
■ O B J E C T I V E To examine family physicians’
referral decisions, which we conceptualized as hav-
ing 2 phases: whether to refer followed by to whom
to refer.
■ S T U D Y  D E S I G N Prospective cohort study.
■ P O P U L A T I O N All visits (N = 34,519) and
new referrals (N = 2534) occurring during 15 con-
secutive business days in the offices of 141 family
physicians in 87 practices located in 31 states.
■ O U T C O M E S  M E A S U R E D Rates of refer-
ral, reasons for referral, practitioners referred to,
health problems prompting referral, and reasons for
selecting particular specialists.
■ R E S U L T S Approximately 1 in 20 (5.1%) office
visits led to referral. Although 68% of referrals were
made by physicians during office visits, 18% were
made by physicians during telephone conversations
with patients, 11% by office staff with input from the
physician, and 3% by staff without physician input.
Physicians endorsed a mean of 1.8 reasons for mak-
ing a referral. They sought specialists’ advice on
either diagnosis or treatment for 52.1% of referrals
and asked the specialist to direct medical manage-
ment for 25.9% and surgical management for 37.8%.
Patient request was one reason for 13.6% of referrals.
Fifty conditions accounted for 76% of all referrals.
Surgical specialists were sent the largest share of
referrals (45.4%), followed by medical specialists
(31.0%), nonphysician clinicians (12.1%), obstetri-
cian–gynecologists (4.6%), mental health profession-
als (4.2%), other practitioners (2.0%), and generalists
(0.8%). Physicians recommended a specific practi-
tioner to the patient for most (86.2%) referrals.
Personal knowledge of the specialist was the most
important reason for selecting a specific specialist. 
■ C O N C L U S I O N S Referrals are commonly
made during encounters other than office visits, such
as telephone conversations or staff–patient interac-
tions, in primary care practice. Training in the referral
process should ensure that family physicians obtain
the skills necessary to expand their scope of practice,
when appropriate; determine when and why a

patient should be referred; and identify the type of
practitioner to whom the patient should be sent.
■ K E Y  W O R D S Referral and consultation; pri-
mary health care; family physicians; specialists. (J
Fam Pract 2002; 51:215-222)

Conventionally, primary care physicians decided
when to refer and to whom a patient should be

referred.1,2 Specialists’ assistance was sought for diag-
nostic or therapeutic dilemmas,3,4 management of
conditions that presented too infrequently to main-
tain clinical competence,5 and specialized proce-
dures that fell outside a physician’s scope of prac-
tice.3,4 In some cases, physicians referred because
patients requested to see a specialist.1,4

The reorganization of health care over the past
few decades has dramatically altered the interactions
between primary care physicians and specialists. The
growth in multispecialty group practice arrange-
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● Approximately one third of referrals are made
during encounters other than office visits to
physicians.

● The type of presenting problem is a powerful
determinant of whether a patient is referred.

● Obtaining advice is by far the most common rea-
son for referral.

● Family physicians choose a specific specialist for
most of their patients and value personal knowl-
edge of specialists over all other factors during
this selection process.
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ments6 has led to formal, organizationally defined
linkages between practitioners. Managed health
plans and medical groups7 encourage primary care
physicians’ control over the referral process through
such mechanisms as specialty referral authorizations,
financial disincentives for making a referral, per-
formance assessment of referral patterns, and refer-
ral guidelines. These changes have transformed a
once-informal process into one rife with administra-
tive restrictions on referral decision making.

The Ambulatory Sentinel Practice Network (ASPN)
Referral Study was designed to describe and analyze
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primary care physicians’ referral decisions and their
outcomes in the context of a changing health care
system in the United States. The study occurred in
the ASPN and other regional practice-based research
networks. This report examines primary care physi-
cians’ referral decisions. We conceptualized the refer-
ral decision as occurring in 2 phases: whether to
refer followed by to whom to refer.2

M E T H O D S
Phys i c i an  Sample

Physicians were  recruited from March 1997 to May
1998. Recruitment activities were directed to all
physician members of ASPN, physicians affiliated
with the Medical Group Management Association,
local and regional networks (Minnesota Academy of
Family Physicians Research Network, the Wisconsin
Research Network, the Dartmouth Primary Cooper-
ative Research Network (COOP), and the larger com-
munity of primary care physicians. The study was
publicized via direct mailings to physicians, articles
and notices in practice-based research network
newsletters and journals, and presentations at con-
ferences. Contact with physicians expressing interest
was made by telephone. 

