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From the Editor

FROM THE EDITOR

Abdulrazak Abyad
(Chief Editor)

Email: aabyad@cyberia.net.Ib

This is the final issue this year. Itis a
rich and a special issue that will be
distributed at the World Health Congress
in Abu Dhabi, December 5-7. We would
like to thank at the end of the year all
our readers, the editorial board and

the production team that has led to our
further success this year. We aspire

to become the number one journal in
family medicine in the World, and this is
the reason we have changed the name
to the World Family Medicine Journal.
In this issue a cross-sectional study
among patients who attended military
family medicine clinics in Tabuk city,
Saudi Arabia, looked at referral patterns.
They selected ten percent of records of
all attending patients through stratified
systematic random sampling. There were
14,138 subjects analyzed. The authors
concluded that approximately 12% of
patients were referred in Tabuk; and
most subjects were referred to surgical,
obstetrics/gynecological, and internal
medicine departments. Only about 13%
of referrals received feedback letters
from specialists in hospitals, which

is an issue that should be addressed
administratively and educationally in
the undergraduate curriculum and post
graduate residency programs for family
medicine and other specialties.

In a paper from Libya the author presents
the background of EBM origin, and
discusses briefly its definition, and the
process of EBM development. It looks at
issues of Philosophy, myths, ethics and
EBM, secondary literature concept and
journal clubs.

A case control study from Iraq compared
the gender differences in cardiovascular
disease (CVD) risk factors among adult
diabetic and non diabetic patients. A
total of 314 diabetic patients (152 males
and 162 females) and 136 non diabetic
patients (72 males and 64 females) acted
as the control group. All the selected
participants were adults (18 - 35) years
old. The authors concluded that based
on their study the burden of conventional
CVD risk factors in the presence of
diabetes was greater in women than

in men at baseline. Prospectively,
hypertension, hypercholesterolemia, and
hyperlipidemia, contributed to diabetes-
related CVD risk more in women than in
men.

A paper from Jordan looked at the
Research participation among medical
trainees in the Middle East and North
Africa. Students, residents and fellows
spare little time for research projects
ensuring low ratio of trainees with
peer-reviewed publications at the time
of graduation. Elucidation of “research
virginity” among MENA medical
trainees is two fold. Firstly, trainees are
preoccupied by the stresses, mind-
boggling academic demands and
overwhelming fund of effort necessary
to satisfy program requirements for
graduation. Secondly, trainees hold
firm certitude that the rigorous and
stringent review process will often
impede publication of their work. While
an exhaustive peer-review is undeniably
crucial to the advancement of medical
research, it can, at times, be counter-
productive towards the participation of
junior MENA physicians in the research
field.

A paper from Lebanon looked at the
Social Impact of a Macrobiotic Lifestyle in
the Middle East. The authors were trying
to answer whether a new lifestyle like
macrobiotics could be accepted by the
Middle Eastern people and specifically
the Lebanese market and society. This
study researched the feasibility and
basis of such a lifestyle from a social
perspective. Based on the results of

this research and the tested statistical
hypotheses, the researcher concluded
that the social aspect of this region

can significantly affect the adoption or
continuation of a macrobiotic lifestyle in a
negative way.

A paper from the United Arab Emirates
assessed the prevalence and pattern of
various dental problems in the dentition
of 1099 school children from grades

2 - 4 in private schools in Al Qusais
area of Dubai in the U.A.E. The sample
consisted of 588 males and 511 females
ranging in age

from 6 - 11 years. The author concluded
that in his present study, there was

no significant difference in gender for
dental problems. There was a significant
difference between untreated teeth

with decay and treated teeth indicating
concern, awareness for treatment of
various dental problems.

