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Abstract

Efficient referral pathways have held promise in improving clinical outcomes, raising patient satisfaction, and reducing costs.
Referral decision-making presents a distinct challenge because it requires the consideration of such variables as technology,
health-care systems, and local resources. However, best practices for generating a high-value referral and improving care
continuity are rarely discussed in the context of physical therapist practice. With physical therapists in some states obtaining
explicit imaging privileges and a renewed focus on the physical therapist’s role in primary care and patient management over
the lifespan, it is time to focus on this underappreciated area of practice. This perspective discusses referral decision-making
and provides recommendations for making a high-value referral and improving care continuity. Improving referral and care
continuity has potential to enhance clinical outcomes and patient satisfaction and to reduce costs. This perspective explicitly
defines and describes strategies to improve physical therapist decision-making about referral and care continuity to improve
overall patient management.
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2 Referral Decision Making and Care Continuity

Introduction

Fragmented referral pathways are often traveled with incon-
venience and frustration by patient and provider alike.1 When
primary care providers refer to specialists, there are often
low appointment scheduling rates, clinical decision-making
errors,2 and communication lapses.2 Furthermore, the special-
ist rarely “closes the loop” by making the results available to
the referring provider.3 These examples illustrate the problems
of care continuity. Viewed from the perspective of both the
patient and provider, care continuity is a “continuous caring
relationship” that occurs as the patient effectively navigates
the health-care system.4 It is also characterized by more seam-
less coordination and sharing of information between health-
care providers.4 Various attempts have been made to improve
the referral process and continuity of care over the years, such
as referral guidelines developed by specialty organizations and
streamlining of care, but more work is necessary to determine
the effectiveness of these approaches.2

Historically, physical therapists have spoken only superfi-
cially about the issue of referral. The Guide to Physical Thera-
pist Practice5 has expanded its discussion of referral to include
comanagement and consultation with other providers, but it
still does not address referral decision-making or best practice
behaviors in depth (Fig. 1). Current textbooks about diagnosis
for physical therapists describe referral as an essential part
of physical therapist practice, but do not provide explicit
guidance for initiating a high-value referral or improving care
continuity. However, a recent international framework for red
flags recommended physical therapists assess the urgency of
the clinical profile, develop a level of concern, and engage in
decision-making about patient management, including refer-
ral.6 Thinking about the level of concern means the physical
therapist has to identify specific concerns, and thinking about
urgency and the consequence of inaction means the physical
therapist must reason about probable outcomes and actions
(eg, the patient will be able to access care in a particular
setting, the provider receiving the referral will understand
the therapist’s concerns). This reasoning becomes even more
important as physical therapists obtain explicit imaging priv-
ileges in a growing number of states and assist in comanaging
conditions like hypertension, diabetes, chronic pain, and sleep
disorders. Although it is now a necessary part of recom-
mended physical therapist practice, scant literature exists to
guide physical therapist reasoning about referral. Therefore,
the purpose of the current perspective is to describe referral
decision-making strategies for the physical therapist so that
patient management and care continuity can be improved.
Although the focus of the perspective is on referral within the
United States, suggested strategies may also have international
applications.

The Importance of System and Social Factors

The concept of the “patient-centered medical home” has
been around for almost 50 years. Although it has evolved
during that time, most definitions focus on the promotion
of whole-person, value-based, and coordinated care models.7

This model of care consists of a team of health profession-
als that is coordinated across multiple settings and systems
in the patient’s community.7 In 2010, the American Col-
lege of Physicians partnered with other health organizations
and introduced the concepts of the “medical neighbor” and

“high-value referral,”which they expanded in a 2022 position
paper.8 The medical neighbor is a specialty practice outside
the established patient-centered medical home that agrees to
deliver on the features of the care model, including effective
communication and care coordination.8 “High-value” refer-
ral, however, does not appear to be clearly defined and may
be better conceptualized as “best practices” since there is no
clear evidence that the highlighted behaviors actually lead to
better care at a lower cost.8

