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Abstract

Background Prior systematic reviews highlight that accessing specialist healthcare to treat chronic conditions can
be obstructed by variations in referral rates, inappropriate referrals, and poor communication. Structured referral pro-
formas, peer feedback, and educational interventions involving specialists have been identified as successful strate-
gies for improving referral rates and appropriateness. However, the success of such interventions is often dependent
on specific clinical contexts, and little is known about the practicalities of implementation. Additionally, with advance-
ments in healthcare delivery, such as e-referral systems, there is a need to explore new interventions and how they
address barriers to referral.

Methods This systematic review evaluated the updated evidence exploring interventions aiming to improve rates
and/or appropriateness of referral from primary care to specialist services in patients with chronic conditions.Five
academic databases were searched (CINAHL, MEDLINE, Embase, British Nursing Index, and Public Health Database),
and studies published in English between 2013 and 2023 were included. The Joanna Briggs Institute’s appraisal tool
was used to assess the quality of studies, and a narrative synthesis was conducted using the TiDiER framework (tem-
plate for intervention description and replication).

Results Eighteen full-text publications and five abstracts were included. A behavioral theory or framework for inter-
vention development was used in seven studies. All interventions were based on primary care, and thirteen studies
evaluated a multi-component intervention. Process and system changes were most commonly used to improve refer-
ral, including electronic health systems, referral algorithms, collaborative working, and patient direct access. Interven-
tions targeted at patients were the least common. Staff education was often used in addition to process and system
changes. When used alone, referral algorithms and staff education were less effective at improving referral rates

or appropriateness. Implementation barriers included time constraints, logistical issues, and patients/staff precon-
ceived perceptions of referral necessity.

Conclusion Unsurprisingly, the success of interventions aimed at improving referral practices is based on contextual
circumstances, and as with previous reviews, there is no one-size-fits-all approach.Given the challenges highlighted
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in this review, multi-component interventions addressing referral barriers in both primary and secondary care appear

to be a successful way to improve referral practices.
Review registration PROSPERO CRD42023480493

Keywords Referral, Primary care, Specialist services, Chronic conditions

Background

Primary care services are often a patient’s main point of
access to a healthcare system. With increasingly complex
populations living with multiple long-term conditions,
the World Health Organization describes such services
as being optimally positioned to facilitate early diagnos-
tic services, coordinate care pathways for chronic disease,
and maintain overall health and well-being [1, 2]. While
traditionally led by general practitioners (GPs), modern
practices include a range of healthcare professionals such
as nurse practitioners, pharmacists, and healthcare sup-
port staff, all of whom could be responsible for referring
patients to specialist services [3, 4]. Specialist services
can be situated in primary, secondary, and tertiary care
and support those with more complex or rare condi-
tions. Of 149 specialized services commissioned in the
UK, most referrals in the National Health Service (NHS)
are attributed to a chronic healthcare issue, with muscu-
loskeletal problems, rehabilitation, wound and foot care,
frailty, continence issues, and nutrition being the top rea-
sons for referral in 2022 [5, 6].

Although referral has implications for both patients
and healthcare systems, evidence across clinical spe-
cialties points towards unexplained variations in
referral rates, inappropriate referrals, and poor commu-
nication between primary care and specialist services [7—
9]. To address this, several interventions have been tested
across different clinical specialties, leading to a number
of systematic reviews evaluating referral processes and
shared care [10—12]. Early reviews concluded that there
was a lack of rigorous evaluation and high-quality evi-
dence on how best to tackle this issue [11]. Moreover,
passive dissemination of referral guidelines was found to
be ineffective, whilst structured referral proformas and
local educational interventions involving secondary care
specialists were more successful at improving referral
rates and appropriateness [11].

Following the results of the first published review [11]
in 2014, a large-scale evaluation of international evidence
was completed [10]. Evaluating 290 studies using a logic
model, the authors organized interventions into four cat-
egories: GP education, process changes, system changes,
and patient-focused interventions. Although peer feed-
back on the content of referrals reduced referral rejec-
tion rates, success was largely dependent on location and
clinical context [10].