Physicians were included in the study if they prac-
ticed in the United States and were not in residency
or fellowship training. Of all physicians contacted,
342 expressed interest in the study and 182 com-
pleted some aspect of data collection. A total of 141
family physicians, 12 internists, and 1 pediatrician
completed all phases of data collection. In this study,
the 141 family physicians (41% members of ASPN)
formed the physician sample. They delivered health
care in 87 practices located in 31 states.

Procedures

Study protocols and materials, based on a similar
practice-based research study conducted with pedia-
tricians, were reviewed and approved by the
Committee on Human Research of the Johns
Hopkins School of Public Health and the Colorado
Multi-Institutional Review Board.4,8,9 We conducted a
pilot test in 5 practices; this test led to further refine-
ments of methods and questionnaires. 

Data collection occurred from September 1997 to
February 1999, with 94% of physicians collecting data
in 1998 only. Before beginning data collection, physi-
cians completed a questionnaire concerning their
practices and personal characteristics. Each practice
selected a coordinator who communicated with
research staff, learned study protocols, trained office
staff and physicians, and monitored data quality. 
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TA B L E  1
FAMILY PHYSICIAN STUDY SAMPLE

Mean or 
Personal Characteristics (N = 141 physicians) Percentage

Age, mean (SD) 45.3 (7.2)
Years in primary care practice, mean (SD) 14.0 (7.9)
% female 21.3
Hours/week spent in:

Direct patient care, mean (SD) 34.7 (16.2)
Administration, mean (SD) 6.5 (5.7)
Academic medicine, mean (SD) 3.0 (5.3)
Research, mean (SD) 1.2 (3.2)
Medical education, mean (SD) 5.9 (8.8)

General Practice Characteristics (N = 87 practices)

Practice arrangement, % 
Solo practice 27.6
2- or 3-physician practice 13.8
Family practice group (more than 3 physicians) 33.3
Multispecialty group 16.1
Community health center 5.8
Hospital-based practice or clinic 3.4

Practice ownership, % 
Hospital 46.5
Insurer 5.8
Another medical group 4.6
Subgroup of physicians in practice 5.8
All physicians in practice 30.2
Publicly owned clinic 7.0

Number of physician FTEs per practice, mean (SD) 4.6 (5.9)
Staff: physician FTE ratio per practice, mean (SD) 3.7 (2.4)

Practice Characteristics Related to Referrals
(N = 87 Practices)

Practice has an administrative referral coordinator, % 60.0

Personnel permitted to refer a patient, %
Nurses with physician input 85.9
Nurses without physician input 14.5
Administrative staff with physician input 67.4
Administrative staff without physician input 7.1

Referrals are made during telephone  
conversations with patients, % 90.8

Practice allows patients to request a referral by 
leaving a recorded message, % 19.5

FTE denotes full-time equivalents; SD, standard deviation.
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Coordinators completed a questionnaire about the
organizational and financial components of their
practice. They kept a log of all visits made during 15
consecutive business days and occurring during reg-
ularly scheduled office hours. A business day was
defined as a half or full work day, provided that the
physician held routine office hours. Each patient’s
date of birth (5% missing), sex (2% missing), and
principal diagnosis (5% missing) were recorded. 

The coordinator kept another log of all referrals
made by physicians, nurses, and other office staff.
Referrals made during telephone conversations with
patients were included. A referral was defined as a
recommendation that a patient have a face-to-face
encounter with another practitioner. We excluded
referrals made to laboratories, radiologic facilities,
emergency departments, hospitals for inpatient
admission, and “curbside consultations” (ie, when
the referring physician obtains advice from a spe-
cialist but does not send the patient for a visit).

