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The Trump administration has created uncer-
tainty about the future of health care. Yet, what 
remains certain is the bipartisan commitment to 
value-based care. Most health systems, however, are 
not currently equipped—from a staffing, infrastruc-
ture, and funding perspective—to appropriately and 
effectively manage the patient journey through this 
new value-based environment. 

Referral standards present a highly 

effective yet low-cost option for 

improving patient care coordination.

As such, high-performing organizations are now 
consolidating or partnering with other systems to 
amass the resources necessary to efficiently deliver 
care across the continuum. This means broaden-
ing the menu of patient services offered within the 
system and simultaneously managing referrals and 
coordinating care across comprehensive provider 
networks (see Figure 1). 

Below we examine how the University of Kansas 
Physicians Department of Internal Medicine (UKP 
IM) developed and executed strong referral stan-
dards to eradicate silos—fostering a collaborative 
environment that enables providers to coordinate 
care and achieve the high-quality care required in 
a value-based environment. What UKP IM demon-
strates is that, when successfully established, referral 
standards present a highly effective yet low-cost 
option for improving patient care coordination.

Collaborative Management
In March 2014, UKP IM became one of the first 

recognized patient-centered specialty practices (PCSPs) 

Patient Example #1
Situation
Patient seen by PCP, referred to hepatology for history, hepatitis C. 
Patient scheduled appointment within two months; arrived hepatol-
ogy clinic to see consulting provider. Hepatologist did not have labs 
or results from PCP to confirm hepatitis C. Hepatologist ordered 
new labs, asked patient to return once tests were completed. Patient 
informed hepatologist of previous labs, but was instructed to proceed 
accordingly. Patient completed labs, scheduled appointment with 
hepatology clinic. Patient waited over two months before able to return 
for appointment. 

Comment
Referral standards require service agreements. If service agreement 
existed, referring provider could have ordered necessary labs for con-
sulting provider to make decisions on first visit and provide treatment 
accordingly. This would have decreased patient wait time, improved 
patient satisfaction, and reduced unnecessary appointments.

by the National Committee for Quality Assurance 
(NCQA). UKP IM received the highest recognition—
PCSP Level 3—for 75 clinicians across seven specialties. 
A critical component in UKP IM accomplishing this 
level of recognition was its success in developing and 
implementing a systemic approach for referral manage-
ment. Ultimately, clearly defined and agreed-upon 
referral standards allow UKP IM providers to collab-
oratively approach patient management (see Table 1).

Referral Standards 101

Design and Development 
Referral standards govern the referral process as 

well as how referring and consulting providers work 
together to manage patient health. These standards 
define mutual agreements and expectations between 
referring and consulting providers on comanaging 
patients.1 However, in the industry, referral standards 
are not broadly established or adopted by health 



MAY 2017           AMGA.ORG  x  GROUP PRACTICE JOURNAL    33 

systems. As a result, most health systems are not fully 
aware of the importance and impact of strong referral 
management, let alone how to begin designing a refer-
ral management process (see Patient Example #1). 

The first step in developing referral standards is 
asking and answering several key questions. To the 
extent possible, organizations embarking on developing 
and implementing referral standards should be prepared 
to address the following:

■■ What exactly are referral standards?

■■ Why are they important to our network?

■■ When are they necessary?

■■ How will we develop and implement referral  
standards?

■■ How will they be monitored and maintained?

To develop robust and comprehensive standards, 
you must first understand the current state of the 
system and engage with involved parties. UKP IM laid 
a strong foundation for its standards by first:

■■ Analyzing current referral process. Assessed how 
referrals were requested, tracked, monitored; com-
munication process between providers; process for 
exchanging clinical information; management of 
referral leakages. 

■■ Engaging, identifying stakeholders in the process. 
Engaged key stakeholders through creation of small 

referral work groups from clinical service lines, 
including physician champion, charge nurse, sched-
uler/patient service representative. This ensured 
consensus on and compliance with final standards.