Evidence also suggests that adopting an approach tar-
geted at both primary and secondary care is more effec-
tive than single-component interventions solely based
in a primary care setting. Given this, it is unsurprising
that many studies adopted a multi-component design
targeting primary and specialist services [10, 13]. Simi-
larly, another review concluded that multi-component
interventions, incorporating approaches such as referral
guidelines, templates, and healthcare provider peer feed-
back, effectively improved referral rates, the quality of the
information provided in referrals, and staff satisfaction.
While peer feedback was found to increase referral qual-
ity and decrease inappropriate referrals by up to 50%, the
authors also stress that clinicians’ and patients’ percep-
tions, behavior, and attitudes regarding referral inevitably
impact the applicability and effectiveness of interven-
tions [12]. For example, the perception of referral quality
sometimes differed between GPs and specialists. In one
study, 69.3% of GPs felt they usually included all relevant
clinical information. However, only 34.8% of specialists
reported receiving the details they needed [14].

While evidence suggests that certain intervention
methods may be effective, it also depicts a complex refer-
ral process dependent on clinical context and marked
by fragmented roles between healthcare profession-
als [10]. At present, no recent reviews explicitly explore
how interventions are developed, and it is unknown
whether interventions are guided by behavioral theories
that consider the impact of perceptions and behaviors
on intervention effectiveness. This is significant as the
UK Medical Research Council’s guidance on developing
and implementing complex healthcare interventions [15]
outlines the importance of such steps to ensure interven-
tions are contextually sensitive, feasible, and pragmatic,
allowing for seamless implementation into real-world
clinical practice.

In addition to this gap in the current evidence, in the
UK, there have been several developments in how we
deliver healthcare services, including the implementa-
tion of the NHS e-referral service, replacing the choose
and book system [16]. Consequently, there is a need for
a comprehensive understanding of the updated litera-
ture on interventions aiming to improve the referral of
patients from primary care to specialist services and an
assessment of how they may be applicable in the context
of the NHS.
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Research question

To explore what interventions may be applicable within
the NHS, this review will update and extend the findings
of Blank et al. by evaluating the following:

+ What is the effectiveness of existing interventions in
improving the rates and/or appropriateness of refer-
ral from primary care to outpatient specialist services
in patients with chronic conditions?

«  What barriers and facilitators exist when implement-
ing interventions to improve rates and/or appropri-
ateness of referral from primary care to outpatient
specialist services in patients with chronic condi-
tions?

Aims of this review

1. To identify interventions and their components
aimed at improving rates or appropriateness of refer-
ral from primary to secondary care

2. To identify mechanisms of referral, e.g., electronic,
verbal, and post

3. To evaluate the effectiveness of interventions to
improve referral from primary to secondary care out-
patient services

4. To identify what factors affect the implementation of
interventions aimed at improving rates or appropri-
ateness of referral

Methods

This review was conducted as an update of the work
published by Blank et al. (What is the evidence on inter-
ventions to manage referral from primary to special-
ist non-emergency care? A systematic review and logic
model synthesis, 2015.) [6] and was guided by the meth-
ods used in their publication. In doing so, a narrative syn-
thesis approach was applied alongside the use of a logic
model summary. Results have been reported in line with
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) checklist [17]. Before
undertaking this review, it was registered on the inter-
national database of prospectively registered systematic
reviews (CRD42023480493).

A systematic search of the literature was conducted
using the following databases: CINAHL (Ebsco), MED-
LINE (Ovid), Embase (Ovid), British Nursing Index
(Proquest), and Public Health Database (Proquest). Addi-
tionally, the platform Trip Pro Database was searched to
identify any gray literature, such as local hospital reports,
that may not have been captured in the original search.
While searches were initially carried out in November
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2023, all were updated in July 2024. Once studies were
selected for inclusion, their reference lists were reviewed
to ensure relevant papers had not been missed.