The concept of a medical neighbor and patient-centered
medical home aligns closely with the concept of systems–
based practice. Already identified as a core competency for
physical therapist residents,9 systems–based practice involves
awareness and responsiveness to the larger context and sys-
tems of health care, which is a key component of the patient-
centered medical home model.10 Therefore, understanding the
system and societal factors that could hinder timely access
to care, for example, is a crucial skill for referral decision-
making and may be necessary for all physical therapists. These
factors should be considered in addition to the more obvious
patient factors, problem factors, and provider factors that
can influence referral decision-making (Fig. 2). By expanding
one’s awareness just beyond the health-care system, social and
economic factors come into view, which are likely the largest
factors in patient health outcomes.11 Because neighborhoods
and communities are part of the social determinants of health,
factors germane to the health-care system are part of the
social fabric of a community. In other words, referral decision-
making and care continuity are likely to improve with better
awareness of one’s place in the health-care system and the
community in which that system exists.

Physical therapists have historically been placed in sec-
ondary care or specialist roles, but primary care roles for phys-
ical therapists are expanding.12 In fact, positioning physical
therapists at the forefront of care can be beneficial for local
communities, reduce wait times, lower costs, and improve
patient experience12—all goals of the patient-centered medi-
cal home model. Most physician literature focuses on referrals
from primary care physicians to specialists (called specialist
referrals) and not what happens when patients self-refer to
specialists or specialists refer to other specialists (called cross-
referrals). Because of the lack of research investigating referral
behavior by physical therapists, the current perspective will
primarily draw from sources about specialist referrals. How-
ever, in patient management, physical therapists may have
either a primary care or specialist role and engage in referrals
with different intentions and expectations during the same
day.

Shining a Light on Referral Decision-Making

The process of referral begins with referral decision-making.
A referral may occur when the question being addressed is
outside the typical scope of care, the patient needs a test
that physical therapists are unable to order (eg, magnetic
resonance imaging), or another physical therapist specializes
in the patient’s problem. Because a referral decision usually
begins with a question or concern, it is difficult to separate
decision-making about referral from decision-making about
diagnosis. Physical therapists often talk about screening for
red flags, but it may be more accurate to say physical thera-
pists evaluate and manage findings.13 Medical screening is a
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Peterson and Heick 3

Figure 1. Physical therapist referral options. Reprinted with permission of the American Physical Therapy Association (APTA) from43: Guide to Physical
Therapist Practice 4.0. 2023. https://guide.apta.org/.

process whereby a disease can be recognized in its preclinical
or prodromal phase before a patient develops symptoms. In
contrast, physical therapists typically recognize and respond
to signs and symptoms that are already present (eg unex-
plained weight loss, night sweats). Use of the term “red flag
screening” by physical therapists probably originates from a
1975 paper where physical therapists were positioned as first-
contact providers for low back pain in the Army.14 Fifty years
later, physical therapists are now doctoral-level providers
who are responsible for establishing their own diagnosis, can
sometimes order their own tests depending on their clinical
setting and skills, and are involved in comanaging patient
health over time.

According to a recent framework,6 physical therapists
should use the clinical profile of the patient (including their
response to treatment) and information about red flags to
determine their level of concern. Determining the level of
concern means identifying what specifically the therapist
is concerned about that requires investigation outside the
therapist’s scope of practice or training. When these concerns
lead to the decision to refer to another provider, then the

physical therapist has met their referral threshold. Referral
threshold varies among providers and typically depends on
provider characteristics (type of training, years of experience,
experience with condition at hand, certainty in diagnosis).1

