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BACKGROUND: Physician referrals are a critical step
in directing patients to high-quality specialists. De-
spite efforts to encourage referrals to high-volume
hospitals, many patients receive treatment at low-
volume centers with worse outcomes. We aimed to
determine the most important factors considered by
referring providers when selecting specialists for
their patients through a systematic review of medical
and surgical literature.

METHODS: PubMed and Embase were searched from
January 2000 to July 2021 using terms related to refer-
rals, specialty, surgery, primary care, and decision-mak-
ing. We included survey and interview studies reporting
the factors considered by healthcare providers as they
refer patients to specialists in the USA. Studies were
screened by two independent reviewers. Quality was
assessed using the CASP Checklist. A qualitative themat-
ic analysis was performed to synthesize common decision
factors across studies.

RESULTS: We screened 1,972 abstracts and identified 7
studies for inclusion, reporting on 1,575 providers. The-
matic analysis showed that referring providers consider
factors related to the specialist’s clinical expertise (skKill,
training, outcomes, and assessments), interactions be-
tween the patient and specialist (prior experience, rap-
port, location, scheduling, preference, and insurance),
and interactions between the referring physician and spe-
cialist (personal relationships, communication, reputa-
tion, reciprocity, and practice or system affiliation). Nota-
bly, studies did not describe how providers assess clinical
or technical skills.

CONCLUSIONS: Referring providers rely on subjective
factors and assessments to evaluate quality when
selecting a specialist. There may be a role for guidelines
and objective measures of quality to inform the choice of
specialist by referring providers.
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INTRODUCTION

Patients often rely on their primary care provider to recom-
mend high-quality physicians for specialty care'. When
selecting a surgeon to perform high-risk surgery, 31% of
patients depend exclusively on the recommendation of their
primary physician, while 42% consider their physician an
equal decision partner®. Similarly, 77% of women with breast
cancer select their surgeon based exclusively on their primary
physician’s referral®. Among urban patients, patients of color,
and those with limited internet access, the referring provider’s
recommendation is often the only factor considered when
selecting a surgeon’”.

With large variations in the quality of specialists, the refer-
ring provider’s recommendation directly impacts patient out-
comes. High-volume, specialized hospitals and surgeons fos-
ter better outcomes for patients undergoing complex proce-
dures®’. Despite initiatives to promote use of high-quality
providers®, approximately 30-70% of patients in the USA
are treated at low-volume centers for complex oncologic sur-
gery”'?, leading to potentially avoidable complications and
mortality''. Variation in outcomes among providers is not
limited to the realm of surgical oncology. Provider level
variation has also been identified in cardiac surgery'*'?, car-
diology'*'®, advanced endoscopy'®, orthopedic surgery'’,
hernia repair'®'®, and bariatric surgery**?'. Given surgical
conditions are among the most common indications for refer-
ral?>*, the ability of a referring provider to recommend the
best available specialist is an essential component of high-
quality care.

Utilization of low-quality providers also contributes to
racial-ethnic disparities in outcomes. Minorities are less likely
to use high-volume hospitals for elective procedures with
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established volume-outcome relationships®*>’. The observed
differences in utilization are not entirely explained by a lack of
local high-volume hospitals. Black patients are more likely to
use a low-quality hospital than White patients even when they
live closer to a higher quality hospital*®. Improving the sub-
optimal outcomes that result from selection of low-quality
hospitals and specialists requires a better understanding of
the factors considered when choosing among specialists.

Patients place their trust in referring physicians to compare
the many options for specialty care and recommend the best
specialist. Guidelines facilitate optimal decision-making for
when to refer to specialists and how to communicate about
mutual patients®’, but there is little formal guidance on how to
select the best available specialist. While referring providers
care deeply about their patients’ outcomes, their choice of
specialist does not appear to be driven by outcomes alone.
We aimed to synthesize the literature on the factors considered
by referring providers when selecting specialists for their
patients.