A medical record abstractor assigned ICD-9-CM
codes to diagnoses provided by office staff. We
matched ICD codes to an expanded set of diagnosis
clusters (EDCs). EDCs group ICD codes into clinical-
ly homogeneous categories using the methods
developed by Schneeweiss.10 (For more information

on EDCs, see http://acg.jhsph.edu.)
When physicians made a referral, they completed

a questionnaire (response rate 93.9%) with items
concerning the referral decision. Reasons for referral
were based on our previously developed taxonomy
used in a pediatric referral study4 and focus groups
of family physicians convened during an annual
ASPN convocation.

At the study’s conclusion, physicians received a
report that compared their referral practice patterns
with those of the entire sample. To defray office
expenses associated with data collection, each prac-
tice was given a $100 stipend in addition to $5 for
each physician referral.

Genera l i zab i l i t y  Ana lys i s

We compared referral rates of the study sample with
the National Ambulatory Medical Care Survey
(NAMCS), a nationally representative sample of office
visits made to family physicians.11,12 We pooled sur-
veys from 1989 to 1994, inclusive, when the majority
of the items in the survey instruments remained
unchanged.13 (The 1995–1999 surveys did not contain
information on whether the visit led to referral.)

We selected visits made by patients enrolled in
non-HMO health plans (NAMCS) and health plans
that had neither capitated primary care physician
payment nor gatekeeping arrangements (study sam-
ple). This was done because of the known effect of
managed care in general, and of gatekeeping specif-
ically, on increasing referral rates8,13 and the unequal
distribution of managed care plans between the 2
samples. Unweighted visits yielded a sample size of
37,145; of these, 11,676 met the selection criteria.

The proportions of office visits referred were com-
pared overall and by age, sex, and health condition.
The 10 most frequently referred conditions in the
study sample were used for the condition-specific
referral rate assessments. Statistical significance was
assessed by the chi-square statistic.

R E S U L T S  
Descriptive information on the 141 family physician
sample is presented in Table 1. Physicians spent an
average of 51.3 hours per week in their jobs. About
68% of their time was devoted to direct patient care.
In most practices, a staff member coordinated
administrative aspects of specialty referrals; 20% per-
mitted patients to request a referral by leaving a
voice mail message.

Frequency  o f  Re fe r ra l

The 141 family physicians had 34,519 office visits
and made 2165 referrals during 1771 practice-days;

TA B L E  2
REASONS FOR REFERRAL

Reason for Referral* %  of Referrals

Advice
On both treatment and diagnosis 40.3    
On treatment only 7.7
On diagnosis only 3.5

Specialized skill
Direct surgical management 37.8
Direct medical management 25.9
Nonsurgical technical procedure or test 11.7
Multidisciplinary care 10.6
Mental health counseling 3.5
Endoscopy 3.3
Patient education   1.0

Patient or third-party request
Patient request 13.6
Specialist request 2.6
Administrative renewal 2.0
Insurance guidelines 1.0

Other reasons
Failed current therapy  10.9 
Medicolegal concerns 2.9
Time constraints 1.6

* Reasons for referral are not mutually exclusive. Physicians
endorsed an average of 1.8 different reasons for making the refer-
ral.  The sample size of 2022 referrals was smaller than the total
number of referrals because of incomplete physician response and
a few questionnaires with missing data for these items.



centages did not signifi-
cantly differ between
the 2 groups (4.0% vs
3.7%, P > .05). Although
physicians in the study
sample were statistically
less likely than NAMCS
counterparts to refer
children (1.6% vs 2.5%,
P = .030), more likely to
refer the elderly (4.8%
vs 4.1%, P = .045), and
more likely to refer
females (4.1% vs 3.9%,
P = .009), these differ-
ences were small. There
were no differences
between the groups in
condition-specific refer-
ral rates. In sum, these
results show that
patients in the ASPN
sample were equally
likely to be referred
as those in the NAMCS
sample.

Reasons  fo r

Re fe r ra l

Table 2 shows the distri-
bution of physicians’
reasons for making the
referral. Physicians

endorsed a mean of 1.8 different reasons for making
the typical referral. Although patients requested to
see a specialist for 13.6% of referrals, physicians
recorded patient request as the only reason for refer-
ral just 1.1%. 

