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Miriam Hartveit1,2*, Olav Thorsen2, Eva Biringer1,3, Kris Vanhaecht1,4, Benedicte Carlsen5 and Aslak Aslaksen6,7

Abstract

Background: In most Western countries, the referral letter forms the basis for establishing the priority of patients

for specialised health care and for the coordination of care between the services. To be able to define the quality

of referral letters, the potential impact of the quality on the organisation of care, and to improve the quality of the

letters, we need a multidimensional definition of the ideal content. The study’s aim was to explore what

information is seen as most important and should be included in referral letters from primary care to specialised

mental health care to facilitate prioritisation and planning of treatment and follow-up of the patients.

Methods: Based on purposive sampling, four mixed discussion groups, which included general practitioners,

mental health nurses from primary health care, psychiatrists and psychologists from specialised mental health care,

managers and patient representatives, were formed; they were asked to identify the information they considered

important in a mental health referral letter. In line with the Delphi technique, the importance of the themes was

later individually rated by the participants. The study was conducted within The Western Norway Regional Health

Authority.

Results: The four groups identified 174 information themes. After excluding themes that were assessed as

duplicates, replaceable or less important, 40 themes were suggested, organised in seven units. A set of check-off

points of essential information is recommended as an introduction in the referral letter.

Conclusion: Compared with general guidelines and guidelines for somatic care, the results of this study suggest

that the referral letter to specialised mental health care should have a larger emphasis on the overall treatment

plan, on the specific role of specialised health care in the continuum of care, and on patient involvement. Further

research should evaluate the validity of these findings for other patient groups in need of integrated care and

investigate how the quality of referral letters affects patient-related and organisational outcomes.

Trial Registration: Trial Registration number: NCT01374035

Keywords: Referral and consultation, Mental health, Health services, General practice, Group interview

Background
Patients suffering from mental disorders are one of the lar-

gest patient groups worldwide and constitute a significant

contribution to the global burden of disease [1]. Provision

of equal healthcare to those with equal needs (horizontal

equity) and sufficient accessibility to specialised mental

health care is therefore important not only to the individ-

ual patients and their relatives, but also to the society [1,2].

Within a health care system where specialist health care is

a limited recourse, it is of great importance that the pa-

tients most in need are prioritised. In Norway, as in many

Western countries, the prioritisation is conducted in two

steps: first, a General Practitioner (GP) decides if a patient

should be referred; and second, a specialist decides if and

when the patient should receive specialist health care. For

both steps, the GP needs to know what information the re-

ferral letter should include [3]. However, studies on the

* Correspondence: miriam.hartveit@helse-fonna.no
1Research Network on Integrated Health Care in Western Norway, Helse

Fonna HF, Valen Hospital, N-5451, Haugesund, Valen, Norway
2Department of Public Health and Primary Health Care, Faculty of Medicine

and Dentistry, University of Bergen, Bergen, Norway

Full list of author information is available at the end of the article

© 2013 Hartveit et al.; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.

Hartveit et al. BMC Health Services Research 2013, 13:329

http://www.biomedcentral.com/1472-6963/13/329



content of referral letters suggest that they lack important

information [4-6]. The consequences of low quality referral

letters are to a large degree unknown, but a positive correl-

ation has been found between the content of referral letters

and the specialists’ confidence that they have enough infor-

mation to make the correct priority for patients receiving

cancer care [7]. A recent study by Holman et al. revealed a

fair inter-rater reliability between specialists prioritisation

of patients based on referral letters within mental health

care [8], indicating a risk of low horizontal equity. Both

studies suggest defining guidelines for the content of

referral letters as one strategy to improve the process

of prioritisation [7,8].