A cross-sectional study from Qatar
looked at the role Primary care plays

in the diagnosis and management of
hypertension. The paper investigated
the management of hypertension in

a primary health center in Ras Laffan
Industrial City. The authors found that,
the primary care physician performed
most hypertension work-up, to around 60
% of subjects, except fundi and body-
mass index examinations. More than two
thirds of the subjects received only one
drug, 21 % received two drugs and the
rest of them had three or more drugs.
ACE-inhibitors were the most prescribed
medication while diuretics were
underused. Nearly a half of subjects had
no improvement in their blood pressure.
Although this performance is comparable
or better than that in some other areas,
there is still room for improvement.

While all efforts have been made to ensure

the accuracy of the information in this journal,
opinions expressed are those of the authors
and do not necessarily reflect the views of The
Publishers, Editor or the Editorial Board. The
publishers, Editor and Editorial Board cannot be
held responsible for errors or any consequences
arising from the use of information contained in
this journal;

or the views and opinions expressed.
Publication of any advertisements does not con-
stitute any endorsement by the Publishers and
Editors of the product

advertised.

The contents of this journal are copyright. Apart
from any fair dealing for purposes of private study,
research, criticism or review, as permitted under
the Australian Copyright Act, no part of this pro-
gram may be reproduced without the permission
of the publisher.
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ABSTRACT

Aim : Objective: Our aim was to
determine the referral pattern and
characteristics of referred patients
visiting military family medicine
clinics in Tabuk, Saudi Arabia.

Methods: We performed a cross-
sectional study among patients
who attended military family
medicine clinics in Tabuk city
during 2003. We selected ten
percent of records of all attending
patients through stratified
systematic random sampling.
Data concerning age, sex,
diagnosis, referrals, follow up,
health education, co-morbidities,
and referral pattern were collected
from patients’ medical records
using a pilot-tested data collection
form. The extracted data were
entered and analyzed using SPSS
17; statistical significance was set
at a P value of < 0.05.

Results: There were 14,138
subjects analyzed; approximately
52% were male. Subject age

ranged from less than one year

to 98 years with a mean of 20.93
17.03 years. 11.7% (1,653) of
subjects were referred to the
military hospital, from family
medicine clinics. Overall, female
patients from the nearest clinics
were significantly more frequently
referred and referrals tended to
increase with. The majority of the
referrals were routine referrals
(56%). Most subjects were
referred to the surgical (37%),
obstetrics/gynecological (30%),
and internal medicine (16%)
departments. Patients who were
significantly more often referred
to surgery, included subjects from
the nearest clinics, males, those
who received no health education,
and those suffering from chronic
morbidity. A significant number

of referrals to internal medicine
included female patients, older
subjects, and patients with acute
morbidity. Regression analysis
showed age and location to be
the only significant predictors

of referral frequency. Feedback
from specialists was received for

approximately 13% of referrals,
and was significantly higher for
infants and patients with chronic
co-morbidity.

Conclusion: Approximately

12% of patients were referred

in Tabuk; most subjects were
referred to surgical, obstetrics/
gynecological, and internal
medicine departments. Referrals
to the surgical department were
mostly to ophthalmology and ENT
units, while internal medicine
department referrals were mainly
to dermatology and endocrinology
units. Only about 13% of referrals
received feedback letters from
specialists in hospitals, which is
an issue that should be addressed
administratively and educationally
in the undergraduate curriculum
and post graduate residency
programs for family medicine and
other specialties

Key words: Referral patterns,
family medicine clinics, military,
Tabuk, Saudi Arabia
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Introduction

Referrals from general practice
constitute the main route to the
hospital for all non-emergency care
in Saudi Arabia. Under this system,
all patients are first seen by a primary
care physician, who then decides
whether referral for secondary care
is necessary. Only in the case of
emergency can this system be
bypassed and the hospital accessed
directly through the Emergency
department.