Once the referral threshold is met, the physical thera-
pist must decide where to refer the patient. Referral set-
tings include nonurgent, urgent, and emergency.6 A nonurgent
referral may be an outpatient office visit with the patient’s
primary care provider, an urgent referral may be a same-
day outpatient appointment or urgent care appointment, and
an emergency referral usually involves the emergency room.
Nonurgent referrals may also include cross-referrals to other
physical therapists in different specialty areas, something that
may become more common as specialization increases. The
chosen referral setting is largely influenced by the level of
concern held by the physical therapist and the urgency (or
consequence of delay) of the case. Urgency is a critical factor in
referral decision-making and goes beyond a diagnostic label.
For example, the difference between concern for “grumbling”
cauda equina syndrome symptoms that have been ongoing
for years and acute cauda equina syndrome can mean the
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4 Referral Decision Making and Care Continuity

Figure 2. Visual illustration of some of the myriad factors that influence
the referral process. Immediate factors at the level of the patient,
provider, and problem are more evident, whereas factors related to each
system and the social context may be less apparent.

difference between a nonurgent and emergency setting, even
though the diagnostic label may remain the same.

Another consideration regarding referral depends on the
practice setting of the physical therapist. Cavanaugh15 used
the example of a patient with dizziness of unknown etiology,
a clinical presentation that occurs across a wide range of
practice settings. Many patients who present with dizziness
are referred to the emergency department, which may result in
unnecessary costs to the patient. As noted by Sullivan et al,16

patients in an acute care setting are often medically unstable,
increasing the frequency of a physical therapist involved with
evaluating patients with concerning and rapidly changing
neurological presentations. In contrast, the physical therapist
in an outpatient or home health setting is likely to spend
more time with patients than a physician, thereby having
greater opportunity to observe the progression of neurologic
signs and symptoms over time. However, some evidence sug-
gests outpatient physical therapists do not routinely perform
cranial nerve examinations17 or blood pressure screening,18

which limits their ability to offer value in such scenarios.
There are several pitfalls to be aware of when deciding

whether a referral is appropriate. If a physical therapist has
a low referral threshold, there could be a risk of inappro-
priately over-referring to other providers. Conversely, a high
referral threshold could run the risk of under-referring to
other providers. Drawbacks of over-referral include overtest-
ing, increased risks (ie, unnecessary imaging and radiation
exposure), and increased cost without added benefit to the
patient.19 In contrast, under-referral can lead to diagnostic
delays or the patient not accessing timely and appropriate
care. Although they are more common in different popula-
tions, over-referral and under-referral are both problems in
the health-care system.1,19 Mehrotra et al1 found that over-
referral occurred frequently in children with musculoskeletal
disorders and under-referral occurred more often in patients
with diabetes who were not referred for diabetic retinopathy
screening.

If the level of concern and urgency are not high, the physical
therapist may consider watchful waiting and safety netting as
alternatives to referral. Watchful waiting involves monitoring
the patient’s progress over time and may be particularly useful
in physical therapy since patients are seen more frequently.
To reduce the risk associated with this approach, the physical
therapist should establish a safety net. Safety netting is a
primary care approach that communicates uncertainty and
provides the patient with information so they can identify
red flags that may develop, advice on how and where to
seek help if red flags occur, and the likely natural history of
the condition.20,21 An example of safety netting is advising a
patient with bilateral leg pain that sudden changes in urinary
or sexual function (among others) are serious and should
prompt them to seek care in a local emergency room.

Best Practices for Making a “High-Value”
Referral

Once the physical therapist determines that a referral is appro-
priate, there are several best practices to ensure a “high-value”
referral scenario and improve the continuity of care. The
American College of Physicians has released a model checklist
for specialty referral,8 some of which may be applicable to
physical therapists. Many specialty organizations have also
released referral guidelines,1 which mostly focus on the rea-
sons for referral and best practices when making a referral
to their specialty. Recommendations made by the American
College of Physicians8 are a good place to start when making a
referral and will be used to frame the discussion about referral
in physical therapist practice. Further recommendations for
improving referrals and care continuity are presented in the
Table.