During recent decades, suggestions as to what infor-

mation referral letters ideally should include have been

put forward, but variable quality of referral letters seems

to be persistent [5,6]. According to Øvretveit’s definition,

quality in healthcare involves three perspectives: profes-

sional, patient, and management [9]. Guidelines, for in-

stance for the ideal content of referral letters, should be

defined by consensus of representative health profes-

sionals, patients, and managers. Studies revealing a dis-

crepancy within the professional perspective regarding

the appropriate content of referral letters indicate that

both GPs and hospital specialists should be represented

[10-12]. However, existing studies on the quality of refer-

ral letters are often based on a standard determined and

defined by health personnel alone or only by hospital

specialists [4,6]. Another barrier for improving the con-

tent of referral letters could be the extent and numbers

of different guidelines that GPs are expected to comply

with, if all specialities define their own local guidelines.

By contrast, using scientific methods to define one

standard of the most important information by consen-

sus between the involved parties is in accordance with

effective quality improvement [9,13,14].

By legislation, the prioritisation of patients in Norway is

based on an assessment of (i) the condition and its influ-

ence on quality of life, (ii) the expected effect of

recommended interventions (utility), and (iii) the cost-

effectiveness of suggested intervention [15,16]. “The good

referral letter” is a Norwegian recommended guideline for

the content of referral letters [17]. It is a general form for

both somatic and psychiatric care, and includes the pa-

tient’s personal information, information on the referring

doctor, special information (allergy), diagnosis, expected

treatment, relevant information on the patient’s situation

and condition, the level of pain or problems, and the de-

gree of urgency [17]. It does not focus on patient experi-

ences as suggested in mental health referral letters [18].

To be able to explore the consequences of the quality

of referral letters and to improve the quality of referral

letters, we need a valid definition of the most important

information it must include [13,19]. The study is an

example of a procedure for the first two steps in quality im-

provement: select the target area and define recommended

practice (see Table 1 “The first two steps in quality im-

provement”). The aim of the present study was to identify

what a referral letter to specialised mental health care

should include to provide the necessary information to cor-

rectly and sufficiently prioritise and plan treatment and

follow-up of patients, as perceived by patients, health pro-

fessionals and managers.

Methods
The study consisted of two steps. First, structured group

interviews [20] with mixed groups representing patients,

health professionals and managers were conducted. Sec-

ond, the Delphi method (a postal questionnaire method

where suggested items are reviewed by the same partici-

pants for a second rating) [20] was used to prioritise the

suggested themes from the group interviews. The study

was conducted within the Western Norway Regional

Health Authority (population: 1 million). We used pur-

posive sampling [20] based on Øvretveit’s defined perspec-

tives of quality in health care [9]. Health professionals

from both primary health care (GPs and mental health

nurses) and specialised mental health care (psychiatrists

and trained psychologists) represented the professional

perspective. Participants were enrolled by persons or orga-

nisations external to the study based on their experience

and interest in the subject. Patient representatives and

GPs were enrolled by their local organisations, while man-

agers, mental health nurses in primary care and specialists

were suggested by their managers. Participation was based

on written informed consent according to the Helsinki

Declaration [21]. The study was presented and accepted

by the Norwegian Social Science Data Service and the

National Committee for Medical and Health Research

Ethics.

Step 1: group interviews

The group interviews were conducted as consensus de-

velopment panels, as defined by Bowling [20]. Four

groups were formed and interviewed once in a nearby

health care centre. There were 19 participants, whereas

twelve were men. Nine of the participants were health

professionals within primary or specialized mental health

care, four patient representatives and six were managers.

In addition to their professional titles, many had experi-

ence in several areas, e.g. managers or patient represen-

tatives that also have a health professional background.

They were all experienced; almost half had more than

15 years of experience in their present position. The

timeframe for an interview was predefined to last two to

three hours. The interviews started with a short presenta-

tion of the participants, the study, and the purpose of re-

ferral letters. By brainstorming, participants wrote ideas
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on post-it notes to the question “What information do you

think is important that the specialised mental health care

receive in a referral letter?”. The ideas (information themes)