Search strategy and study selection

The search terms used in previous reviews [10, 11] were
adopted for this updated search. However, in earlier
reviews [10, 11], specific terms such as “Gatekeeping,’
“Clinical Competence,” and “doctor knowledge” were
applied to increase search specificity [10, 11]. We decided
not to use these terms to ensure no relevant research was
excluded. A full list of search terms and the outline of
searches for each database can be found in Supplemen-
tary file 1.

Study selection was conducted by authors LBS, SL, and
ST. To do this, the online platform Covidence (https://
www.covidence.org) was used to remove duplicates and
carry out independent first-level screening and full-
text review. Firstly, this included reviewing the titles
and abstracts of all results in line with the inclusion and
exclusion criteria. Similarly, full-text results were then
independently reviewed by two authors. Any discrepan-
cies were resolved by (MW and AHD).

Inclusion and exclusion criteria

Types of study

Previous systematic reviews evaluating referral process
interventions report study design heterogeneity [10, 11],
so the following study designs were included: randomized
controlled trials, observational studies (e.g., cross-sec-
tional studies, cohort studies, case—control studies), and
qualitative studies. Abstract publications were included if
they described mechanisms of referral.

Only studies published in English were included due to
the limitations on costs and resources available for trans-
lation. As this review is an update of Blank et al., [10] only
studies from 2013 onwards were considered. To ensure
the findings are transferable to the UK health system,
only studies evaluating healthcare structures in devel-
oped countries (categorized as per the United Nations
specifications) were included [18].

Population

Studies were included if they examined interventions to
improve the referral of adult patients (> 18) from primary
care to outpatient specialist services for specialist out-
patient advice regarding a chronic condition. A chronic
condition was defined as a health issue requiring ongoing
medical attention [19]. All primary care healthcare pro-
fessionals (HCP) with the ability to refer adult patients
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to a secondary care outpatient specialist service were
included.

Types of intervention

Studies reviewing interventions aimed at the referral of
patients with acute or life-threatening conditions were
excluded. When interventions examined both chronic
and acute patients, only studies that allowed disaggre-
gation of data were considered. Although cancer can
be considered a chronic condition, in the UK, patients
with a suspected or confirmed cancer diagnosis follow
a very specific referral pathway (often a two-week wait)
[19]. Consequently, studies exploring the referral of
cancer patients were excluded. Both single and multi-
component interventions were included.

Intervention outcomes

Studies evaluating the following outcomes included
referral rates, referral quality, appropriateness of refer-
ral, impact on existing service provision, costs, mortal-
ity and morbidity outcomes, length of stay in hospital
and safety, quality of life, effectiveness, patient satisfac-
tion, staff satisfaction, patient experience and process
measures, and all qualitative outcomes.

Comparators

No limits were applied to the type of comparators used
to evaluate an intervention. In previous reviews, the
majority of studies either did not have a comparator or
evaluated against current standard practice.

Data extraction and data synthesis

Using the online platform Covidence (https://www.
covidence.org), a data extraction form was developed
and informed by the TiDiER framework (template for
intervention description and replication) [20] that cov-
ers twelve required items outlined in Table 1. First-
level data extraction included authors, study location,
year of publication, study design/methods, data col-
lection method, study aims, number of participants,
participants characteristics, intervention details, con-
trol details, length of follow-up, response and/or attri-
tion rate, context (referral from what/who to what/
who). In keeping with the previous reviews [10, 11],
all other outcome measures were extracted following
this. Outcomes were recorded using the statistical out-
come measures presented by the authors, such as rela-
tive risk, odds ratio, or p-value. Where authors cited a
published protocol describing intervention develop-
ment, use of behavioral theory, or use of an interven-
tion framework, these papers were also used for data
extraction. As with study selection, this process was
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Table 1 TiDiER framework

TiDiER framework

tem 1 Name of intervention

Item 2 Rationale and theory for intervention

ltem 3  Physical or informational materials required for the intervention
ltem4  Intervention procedures or activities

Item 5  Provider of intervention (e.g., nurse/doctor/researcher)

tem 6  Modes of delivery (e.g., face-to-face/telephone consultations)
Item 7  Location of intervention

Item 8  Delivery and time periods of intervention

ltem 9  Tailoring of intervention (e.g., personalized, titrated, or adapted)
Item 10  Intervention modifications

Item 11 Intervention evaluation

Item 12 Intervention adherence

conducted independently by two authors (LB and SR),
and where discrepancies occurred, this was reviewed
by a third author (ST).