Partner with the Patient and their Family

Involving the patient in decision-making about referral is an
essential part of person-focused care. As described by Ronald
Epstein, “Patient-centered care is empirically based and pro-
motes respect and patient autonomy; it is considered an end in
itself, not merely a means to achieve other health outcomes.”22

The origins of shared decision-making lie in medical ethics,
beneficence, and the patient–provider relationship.23 More
recently, shared decision-making has been advocated to reduce
unnecessary costs in musculoskeletal care24 since informed
patients are likely to choose more conservative options.25 Rec-
ommendations for shared decision-making include ascertain-
ing what the patient already knows, providing information,
giving the patient space to deliberate about what matters to
them, and providing supportive dialog.26 A recommended
process to encourage shared decision-making is the 3-talk
model proposed by Elwyn et al,27 where the phrases “team
talk,”“option talk,”and “decision talk”are used to emphasize
collaboration and deliberation with the patient and health-
care team. In team talk, the health-care team members focus
on listening to the patient’s goals, working together, and
offering support.27 In option talk, the emphasis is on com-
paring available options and their risks.27 Finally, decision
talk emphasizes identifying the most important preferences of
the patient and helping them arrive at a decision.27 Examples
of barriers to shared decision-making are low health literacy,
cognitive impairment, available time for decision-making,
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Peterson and Heick 5

Table. Considerations for a Physical Therapist to Improve Care Continuity and the Quality of Their Referralsa

Setting the Patient Up for Success Examples

Referral recommendations
Explain the reason for the referral to the patient. “I am sending you to this physician to assess whether this condition is

not a neuromusculoskeletal condition.”
Use the “teach back” method by asking the patient to tell you why they
are being asked to see someone else after you have explained it to the
patient.

“Tell me why I am asking you to see Dr Norris.”

Do not use elliptical physical therapist jargon. “Mrs. Jones, we are trying to increase your ankle motion so you can
walk easier.”

Discuss any potential barriers that may interfere with the appointment
and offer solutions.

“Are you able to get to this clinic location safely?”

Make sure the patient is involved in the process of choosing the
physician.

“Are you okay with seeing a male physician for this condition?”

Discuss with the patient any activities that need to be done before the
referral appointment.

“To make sure we are on the same page, you will need to take your
blood work results with you for this upcoming appointment, right?”

Speak positively about the referring provider and their judgment
whenever possible.

“Dr Griffin is an excellent physician. I would really appreciate his
thoughts on this problem, and I trust his expertise.”

Care continuity
Know who you are referring the patient to and where their clinic is
located.

Consider the use of a preconsultation exchange with the physician.

Communicate, communicate, communicate. Provide the patient with verbal and written communication.
Use a referral template like Supplementary Appendix 1.

Follow-up with the patient and the physician after their visit. Use of a core data set that travels with the patient.
SBAR approach.
Clarify roles with the physician to provide for the patient.

aSBAR = situation, background, assessment, and recommendation or request.

transportation, and insurance limitations (eg, health mainte-
nance organization insurance plans may not pay for certain
specialists, some insurance plans may require a physician
referral). Furthermore, identifying patient values may be the
difference between initiating a referral or not. For example,
a patient with persistent lumbar radiculopathy and foot drop
may prefer to live with foot drop, rather than undergo lumbar
surgery, even after being informed that the outcome of surgery
is likely to be favorable and risks are relatively rare.

Define Clinical Roles and Responsibilities

When making a referral, physical therapists should clearly
define the purpose of the referral and expectations of the
referring provider. A failure to communicate expected roles
and responsibilities to other health-care providers can lead to
patient confusion, duplication of care, and frustration for all
parties. Forrest28 created the following typology to define the
expected responsibilities of a referral:

1. Cognitive consultant. The physical therapist seeks input
on an unclear symptom presentation or symptoms that
are outside their expertise. An example is referring back
to the patient’s primary care provider for a patient with
unexplained dyspnea on exertion.