In order to provide comprehensive
and integrated health service

for military personnel and their
dependents in Tabuk city, the
health authority is assessing the
referral system as one strategy to
make optimal use of services. An
understanding of referral patterns
is important for hospital and other
health service facilities for planning
purposes. Extreme variations in

the rate of referral from primary
care to hospitals in Saudi Arabia
and worldwide have been reported,
but remain largely unexplained. It
has been suggested that the wide
variation in the referral rate among
general practitioners could be partly
explained by chance(1) and partly
by context and individual variations
in the approach to health care(2).
The variability in Saudi Arabia

is significantly related to certain
doctor and patient characteristics
and practice location; it is also
attributable to several shortcomings
of the referral process, including
deficiencies in the process
structure(3-5). Some studies have
concluded that there is a need to
establish guidelines for referrals and
for investigations by primary health
care (PHC) physicians recruited from
various health care models, having
a wide spectrum of educational and
cultural backgrounds(3). Referral
guidelines are being considered in
other countries as well to improve
the appropriateness of general
practitioners’ referrals and reduce
demand at the interface between
primary and specialist care(6).

The clinical reasons for a referral
decision include characteristics of the
patient’s health problem, the burden
and severity of co-morbidities,

and patient preference for various
treatments and outcomes. Morbidity
pattern and age, however, are among
the most critical determinants of
referral. Adults with malignancies
were five times more likely to be
referred than those with respiratory
illnesses(7). There was a more than
eight-fold variation among childhood
diagnosis groups regarding the
likelihood of referral(8). For patients
with similar diagnoses, research
has found that severe variants are
more likely to be referred(9,10).
Specialty referral is also influenced
by the array and complexity of co-
morbid conditions(11). Occasionally
primary care physicians refer patients
for management of conditions that
present infrequently, in order to
maintain clinical competence, or
because the patient requests a
specialist(12,13).

Although physicians are gatekeepers
to almost all medical resources,

their role in managing referrals

to specialists has been the most
controversial aspect of gate

keeping. Public acceptance of gate
keeping is strengthened when there
are too few resources to satisfy

the demand(14,15). Managing
access to specialists, particularly
when the physician is acting as

an administrative gatekeeper of
referrals, can be challenging(16).
When doctors and patients disagree
on the need for referral, patients may
become dissatisfied with their health
care and may decide to self-refer to
specialty care when possible(17,18).

The present study was conducted
to examine patterns of referral from
family medicine clinics to the military
hospital in Tabuk and to examine
factors associated with referrals,
such as demographic and morbidity
patterns, the frequency and type of
referral, and feedback of the referral
process. It is our aim to help clarify
the current referral situation and
determine whether any corrective
intervention is needed.

Subjects and Methods
This cross-sectional study was
conducted from January 1, 2003
to December 31, 2003. The study
population consisted of all patients

ORIGINAL CONTRIBUTION AND CLINICAL INVESTIGATION

who attended the military family
medicine clinics in Tabuk, Saudi
Arabia (20 clinics) during the study
period. Tabuk City is the capital

of the northwest region of Saudi
Arabia, and has a population of
approximately 500,000.

Stratified systematic random
sampling was used to select 10%
(14,694) of the family medicine clinic
encounters during the study period
from the tally sheets used for daily
encounter registration. To ensure
selection of a random representative
sample, the strata included all
working days of the week for the
entire study period.

Data collected from patients’
medical records using a pilot-tested
data collection form included:

age, sex, provisional and final
diagnosis, referral to specialty
clinics in the hospital, reason for
and type of referral, feedback,
follow up appointments, health
education documentation, chronic
co-morbidities, smoking status, and
frequency of visits per year.

Data collected were checked

for completeness and then fed

into a personal computer. A

double entry method was used to
decrease data entry errors. The
International Classification of Health
Care Problems in Primary Care
(ICHPPC-2) was used for disease
and health problem classification.
Statistical analysis was performed
using Statistical Package for Social
Sciences (SPSS-17) with the level of
statistical significance set at P < 0.05.

The research and ethics committee
at the North West Armed Forces
Hospital in Tabuk approved the study;
permission was obtained from the
appropriate related authorities.