Due to the difference in study designs, outcomes
measured, and intervention aims, a meta-analysis or
aggregation was not possible. To guide data synthesis,
the framework synthesis approach [21] was followed by
adhering to five key stages: familiarization, framework
selection, indexing, charting, and mapping. The first
two stages include getting to know the empirical liter-
ature and selecting an initial framework, logic model,
or established theory. In the indexing and charting
stages, the framework is used to organize and extract
data from included studies. It then develops iteratively
as new data are incorporated and additional themes
develop [21]. This approach has been chosen as the pre-
vious review [10] developed a logic model to illustrate
the pathway from intervention to intended outcomes
and includes the following five headings: intervention
types, immediate effect, predictors of referral behav-
ior (describing predictors of change, e.g., barriers or
facilitators) and overall outcomes and impact. As per
the logic model, interventions were categorized further
into the following four groups: GP education, process
changes, system changes, and patient-focused interven-
tions. Similarly, immediate effect outcomes were cat-
egorized into the following groups: HCP knowledge,
HCP attitudes and beliefs, referral behavior, HCP and
patient interaction, patient knowledge, and patient
attitudes and beliefs. While adopting this logic model
included utilizing these headings for the data extraction
template, it was equipped with an “other” tab, allowing
the model to develop further when new information
outside of its scope was identified.
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Quality appraisal

The Joanna Briggs Institute’s (JBI) critical appraisal
tools were used to assess the quality of the stud-
ies according to their study design [22]. Publications
detailing a mixed methods approach were appraised as
such [22]. The JBI checklists require users to give a rat-
ing of “yes,” “no,” “unclear;,” or “not applicable” to each
question [22]. One point was given for every question
answered as ‘yes’ Following this, a total score was cal-

culated for each study. This was done to evaluate the
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quality of the evidence currently available; however, fol-
lowing an inclusive approach, no studies were excluded
based on quality assessment scores.

Results

The literature search in this updated review initially
yielded 4421 publications. After the abstract and full-text
screening process, 23 studies were evaluated, includ-
ing six abstracts and seventeen full-text publications
(Fig. 1). The lead authors for each identified abstract

Studies from databases/registers (n = 4420)
Citation searching (n = 6)
ProQuest/Ebsco/Ovid/Public Health Database (n = 4413)

References from other sources (n=1)
Authors contacted (n=1)
Grey literature (n = 0)

=
=]
=
<
=
=
=
=
D
=
ot

References removed (n = 1659)
Duplicates identified manually (n = 51)

\4

Studies screened (n =2761)

Duplicates identified by Covidence (n = 1609)
Marked as ineligible by automation tools (n = 0)
Other reasons (n=0)

Studies excluded (n =2702)

v

Studies sought for retrieval (n = 59)

v

Screening

Studies assessed for eligibility (n = 59)

Studies not retrieved (n = 0)

Studies excluded (n =37)
Wrong setting (n = 2)

‘Wrong outcomes (n = 17)

Wrong intervention (n = 7)

Wrong study design (n = 1)

Wrong patient population (n = 7)

Abstract Presentation of a full-text paper already
included in this evaluation (n = 3)

Studies included in review (n = 22)

Fig. 1 PRISMA diagram
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were contacted in an attempt to determine if the full
study results had been published. Three abstracts had
no listed contact details for the authors. One listed email
was no longer receiving correspondence. One author was
emailed but did not respond. One author was emailed
and provided the full-text publication for the abstract.
For this study both the abstract and full text paper have
been included and fully study characteristics can be
found in Table 2.