were collected and reviewed in the group to ensure a com-

mon understanding of each theme. The participants were

then encouraged to take part in open discussion on issues

relevant to good referral letters and were given the oppor-

tunity to write down additional themes. At the end, the

groups analysed their themes by grouping them and creat-

ing a heading for each group of themes. The interview was

led by a senior mental health researcher (E.B.); while the

categorising of themes was led by the group itself and was

observed by a researcher (M.H.). One week after the sec-

ond interview, the participants in the first two groups were

phoned by a researcher and asked if they had additional

themes. This part of the process did not result in any new

themes and was discontinued. The input from the four

groups was combined and analysed together by two re-

searchers (M.H. and O.T.). First, inter-group duplicates

were removed. Then, themes with equivalent meanings

were made into single themes. Finally, by consensus, new

common headings were developed based on the groups’

headings with the associated themes by two internal

researchers (A.A. and M.H.) and one external re-

searcher (O.H.). These headings were reviewed and ap-

proved by the researcher leading the group interviews (E.B.).

Step 2: individual rating

Within the Delphi technique, the suggested information

requirements that had been analysed and organised into

the new headings and themes were sent to the partici-

pants [20]. They were asked to individually rate each

theme’s importance on a scale from 0 (= “not important/

irrelevant”) to 5 (= “extremely important/cardinal”).

With the occurrence of a perceived overlap of themes,

the participants were to place a “0” by the redundant

theme and mark it with the number of the theme that

should replace it. We started the analysis of the individ-

ual ratings by excluding the theme that the most partici-

pants considered replaceable and marking the theme

that replaced it. We then excluded the theme that was

seen as second most replaceable by the participants, and

so on. Themes that were marked as “replacers” were not

excluded. Those assessed as replaceable by only one or

two participants were not excluded. Finally, we used a

predefined cut-off limit of 75% or more of the partici-

pants scoring the themes at 4 or 5, as did Deneckere

and colleagues [22]. Only the themes rated as most im-

portant or second most important by 75% or more of

the participants were included.

Results
Four group interviews were conducted with a total of 19

participants Seventeen completed the individual ratings

using the questionnaire. The four groups suggested 174

themes. After excluding inter group duplicates and

themes assessed as replaceable, 71 themes were left.

Once we excluded themes that less than 75% of the re-

spondents had rated as important (4 or 5 on the scale), we

had a list of 40 themes that the participants considered as

Table 1 The first two steps in quality improvement

Theory based steps In this case

1. Select target area

Frequency Large patient population [1], referral letters used whenever need for specialised
health care.

Importance Large suffering, large impact on society [1]

Complexity Many stakeholders, inter-organisational

Insufficiently effective, efficient, accessible, acceptable/patient-
centred, equitable, and/or safe care [28]

Risk of incorrect prioritisation of patients and inappropriate care [7,8]

Expected improvement potential [13] Studies reveal that referral letters in general and within mental health care lack
important information [4-6]

2. Determine/define recommended practice

Explore existing knowledge [13] Literature review revealed no evidence-based recommended standard for content
of referral letters to specialised mental health care

If not sufficient knowledge: Define recommended practice Structured group interview using the method Language Processing [20]

A. Involve valid perspectives [9]: Including:

Professional Health professionals from primary care (GPs and mental health nurses) and from
specialist mental health care (psychiatrist and trained psychologists)

Patient/client Patient representatives from Mental Health Patient Organisation

Organisational Operating managers within specialist mental health care.

B. Make feasible [13] Delphi process to determine the most important content. Exclusion of themes where
less than 75% of participants have rated them as highly important [22].

The theoretical framework for the method employed in this study.
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the most important information in a referral letter to

specialised mental health care. The process is illustrated in

Figure 1 “The reduction process”. The groups suggested

from five to eleven headings. The four sets of headings

with the suggested themes were analysed by three individ-

ual researchers. By consensus, seven headings were found

to adequately cover the four sets:

� ➢ Personal information and contact information.

� ➢ Important introductory information (check-off

points).

� ➢ Case history and social situation.

� ➢ Present state and results.

� ➢ Past and on-going treatment efforts, involved

professional network.

� ➢ The patient’s assessment.

� ➢ Reason for the referral.