Operational Definitions:

Referral is the process in which

a treating physician who has
inadequate skills by virtue of
qualifications and/or facilities to
manage a clinical condition, seeks
the assistance of a better equipped
and/or specially trained person to
guide the management of, or to take
over, a particular episode of a clinical
condition.
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There are three types of referrals:
1) emergency referral (U) for urgent
cases that require emergency
treatment and could not be entirely
managed at the family clinic,

2) ‘as soon as possible’ referrals (A)
for cases needing to be managed as
soon as possible, and

3) ‘routine’ referrals (R) generally
used to seek an expert opinion
regarding a patient’s condition or
seek facilities for investigation or
admission and management of a
patient.

Nearest Location, represents family
medicine clinics attached to the
military hospital

Far Location represents locations far
from the military hospital.

Results

Of the patient encounters selected (n
=14,694), 556 (3.8%) were excluded
due to incomplete information of
study variables. These patients

did not differ significantly from the
included patients in terms of age

or sex. All of the remaining 14,138
encounters were analyzed. The
study population was approximately

52% male. Patient age ranged from
less than one to 98 years with a
mean of 20.93+£17.03 years; female
age was significantly higher than
male age (21.61£16.85 compared
to 20.88+17.18 years, respectively,
p < 0.0001). Approximately half the
subjects were 15-44 years of age,
with significantly more females than
males (53.2% compared to 45.6%,
respectively).

Table 1 shows the age and sex
distribution of referred subjects.
Approximately 11.7% (1,653) of
subjects were referred from family
medicine clinics to the military
hospital in the city. The referred
subjects were significantly older (age
25.6 £16.0 years) compared to the
non-referred subjects (age 20.3+17.1
years). The referral rate for females
(14.9%) was significantly higher

than for males (8.9%). There was no
significant gender difference in the
mean age of the referred subjects
except for the age group of 15-44
years, in which females were referred
significantly more often. When the
females referred to the obstetrics
and gynecology clinic were excluded,

no significant gender difference

was observed. There was a strong
significant positive correlation
between referrals and increasing
age. The referral rate was less than
8% for the age group of less than 15
years, and more than 13% for older
age groups. Only 6.3% of children
were referred, compared to 15.3% of
adults.

Table 2 (page 6) shows referrals
according to patients’ morbidity

and demographics. Patients with
bronchial asthma (5.9%) were
referred at a significantly lower

rate than those without it (12.1%).
Subjects with multi-morbidity were
referred more often than those with
one morbidity, but this difference was
not significant.

Table 3 (page 8) depicts referrals
according to referral type and
department. The majority of the
referrals were routine referral (56%)
whereas urgent referral constituted
just 15%. In Table 4 (page 9),
referrals common to both males and
females (excluding the 487 ob/gyn
referrals)

Age group Gender
Female

<1¥r old 15 [£.4%)

1-4 68 [£.2%)
5-14 B1(6.6%)
15-44 748 (20.7%)
45-64 67 (13.8%)
65+ 21(15.6%)
Total 1000 (14.7)

Male Total
27 (9.0%) 42 (7.9%)

73 (5.3%) 141 {5.7%)
106 (6.5%)  1B7(6.6%)
350 (10.5%) 1098 (15.8%)
71012.7%)  138(13.2%)
26(17.9%) 47 [16.8%)
553 [2.3) 1653 (11.7)

Pvalue

0.176

0.201

0.516

<0.000

0.330

0.356

<0.001

Note: % from the total participants according to age categories and sex
Table 1: Age and sex distribution of referred subjects
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[Variable M (% referred) Chi sguare Degrees of freedom  Pwvalue
Location: 92.259 1 «0.0001
Mearest location 133

