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ABSTRACT
Introduction: Oral lesions are present in approximately 30% of the population
worldwide. Although the mouth is an anatomical region that can be easily accessed for
direct visual examination, most dentists of dental surgeons have reported difficulties
in the diagnosis and management of oral diseases. The primary aim of this study
was to assess the completeness of referral forms of the patients referred by dentists
from the primary care basic health units to an Oral Medicine service. The secondary
aim was to analyze if the complexity of the cases justify the referral to a specialist.
Methods: Data from 131 referral forms of patients referred from June 2014 to April
2016 were retrieved from the records. The referral’s completeness analysis comprised
two stages. Stage 1 mainly comprised patient and applicant’s information. In the
Stage 2, the documents were scored according to amount of information, including
the description of the lesion characteristics and the procedures required for the
patients’ diagnosis and management. The referral was considered justifiable if some
procedures not available at primary care were required for diagnosis or treatment.
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Results: Five (9.8%) referral forms were considered well filled. Diagnosis agreement
was 71.4%. Regarding the need of referral, 40,6% of the cases (n = 50) could be
settle at the primary care.
Conclusion: In conclusion, few referral forms had high-quality information and the
many cases could be managed at primary care health services.
Keywords: Referral and consultation; Primary healthcare; Dentistry; Oral medicine;
Public health

INTRODUCTION
Oral lesions are present in approximately one-third of the population
worldwide1-3. The buccal cavity is an anatomical region that can be easily
accessed for direct visual examination4. However, 85% of dental surgeons
have reported difficulties in the diagnosis and management of oral diseases5.
This is partly because of either the lack of practice during the training period
or the lack of interest in seeking activities to update their knowledge and
skills this area5-8. Consequently, large numbers of patients are referred to
specialists for consultation.
The Brazilian Unified Health System (SUS) is based on healthcare units
with different levels of complexity. The patients’ flow through the different
levels is coordinated by a network of services, aiming to guarantee their
access to comprehensive and continuous healthcare. In this system, the
primary level represents the first contact of the population with the healthcare
system. It is assumed that cases requiring more sophisticated resources and/
or the evaluation of specialists might be referred to specialized services that
are characterized for secondary care. This flow requires filling out a document
with information about the case, which is known as the referral form9-13.

http://seer.ufrgs.br/hcpa

ISSN 2357-9730

283

Guzenski et al.