2. Procedural consultant. The physical therapist recom-
mends a test that they cannot or do not regularly perform,
for example, magnetic resonance imaging.

3. Comanager sharing the care of a specific problem. The
physical therapist recognizes that the expertise and scope
of another provider may be helpful for managing a
patient’s condition. Examples are a pain specialist for a
patient with chronic pain or a vascular specialist for a
patient with vascular claudication.

4. Comanager where the specialist takes on primary respon-
sibility. The physical therapist recognizes that primary

management of the condition needs to be taken over
by another provider. An example of this is referral to a
neurologist for a patient who presents to physical therapy
with early signs and symptoms suggestive of Parkinson
disease.

Unfortunately, the literature does not delineate differences
in these roles, and they are not often distinguished in phys-
ical therapist professional education. However, as physical
therapists move into roles as primary care managers of mus-
culoskeletal conditions, efforts are necessary to ensure that
physical therapists do not continue to work in silos and
acknowledge mutual goals of patient-centered, high-quality
care. When initiating a referral, physical therapists should
strive to communicate these expectations of the referring
provider and the concerns that prompted the referral. If the
patient was referred directly to a specialist, the patient’s
primary care provider should also be informed or collabo-
rated with. As stated by the American College of Physicians
recommendations on referral, “The shared understanding of
each other’s roles means that communication is informed by
the understanding of who needs to know what, what they
need to know, and how quickly they need to know it.”8

Supplementary Appendix 1 presents a referral template that
includes this information.

Communicate in a Timely and Productive Fashion

Inadequate content in the referral letter is a frequent com-
plaint of primary care providers and specialists.29 In addition,
specialists may not send test results back to primary care
providers.3 Physicians who did not receive timely communi-
cation about referrals were more likely to report that this hin-
dered their ability to provide high-quality care.30 Anecdotally,
physicians in our local communities have reported frustration
with referrals from physical therapists that contained no infor-
mation outlining specific concerns prompting the referral.
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6 Referral Decision Making and Care Continuity

Figure 3. Communicate effectively with other health-care providers either verbally or in writing by using the mnemonic SBAR.

Communication is also important in provider relation-
ships where the physical therapist is comanaging a condition,
such as during the critical time immediately after orthope-
dic surgery. According to Schultzel et al,31 operative notes
were received less than half the time by 16% of physical
therapists and less than a quarter of the time by 33% of
physical therapists. Even in cases where the provider has
been unresponsive to requests for notes or insight, the phys-
ical therapist should continue to attempt to communicate
with the provider. In a case series of patients with lower
extremity tumors, multiple attempts at communication with
physicians were necessary before appropriate testing could
occur.32 When referring a patient for an urgent consultation
or emergency situation, it is advisable to verbally communi-
cate with the other provider, and it may also be helpful to
provide the patient with a written note to take with them
that explains the reason for the referral. The TeamSTEPPS
program from the Agency for Healthcare Research and Qual-
ity recommends using the mnemonic “SBAR” when commu-
nicating critical information about a patient’s condition.33

The mnemonic stands for situation (ie, what is going on
with the patient), background (ie, what is the background
and context), assessment (ie, what you think the problem is),
and recommendation or request (ie, what plan of action you
would suggest).33 This mnemonic can be used to communicate
information in a written note or verbally. An example of
a referral letter using the SBAR template is presented in
Figure 3. All communication attempts should also be recorded
in the electronic health record, which provides a chronology
of patient care for those with access and in case of medicolegal
issues.8

Share Data

Data sharing is an important component of making a “high-
value” referral. For primary care physicians, this process
can include sharing extensive patient files, medication lists,
and test results to those outside their medical system. In
contrast, physical therapists typically have a smaller amount
of information to send, such as data on functional testing,
patient-reported outcome scores, strength testing, and over-
all assessments. A barrier to efficient data sharing between
providers is the continued lack of interoperability of systems.
For instance, some electronic health records systems targeting
physical therapists may not even have referral templates.