We compared referrals made for uncommon con-
ditions (lowest tertile of practice-prevalence) with
common conditions (highest practice-prevalence ter-
tile). The calculation of practice-prevalence was
based on prior research: the numerator was visits
made for the index condition, and the denominator
was all visits in the sample.5 Uncommon conditions
were more likely to be referred for medical manage-
ment (38.5% vs 25.4%, P < .001), patient request
(19.8% vs 12.3%, P = .005), and specialist request
(4.9% vs 2.1%, P = .021). Common conditions were
more likely to be sent to specialists because of failed
current therapy (13.6% vs 3.8%, P < .001) and
endoscopy (4.3% vs 0.5%, P = .013). There were no
significant differences between the 2 groups in the
chances of referral for advice on either diagnosis

5.1% of office visits were referred. Physicians saw an
average of 19.7 patients per day (range 7.0 to 48.4)
and made 1.23 referrals per full practice-day (range
0 to 3.90). Referrals made during telephone conver-
sations with patients accounted for 18.9% of all refer-
rals made by physicians (range 0% to 100% per
physician).

An additional 369 referrals (a rate of 0.21 referrals
per practice-day) were made by staff. Overall, 68%
of all referrals were made by physicians during visits
with patients, 18% by physicians during telephone
conversations with patients, 11% by staff with physi-
cian input, and 3% by staff without physician input.
In 43.6% of referrals made during telephone conver-
sations with patients, the telephone encounter was
the first presentation to medical care for the health
problem. 

We compared percentages of office visits in which
a referral was made in the study sample with per-
centages of such referrals by family physicians from
the NAMCS surveys (1989–1994). The overall per-
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TA B L E  3

NUMBER OF OFFICE VISITS, REFERRAL RATES, AND SPECIALISTS 
REFERRED TO FOR TOP 15 REFERRED CONDITIONS*

No. of Visits Referral Rate Two Most Common
Condition (No. of Referrals) for Condition (% visits referred) Specialists (% referrals)

General surgeon (32.3)
Benign and unspecified neoplasm (127) 808 15.7 Dermatologist (22.8)

Orthopedic surgeon (58.7)
Musculoskeletal signs and symptoms (109) 1077 10.1 Podiatrist (10.1)

Physical therapist (33.8)
Low back pain (77) 1149 6.7 Orthopedic surgeon (19.5)

Ophthalmologist (48.2)
Diabetes mellitus (56) 1654 3.4 Nutritionist (16.1)

Psychologist (39.6)
Depression, anxiety, neuroses (53) 1472 3.6 Psychiatrist (26.4)

Orthopedic surgeon (50.0)
Bursitis, synovitis, tenosynovitis (44) 422 10.4 Hand surgeon (15.9)

Urologist (75.7)
Urinary symptoms (37) 272 13.6 Nephrologist (16.2)

External abdominal hernias (35) 77 45.5 General surgeon (100)

Orthopedic surgeon (27.3)
Peripheral neuropathy, neuritis (33) 249 13.3 Neurologist (21.2)

Gastroenterologist (79.3)
Gastrointestinal signs and symptoms (29) 182 15.9 General surgeon (10.3)

Audiologist (63.0)
Deafness, hearing loss (27) 75 36.0 Otolaryngologist (37.0)

Physical therapist (44.4)
Acute sprains and strains (27) 641 4.2 Orthopedic surgeon (33.3)

Orthopedic surgeon (84.0)
Joint disorders, trauma related (25) 108 23.1 Physical therapist (8.0)

Otolaryngologist (95.7)
Otitis media (23) 1185 1.9 Audiologist (4.4)

Gastroenterologist (39.1)
Abdominal pain (23) 645 3.6 General surgeon (39.1)

* A complete listing of these data for all conditions reported by study physicians can be found in Table W1 at
http://www.jfponline.com.



T h e  J o u r n a l  o f  F a m i l y  P r a c t i c e •   M A R C H  2 0 0 2   •   V O L .  5 1 ,  N O .  3 ■  2 1 9

or treatment.

Cond i t ions  Re fe r red

Table 3 presents condition-specific referral rates and
the 2 most common types of specialists referred to for
the top 25 referred health problems. (A complete list-
ing of these data for all conditions reported by study
physicians can be found in Table W1 at
http://www.jfponline.com.) The 50 most commonly
referred health problems accounted for 76% of all
referrals made during office visits. Signs or symptoms
accounted for 22.4% of all referrals. Condition-specif-
ic referral rates varied from a low of 1.9% for patients
with otitis media to a high of 45.7% of visits referred
for patients with cholelithiasis or cholecystitis. This
range in referral rates translates into 24-fold variation
in the chances of referral during an office visit based
solely on the presenting problem.