METHODS
Search Strategy

We performed a systematic review of studies examining the
factors considered by referring providers when selecting a
referral destination for their patients. Relevant articles were
identified through a search of PubMed and Embase on July 27,
2021, with guidance from a professional research librarian.
We searched for studies containing terms related to referrals
(“Referral and Consultation”[MAJR] OR referral* OR con-
sult®), specialty (surgeon* OR surgery OR specialist*), refer-
ring providers (“primary care” OR “referring physician” OR
“physician referral”), and decision-making (“Decision
making”[MAJR] OR choice OR decision OR selection). A
search of gray literature was also performed. Titles, abstracts,
and full texts were screened by two independent reviewers
with disagreements resolved by consensus (CBF, JKT).
Covidence software was used to collect and screen studies
for inclusion®®. The search terms and protocol were specified
in advance but not registered. The study was performed in
accordance with guidelines set forth by the Preferred
Reporting Items for Systematic reviews and Meta-Analyses
(PRISMA) statement®' and Meta-analysis of Observational
Studies in Epidemiology (MOOSE) recommendations®?.

Eligibility Criteria

Our population of interest was healthcare providers who make
referrals to specialists. Studies were eligible for inclusion in
our systematic review if they asked providers to describe or
assess the importance of factors considered in their referral
decision, such as in a survey or interview. We included full-

text studies describing referrals to any type of medical spe-
cialist or surgeon to capture the strategies used across a

provider’s referral network. We focused our analysis on recent
studies performed within the USA to examine the current
practices in our unique healthcare environment in which in-
surance networks have a strong influence on the specialists
available for each patient. We therefore excluded studies
reporting on populations outside of the USA, studies written
in languages other than English, studies published prior to the
year 2000, and review articles. Conference abstracts without a
corresponding full-text publication were excluded. For studies
using the same cohort of respondents, we selected the most
recent study with the highest relevance to our research
question.

Data Extraction and Quality Assessment

The primary outcomes of interest were the factors listed in
selection of a specialist and the ratings of each factor by
referring providers. We extracted data including the stated
aims, study design, recruitment strategy, inclusion criteria,
enrollment period, number of participants, response rate, par-
ticipant characteristics, factors described in specialist selec-
tion, method for weighing factors, weight given to each factor,
and the percentage of physicians who rated each factor highly.
Referring provider specialization was classified according to
self-reported specialty. The corresponding author was
contacted via email if the data were unclear or if additional
information was required for analysis. Data were extracted by
two researchers (CBF and HEA). Quality assessment was
performed by two investigators (CBF and HEA) using the
CASP Qualitative Studies Checklist™. Discrepancies were
resolved through discussion with a third reviewer (RRK).

Qualitative Synthesis

To synthesize the factors considered by referring physicians, a
convergent integrated approach was used to generate common
themes between studies®. Factors described in each study
were grouped by similarity of meaning, coded by an overarch-
ing theme to describe each group, and categorized according
to whether they were related to the specialist’s clinical exper-
tise, interactions between the patient and specialist, or interac-
tions between the referring physician and specialist’>. The
factor coding and categorization were performed by one in-
vestigator (CBF) with consensus by two additional investiga-
tors (JKT, RRK). Disagreements were resolved via discussion
and group consensus.

RESULTS
Study Selection and Participant Characteristics

We screened the titles and abstracts of 1,942 studies and
identified 16 studies for full-text review (Fig. 1). Two were
excluded due to availability only as a conference abstract’®".
Of the 14 studies eligible for full-text review, four were
excluded because they did not assess factors considered in
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Figure 1 PRISMA flow diagram.

the referral decision process38_41, and three were excluded due

to a duplicate population®>***}, The final systematic review
included seven studies that met all inclusion and exclusion
criteria®>***°. Five studies consisted of surveys to referring
providers rating the relative importance of different factors in
their decision process>>**™*’. Two studies were semi-
structured interviews evaluating referral practices*®*’
(Table 1). Four studies investigated referral practices broad-
Iy*>44+4349 while others focused on referrals to certain spe-
cialist groups: cardiac surgeons*’, hematologists*’, and colo-
rectal surgeons*®. Quality assessment showed the studies were
of acceptable quality overall (Table 1 in Supplement).