Even though no consensus exists regarding the
amount of information required for an ideal referral
form, the basic content includes information on the
professional, the patient, and the characteristics
of the lesion in question14. Several studies have
shown that the information available in these
documents is of poor quality, which hampers the
agility and problem-solving capacity of the specialized
services15-19. Therefore, the primary objective of
this study was to analyze the completeness of the
referral forms pertaining to the cases referred to
a dental specialty center in the southern region of
Brazil. The secondary objective was to analyze the
types of cases referred and evaluate whether their
complexity justified the assessment by a specialist.
METHODS
Study design and sample
This cross-sectional analytical study accounted
with referral forms of patients referred to Oral Medicine
specialized center of our Institution. This specialized
service is one of the 5 secondary care units that
receives patients from the primary health care in
Porto Alegre, the capital of Rio Grande do Sul State
(Southernmost State of Brazil). The primary health
care is the first line of public health services and is
comprised by approximately 133 health basic units
distributed along the municipality.
The sample was collected from the patient’s
records in the database of the dental specialties
center based in Federal University of Rio Grande do
Sul. This convenience sample comprised all referral
forms from June 2014 to April 2016 (n = 174) and
the respective patient records were collected for
analysis. To date, the number of referrals to that
service ranges from 10 to 17 by month. Data related
to the referral forms were retrieved and entered a
database. The present study protocol was submitted
to and approved by the local Research Committee
(protocol no. 18.980).
Classification criteria
Analysis of the completeness of referral forms
The criteria to define the referral forms as complete
or incomplete were based on previous studies14,20,21.
The analysis of the completeness of the referral forms
comprised two stages:
Stage 1 consisted of personal data of the requesting
professional and the patient (name and address), reason
for referral or main complaint, legibility of the letter
and the date of referral. At this point, all information
should be present for the document to go to Stage
2 of analysis. Unlike the studies that supported this
methodology, the telephone number and the email
address of the applicant were not considered because
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their low frequency would compromise the transition
of most referral forms to Stage 2.
Stage 2 consisted of additional patient data and
lesion characteristics, to which points were attributed as
follows: age of the patient (1 point), patient’s telephone
number (1 point), risk factors (2 points), previous
treatments (1 point), description of the lesion (color,
site, elementary lesion, size, texture/surface, margin;
1 point each). The document that scored 5 points or
more was considered adequately filled. Medical history,
diagnostic hypothesis, time of lesion progression,
habits, and complementary exams performed before
the referral, and need for urgency were considered
additional information and did not add points.
Analysis of care records
The cases referred were analyzed using the
information retrieved from the patient care records.
Information such as waiting time for care, time of
lesion progression that justified the referral and clinical
diagnosis suggested by the team of specialists were
recorded. In addition, the agreement between the
clinical diagnosis of the primary care professional and
the clinical diagnosis of the specialist was evaluated.
Subsequently, it was evaluated if the degree of
complexity of the cases justified the referral or if
its management would have been possible in the
primary care. This analysis was based on the type
of procedure required to establish the diagnosis
or to manage the condition, because radiographic
examinations, biopsies and other surgical procedures,
or some treatments such as sclerotherapy are not
offered in primary care and at diagnosis, taking into
account that some benign diseases can be treated
by the general dental surgeon and that variations
from the normal pattern do not characterize diseases.
Statistical analysis
The categorical variables were described as
absolute frequency and percentage relative frequency.
The software used for statistical analysis was PASW
version 18.0.
RESULTS
A total of 131 referral forms and corresponding
care records were analyzed. The mean age of the
patients was 48.2 ± 19.9 years, ranging from 0 to 84
years. Most patients referred were female (n = 97,
73.5%). Forty-three referral forms were excluded
from the final sample of this study because of the
patients’ non-attendance for appointments.
Analysis of referral form completeness
Table 1 shows the frequency of all information
concerning Stage 1 in the referral forms. Most of the
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personal data was well filled. The data with the highest
percentage of presence was the patient’s name
(n = 131, 100.0%), whereas the data with the lowest
percentage was the reason for referral obtained (n = 68,
51.9%). A total of 51 forms (38.9%) included all the
items referring to Stage 1 and advanced to Stage 2
of the analysis.
Table 1: Frequency of data provided for Stage 1.
Variable
n
%
Patient name
Yes
131
100.0
No
0
0.0
Patient address
Yes
113
86.2
No
18
13.8
Name of the professional
Yes
121
92.4
No
10
7.6
Address of the professional
Yes
123
93.9
No
8
6.1
Date
Yes
128
97.7
No
3
2.3
Main complaint
Yes
68
51.9
No
63
48.1
Legibility
Yes
120
91.6
No
11
8.4

Table 2: Continuation
Variable
Risk factors
Yes
No
Previous treatments
Yes
No
Lesion description
Elementary lesion
Yes
No
Site
Yes
No
Color
Yes
No
Size
Yes
No
Texture/surface
Yes
No
Margin
Yes
No

%

9
42

17.6
82.4

6
45

11.8
88.2

18
33

35.3
64.7

49
2

96.1
3.9

12
39

23.5
76.5

7
44

13.7
86.3

7
44

13.7
86.3

1
50

2.0
98.0

Table 3: Summary of the evaluation of referral forms of
potentially malignant and malignant cases and waiting
time for care.