Farlocation 7.5

Total 11.7

Gender: 115.5 1 <0.0001
Female 147

Male B.5

Taotal 11.7

Age in years: 2881 5 «0.0001
<1 78

1-4 57

4 -14 BB

15 -44 15.8

45 -54 15.2

Bo+ 168

Total 11.7

Health 0.400 1 0.527
Education: 11.2

Yes 118

Mo

Co-morbidity: 0.182 1 0.670
Acute 116

Chronic 115

Hypertension: 0.138 1 0.711
ez 12.2

Mo 11.7

Diabetes 2.680 1 0.101
Mellitus: 13.5

Yes 116

Mo

Bronchial 33.475 1 <0.0001
Asthma: 55

Yes 121

Mo

Arthritis: 0.898 1 0.343
ez 155

Mo 11.7

Table 2: Distribution of referred subjects according to demographic and morbidity patterns (N = 14,138)
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according to sociodemographic
status, morbidity, and department,
are shown. Referrals to surgery
were most common, followed by
internal medicine. Those who were
significantly more often referred
to surgery included subjects from
nearest clinics, males, those who
received no health education, and
those not hypertensive or with a
co-morbidity. Significantly higher
referrals for internal medicine
included females, older subjects,
and patients with acute morbidity.
Younger ages and subjects

with asthma were significantly
more frequently referred to the
ER. Referral for cardiology was
significantly associated with males,
older age, and those with chronic
morbidities.

The ranking of referral morbidities

to the departments of surgery

and medicine is shown in Table

5 (page 10). Ophthalmology and
ENT topped the list for the surgery
department while dermatology and
endocrinology cases topped the list
for the medical department. The
lowest ranks were for neurosurgery
and for medical chest conditions.
Further statistical analysis showed
that there were significant differences
according to gender and chronic
co-morbidity. Males were referred
significantly more often for chest and
gastrointestinal medical conditions,
while females were significantly
more likely to be referred for
endocrinological conditions. For the
surgery department, males were
significantly more often referred

to urology and neurosurgery while
females were significantly more
often referred to general surgery
compared to males. Regression
analysis showed that only age and
location were significant predictors of
referrals.

Table 6 (page 11) shows
demographic, geographic, and
morbidity characteristics of subjects
with feedback reports. Specialists in
the hospital gave feedback reports
to family physicians for only 13.2%
of the referred patients (219 out of
1,653). Feedback was significantly
associated with distant clinics, males,
infants, patients with chronic co-
morbidity, and asthmatics. Patients

suffering from hypertension and
diabetes mellitus received a greater
number of feedback reports, but the
differences were not significant.

Discussion

Primary care physicians make
specialty referrals to obtain advice
for clinically uncertain diagnostic
evaluations or treatment plans, to
obtain a specialized service that
falls outside their scope of practice,
because of patient or third-party
requests, or due to a combination of
these reasons(15). Overall, 11.7%
of the study subjects were referred
to specialists in Tabuk. Factors that
significantly increased referral were
age, female gender, and patients
not suffering from bronchial asthma.
Previous studies in the Kingdom
and international studies reported
wide variations in referral rates from
primary to secondary health care
services, ranging from 2 to more
than 15%(19-28). Females were
referred more frequently than males
in our study, which is in concordance
with most published data. However,
when specialized maternity cases
were excluded the gender difference
disappeared in Tabuk, in agreement
with results of international
studies(21,27,28). A possible
explanation for this finding is that

as women make more office visits
during a one-year period than men,
the probability of their referral during
any given visit will be lower given
roughly equal chances of referral
between the two groups during the
course of a year(29).

The referral rates positively
correlated with age, with less than
8% of patients less than 15 years

old being referred; patients older
than 15 had a referral rate exceeding
13%. Similar trends were reported
from other studies where referral
increases steadily by age group,

with 7.5% of patients aged 0-15
years referred compared to 21.1%
of patients in the 765 age group(18).
Other studies, however, reported
different referral rates according to
age. The highest referral rate was in
the middle-aged group (35-64), with
the pediatric and geriatric age groups
having rates approximately halve
this(27).