In total, the seven included studies accounted for 1,575
referring providers. The population of referring providers
classified their specialization as primary care or family
practice (n=552), internal medicine (n=317), and medical
specialties (n=511), with the remainder of the participants
in other disciplines including nursing and administrative
staff. Respondents across all studies were 65.1% male and
34.9% female. Of the studies that reported the race of
participants, the population of respondents was 67.8%
White, 22.6% Black, 2.4% Asian, and 7.3% other races or
declined to list race. Of studies that listed time in practice,

providers had a mean of 13.5 years of experience following
residency training. Of studies that reported practice loca-
tion, referring providers worked in the Northeast (69%),
South (13.1%), Midwest (10.9%), and West (6.9%). The
majority worked as part of a group practice (79.6%) with a
minority working in solo practice (20.4%).

Qualitative Synthesis

We included themes elicited in all seven studies in the quali-
tative synthesis. Thematic analysis revealed several common
factors across studies (Table 2). When reasons for selecting a
specialist were clustered, sixteen unique factors were consid-
ered by referring providers during their decision-making pro-
cess (Table 2 in Supplement). Several notable factors related
to the clinical expertise of the consultant, such as clinical
skil[23:44:47:49 training44, communication skills***’, clinical
outcomes”’, summative assessment**, and affiliation with spe-
cialized hospital systems*®*’. Other factors emphasized the
interactions between the referring provider and the consultant,
such as a pre-existing personal relationship”*****° ease and
quality of communication (e.g., shared medical records sys-
tem)***, reciprocity****, expectation of patient returning to
the referring provider***®, reputation®*, and practice
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Table 1 Characteristics of Included Studies
Reference Aims Study design Recruitment Inclusion criteria Enrollment Population
strategy period (response
rate)
Forrest et al. ~ “To examine family =~ Phone survey, Direct mailings to Physician members of 1997-1998 141 (41%)
2002 physicians’ referral questionnaire completed  physicians, articles ~ ASPN, Medical Group
decisions as each time enrolled and notices in Management
occurring in two physician made a newsletters and Association, local and
phases: whether to referral journals, and regional networks
refer followed by to presentations at (Minnesota Academy of
whom to refer” conferences Family Physicians
Research Network, the
Wisconsin Research
Network, the Dartmouth
Primary Cooperative
Research Network
(COOP), and the larger
community of primary
care physicians, who
practice in US, and are
finished with training
Kinchen “To determine the Cross-sectional survey Stratified random National sample of 2000 558 (59.1%)
et al. 2004 importance of with 17-item question- sample to obtain primary care physicians
factors in primary naire asking about im- equal numbers of who see adult patients,
care physician’s portance of factors when  black female, black  drawn from the
choice of specialist choosing a specialist male, white female, =~ American Medical
when referring and white male Association Physicians
patients and to physicians. Mailed ~ Professional Data
compare importance survey instrument.
ratings by
physician’s race and
sex”
Abel et al. “To survey a broad Surveys to primary care ~ Random sample of  Primary care physicians 2010 134 (70.5%)
2012 sample of PCPs as physicians in PCPs mailed in Massachusetts
to their referral Massachusetts regarding  survey with follow  provided by American
practices for referral practices for up by phone Medical Association
suspected suspected hematologic
hematologic malignancies
malignancies”
Barnett et al.  “To examine the Cross-sectional survey. Invited by mail to Physicians in office- 2010 386 (63%)
2012 reason why primary  Physicians were given complete web- based specialties who
care and specialist list of specialists in their ~ based survey. Non-  were members of an ac-
physicians choose professional network responders ademic physician’s orga-
certain specific (who shared Medicare contacted by email  nization in Boston area,
colleagues to refer patients in 2006), asked ~ and phone who treated Medicare
to and how those to give two reasons other patients in 2006
reasons differ by than clinical skill for
specialty” referral to each
physician
Brown et al.  “To understand Survey to cardiologists Mailed Cardiologists who were 2011 317 (23%)
2013 current opinions on  in New York who made  questionnaire members of the
cardiac surgery referrals to cardiac followed by email American College of
report cards and surgeons to assess use of  and phone calls Cardiology in New York
their use 20 years report cards in making who made > one referral
after their referrals to cardiac to cardiac surgeons
introduction in New  surgeons
York State”
Gao et al. “To investigate the Semi-structured Letters mailed, Gastroenterologists and 2018-2019 16
2021 factors that guide interviews with phone calls to general surgeons who
provider gastroenterologists and sample, followed perform colonoscopies in
management and community-based gener- by purposeful and Iowa. Contact
referral of patients al surgeons with open- snowball sampling  information obtained
with rectal cancer” ended questions with through networking  from lowa Health
probes for clarification at institutions Professions Inventory
Makovkina “To determine how Interviews with staff at Recruited at in Internists, pediatricians, 2019 23 (50%)
and Kern PCPs, nurses, and two primary care person meetings at  and nurses at two
2021 staff members at practices in NYC each practice primary care practices