The analysis of the data completeness of the
referral forms in Stage 2 is presented in Table 2. Age
and telephone number were the most frequently filled
data (n = 51, 100%) in the referral forms analyzed in
this stage. Data regarding elementary lesions was found
in less than half of the forms (n = 18, 35.29%). Among
the other characteristics of the lesions, location was the
most described (n = 48, 94.1%) and the margin of the
lesion was described in one referral form (2.0%). Only
3.8% (n = 5) of the analyzed referral forms contained
sufficient data to be considered as well filled in Stage 2.
The separate evaluation of potentially malignant disorders
and malignant lesions showed that 12 referrals out of
14 were poorly filled in Table 3. Of these, seven did
not include a diagnostic hypothesis.
Table 2: Frequency of data analyzed in Stage 2.
Variable
n
%
Patient age
Yes
51
100.0
No
0
0.0
Patient telephone number
Yes
48
94.1
No
3
5.9

Variable
Actinic cheilitis
Lichen planus

Waiting
Completeness
Clinical
time for
of referral
impression
care
form
(days)
Poor
Poor
Poor
Poor
Poor
Poor
Poor

Leukoplakia

Poor
Complete
Complete

Squamous cell
carcinoma
Lymphoma

Continues...
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Poor
Poor
Poor
Poor

Right
Not
informed
Not
informed
Not
informed
Right
Right
Not
informed
Not
informed
Not
informed
Not
informed
Right
Right
Not
informed
Not
informed

5
9
16
5
16
8
5
11
16
7
12
16
13
9
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Additional data
We also recorded the frequency of some
additional information that was not part of the criteria
used for assessing the completeness of the forms.
Twenty-five referral forms (19.08%) contained the
telephone number of the professionals responsible
for the referral. In 123 cases (93.89%), there was
information regarding the professional category, with
the majority of applicants (n = 120, 97.56%) being
dental surgeons. Physicians were responsible for
three referrals (2.43%). Regarding data obtained
during the anamnesis, we observed that 28 forms
(22.1%) included the patient’s medical history. The
clinical impression or diagnostic hypothesis of the

applicant was present in 64 referral forms (48.9%).
In addition, only one form (0.76%) mentioned the
requirement for urgent care.
Analysis of dental records
The analysis of the dental records showed an
average waiting time for care of 13.8 (± 34.6) days at
the Dental Specialties Center. Information regarding
the time of lesion progression was presenting
38 (29.0%) of the referral forms, whereas the same
information was provided in 84 (64.12%) records.
We observed that 65.4% of the patients had lesions
in the mouth for more than two months. These data
are depicted in Figure 1.

Figure 1: Time of lesion progression (n = 84, data not available = 47).

The most frequent findings were as follows:
non-neoplastic proliferative lesions (NNPP; n = 29,
22.14%); no lesion/scar tissue (n = 9, 6.9%); fibroma
(n = 9, 6.9%); recurrent aphthous ulcerations/traumatic
ulcers (n = 7, 5.3%); candidiasis (n = 6, 4.5%); lichen
planus (n = 6, 4.5%); chronic nibbling/frictional
keratosis (n = 5, 3,8%); mucocele (n = 5, 3.8%);
and leukoplakia (n = 5, 3.8%). In the study period,
only one case (0.8%) of squamous cell carcinoma
was recorded. The NNPP included inflammatory
hyperplasia (n = 24, 18.3%); pyogenic granuloma
(n = 2, 1.5%); peripheral ossifying fibroma (n = 1,
0.8%); and giant cell lesion (n = 2, 1.5%).
The diagnostic concordance was calculated
on the basis of 62 (47.3%) referral forms in which
the applicants had informed of their diagnostic
impression. Among these, concordance was observed
in 45 cases (72.9%).
Patient referral was because of variations from the
normal pattern (n = 8, 6.1%) and problems not related
to stomatology in two patients (one case of bruxism
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and one case of third molar extraction). The normality
variations observed were as follows: four cases of
torus/exostosis (3.1%), two cases of varicosities
(1.5%), and two cases of Fordyce granules (1.5%).
In addition, the analyses of the patients’ records
showed that 37 patients (28.2%) had 47 lesions that
had not been described in the referral forms. Among
these, the most frequent lesions were candidiasis
(n = 9, 19.1%); inflammatory hyperplasia (n = 6,
12.7%); actinic cheilitis (n = 6, 12.7%); traumatic
lesion (n = 5, 10.6%); and vascular change/
hemangioma (n = 4, 8.5%). Notably, one patient
(2.1%) who demonstrated lichen planus did not
have this information included in the referral form.
Analysis of the requirement for referral
The complementary exams used for assessing
the requirement for referral were as follows (Figure
2): biopsy and/or surgical procedure (n = 61, 47.3%)
and requirement for radiographic examination
(n = 13, 10.1%).
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Figure 2: Complementary exams/procedures considered to define need for referral.