Of the full-text studies reviewed, seven achieved a score
of 50% or more when appraised for quality, and eight
scored below 50% (supplementary file 2, tables 1- 7). The
five abstracts (not accompanied by a full test publica-
tion) identified were not included in the quality appraisal
process due to the limited information provided on the
methodological processes.

Aims and evaluation of interventions

In line with the Framework Synthesis approach [21], all
included studies were organized into the framework
developed in the original review [10] (Table 2). While
the updated body of evidence broadly fit into the origi-
nal framework, one new subheading “HCP collabora-
tion” was identified under “immediate effect” (Fig. 2).
Referral rate was an outcome in all studies included. As
with the original review, appropriateness of referral, staff
or patient satisfaction, cost implications, and impact on
existing service provisions were all outcomes utilized to
measure effectiveness. Additionally, under the heading
“impact,” two new subheadings of outcome measures
were identified: mortality and morbidity and quality of
life (Fig. 2).

While all interventions were based in primary care, nine
studies evaluated single-component interventions (e.g., a
process change alone) [23-29], and thirteen were multi-
component [30—44]. Eight interventions aimed to address
only one effect factor, such as referral behavior, and ten
were designed to affect multiple behaviors. Of the multi-
component interventions, only two evaluated each com-
ponent of the intervention [39, 45], making it challenging
to assess which aspects had the most significant impact.
Eight studies described the evaluation of their interven-
tion as a clinical audit, pilot study, service evaluation, or
feasibility trial [25, 28, 31, 34, 39, 40, 42, 45].

GP general practitioner, HCP health care professionals.

Intervention development—rationale and theory

for interventions

Seven studies cited a published protocol describing inter-
vention development [26, 27, 35, 36, 38, 40, 43], three
detailed the use of behavioral theory either in the protocol
or main publication [35, 36, 43], and six outlined using an
intervention framework [25, 26, 30, 35, 42, 43]. Applying
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the implementation of change in the healthcare frame-
work [46] involved conducting a literature review and
qualitative exploration with patients and HCPs to identify
barriers and facilitators affecting the current care pathway
prior to implementation [36]. Similarly, the application of
the theory of planned behavior [47] enabled researchers
first to understand the factors influencing the identifica-
tion of patients who may require a referral. This was done
using a questionnaire and semi-structured interviews with
HCPs [36]. While Keck et al. did not directly use behavio-
ral theory, their intervention was devised based on prior
evidence from what is described as a landmark National
Diabetes Prevention Program where it was applied [48].
Following the tailored interventions for chronic disease
framework, authors conducted surveys and focus groups
with HCPs and patients to determine what elements of
the National Diabetes Prevention Program to include in
their intervention.

Additional frameworks cited by the authors [25, 26,
42] include the Lean framework [49], the Framework
for Scaling Health Interventions [50], and the Facilitated
Process Improvement Approach [51]. Such approaches
guided authors to conduct exploratory work as part of
their development using either advisory group discus-
sions or qualitative exploration [49-51].

While several studies did not include a theory or
framework for intervention development, they reported
development activities, such as collaboration with qual-
ity improvement teams and applying clinical guidance
or available evidence [23, 27-29, 31, 37, 38, 40, 44]. Four
studies did not report on intervention development [24,
33, 34, 44]; however, it is important to note that two of
these studies were abstracts so may not have been able to
provide that level of detail [33, 34].

Mechanisms of referral
Eleven of the included studies did not specify the mode
of referral, e.g., electronic, postal, or telephone.

[27, 30-32, 35, 36, 38, 40, 41, 44, 52]. For these studies,
while the aim was to improve the referral rate, the inter-
vention did not include changing the mechanism of refer-
ral, and therefore, it was not mentioned. Of those that did
specify, all detailed an electronic health system used for
referral, multi-disciplinary communication, or electronic
notifications [24-26, 28, 29, 33, 34, 37, 39, 42, 43].