The main findings are that referral letters to specialised

mental health care should include the overall plan for care,

the involved services and interventions, and the patient’s

preferences and goals as well as the regular information usu-

ally found in referral letters. An introductory section to the

referral letter with check-off points about essential informa-

tion was also suggested. The recommended information for

a referral letter to specialised mental health care for adults,

including the check-off points, is shown in Figure 2 “Sug-

gested content of referral letters to Specialised Mental

Health Care”.

Discussion
The findings of the study identify referral letter informa-

tion seen as important when referring a patient to

specialised mental health care. The recommendations

from the multi-perspective groups suggests a stronger

emphasis on information about the planned integrated

care, the specialist health care provider’s role in it, and on

the patient’s involvement compared with “standard” referral

letter forms. An introduction with seven check-off points

on essential information also evolved during this study.

In contrast to many other efforts to define a standard

for content of referral letters, we chose to invite the pa-

tients, the management and the professionals to give

their perspective into the referral letter evaluation

process. Since the referral letter is a communication

means mainly between GPs and specialists, it can be ar-

gued that doctors are the only ones who are able to dis-

cern the type of information it should contain. However,

there is increased focus on the importance of the patient

perspective to aid in understanding and improving the

quality of health care [9,23]. Another important aspect is

health care management including knowledge about

economic and legal opportunities and boundaries. Stud-

ies showing disagreement on appropriateness of referrals

and the content of referral letters between stakeholders

in the referral process support a comprehensive sam-

pling [11,12]. We argue that the inclusion of all three

perspectives gives a fuller description of the health care

process and as such increases the validity of the results.

The groups were mixed to increase the richness of the

data. Yet, there is the risk that the asymmetrical distri-

bution of power that can be found within health care

services could be maintained in the groups. To offset

this possible asymmetry, and based on advice from pa-

tient representatives, we aimed at including at least two

patient representatives in each group, but because of

mitigating circumstances, achieved this in only two of

the four groups. However, the large amount of input

from the patient representatives gives us reason to be-

lieve that the effort to create a balance of power in the

groups was successful. The definition of quality in health

care, which forms the basis for the sampling method, is

valid for all health care and therefore strengthens the

generalisability of the findings. However, legislation,

tradition and culture can affect which information is

seen as important in a referral letter. The participants in

this study were selected for their extensive experience

and interest in the subject, and though this gave indepth

insight into the topic, it can also at times be a barrier to

innovative ideas and criticism within the topic. Another

limitation in the study can be the type of services and

professions represented in the sample. Other services

such as unemployment agencies or social services may

have information that could alter the results regarding
Figure 1 The reduction process.
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Figure 2 Suggested content of referral letters to specialised mental health care.
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assessment of important referral letter content. We

argue that the results of this study are generalisable to

health care systems similar to that of Norway. The

method that we used to define the recommended con-

tent of referral letters, however, we argue is generalisable

to health care in general.

There are many similarities between our findings, the

Norwegian guideline “The good referral letter” [17], and

international suggested standards within somatic care

[5,24]. However, our study suggests more emphasis on

the professional network, in which specialised health

care is only one element. For instance, our informants

thought information about services and interventions

that the patient receives and about the overall care plan

are important health care elements to convey when re-

ferring a patient to specialised mental health care. “The

good referral letter” and other existing referral letter

forms within somatic care do lend weak support also for

our results concerning patient involvement [4,24],

though some include information on the patient’s ex-

perience with the disease [6]. In contrast, the study on

referral letters within mental health by Shaw and col-

leagues supports our patient focus findings [18]. The

specific need for information regarding integrated care

and patient involvement for patients with mental disor-

ders highlights the need for a separate guideline for the

content of referral letters within mental health care.

However, it is noteworthy that similar information re-

quirements have been found in other groups of patients

who require shared or integrated care, such as the eld-

erly [4]. Thorsen and colleagues defined three types of re-

ferral letters: a request for a specific assessment or

treatment, an invitation to have a second opinion, and a

request for mutual responsibility for the care of a patient

[25]. Care for people that are referred to specialist mental

health care usually requires cooperation between this ser-

vice and primary health care [2]. Referral letters for these

patients are therefore often a request for mutual responsi-

bility for a period of time. Further research should explore

if our results are valid for patients that are in need of inte-

grated or shared care regardless of the diagnosis.