In Tabuk, patients not suffering from
bronchial asthma were referred
significantly more because a special
bronchial asthma clinic is conducted
within family clinics each week.
Specialists from hospitals usually
participate in these clinics, thus it

is not surprising that referrals of
asthmatic patients were very low.

No significant relationship between
referrals and presence or absence of
other morbidities was found, which is
in contrast to other studies reporting
a stronger association between
referrals and chronic morbidity(21).

In Tabuk, the majority of referrals
were routine (56%), with
approximately 37% of all referrals
for surgery, primarily ophthalmology,
ENT, and general surgery; 16%

of referrals were to the medical
department, primarily dermatology,
endocrinology, and internal medicine.
The types of specialist to whom the
most referrals were made are almost
the same as in other studies(7,10,29)
In this study we found that the
chance of referral to specialist care
for diseases related to the eye, skin,
and ENT were higher than other
morbidities. This shows that there
may be a need for further training

in these subjects, enabling a family
physician to minimize the burden on
these specialties. Additionally, family
physicians were more likely to send
patients with uncommon problems
to specialists and retain those with
the most common conditions. This
pattern is comparable with previous
national(4,5,19,20) and international
studies(7,14,21,26-29).

Primary care physicians develop a
greater expertise for health problems
with which they are familiar, and

thus specialist assistance is sought
for uncommon health problems(29).
Appropriate referral should be timely
in the course of the disease, effective
in achieving its objectives, and also
cost effective(30). Many studies
have attempted to identify the factors
explaining the variation in referral
rates, and the results point toward
four categories: patients, physicians,
practice, and system(31-34). Other
studies have explored the possible
association of referral rates with the
socioeconomic status of the patient,
the age, education, and years and
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Type of Ohstetrics/
Cardiology Dental ER Internal Medicine Pediatrics  Surgery  Total
referral Gynecology
A 15 18 0 B4 137 20 206 480
3.1% 3.8% 0% 17.5% 28.5% 4.2% 42 9% 25.0%
R 14 53 0 152 332 16 348 321
1.5% 6.4% 0% 16.5% 36% 1.7% 37.8% 55.7%
U 3 1 130 23 18 22 55 252
1.2% 0.4% 51.6%  9.1% 7.1% B.7% 21.8% 15.2%
Total 32 78 130 25% 487 58 602 1653
1.9% 4.7% 79% 1575 25 5% 3.5% 36.8 100%

Table 3: Referral departments and type of referral

type of experience of the doctor, and
characteristics of the practice(22,25);
however, few meaningful
associations have been identified.

Studies nationally and internationally
report that the epidemiology of
morbidity among a patient population
is a critical factor that defines

the boundaries between primary
care physicians and specialists.
The appreciation of these clinical
determinants is crucial for any

valid assessment of primary care
physicians’ referral patterns(18).
Approximately one-third of referrals
in our study were for ophthalmology
and dermatology. These commonly
referred conditions need to be
emphasized in curricula to provide
family physicians with the skills
necessary to expand their scope

of practice, when appropriate,
determine when a patient should

be referred, and identify the type

of practitioner to whom the patient
should be sent. A challenge for
educators is to assist trainees

in determining when to tolerate
clinical uncertainty while employing
careful observation and when

to initiate a more aggressive
evaluation, including when to obtain
specialty referral. It makes sense

in physician training to place the
greatest emphasis on conditions for
which family physicians commonly
refer(21).

Feedback letters from specialists in
the hospital to referring physician
from family clinic were sent for
approximately 13% of patients;
feedback was significantly more
common with infants and patients
with chronic comorbidity and
patients from far clinics. Both infants
and patients with comorbidity are
high-risk groups that may require
special handling, thus specialists
involvement is often appropriate.
Specialists should be encouraged to
provide feedback, which is not just
common courtesy; communication
between general practitioners (GPs)
and specialists is important(35).
Specialists expect the GP to
provide information concerning the
problem to be addressed along

with adequate patient history; GPs
expect a clear response from the
specialist regarding diagnosis and
management, as well as justification
for the course of action, and
patients expect clear explanation

of the diagnosis, treatment, and
follow-up requirements. When
these expectations remain unmet,

GPs, specialists, and patients end
up dissatisfied with the referral
process(36). A digital format
composed by both parties for both a
referral letter and a specialist’s report
should be developed(37).