After analyzing the cases and considering that
these resources are not available in primary care,
80 cases (61.1%) were deemed highly complex.
In addition, the following cases did not require the
complementary exams mentioned above were also
deemed worthy of referral because of the difficulty
faced in diagnosis or treatment: lichen planus (n = 5,
3.9%); burning mouth syndrome (n = 2, 1.5%); and
actinic cheilitis (n = 1, 0.8%).
The analysis of the clinical diagnoses obtained
from the care records showed that 51 cases (38,9%)
could have been handled in primary care. These
included the following: no lesion/scar tissue, recurrent
aphthous ulcerations/traumatic ulcers, candidiasis,
chronic nibbling/frictional keratosis, variations from the
normal pattern, bruxism, requirement for third molar
extraction, tongue coating (n = 1), and geographic
tongue (n = 1).
DISCUSSION
In this study, we aimed to analyze the amount
and quality of the information provided in the referral
forms of patients who were referred to a service
specialized in stomatology in a dental school of
Brazil. In line with the findings of related studies in
the literature22,23, the findings of this study confirm
that referral forms has a lack of information provided
by the applicant. Consequently, the services face
difficulty in prioritizing the most important cases,
including cases of oral cancer24. In addition, we noted
that almost forty percent of the cases referred to
the service in this study were not very complex and
did not require sophisticated resources. This study
is significant because the southern region of Brazil
has a high mortality rate due to oral cancer25. Also,
Brazil is one of the countries with the lowest survival
rate for this disease25, and there is a lack of studies
focusing on this problem.
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The analysis of the completeness of the forms was
based on two stages. Stage 1 focused on personal
information that showed that the forms were reasonably
complete, which is in accordance with the report by
White et al.15. Conversely, the low frequency of the
applicant’s telephone number (criteria recommended
by White et al., but not considered in the present
analysis) represents a potential problem because
that is the best form of communication between
healthcare providers from different care levels26. Chief
complaint was present in approximately 50% of the
referrals. This information varies considerably in the
previous studies15,2 ranging from 32,2 to 98,9. In this
sense, it is important to emphasize that knowing the
reason that motivates the referral for face-to-face
consultation is essential for define level of priority and
for the specialist’s diagnostic reasoning.
Less than 50% of the referral letters had the
required information to advance to Stage 2. In this
stage, the documents presented low quality in terms
of lesion description (elementary lesion, color, and
size), risk factors and previous treatment, reinforcing
the findings observed previously15,22. Site was the most
frequent information among clinical data, corroborating
the findings obtained by Navarro et al.21. The lack of
information on lesions’ clinical appearance may be
related to gaps of knowledge on oral lesions’ diagnosis7.
The absence of clinical impression in less than a
half of the referrals also reinforces this assumption.
Some reasons could be raised to explain that finding.
In general, dentists do not perceive properly trained
to diagnose and treat oral lesions5,6,15,27. Moreover,
some professionals are not willing to update their
knowledge on these topics5-8,15,28. Finally, some dentists
assume that a full description does not contribute in
the specialist evaluation15. Among those who included
their clinical impression in the referral form, 73% were
in accordance with the final diagnosis rendered by the
specialist after full evaluation.
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Most cases correspond to non-neoplastic proliferative
processes, fibroma, recurrent aphthous stomatitis/
traumatic ulcers, candidiasis and lichen planus.
These findings resemble those seen in previous
studies assessing cases evaluated at specialized
services29-31.
About a third of the evaluated patients had lesions
that were not described in the referral letters, including
candidiasis, inflammatory hyperplasia, and actinic
cheilitis. However, it is not clear if the applicant had
detected those lesions or undervalued them. Taking
this finding into account, it should be reinforced that
the dental practitioner must conduct the full oral
examination, regardless the chief complaint, particularly
because some high-risk lesions are painless32.
This study aimed to assess whether cases referred
to specialized care were complex enough for that
decision or whether they could have been managed