Optimal prioritisation of patients to ensure sufficient

accessibility to specialised mental health care is import-

ant to patient safety. However, the structures and pro-

cesses involved to support this are complex [26]. The

present study focuses on one part expected to be rele-

vant; the need for sufficient information to prioritise

among patients. It suggests that there is some informa-

tion seen as important when referring a patient to men-

tal health care not emphasised in a general referral letter

form. However, factors other than the content of referral

letters can affect the setting of priorities, such as ac-

quaintance with the referring GP [27]. Recognising that

there may be many factors affecting the accessibility of

specialised mental health care, the present study should

be seen as one step in exploring best practices for one of

the factors. Future research should emphasise explor-

ation of the referral process in the following areas: (a) if

or to what degree the content of referral letters have an

impact on the quality of care [28] for patients with men-

tal diseases; (b) the generalisability of our findings to

other patient groups and context; and (c) if or to what

degree other factors than the content of referral letters

are relevant for the outcome of the referral process and

the subsequent care for the patient.

Conclusion
In this study, we have explored the information that a

referral letter to specialised mental health should in-

clude. We have revealed some important elements of pa-

tient information and care that are not aspects of

general referral letter forms. Our findings recommend a

stronger focus on the on-going and planned care, so that

specialised mental health care has a greater understanding

of its role, and more emphasis on the patient’s assessment

and preferences. Beyond that, a general form, like “The

good referral letter”, can serve as a guideline. The

recommended set of introductory check-off points can

serve as a checklist for GPs when writing a referral letter

and can outline essential information for specialists. How-

ever, it is important to evaluate if or to what degree high

quality referral letters, according to the results of this

study, improve the outcomes for patients and the organisa-

tion, and if they have a positive impact on the accessibility

of specialised health care for the patients most in need.
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Abstract

Background: Referral letters are the main communication means between Primary and Specialised Mental Health

Care. However, studies of referral letters reveal that they lack important information, and how this lack of

information affects the care for patients is unknown. This study aims to explore if and to what degree the quality

of referral letters within Mental Health Care for adults can be improved and the potential improvement’s impact

on defined patient, professional and organisational related outcomes.

Methods and design: A controlled study with pre and post test will be prepared and accomplished to explore

the correlation between the content of referral letters and outcomes of the care for the referred patients. The

study is performed in accordance with the guideline of the Medical Research Council on development and

evaluation of complex interventions. Using a mixed method design, a stepwise model will be conducted: Firstly,

process and outcome measures will be developed and tested. Secondly, by these measures, the results from an

intervention group of General Practitioners (GPs) who receive a complex quality improvement intervention will be

compared with results from a control group who perform “care as usual”. Compliance to the introduced guideline

will be measured as a mediator.

Discussion: The Western Norway Mental Health Interface Study is among the first trials to evaluate the impact of

the quality of referral letters on the organization of care. This study will provide information that will be usable for

healthcare managers and clinicians in both Primary and Specialised Care settings.

Trial Registration: ClinicalTrials.gov: NCT01374035

Background

The prevalence of mental disease is high. Depression is

ranked as the leading cause of disability and affects around

120 million people worldwide [1]. As in most countries,

Norwegian mental health care is organized using a decen-

tralized model with Primary Health Care often being

the first service the patient contacts before being referred

to Specialized Mental Health Services. The present decen-

tralisation, sub-specialization and organisation where

health professionals, to some degree, independently make

decisions regarding the treatment of the patients increases

fragmentation in health care [2]. Therefore, the communi-

cation and coordination between the various services is

essential. It is particularly important in mental health care

for three reasons: Firstly, it is composed of multiple provi-

ders and services [3], secondly, it consists of interventions

that are mutually dependent for achieving a positive out-

come for the patient [3] and thirdly, the patients who use

mental health care services often have low level of func-

tioning and lack the ability to ensure that they receive the

interventions they need [4].

