration across the 
interface (Chapter five). In: Saltman RB, Rico A, Boerma W, editors. 
Primary care in the driver´s seat? Organizational Reform in European 
Primary Care. Maidenhead (England): Open University Press; 2006. 
p. 85-104.

3. Preston C, Cheater F, Baker R, Hearnshaw H. Left in limbo: Patient’s 
views on care across the primary/secondary care interface. Quality in 
Health Care 1999;8:16-21.

4. Newton J, Hutchinson A, Hayes V, McColl E, Mackee I, Holland C. 
Do clinicians tell each other enough? An analysis of referral commu-
nications in two specialities. Fam Pract 1994;11:15-20.

5. Pencheon D. Matching demand and supply fairly and efficiently. Brit 
Med J 1998;316:1665-7.

6. Quintas Lorenzo P, Dacal Rivas A, González MF, Cubiella Fernández 
J, López Sánchez L, García García MJ, et al. Derivación a las consul-
tas de gastroenterología desde Atención Primaria: evaluación de dos 
programas. Gac Sanit 2011; 25:468-73.

7. Herrerías Gutiérrez JM, Argüelles Arias F, Martín Herrera L, Montero 
Domínguez JL, de Dios Vega J, Martín-Vivaldi Martínez R, et al. A 
high resolution gastroenterology clinic in Andalusia: What is it, and 
how should it work? Rev Esp Enferm Dig 2008;100:5-10. 

8. Vallverdú-Cartié H, Comajuncosas-Camp J, Orbeal-Sáenz RA, 
López-Negre JL, Gris-Garriga PJ, Jimeno-Fraile J, et al. Results of 
implementation of a fast track pathway for diagnosis of colorectal 
cancer. Rev Esp Enferm Dig 2011;103:402-7.

9. Hungin AP, Rubin GP. Management of dyspepsia across the prima-
ry-secondary healthcare interface. Dig Dis 2001;19:219-24.

10. Van Bommel MJJ, Numans ME, de Wit NJ, Stalman WAB. Consulta-
tions and referrals for dyspepsia in general practice-a one year database 
survey. Postgrad Med J 2001;77:514-8.

11. Rodríguez Alcalá FJ, Chacón Fuertes J, Esteban Tudela M, Valles 
Fernández N, López de Castro F, Sánchez Ramiro A. Motivos de inter-
consulta entre atención primaria y el segundo nivel. Aten Primaria 
2005;36:137-43.

12. De Prado Prieto L, García Olmos L, Rodríguez Salvanés F, Otero 
Puime A. Evaluación de la demanda derivada en atención Primaria. 
Aten Primaria 2005;35:146-51.

13. Mata Román, L. Análisis de una intervención basada en consultas 
compartidas de la especialidad de Gastroenterologia y Hepatología en 
Atención Primaria. Tesis Doctoral, Valladolid; 2012.

14. Särndal CE, Swenson B, Wretman J. Model assisted survey sampling. 
New Yord: Springer-Verlag; 1992.

15. Akbari A, Mayhew A, Al-Alawi MA, Grimshaw J, Winkens R, 
Glidewell E, et al. Interventions to improve outpatient referrals 
from primary care to secondary care. Cochrane Database Syst Rev 
2008;4:CD005471.

16. Faulkner A, Mills N, Bainton D, Baxter K, Kinnersley P, Peters T, et 
al. A systematic review of the effect of primary care-based service 
innovations on quality and patterns of referral to specialist secondary 
care. Brit J Gen Pract 2003;53:878-84.

17. Bergus GR, Randall ChS, Sinift SD, Rosenthal DM. Does the structure 
of clinical questions affect the outcome of curbside consultations with 
specialty colleagues? Arch Fam Med 2000;9:541-7.

18. Wallace P, Barber J, Clayton W, Currell R, Flemming K, Garner P, et 
al. Virtual outreach: A randomised controlled trial and economic eval-
uation of joint teleconferenced medical consultations. Health Technol 
Assess 2004;8:3-45.

19. Vierhout WPM, Knottnerus JA, van Ooij A, Crebolder HFJM, Pop P, 
Wesselingh AMK, et al. Effectiveness of joint consultation sessions of 
general practicioners and orthopaedic surgeons for locomotor-system 
disorders. Lancet 1995;346:990-4.