Spec ia l i s t  Se lec t ion

Referrals were made most often to surgical subspe-
cialists (45.4%), followed by medical subspecialists
(31.0%), nonphysician clinicians (12.1%), obstetrician-
gynecologists (ob/gyns) (4.6%), mental health profes-
sionals (4.2%), other physicians (2.0%), and general-

ists (0.8%). The 5 most common spe-
cialists to whom patients were
referred were orthopedic surgeons
(12.1%), general surgeons (9.1%), oto-
laryngologists (6.9%), gastroenterolo-
gists (6.6%), and dermatologists
(6.0%). Among male patients, referral
to urologists was the second most
common type; among female
patients, referral to ob/gyns was the
third most common type. 

Mental health referrals were made
predominantly to psychologists (2.1%
of all referrals), followed by psychia-
trists (1.3%) and social workers
(0.4%). The most common types of
nonphysician clinicians referred to
were physical therapists (4.5%), podi-
atrists (3.0%), nutritionists (1.5%), and
audiologists (1.2%).

Referring physicians recommend-
ed a specific specialist to the patient
for 86.2% of referrals. In descending
rank order according to the mean
importance rating (range 1 to 3), the
reasons for selecting a particular spe-
cialist were personal knowledge of
the specialist (2.6), quality of prior
feedback (2.5), technical capacity

(2.3), appointment availability (2.0), patient’s request
(1.6), requirements of patient’s health plan (1.6), and
proximity of the specialist to the patient’s home
(1.6).

Table 4 shows the 3 most common health prob-
lems referred to 10 types of specialists. (An expand-
ed version of this table that includes 29 specialists
can be found in Table W2 at http://www.jfpon-
line.com.) The majority of referrals for each type of
specialist were for 1 to 3 health problems. Family
physicians made 17.1% of all referrals to practition-
ers within their practices. Intrapractice referrals were
significantly higher than the overall average for audi-
ologists (40.0%, P = .031), nutritionists (45.2%, P =
.004), and psychologists (46.3%, P < .001) and were
lower for gastroenterologists (9.3%, P = .022) and
rheumatologists (4.0%, P = .005).

D I S C U S S I O N
This study shows that family physicians manage 95%
of office visits without specialty referral. About one
third of referrals made from primary care practices
occur during encounters other than office visits.
Referrals made by staff or during telephone conver-
sations may be part of an integrated sequence of
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TA B L E  4

THREE MOST COMMON CONDITIONS REFERRED TO SELECTED SPECIALISTS*

Type of Specialist No.
(Nos. of Referrals) Referred Health Problem (Cumulative %)

Cardiac arrhythmia 20 (21.3)
Cardiologist (n = 94) Chest pain 17 (39.4)

Ischemic heart disease 16 (56.4)

Benign and unspecified neoplasms 36 (29.8)
Dermatologist (n = 121) Dermatitis and eczema 18 44.6)

Acne 10 (52.9)

Gastrointestinal signs and symptoms 26 (19.3)
Gastroenterologist (n = 135) Gastroesophageal reflux 16 (31.1)

Abdominal pain 15 (42.2)

Benign and unspecified neoplasms 52 (28.1)
General surgeon (n = 185) External abdominal hernias 36 (47.6)

Cholelithiasis, cholecystitis 23 (60.0)

Diabetes mellitus 32 (29.4)
Ophthalmologist (n = 109) Ophthalmic signs and symptoms 17 (45.0)

Cataract, aphakia 9 (53.2)

Orthopedic surgeon Musculoskeletal signs and symptoms 78 (31.6)

(n = 247) Bursitis, synovitis, tenosynovitis 26 (42.1)
Fractures, excluding digits 22 (51.0)

Otitis media 27 (19.2)
Otolaryngologist (n = 141) Sinusitis 13 (28.4)

Deafness, hearing loss 11 (36.2)