Research shows that the risk of adverse advents is

highest during the transition between two links in the

process. This is the moment where responsibility for a
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patient transfers from one service to the next [4,5].

Referral and discharge letters are the most common,

and often the only, communication between Primary

Care and hospitals [6-8]. However, national and interna-

tional studies of the quality of this written communica-

tion reveal that the quality is poor with regard to the

various types of information they cover [7,9-12]. Even

though there is no standard for the content of mental

health referral letters in Norway, studies imply that

there is a potential for improvement also within Mental

Health Care [13]. Research has shown that referral let-

ters lack information on assessment of suicidality

[13,14], medical and treatment history [15] and planning

for integrated care [13].

Quality in Health Services is defined by Øvretveit as

“fully meeting the needs of those who need the service

most, at the lowest cost to the organisation, within limits

and directives set by higher authorities.” [16]. It implies

that three dimensions are involved: client-quality, profes-

sional quality and management quality [16]. When asses-

sing and improving quality, all three dimensions are

relevant. “Care Pathways”, also known as “Critical Path-

ways” or “Clinical Pathways”, is a complex intervention

used to improve the three dimensions in quality of care

[17]. Research shows promising results on the effects on

patient care and the organization of the care in surgical

and medical care when Care Pathways are applied

[17-19]. Though there is little research that can demon-

strate positive effect of Care Pathways in Mental Health

Care [20,21] and in the continuum of care including Pri-

mary Care [22,23], the concept is seen as an important

contribution toward improving future health care [2,24].

Challenges within research methodology can be argued

to be a reason for the limited knowledge on the method’s

potential and problems [25]. The emphasis on facilitation

of communication and coordination in the Care Path-

ways model implies it has potential to improve the qual-

ity of the referral process and letters [26].

A complex intervention is recognized by the high num-

ber of interacting components it has. It is made up of a set

of components that may interact and cause a synergy

effect, which makes it difficult to define the “active ingre-

dients” of the intervention [25,27]. Intervention in the pro-

cess of coordination and communication between the

involved services in a referral process meets the criteria for

a complex intervention. The state of the art framework to

develop and evaluate complex interventions is described

by the Medical Research Council [27,28].

Given the extensive and sole use of referral letters as a

link from Primary to Specialised Mental Health Care, it is

surprising that their potential for improvement and

impact on the service has not been explored to a larger

degree. Based on the theoretical and empirical back-

ground defined above, there is support for conducting

research on these documents’ content, the effect they

have on the organisation of Specialised Care and the

effect of the interventions aimed at improving their con-

tent. The increasing use of electronic patient records and

electronic transmission of referral and discharge letters is

an opportunity for the implementation of research-based

interventions that effectively improve and standardise

this vital interface [29].

Methods and design

Objectives

The main object is to study the function of referral letters

as a means to coordinate the care process for adults

when referred from Primary Care to Specialised Mental

Health Care. The study will explore if and to what degree

the quality of these referral letters can be improved and

the potential improvement’s impact on defined patient,

professional and organisational related outcomes.

Research questions

The main research question is to what degree a defined

quality improvement intervention geared toward improv-

ing the content of referral letters has an impact on

patient, professional and organisational related outcomes

in the Specialised Mental Health Care. To be able to

answer this question we need to ask two underlying

questions: Firstly, does a defined quality improvement

intervention improve the compliance to the key charac-

teristics of good referral letters? Secondly, what is the

correlation between the compliance to the key character-

istics of good referral letters and patient, professional and

organisational outcomes within the Specialised Mental

Health Care? (Figure 1)

There are two premises that are required in order to

answer the posed research questions. The first premise

is to define the necessary characteristics of a good refer-

ral letter to Specialised Mental Health Care and to

translate these characteristics into a valid instrument to

measure the quality of these letters. The second premise

is to define a set of valid outcome measures that are

sensitive to the possible impact of the intervention.