primary care
practices choose
specific specialists
for their patients and
to determine how
the organizational
affiliation of the
specialist is
considered, if at all”

that are part of an
academically affiliated
physician organization in
New York, NY
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Table 2 Range of Factors Considered by Participants of Each Study When Making Referrals by Relational Domain

Factor considered when making referral decision

Specialist’s clinical expertise

Interactions between
patient and specialist

Interactions between referring physician
and specialist

Forrest et al.
2002

Technical capacity

Medical skill

Board certification

Quality of communication
Medical school

Fellowship training institution

Kinchen et al.
2004

Abel et al. 2012 Reputation of specialist/facility
Specialist’s affiliation with cancer center

Auvailability of clinical trials at referral site

Barnett et al.

2012

Brown et al. Report cards
2013 Technical skill

Clinical judgement

Post-operative care

Risk-adjusted mortality

Outcomes other than mortality

Effective communication

Patient complexity

Surgeon experience and volume

GIs would refer a family member to a trusted
colorectal surgeon. Surgeons would refer a family
member to a large or academic center.
Clinical judgement

Gao et al. 2021

Makovkina and

Quality of prior feedback
Appointment availability
Patient request
Requirement of patient’s
health plan

Proximity of specialist to
patient’s home

Previous experience with
specialist

Patient convenience
Office location
Appointment timeliness
Likelihood of good
patient-physician rapport
Insurance coverage
Patient preference for
particular specialist
Patient’s preference for site
of care

Distance of site from
patient’s home

Patient’s ability to pay
My patients have good
experiences with this
physician

Physician has good patient
rapport

Timely availability of
appointments

Location convenient for
patient

Patient request

Speaks patient’s language
Patient satisfaction

Preference for care to be
received locally
Specialist availability
Patient preference

Geographic preference

Personal knowledge of the specialist

Specialist returns to primary physician

PCP relationship with specialist

Hospital affiliation

Attitudes of colleagues towards specialist
Specialist refers patients to primary physician

Practice’s affiliation with specialist
Personal relationship with specialist
Possibility of losing patient to specialist

Quality of communication with me
Shares my medical record system
Physician refers to me

Works in my hospital or practice

Hospital affiliation

GIs preferred to refer to colorectal surgeons
while most general surgeons perform surgery
on patients they diagnose

Preference to remain in health system

Preference or institutional pressure to refer

Ker 2021 Clinical reputation of physician’s organization Ease of scheduling within organization
Patient feedback Cost containment
Insurance coverage Personal knowledge and trust of specialist
Patient preference Ease of communication and coordination of
Flexibility in care
accommodating urgent Shared EMR
referrals

affiliation***°. Finally, some considerations related to inter- prior experiences of the referring provider and their pa-

actions between the patient and the consultant, such as prior
patient experiences™***>*7_ rapport****, convenience of lo-
cation®>** #4849 and scheduling®***>*°, preferences™**~
4649 "and insurance coverage®>**464,

The most commonly cited factors across studies were
personal knowledge of the specialist, desire to remain
within a practice or hospital system, and factors related
to patient convenience, such as location, scheduling, and
preference. When evaluating the highest rated factors
across the five studies asking physicians to compare im-
portance, the perceived skill of the specialist as well as

tients was consistently ranked highly across studies
(Supplemental Table 3). Notably, insurance acceptance
or financial considerations were only mentioned in four
studies®****%%° Insurance acceptance had moderate im-
portance in the studies where it was mentioned, but it did
not rank among the five factors with the highest rating in

any study.