Intervention procedures or activities

Of the interventions evaluated, process [15] and sys-
tem [10] changes were the most common. This included
changes in the introduction of electronic health systems
and referrals [24-26, 33, 39, 46], referral proformas and
algorithms [24, 27, 42, 43], collaborative working such as
having clinical specialists situated in primary care [29, 30,
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Fig. 2 Logic model
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Fig. 3 Typical referral pathway

33-35, 38, 41, 52], and patient direct access or self-refer-
ral [28, 40]. Figure 3 demonstrates the flow of a typical
referral pathway and where such interventions might fit
into this process, according to the studies evaluated.

Process/system changes

Three studies implemented an electronic health system
that enabled primary care staff and specialist clinicians to
directly communicate with each other [24, 33, 52]. These
systems enabled multi-disciplinary team co-management
and peer-to-peer feedback on referral appropriateness
[33]. All were described as an effective way to improve
referrals. However, while introducing an e-referral system

HCP Education—

feedback on referral appropriateness &
content

was acceptable to HCPs, in isolation, this did not always
translate into an improvement in the time from referral
to an appointment [34].

When considering referral proformas and algorithms,
three studies included the introduction of an electronic
system to flag patients who should be reviewed and con-
sidered for onward referral [37, 42, 43]. Referral pro-
formas and algorithms implemented alongside HCP or
process/system changes were found to be a successful
way to improve referral rates, quality of referrals, and
patient/staff satisfaction [24, 37, 42, 43]. However, the
one study implementing a new referral algorithm alone
was not effective at improving referral rates [27].
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HCP collaborative working as a strategy to improve
referral practice was implemented in different ways.
One approach was the co-location of specialist clinicians
embedded within primary care settings. Five studies [29,
38, 41, 43, 52] evaluated this approach positively seeing
improvements in referral rates, high HCP satisfaction, and
improvement in the flow of care delivery. Two studies [33]
detailed the development of dedicated multi-disciplinary
services, and one hired an additional medical assistant
to identify patients who may need a referral prior to an
appointment with a primary care professional [30]. Addi-
tionally, support staff roles, such as a “specialist cham-
pion,” were an effective way to share knowledge and create
enthusiasm about the intervention amongst staff [43].

HCP education

HCP educational programs were a common technique
utilized in ten interventions, including tailored work-
shops, lectures, resources outlining referral criteria, and
peer feedback [23, 31, 32, 35, 36, 41-44, 52]. Although
most interventions included HCP education as an addi-
tion to a system or process change, in two studies, educa-
tion programs were the only component [30, 36].

While the introduction of one virtual seminar for the
multi-disciplinary team was well received by attendees,
this single-component intervention did not improve
referral rates [23].

In contrast, a theory-based educational intervention
aiming to improve the identification and referral of ado-
lescent patients with a high risk of first-episode psychosis
included two face-to-face educational workshops with
liaison practitioners, a pre-recorded video with addi-
tional information, and a postal campaign with written
resources. Supporting staff beyond education, liaison
practitioners were available to provide further guidance
on a patient-by-patient basis. In this study, HCPs were
receptive to the intervention and although the number
of referrals and appropriateness improved, resulting in
cost savings, it was not statistically significant. This can
be seen in the higher rate of true-positive (appropriate)
referrals in the intervention site (p = 0.02). Additionally,
this also resulted in cost savings that were attributable to
fewer false negative (inappropriate) referrals [36].

Patient interventions

Interventions targeted at patients were the least common
[3] and often coupled with HCP education and system
or process changes. One study [19] included a brightly
colored handout for physicians to use with their patients
that outlined counseling on diet and exercise, possible
treatment options, and space for the physician to write
additional recommendations. A copy was then kept by
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physicians and patients and referred to when managing
future care. This patient-centered intervention effectively
improved dietician and aquatic therapy referrals for mor-
bidly obese clinic patients [31].