Design

The study includes the two first phases in Medical

Research Council’s revised framework for developing and

evaluating complex interventions: 1) the “Development”

phase and 2) “Feasibility and piloting” phase [28]. Our

study consists of four steps performed with a mixed

method design that combines qualitative and quantitative

approaches in order to answer the research questions.

Because of the stepwise progression of the study, each step

is planned based on how it will be conducted, but the

amount of tests and participants will be decided consecu-

tively based on power analysis and other considerations.

Step 1 gives input for development of the characteristics
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checklist for good referral letters. In step 2, the checklist’s

validity as an instrument for assessing the quality of refer-

ral letters will be tested. During step 3, the set of outcome

measures will be developed and tested to strengthen the

causal chain [28]. Step 4 consists of a quasi-experimental

study with a pre-post test design using an intervention

and a control group (Figure 2).

Step 1: A qualitative study with the aim of detecting the

characteristics of good referral letters and outcomes that

could be affected by improved referral letters will be per-

formed. Interview by nominal group technique [30] in

groups with representatives of the patient, professional

(mental health nurses and GPs in Primary Health Care

and psychiatrists and psychologist in Specialised Mental

Health Care) and management perspectives will be con-

ducted. The groups will be asked questions regarding the

two premises: A) Information referral letters should con-

tain to give the Specialised Mental Health Care the

necessary information to correctly and sufficiently priori-

tize, plan treatment and follow-up the patients and B)

The possible impact improved referral letters could have

on Specialized Mental Health Care.

Step 2: The main aim in step 2 is to use the results

from step 1 and premise A together with the results from

a literature search to develop a valid tool to assess the

Figure 1 The main research questions in the study.

Figure 2 Illustration of the stepwise progression of the study.
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quality of referral letters. A Delphi-technique [30] will be

used to rank the characteristics defined in step 1 and

defined in the literature on content of referral letters.

Both the participants in all the interview groups and spe-

cialists from Specialised Mental Health Care and general

practitioners (GPs) will be included in this study phase.

The alpha version of the tool will be tested on psycho-

metric properties in terms of their interrater reliability,

test-retest reliability and correlation between checklist

score and receivers’ assessment of the referral letter’s use-

fulness. The reliability tests are to be performed on refer-

ral letters drawn from a retrospective sample of patient

records from Helse Fonna local health trust, Division for

Mental Health Care. The number of documents exam-

ined by the checklists will be determined by a power ana-

lysis after the checklist is developed and pilot testing

(N = 10) is completed.

Step 3: The main aim in step 3 is to develop a set of

valid outcome measures that are sensitive to changes in

Specialised Mental Health Care following improved refer-

ral letters. The development of measures will be based on

a triangulation of methods [31]. A set of possible mea-

sures will be developed based on the interview groups’

suggested measures and a literature review on process

and outcome measures relevant for Specialised Mental

Health Care. These measures will be tested one by one

on their correlation with the quality of the referral letter.

A number of referral letters will be drawn from the Elec-

tronic Patient Record System, depersonalized and scored

on the developed referral letter checklist. For each refer-

ral letter, data on the suggested outcome measures will

also be collected. The correlation between quality of

referral letters and outcome measures will then be tested.

The outcome measures that are found to have the stron-

gest theoretical and empirical support for their correla-

tion with the quality of referral letters will be used during

the intervention study in step 4.

Step 4: The aim of step 4 is to study, firstly, if and to

what degree a Care Pathway-inspired intervention for

GPs improves the compliance to the guideline developed

in step 1 and 2 and, secondly, what the impact is of the

intervention and improved referral letters on patient,

organisational and professional related outcomes. A con-

trolled quasi-experimental design with pre and post test

will be conducted.

Setting and Sample

The study will be conducted within the region of Helse

Fonna Local Health Authority on the Western coast of

Norway. This health authority is responsible for the Spe-

cialised Health Care of 18 municipalities and has a total

population of 165,000. Four public local mental hospitals

and two public specialised mental health hospitals consti-

tute most of the Specialised Mental Health Care for the

population. Mental Health Services in Helse Fonna

receives approximately 300 referral letters per month.