Menstrual disorders 17 (18.3)
Ob/gyn (n = 93) Female genital symptoms 10 (29.0)

Uterovaginal prolapse 9 (38.7)

* An expanded version of this table that includes 29 specialists can be found in Table W2 at
http://www.jfponline.com.
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contacts between patients and physicians. None-
theless, assisting patients in selecting a specialist,
transferring relevant patient information, and sched-
uling specialty appointments (referral coordination
activities) are more difficult to perform when
patients are not seen in the office,14 because time is
limited and integrating care is poorly reimbursed, if
at all. When such referral decisions are made appro-
priately, they provide an efficient mechanism for
decreasing workload in a busy primary care practice.
Inappropriately made, they can lead to increased
expense, unnecessary time spent with specialists,
and poorly coordinated care. 

We found that the rates of referral were substan-
tially different among the most commonly referred
conditions. Prior work has shown that the frequency
with which conditions present to primary care physi-
cians explains about 75% of the variation in condi-
tion-specific referral rates.5 The mix and severity of
comorbidities are important determinants of annual
patient referral rates15,16 and the chances of referral
during a visit.5 Thus, the epidemiology of morbidity
among a patient population is a critical factor that
defines the boundaries between primary care physi-
cians and specialists. The appreciation of these clin-
ical determinants is crucial for any valid assessment
of primary care physicians’ referral patterns. 

L imi ta t ions

The study’s focus was on new referral decisions
made by physicians to other practitioners. No infor-
mation is provided about ongoing, long-term refer-
rals in which the patient was already under the care
of a specialist. The low rates of referral for conditions
such as diabetes may be a consequence of this limi-
tation. Patients with diabetes may already have been
under the care of a specialist, thereby generating few
new referrals. It is also important to note that even
in health plans with gatekeeping arrangements,
patients self-refer to specialty care13; this study did
not include any information on self-referral. Patient
self-referral appears to be most likely among sick
patients, those with established relationships with a
specialist, and patients who do not have a good rela-
tionship with a primary care physician.17

We did not obtain information on the number of
telephone calls fielded by physicians each day.
Without these data, we were unable to determine
whether our methods had failed to capture some
telephone referrals or to calculate telephone referral
rates. In this study, family physicians made 18.9% of
all referrals during telephone conversations, in con-
trast with pediatricians in another study4 who made
27.5% of all referrals by telephone. The difference in

these proportions is not large and is probably
explained by pediatricians’ greater use of the tele-
phone for patient care.

It could be argued that the volunteer physicians in
this study systematically differ from the typical fami-
ly physician. The average number of visits per day
among study physicians (19.7) is similar to a nation-
al estimate of 19.9 visits/day for family physicians in
single specialty group practices.18 Furthermore, we
found similar probabilities of referral overall and for
the 10 most commonly referred conditions between
study physicians and a national sample, suggesting
that referral propensities between the 2 groups were
similar. 

Why Fami ly  Phys i c i ans  Re fe r

No value judgments can be made about the appro-
priateness of physicians’ reasons for referral.
Physicians most commonly referred because they
were uncertain about diagnosis or treatment and
sought advice from another practitioner. For about 1
in 5 referrals, physicians recorded only a sign or
symptom as the diagnosis, suggesting a reasonably
high level of diagnostic uncertainty. Physicians’ tol-
erance of uncertainty varies markedly,19 making it
difficult to judge questions about appropriateness of
referrals that are made to reduce this uncertainty.

Another important reason for referral was that
physicians deemed the management of the health
problem to be outside their scope of practice.
Physicians were more likely to refer a patient with
a common problem after trying out a course of
treatment than was the case for uncommon prob-
lems that were more likely to be referred for med-
ical management. 