The factors cited in the survey studies were echoed in the
interview studies of referring physicians. Example quotations
can be seen in Table 3.
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Table 3 Example Quotations from Interviews with Referring Physicians

Example quotation

“One, I make sure that they are board certified in colorectal surgery. And I also,
kind of, see where they had their training. And then, the third, how long they’ve
been practicing. I have no idea how many [rectal cancer surgeries the surgeons I
refer to] do in a year.”

“I just accept the premise that if they’re performing surgeries at a tertiary center
such as [X], they’ve been vetted and they’re able to do that, and they belong
there.”

“If it’s somebody who I’m particularly concerned about or has something a little
bit more complicated ... it’s easy for me to pick up the phone or when I see him
next say, “Hey, that patient, you know, this is what I want you to be thinking
about.” So there is ... definitely something to be said about knowing the people
that you’re working with.”

“I may try to move [patients] to somebody that I trust, um, and know rather than
the person they may have seen before ... because then I’ll be able to trust the
judgment of the person that I’ve chosen.”

“If I happen to know the particular personality of the specialist and I think that
that might not be a great fit for a particular family, I might send them to someone
else in the group or even possibly to a different practice based on that as well.”
“The networks are so integrated that there is this — you know, there is a lot of
pressure on the referral patterns, which, you know— which are dictated by the
system that you’re working for or working with.”

“I think we’re also encouraged as primary care doctors to refer within [the PO] to
support our own institution and its, um, you know, revenue. So I think we do get
... I won’t say pressure, but recommendations from our leadership that it’s
preferable for us to refer within [the PO].”

“If someone is here, is in our office at our location, which is convenient ... most of
our patients [who] are coming to us work or live nearby, so usually by default this
location [where patients can also see specialists] is convenient for them.”

“Well, what I mean is that the [PO] specialists ... the group of insurances that they
cover is pretty much ... similar to the group of insurances that we cover.... [It] is
very rare that I send somebody to a [PO] doctor and I take their insurance but it

turns out that a [PO] doctor does not take their insurance.”

Theme Referring provider Specialist
type type
Clinical expertise Gastroenterologist Surgeon
Clinical expertise Gastroenterologist Surgeon
Communication Primary care Not
physician specified
Personal knowledge/ Primary care Not
relationships physician specified
Personal knowledge/ Primary care Not
relationships physician specified
Hospital/practice Gastroenterologist Surgeon
affiliation
Hospital/practice Primary care Not
affiliation physician specified
Location Primary care Not
physician specified
Insurance acceptance Primary care Not
physician specified
DISCUSSION

Referring providers consider several related factors when
selecting specialists for care. Of the five studies that ranked
the relative importance of different factors, referring providers
consistently placed a high value on their prior experiences,
their ability to communicate with the specialist, and the spe-
cialist’s clinical skill. These factors were echoed by statements
provided by referring providers in interviews. In addition to
clinical skill, relational factors, such as rapport and ease of
communication, were commonly cited across studies. The
decision process when making referrals highlights the high
value of trust and relationships among primary providers,
specialists, and patients.

Across all studies, referring providers reported that clin-
ical expertise and skill were among the most important
factors when selecting a referral destination for their pa-
tients. None of the studies commented on how the referring
providers assessed the clinical and technical skills of their
consultants. One might speculate that referring providers
gauge a consultant’s skill based on clinically objective
outcome measures. However, in one study examining the
impact of outcomes data on referral decisions, Brown et al.
showed that cardiologists do not consider cardiac surgery
report cards documenting risk-adjusted morbidity and mor-
tality statistics to have high importance or influence®’.
Notably, 71% had not discussed the report cards with a
single patient in the preceding year.

These findings support voiced concerns regarding potential
methodological flaws in other publicly available sources of
surgeon-specific data®®>'. For example, websites to aid in
physician selection, such as Physician Compare, report train-
ing history and board certification but not case volume or
patient outcomes>>. The absence of trusted objective data on
a specialist’s quality forces physicians to rely on reputation as
a proxy for quality despite the poor correlation between the
two constructs™ >’ For example, subjective assessments of
hospital reputation are poorly correlated with measured patient
outcomes with Spearman’s rank correlation coefficient of
0.03°°. A surgeon’s reputation among physicians similarly
does not predict risk-adjusted mortality>>. Online physician
reviews are often not correlated with individual physician’s
measured outcomes >’ or validated measures of patient
satisfaction>.