Conclusion

Approximately 12% of patients were
referred in Tabuk; most of the
referrals were routine referrals and
most subjects were referred to
surgical, obstetrics/gynecological,
and internal medicine departments.
Referrals to the surgical department
were mostly to ophthalmology and
ENT units, while internal medicine
department referrals were mainly

to dermatology and endocrinology
units. More investigation is required
to find

out whether these areas need more
focus during the family physician’s
training and what referred conditions
need to be included in the training
curriculum. Only about 13% of
referrals received feedback letters
from specialists in hospitals, which
is an issue that should be addressed
administratively and educationally in
the undergraduate curriculum and
post graduate residency programs
for family medicine and other
specialties.
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Location: 28.550 5 <0001
A [Mearest) 55 21.2 10.2 7.2 3.7 2.7
B (Far) 416 255 14 8 45 55 2.5
Gender: 24 346 5 <0001
Female 46.4 28.1 115 57 E.0 2.3
Male 56.8 176 10.5 7.5 41 3.1
Agein years: 256.4 25 <0.001
<1 548 L} 23.8 L 15.0 2.4
1-4 440 T8 20.6 7.5 23.4 0.7
5-14 548 145 10.8 8.7 5.1 11
15 -44 52.0 270 10.6 BB H 1B
45 -64 55.1 316 3.7 15 H 8.1
g5+ 587 21.1 2.2 L L 13.0
Health Education: 45051 5 <0001
Yes 424 J8.6 G.B 16 2.7 495
Mo 541 15.1 114 7.6 54 2.3
Co-morbidity: 155548 5 <0001
Acute 34.2 417 g4 19 5.3 75
Chronic 55.0 145 118 8.5 4.8 0.5
Hypertension: 94,066 5  «<0.001
es 37.5 35.5 B.3 H H 2.3
Mo 53.1 214 114 7.1 53 17
Diabetes Mellitus: 50.340 5 <0.001
Yes
Mo 354 38.4 51 3.0 3.0 111
534 2007 117 7.0 52 2.0
Bronchial Asthma: B.7e7 5 0.115
es
Mo 420 24.0 220 2.0 B.0 4.0
527 22.1 10.7 6.9 45 2.7
Arthritis: 5.622 5 0.345
Yes &0.0 24.0 4.0 4.0 H 8.0
Mo 521 222 11.3 B.7 51 2.6

Surg= Surgery, Int Med= Internal Medicine, ER= Emergency Room,

Dent = Dental, Paed = Paediatrics, Card=Cardiology, DF=Degree of freedom

Table 4. Distribution of referred subjects among referral departments according to demographic and morbidity patterns
(N =1653)
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Rank Surgery Morbidity
1 Ophthalmaology
2 ENT

3 General Surgery
4 Orthopedics

5 Urology

B Pediatric surgery
7 Physictherapy

8 Plastic Surgery
9 Meurosurgery
Total Surgery Dept.

M (%) Internal Medicine Morhidity M (%)
154(25.3) Dermatology ol 34.8)
11E{1%4) Endocrinclogy 55{21.2)
106(17.4) Internal Medicine 2B[10.8)
EB(14.1) Peychology 24(59.3)
48(7.5) Meurclogy 21(B.1)
45(7.4) astroenterology 16(6.2)
25(4.1) Hepatology 13(5.09
16(2.6) Chest 12{4.6)
11{1.8)

&09(100) Medical Dept. 259(100)

Table 5. Ranking of morbidity patterns of patients referred to surgery and internal medicine
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