Patients may raise the topic of possible referral.
When physicians agree that referral is indicated, they
almost always find other reasons for making the
referral. Alternatively, physicians might make a deci-
sion to refer and justify it in part as being a result of
patient request. Discussions on whether a referral is
needed are common in primary care. Among refer-
rals made in an Israeli family practice network,
patients raised the topic of possible referral in 27% of
cases.20 In a study of 856 internal medicine visits, 45%
of patients indicated some desire to discuss the need
for referral with their physician; however, physicians
recognized these desires only about half the time.21

Se lec t ing  a  Spec ia l i s t

Our results show that primary care physicians prefer
to send their patients to specialists with whom they
have developed a relationship. Physicians in this
study maintained a high level of involvement in spe-

F A M I L Y  P H Y S I C I A N S ’  R E F E R R A L  D E C I S I O N S



T h e  J o u r n a l  o f  F a m i l y  P r a c t i c e •   M A R C H  2 0 0 2   •   V O L .  5 1 ,  N O .  3 ■  2 2 1

cialist selection, providing patients with the name of
a specific practitioner for 86.2% of referrals. The
most important factor in selecting a specialist in our
study was the same as that found nearly 20 years
ago by Ludke1: personal knowledge of the special-
ist. Physicians’ dissatisfaction with the specialty
referral process in managed care settings22,23 could
be a result of their reduced choice of specialists with
whom they have forged personal relationships.

Slightly more than 1 in 6 referrals were made to
specialists in the referring physician’s practice, con-
sistent with movement of primary care physicians
into multispecialty groups. Whether intrapractice
referral holds any advantage over referrals outside
the practice, such as better coordination and
appointment adherence, awaits future study.

Our results show that physicians must not only
select a specific practitioner but also choose among
different types of practitioners. Some patients were
sent to nonphysician clinicians and physicians (eg,
podiatrists and orthopedic surgeons for acquired
foot deformity), whereas others were sent to med-
ical or surgical subspecialists (eg, nephrologists and
urologists for urinary tract symptoms). These pat-
terns are likely to reflect the need for multidiscipli-
nary specialty care for some conditions. For
instance, patients with diabetes may see an oph-
thalmologist for retinopathy evaluations and an
endocrinologist for medical management consulta-
tion. For some conditions, there appears to be con-
siderable uncertainty regarding the boundaries
between specialists.24 Should a patient with a skin
mass be sent to a general surgeon, a dermatologist,
or a plastic surgeon?  When should a patient with
allergic rhinitis be sent to an allergist and when to
an otolaryngologist? These referral patterns may
reflect local care practices and specialist availability.
They may also be a consequence of a surplus 
of specialists in this country and competition 
for patients. 

In a survey of family physicians that was per-
formed in the late 1980s, respondents reported that
they were more likely to refer to internal medicine
subspecialists than internists for adults, but pre-
ferred general pediatricians over pediatric subspe-
cialists.25 Our findings suggest that the trend for
adult patients remains, but there has been a shift
away from general pediatricians toward subspecial-
ists for pediatric referrals. These new patterns may
be a consequence of greater availability of pediatric
subspecialists, greater exposure of family physicians
to pediatric consultants, and a larger share of 
family physicians who have completed residency
training.

Imp l i ca t ions  fo r  Phys i c i an  Tra in ing

Fifty conditions accounted for 76% of all specialty
referrals made during office visits in this study.
Interactions with most types of specialists are gener-
ally limited to a few conditions; 3 health problems
accounted for more than half of referrals to most
specialties. Educators should ensure that these com-
monly referred conditions are emphasized in curric-
ula that provide family physicians with the skills nec-
essary 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. 

Physicians in training should be taught the skills
required to recognize the boundaries of their clinical
uncertainty and scopes of practice. A challenge for
educators is to assist trainees in determining when to
tolerate clinical uncertainty while employing a
watchful waiting approach and when to initiate a
more aggressive evaluation, including when to
obtain specialty referral. Modes of implementing
these approaches are likely to differ across condi-
tions. Thus, it makes sense in physician training to
place the greatest emphasis on conditions for which
family physicians commonly refer.

Under certain circumstances, patient request for a
specialty consultation may be a sufficient and legiti-
mate reason for referral. For example, as we found
in this study, patients with uncommon health prob-
lems may seek reassurance from specialists skilled in
the management of their specific condition.
Managing access to specialists, particularly when the
physician is acting as an administrative gatekeeper to
referrals, can be challenging.21 When doctors and
patients disagree on the need for referral, patients
may become dissatisfied with their health care26 and
decide to self-refer to specialty care.17 In considera-
tion of the increasing complexity of medical care,
developing skills that help physicians discuss and
negotiate access to specialized services with both
patients and specialists has never been more timely. 
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