Our synthesis of the existing literature highlights the sub-
jective nature of the referral process and the importance of the
referring doctors’ experiences when making recommendations
to patients. However, some referring providers may lack ac-
cess to the interpersonal experiences or professional networks
to offer their patients high-quality specialists™. For example,
one survey showed that primary care physicians who more
often treat Black patients are more likely to report lacking
access to high-quality specialists®®. Additionally, network
analysis of claims data shows that referral patterns differ for
Black and White patients with Black patients seeing fewer
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specialists than White patients®®. These data suggest that re-
ferral patterns reflect the broader economic and social context
in which patients receive care. Important factors like geo-
graphic location, affiliation with a larger health system, patient
income, and insurance status may all contribute to the ob-
served disparities in both referral practices and outcomes.
Facilitating access to and awareness of higher quality special-
ists and hospitals may therefore represent an opportunity to
mitigate observed disparities in care.

Restrictive insurance networks may be a second important
consideration that limits access to specialists. Insurance accep-
tance was only discussed in four studies as an important factor
influencing referral choice. Compared to clinical skill, prior
experiences, and communication, insurance-related concerns
appeared relatively less important to referring providers. It is
possible, however, that referring providers may limit their set
of possible specialists to those within their own institution or
physician’s organization, as illustrated by Makovkina and
Kern®. Referring providers may thus share a common set of
insurance networks with the specialists to whom they fre-
quently refer patients, which may explain the limited influence
of insurance as a factor in the studies reviewed.

Our analysis shows the importance of professional networks
and convenience in the selection of specialists, as well as the
relative underuse of objective data related to provider-specific
outcomes. Due to the importance and high frequency of referrals
for primary care providers, skills related to referrals have been
recognized as an Entrustable Professional Activity for trainees in
internal medicine®', family medicine®?, and pediatrics®. Physi-
cians only receive training on when to consult a specialist and
how to communicate about mutual patients. However, there is
little to no formal training and a lack of guidelines on how to
select the best available specialist’™®*. A high patient load and
the relative rarity of some surgical diagnoses among primary
care patients may hinder the ability of a referring provider to
maintain a network of strong specialists.

Future studies should move beyond surveys of referring
providers to leverage mixed-method techniques to measure
the impact of incorporating quantitative data on patient out-
comes or specialty-specific performance metrics ® into the
referral process. For example, referring providers can be given
patient outcomes from the specialists in their referral network
to help them consider options for future referrals, measuring
the relative influence of outcomes data on future referral
actions. These studies would move the field towards better
understanding which decision factors can be modified to fa-
cilitate selection of the optimal specialist.

Our study has several limitations. First, this systematic
review was limited by the small body of published literature
on decision-making in the referral process, precluding a quan-
titative synthesis of the data. However, our qualitative synthe-
sis incorporates information from a large number of referring
providers across seven studies. Given the representation of a
limited range of referring provider specialties, the strategies
for making referrals may not generalize across specialties. For

example, an internist may rely more heavily on personal
relationships for referrals to medical specialists than to sur-
geons given their common training pathway.

Second, all included studies relied on self-reported factors that
are considered in the referral process. It is possible that these
studies mismeasure referring provider actions if the self-reported
reason for choosing a specialist differs from the actual reason. For
example, social desirability bias may lead a referring provider to
report that they primarily refer based on clinical skill when they
actually refer based on personal relationships. Notably, only two
studies discussed in detail the role of the health system in the
referral process*®*. There may be tension between the desire to
refer patients to the highest quality specialist and institutional
pressure to keep patients within their own health system, espe-
cially for highly reimbursed surgical procedures.

Our study highlights the need for an objective framework to
assess the quality of all specialist referrals, guidelines to in-
form specialist choice, and training to assist new physicians in
building a robust referral network. The referral process itself
may present an opportunity to reduce healthcare-related dis-
parities for patients and providers. According to our findings,
the availability of objective data on specialist outcomes may
need to be paired with resources for referring providers to
easily identify the specialist best suited to their patient’s needs
and for patients to overcome inequitable access to care.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-022-
07574-6.
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