20. Banait G, Sibbald B, Thompon D, Summerton C, Hann M, Talbot S, 
et al. Modifying dyspepsia management in primary care: A cluster 
randomised controlled trial of educational outreach compared with 
passive guideline dissemination. Brit J Gen Pract 2003;53:94-100.

21. Grimshaw JM. Evaluation of four quality assurance initiatives to 
improve out-patient referrals from general practice to hospital. PhD 
Thesis. Aberdeen, University of Aberdeen; 1998.

22. Gené E, Calvet X. Coordinación entre atención especializada y 
atención primaria en la especialidad de aparato digestivo. GH Con-
tinuada 2010;9:48-54.

23. Jones R. Primary care research and clinical practice: Gastroenterology. 
Postgrad Med J 2008;84:454-8.

24. Seifert B, Rubin G, de Wit N, Lionis C, Hall N, Hungin P, et al. The 
management of common gastrointestinal disorders in general practice. 
A survey by the European Society for Primary Care Gastroenterology 
(ESPCG) in six European countries. Digest Liver Dis 2008;40:659-66.

25. Tosetti C, Bellentani S, Benedetto E, Ubaldi E, Cardin F, Bozzani A. 
The management of patients with new onset of upper gastro-intestinal 
symptoms in primary care. Diges Liver Dis 2010;42:860-4.

26. Bretagne J, Honnorat C, Richard-Molard B, Soufflets C, Barthelemys 
P. Perceptions and practices on the management of gastro-oesopha-
geal reflux disease: Results of a national survey comparing prima-
ry care physicians and gastroenterologists. Aliment Pharmacol Ther 
2007;25:823-33.

27. Fendrick AM, Hirth RA, Chernew ME. Differences between generalist 
and specialist physicians regarding Helicobacter pylori and peptic ulcer 
disease. Am J Gastroenterol 1996;91:1544-8.

28. Spiegel BMR, Farid M, Van Oijen MGH, Laine L, Howden CW, 
Esrailian E. Adherence to best practice guidelines in dyspepsia: A 
survey comparing dyspepsia experts, community gastroenterologists 
and primary-care providers. Aliment Pharmacol Ther 2009;29:871-81.

29. Boolchand V, Olds G, Singh J, Singh P, Chak A, Cooper G. Colorectal 
screening after polypectomy: A national survey study of primary care 
physicians. Ann Intern Med 2006;145:654-9.

30. Baker AN, Parsons M, Donnelly SM, Johnson L, Day J, Mervia A, 
et al. Improving colon cancer screening rates in primary care: A pilot 
study emphasising the role of the medical assistant. Qual Saf Health 
Care 2009;18:355-9.

31. Morillas JD, Castells A, Oriol I, Pastor A, Pérez-Segura P, Eche-
varría JM, et al. Alianza para la prevención del cáncer de colon en 
España: un compromiso cívico con la sociedad. Gastroenterol Hepatol 
2012;35:109-28.

32. Forrest Ch, Reid RJ. Prevalence of health problems and primary care 
physicians´specialty referral decisions. The Journal of Family Practice 
2001;50:427-32.

33. Halder SLS, Macfarlane GJ, Thompson D, O´Brien SJ, Musleh M, 
McBeth J. Predictors of persistent gastrointestinal symptoms among 
new presenters to primary care. Eur J Gastroen Hepat 2010;22:296-
305.

34. Van den Heuvel-Janssen HAM, Borghouts JAJ, Muris JWM, Koes 
BW, Bouter LM, Knottnerus JA. Chronic non-specific abdominal 
complaints in general practice: A prospective study on management, 
patient health status and course of complaints. BMC Family Practice 
2006;7:12-9.

35. Harrison R, Clayton W, Wallace P. Cluster randomised controlled trial 
of virtual outreach-a pilot study. J Telemed Telecare 1995;5:126-30.

36. Harrison R, Macfarlane A, Murray E, Wallace P. Patients´perceptions 
of joint teleconsultations: A qualitative evaluation. Health Expect 
2006;9:81-90.