A process change intervention included distributing
information leaflets and posters in GP clinics to pro-
mote patient self-referral to physiotherapy. This suc-
cessfully improved access rates and cost savings were
observed [28]. However, patient-directed posters were
not always successful, as an alternative study aiming to
improve diagnosis numbers and referral rates saw no
statistically significant differences compared to the con-
trol group [43].

Barriers and facilitators to implementation

Six studies reported barriers and facilitators to the imple-
mentation of a referral improvement intervention [22,
25, 27, 26, 38, 41]. While the educational intervention
detailed by Perez et al. improved liaison between primary
and secondary care, authors reported that some GPs
were unable to attend face-to-face workshops due to clin-
ical priorities and time constraints. The use of the sup-
port provided by the specialist liaison practitioners was
also low [31]; however, this was not seen in other stud-
ies included in this review where “site champions” were
reported as an effective way to advance co-management
goals and improve teamwork [42, 43]. Furthermore, the
utilization of written resources sent to HCPs via email or
post was found to be minimal [36, 43].

During the implementation of a diabetes prevention
intervention, the perceptions of HCPs appeared to influ-
ence onward referral [43]. Some explained they were
more likely to refer patients who they felt were moti-
vated to improve their health and those with healthcare
insurance. HCPs were also influenced by patients’ char-
acteristics, such as literacy, age, and multimorbidity [43].
Referrals were less likely to be actioned in the presence
of acute disease deterioration or those with chronic con-
ditions, if patients had already initiated lifestyle changes
[43]. Additionally, patient perceptions of the necessity of
a specialist referral influenced referral practice. In those
with a suspicion or at risk of dementia, 74% of patients
who fit the referral criteria declined an appointment [41].

The co-location of GPs and specialist clinicians was
identified as a factor of patient-centered case collabora-
tion, with patients feeling that it enables GPs to be more
involved in care. Through this strategy, HCPs praised the
ability to quickly discuss patient’s cases, improving their
confidence in referral appropriateness. However, barriers
to this approach included logistical issues such as a lack
of office space and inoperable funding structures [38].

Logistical issues were also reported in the evalua-
tion of an e-referral platform. The authors report that
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respondents expressed policy uncertainty and worried
that organizational structures and the current hospital
administration may be unable to cope with wider imple-
mentation beyond the study [26].

Discussion

The updated evidence in this literature highlights that
single-component interventions alone may be less effec-
tive than those that use a multi-component approach.
However, a published systematic review exploring the
impact of multifaceted vs single-component healthcare
interventions found no compelling evidence that multi-
component interventions were more successful [53].

Reflecting on intervention components, as with the
previous reviews, the co-location of primary care staff
and specialist clinicians appears to improve referrals and
patient experiences [36]. Similarly, while “site champi-
ons” were not utilized well by HCPs in all studies, there
could be some benefit [36, 42, 43]. This is an approach
that aligns well with the current NHS long-term plan,
where a key aspect of the aim “supporting people to age
well” includes bringing together different professionals to
better coordinate care [54]. Although this approach may
be successful in theory, given the staff shortages [55] and
struggles with aging clinical facilities [56], it is question-
able as to how this would be feasible to be implemented
in most primary care NHS services across the UK.

Two studies also found self-referral strategies effective
for MSK conditions [28, 40]. The ability for patients to self-
refer is an increasingly popular strategy associated with
increased referral appropriateness. Such practices are com-
mon and effectively utilized in UK mental health services,
antenatal care, sexual health, and smoking cessation [57].
With its success, there is now the prospect of the approach
being expanded to podiatry and incontinence assessments.
Given the evidence in this review [28, 40], there could be
scope for applicability in other clinical specialties providing
services for patients with chronic conditions.

After process and system changes, healthcare education
was the most common intervention component. The cur-
rent evidence suggests that while it may not be effective
in isolation, it is a useful way to improve referral rates and
appropriateness. Interestingly, two studies highlighted
a lack of uptake or use of written educational resources
[36, 43]. However, as with the previous evidence, peer
feedback improved referral time and appropriateness.
While interventions in this review were mostly delivered
in primary care, a solution to the poor utilization of edu-
cational resources could include harnessing the exper-
tise of specialist clinicians. Supporting this, the British
Medical Society has suggested approaches such as regu-
lar “interface groups” involving GP and secondary care
representatives and outreach education led by specialist
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healthcare professionals as a useful way to improve refer-
ral practices and working relationships [58].