in primary healthcare. More than 40% of the cases
were easy to manage because they were resolved
through drug treatment, follow-up or were part of the
group of normality variations. The last group probably
represented irritative lesions that regressed before
the appointment with the specialist.
The other evaluated cases were considered
complex, requiring procedures not available in primary
healthcare, such as biopsies and surgical procedures.
Nevertheless, most of these cases comprised small
sized benign neoplasms and NNPP, whose diagnosis
and treatment evolve a surgical procedure comparable
to a tooth extraction. Hence, depending on previous
training, self-efficacy and technical conditions, those
cases could be feasible at primary health services.
considered relatively treatable from the surgical
point of view. This result can be explained by the
dental surgeons’ preference for referring cases like
these and their insecurity in performing biopsies.
This is because, among other reasons, it involves
decisions regarding the ideal area from which to obtain
samples, depth of incision, and amount of tissue to
be collected. In this sense, dental surgeons seem
to be unprepared due to lack of training during the
course and difficulty in interpreting results5.
Information regarding lesion progression time
is fundamental in the differential diagnosis of oral
lesions because potentially malignant disorders and
malignant lesions usually progress rapidly. In such
cases, early diagnosis is essential for achieving
a better prognosis24. More than 65% of the cases
evaluated in the present study had progressed for
more than two months. Although it was not possible to
ascertain this time because of the retrospective nature
of the study, several factors contributed to a delay
in diagnosis. These include delay by the patient in
seeking care33 and delays related to the professionals
or the referral system24. Fortunately, the cases of
potentially malignant disorders and malignant lesions
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in the present study had a maximum of 16 days of
progression. In contrast, in seven cases the patients
presented potentially malignant disorders (six cases
of actinic cheilitis and one case of lichen planus) that
had not been described in the referral forms.
This study had limitations inherent to a retrospective
study, such as the lack of standardization in the
way information is registered in care records and
the impossibility of clarifying questions that arise
as different documents are analyzed. In addition,
because the sample was obtained from a dental
school, it is not possible to extrapolate the findings
and make an inference regarding dentistry specialty
centers of the healthcare network.
The findings of this study showed that the large
number of referrals and lack of information in the
referral forms can lead to delays in appointments
and, consequently, delayed diagnoses. The referral
queue could be reduced if less complex cases were
managed at primary care, which could become the
evaluation of high risk cases (oral leukoplakia and
squamous cell carcinoma, for instance) faster. This
goal would be accomplished with continuing education
actions, which could improve diagnostic skills,
clinical decision-making skills, and communication
between different levels of healthcare services.
With respect to the information system, Corwin and
Bolter14 suggest that the feedback provided by the
specialists to the applicants could contribute toward
improving the quality of referral forms, which is
more effective than the implementation of electronic
forms. Another strategy that has been discussed
is the implementation of a template for describing
lesions34. Although valid, it seems critical to adopt
this strategy in view of the wide range of lesions
affecting the maxillomandibular complex, as well
as the difficulties perceived by professionals on
lesions’ description14.
Primary and secondary care professionals
should collaboratively work for improving patient
referral methods and, consequently, care flow at the
different levels35. These issues should be a priority
for health managers, as malfunctions in these
flows entail unnecessary costs and compromise
the quality of care. The referral forms sent to
specialized centers containing information of poor
quality that results in the delayed diagnoses of
various diseases. Continued training, feedback
provision, and collaboration among the different
levels of healthcare can mitigate this problem.
Note
The presented study was presented in the 34th
Brazilian Society for Dental Research in Campinas/
SP and in the 37th Scientific week of Hospital de
Clínicas de Porto Alegre in Porto Alegre. Both events
took place in September 2017.
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