■■ Developing metrics, tracking ongoing improve-
ment.2 Reviewed information, including access data, 
percentage of reports received by referring providers 
after visits both prior to developing standards, then 
ongoing to refine, address identified gaps. Sample 
metrics informing referral standards included:

■■ Time to schedule referral appointment 

■■ Referral completion rate

■■ Types of referrals made

■■ Referral sources

Completing this process enabled UKP IM to take 
an informed approach to developing the standards 
themselves. Specifics of referral standards will vary 
by organization but should  always create a con-
sensus and set of common practices related to the 
following key information:

■■ How to create a referral. UKP IM decided that the 
referring provider is responsible for initiating a re-
ferral and placing the order. Organizations with pro-
viders on a shared electronic health record (EHR) 
may use the plaform to initiate referrals. Consistent 
practice is what is important.

FIGURE 1

Comprehensive Provider Network 
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(e.g., centralized scheduling platform, by phone, 
online) and who is responsible for scheduling (e.g., 
staff, patients).

 ■ Uncompleted referral appointment. Failing to 
complete a referral appointment can negatively im-
pact patient health. UKP IM worked with its EHR 
partners to create reports that track referrals from 
order date through communication back to referring 
provider.

 ■ Information required in consultation notes. UKP 
IM standards dictate what information needs to be 
included in consultation notes, how information is 
to be transmitted, and time frame required.

 ■ When referral can be closed. UKP IM decided refer-
rals are closed once appointment is complete and 
consulting provider receives referral note or report 
from referring provider.

 ■ What information referral will include. UKP IM de-
termined that, at a minimum, the reason for referral 
and the diagnosis must be included in the informa-
tion sent to the consulting provider. 

 ■ Process for urgent referral. UKP IM developed clear 
access agreement timelines for both routine and 
urgent referrals, with pathways to escalate access 
requests. 

 ■ Insurance, authorization information. UKP IM’s 
standards require that insurance and authorizations 
are cleared before patient is scheduled for consult 
appointment.

 ■ Patient-provider matching policies. UKP IM devel-
oped prioritization algorithms to ensure patients 
experience a high-quality, expedient referral process. 

 ■ Appointment scheduling. UKP IM’s standards ad-
dress both how referral appointments are scheduled 

Managing  Assessing Initial Assessing Initial
Initial Referrals Referral Content Referral Response

The practice has a written process that it 
implements for managing all initial refer-
rals that includes: 

How the specialist confi rms the receipt and 
acceptance of the referral, with the date and time 
of the patient’s appointment 

What information the specialist needs from the 
referring provider to answer the clinical question

When the specialist will send a response to the 
referring provider and what information will be 
included

Which provider is responsible for communicating 
with the patient about test results and the 
specialist’s plan of care 

The comanagement or transition strategy for 
selected patients

 

The practice sets expectations and moni-
tors against those expectations to confi rm 
receipt of information needed in referrals 
from providers:

Clinical questions to be answered by the referral
 

Type of referral 

Urgency of referral

Patient demographics

Clinical information

Current primary practice care plan, treatment, test 
results, and procedures

Which provider is responsible for communicating 
with patient?

The practice has a written process and mon-
itors against it to ensure a timely response 
to PCPs and referring providers that include: 

Tracking when the referring provider was notifi ed of 
the receipt of the referral and time and date of the 
patient appointment

Answers to clinical questions in the referral

Diagnosis

Procedure and test results

The specialist’s recommended plan of care

Follow-up needed with the specialist, including 
further coordination

Tracking and monitoring timeliness of referral 
response

Electronic transmission of a summary of care record 
to another provider, for more than 10% of referrals

Source: National Committee for Quality Assurance, Standards and Guidelines for PCSP 2016 Recognition, March 2011.

TABLE 1

NCQA PCSP Referral Standards Requirements
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As with the ideation phase, there must be buy-in, 
support, and engagement in executing and managing 
referral standards. To that end, developing supporting 
service agreements that clearly define how the referring 
and consulting providers jointly manage patients allows 
for an accountability framework and structure. UKP 
IM found that these agreements ensure the success and 
sustainability of the referral standards and processes.

As patient panels continue to become more 
complex, the need to coordinate, track, and manage 
referrals becomes even more important. Referral 
standards are critical to creating a seamless and effi-
cient experience for providers and patients across the 
continuum of care. They ensure patients receive the 
right care at the right time and in the right setting (see 
Patient Example #2).

Challenges 
Developing, implementing, and maintaining 

referral standards is no small feat. These tasks require 
strong leadership, commitment, support and buy-in, 
and resources. Like other changes in care delivery, real 
challenges related to referral standards include:

■■ Reaching agreement on standards.3 UKP IM de-
veloped referral standards through collaboration 
of providers and staff. Additional opportunities to 
provide input—beyond key stakeholders in the work 
groups—were given.