When considering barriers and facilitators to implemen-
tation, it is unsurprising that most face logistical issues and
time constraints. However, it is particularly interesting
that regardless of the financial accessibility of healthcare
(fee-paying or free at the point of access), the percep-
tions of both healthcare professionals and patients appear
to play a role in referral [12]. Despite there being qualita-
tive evidence regarding barriers and facilitators to referral
practices in different chronic conditions [59, 60], none of
the studies included in this review specifically aimed to
address or evaluate perceptions. This is work that should
be undertaken prior to the development of any new inter-
ventions and to help guide such work, both intervention
and behavioral frameworks should be utilized [15].

As the previous reviews did not explore intervention
development or the use of frameworks and behavio-
ral theory, it is difficult to ascertain if there has been an
uptake in these types of methods. However, the studies
that detail some form of systematic intervention develop-
ment [25, 26, 30, 35, 42, 43, 49-51] appear to be effec-
tive and would be easier to replicate. This can be seen
in the reporting of barriers and enablers, and of the six
studies that did so, all included some form of systematic
intervention development [22, 25, 27, 26, 38, 41]. The
reporting of intervention development in this way allows
readers to determine how they might go about employ-
ing a similar approach in their own clinical setting and if
such barriers may apply in their practice.

Study limitations

While this was a comprehensive review of the current
literature, due to the heterogeneity of studies and differ-
ences in clinical context, it is difficult to compare inter-
vention approaches or easily ascertain if they can be
replicated. Additionally, of the seventeen full-text papers
reviewed, nine achieved a score of less than 50% when
appraised for quality. This suggests that while a relatively
large body of evidence is available to guide clinical prac-
tice, we currently lack high-quality data, and this should
be considered when applying such evidence to the devel-
opment of future referral interventions.

Additionally, in this search for updated evidence, sev-
eral studies were described by the authors as clinical
audits, pilot studies, service evaluations, or feasibility
trials, and only six out of the twenty-two publications
evaluated were randomized control trials. While the
exploration of clinical pathways is inevitably complex,
and as such, a traditional RCT may not always be pos-
sible, if projects are not developed beyond the stage of
pilot evaluation, it is difficult to see how an intervention
may be implemented on a larger scale in organizations
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such as the NHS. Despite this, the increase in reporting
intervention development methods is perhaps one of
the most useful outcomes from this review as it allows
for consideration of clinical applicability.

It is also important to highlight the decision to
include abstract presentations within this review.
Including abstracts in systematic reviews generates
controversy as most are unable to sufficiently report the
methodological approaches used. This makes it difficult
to evaluate results and determine real-world applicabil-
ity [61]. However, since the aims of this review were to
identify components of interventions and mechanisms
of referral where this information was present, it was
included and considered.

While ten of the 23 studies took place in the UK and
Europe, providing some insight into the implementa-
tion process in publicly funded healthcare systems,
many of the studies evaluated were conducted in the
USA (10/23). Since healthcare in the USA is largely a
fee-paying service, this may impact how and when
referrals are made and, in turn, affect the applicabil-
ity of results in the NHS or European healthcare ser-
vices. Despite this, it would largely be recognized that
referrals to specialist services should occur in line with
need and not in line with cost—benefit [62], and as such,
when considering the results of this review, it is reason-
able to assume the referrals are made in line with clini-
cal guidance.

Conclusion

In keeping with previous reviews [10, 11], a standard
approach, in a one-size-fits-all manner, to improve refer-
ral practice is not associated with improved referral
rates. Considering the updated literature against previ-
ous reviews, multi-component interventions address-
ing referral barriers in both primary and secondary care
appear to be a successful way to improve referral rates,
appropriateness, and staff satisfaction.
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