Care Continuity: The Missing Link?

The health-care system in the United States remains frag-
mented and siloed. Care continuity is considered a hallmark of
patient-centered, high-quality care and involves the provider
being highly engaged with the patient and the care team
over time.34 Care continuity is associated with higher patient
satisfaction,35 decreased hospitalizations,36 improved preven-
tative care,37 and fewer unnecessary surgeries.37 Although
patients with chronic illnesses like diabetes or chronic pain
may see many providers annually, fewer than half of primary
care providers report frequently coordinating care with those
specialists.37 Improved care coordination is also valued by
patients38 and is a system factor that has the potential to
improve efficiency in care delivery and reduce diagnostic
error.39 Continuity of physical therapist care is also important.
For instance, patients with low back pain who were cared for
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Figure 4. Schematic illustration of how care continuity relates to and influences the 4 recommendations for making a high-value referral.

by a single physical therapist throughout their episode of care
were less likely to undergo surgery and had lower downstream
health costs.40 If physical therapists “transform society by
optimizing movement to improve the human experience” and
work to improve population health in their communities, it
would seem natural to be concerned with care continuity.

Haggerty et al41 identified 3 types of continuity: infor-
mation continuity (eg, transfer of test results), management
continuity (eg, roles and a coherent approach to managing
the condition are established), and relational continuity (eg,
an ongoing relationship between the patient and providers).
Taking steps to enhance these types of continuity may prevent
the effects of fragmentation of health-care delivery. Many of
the steps previously outlined for making a “high-value” refer-
ral (eg, timely communication and data sharing) would also
improve care continuity. However, there are some additional
steps that may improve care continuity.

First, evidence suggests that improving care continuity in
the physical therapist clinic is beneficial. In the outpatient
setting, patients who see a single physical therapist are 3
times more likely to be satisfied with their care than those
who see multiple physical therapists.38 Furthermore, staffing
patterns that involve a higher number of assistive personnel
during treatment may also have worse clinical outcomes.42

Second, once the physical therapist decides on a referral to
an outside health-care provider, Mehrotra1 suggested that
the referring provider engage in care coordination to ensure
access to the specialist and to verify that the appointment
was scheduled. After that, the practitioner should provide
information about the reason for the referral. In an ideal
scenario, the specialist would send information back to the
referring provider about the findings and follow-up recom-
mendations, and the collaborative team would agree on the
management plan and the roles of each person involved,
thereby “closing the loop.” Finally, a key characteristic of
care continuity is that it occurs longitudinally (Fig. 4). As

a result, physical therapists should develop ongoing rela-
tionships with local providers to enhance relational continu-
ity and keep them updated on patient progress over time.
A shareable summary of recommendations for improving
referrals and care continuity is provided in Supplementary
Appendix 2.

Unfortunately, barriers exist to implementing the behaviors
described in the current perspective. For example, fee-for-
service health-care models typically do not pay for these
best practice behaviors, and physical therapists in high-
volume practices may not have time to engage in all of them.
Furthermore, turnover in health-care practices may interrupt
relationships with other providers, impeding communication
and data sharing. However, we believe that establishing
systems within one’s own clinic (eg, having the front desk
staff or aides calling to follow up with patients) and making
time to understand the best processes for communicating with
key referral sources will make the described steps much easier
to implement when needed.

Conclusion

Physical therapists have both primary and secondary care
roles in health care. To play a more active role in person-
focused care and enhance care continuity, more focus on refer-
ral decision-making in physical therapist practice is needed.
Therefore, to make a “high-value” referral, physical thera-
pists should partner with the patient and their family, define
clinical roles and responsibilities, communicate in a timely
and productive fashion, and share data when applicable. Care
continuity can be further enhanced by combining a focus on
“high-value” referral with ongoing communication with the
patient and their providers over time. By attending to referral
decision-making and care continuity, physical therapists have
an opportunity to enhance their value to patients, providers,
and communities.
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