■■ Determining source of referrals. UKP IM took steps 
to understand the sources of both its referrals and re-

ferral leakage and then targeted those providers in de-
velopment and implementation of referral standards.

■■ Implementing new workflows. UKP IM carefully 
considered workflow additions and changes, taking 
into account competing initiatives and potential 
disruption to patients and providers. Changes were 
piloted on a small scale prior to full implementation. 

■■ Enabling support technology.4 UKP IM worked with 
its EHR partners to support a successful referral 
process, giving consideration to short- and long-
term options, including manual, EHR-based, and/or 
bolt-on solutions. Careful selection of technology, as 
well as the time and expense needed to implement it, 
is important to create effective referral standards.

■■ Engaging providers in the process.5 Once the refer-
ral standards were developed, UKP IM educated 

FIGURE 2

Benefits of Referral Standards

Patient Example #2
Situation
Patient seen in cardiology clinic for heart failure follow-up appoint-
ment. Cardiologist assumed PCP refilled heart failure medications, 
while PCP assumed cardiologist refilled heart failure medications. 
Patient ran out of refills, subsequently experienced decompensated 
heart failure, and was admitted to hospital.

Comments
Referral standards require clear expectations about responsibilities 
for referring and consulting providers regarding comanagement of 
specific diseases. If expectations had been clear, hospital admission 
would have been avoided.
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providers and continued to gain their buy-in and 
support for the standards. UKP IM included provid-
ers early in the development process and engaged 
providers across specialties and practices. 

■■ Communicating and training.6 UKP IM developed 
training materials that were updated and readily 
available to all providers and staff. UKP IM encour-
aged regular communication among providers and 
staff as well as leadership when issues arose.

■■ Sustaining the process. UKP IM recognized the 
inherent challenge of sustaining change and de-
voted time and energy to continuous improvement, 
accountability, and tracking/monitoring after the 
initial development of the standards.7

Benefits 
The benefits of developing and implementing refer-

ral standards are vast and far outweigh potential costs. 
Done well, implementing these standards has a positive 
impact on patients, providers, the organization as a 
whole, and the bottom line (see Figure 2). 

UKP IM experienced these benefits, resulting in 
strong, clear referral standards and an efficient referral 
process. The referral work groups at UKP IM created 
more than 20 referral service agreements between 
diverse clinical service lines as well as automated 
reports to track referral response rate, access, and com-
munication back to referring providers. 

The effort to streamline the referral process and 
enhanced communications between referring and 
consulting providers, as well as improved patient access 
by eliminating unnecessary visits, resulted in financial 
revenue related to efficiency and a high number of new 
patient visits. For referral service groups and advanced 
access participants, fiscal year 2014 average revenue 
grew by 14.3% compared to fiscal year 2013, even 
though the number of providers increased by only 
9.4%. It is believed that the 4.9% increase in visits can 
be attributed to efforts to develop referral standards, 
and this increase contributed approximately $2 million 
in revenue, according to a conservative estimate by 
UKP IM’s former chief operating officer. 

This estimate does not take into account revenue 
generated from downstream imaging, lab, and other 
procedures performed as part of hospital-based 
services. Patient satisfaction scores also improved in 
clinical areas involved in the project in CG-Consumer 
Assessment of Health Providers and Systems (CAHPS) 
related to access and coordination of care by from 20% 
to 35% from pre-project levels.

Additionally, UKP IM’s referral standards and 
overall referral management process assisted in 
achieving NCQA PCSP recognition and supporting 
development of UKP IM’s medical neighborhood.

Recipe for Success
The journey to value-based care is long and 

challenging. Ensuring the ability and means to com-
municate and coordinate patient-care needs across the 
continuum is a vital place to start. This can greatly 
improve with the execution of referral standards and, 
furthermore, is a critical component of adapting and 
navigating the challenges and pending changes that 
accompany the shift to value-based care. 

Government, payer, and private initiatives all 
emphasize and require strong referral management 
programs, and referral standards help operationalize 
these programs and large initiatives. When these 
standards are in place, roles and responsibili-
ties become clear, care becomes coordinated and 
efficient, quality improves, and utilization is manage-
able. Together, they are just one key ingredient in 
the recipe for success in today’s evolving healthcare 
landscape.
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