There are 144 GPs within the region. To reduce the risk

for contamination of the data, GPs within a health centre

or office will be seen as a cluster in the inclusion process.

All GP offices will be divided into two groups: one will be

invited to participate and the second will serve as a con-

trol group. GPs in an invited centre who volunteer to

participate constitute the intervention group. Data from

GPs who do not choose to participate, but are working

with participants in the intervention group, will be

excluded (Figure 3).

Units of analysis

To answer the research question regarding the impact of

the intervention on the quality of the referral letters, the

units of analysis will be each GP. When studying the

intervention’s impact on the outcome, each referral letter

will form the unit of analysis. Only referral letters for

elective examination or treatment will be included.

Description of the intervention

The intervention includes several components to

enhance the mutual understanding of the referral process

by making the different activities, roles and goals explicit

[32]. It meets the criteria for a complex intervention and

constitutes a set of intervention elements adapted into

the context of the organization [27,28,33] to facilitate the

phases in the process of change defined by Grol and

Wensing [30]. The intervention includes development of

process and outcome measures defined in step 1-3.

Firstly, GPs in the intervention group, in cooperation

with representatives from Primary Mental Health Care,

Specialist Mental Health Care, patient representatives

and managers, will be involved in defining the key char-

acteristics of a high quality referral letter to Specialised

Mental Health Care Secondly, the participants in the

intervention group will be presented the characteristics

of a good referral letter, data on compliance to these

characteristics in existing referral letters and the out-

comes following the referral letters. Thirdly, they will

participate in an individual interview focusing on ability

and motivation for change. This is mainly seen as a part

of the data collection, but can also serve as an active

ingredient. And finally, they will receive consecutive feed-

back on their performance when they send a referral let-

ter, both on the compliance to the guidelines and the

outcome for the patient.

Description of the measures

Following the MRCs guidelines for complex interven-

tions, this study will make use of both qualitative and

quantitative data to answer the research questions.

Within step 1 and 2, a validated checklist to assess the

quality of referral letters will be developed as a process

measure. Outcome measures will be developed in step

3. In addition, data on the process of implementing a

change and the context will be collected both by
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questionnaire and individual interviews. The data collec-

tion consists of the following:

Structure measures Before the intervention:

• Questionnaire to the GPs in the intervention group

on background variables (age, experience as GP,

approximate number of patients with moderate or

severe mental health problems, etc.).

• Individual interview with the GPs in the interven-

tion group about their experience with structured

quality improvement efforts and referrals to Specia-

lised Mental Health Care, their motivation for chan-

ging and their plan to implement the new guideline.

After the intervention:

• Individual interview with the GPs in the interven-

tion group about their experience with the interven-

tion and motivators for continuous improvement.

Process measures • Quality of referral letters measured

by the validated checklist from step 1 and 2.

Outcome measurement • Quality of care measured by

the indicators from step 3.

• Length of stay. Measurement is from date of

admission or onset of out-patient treatment until

date of discharge (documented in Electronic Patient

Record as end of treatment period), assessed up to

six months after admission.

• Response time for referral letters in Specialised

Mental Health Care. Referral letters will be followed

for the duration of the assessment and prioritization

process until response letter is sent, an expected

average of 10 days.

• Usefulness of the information in the referral letters.

Based on the specialist’s assessment, the usefulness

and accuracy of the information given in the referral

letters will be scored after the first consultation with

the patient.

The data collection will mainly be prospective. How-

ever, since the development of the process measures a

part of the intervention, the pre test of compliance to

the characteristics of high quality referral letters will be

retrospective using referral letters from the Patient

Record System (Figure 4).

Registration and Ethical approval

Step 1 and 2 are approved by the Norwegian Social

Science Data Service (register number 24340) and the

National Committee for Medical and Health Research

Ethics. The application for approval for steps 3 and 4

depends on steps 1 and 2, and will be applied for after

step 2 is complete. The study is registered at Clinical-

Trials.gov registration number NCT01374035.

Participation will be based on written informed con-

sent. All data from the Patient Record System, including

referral letters, will be depersonalized by health profes-

sionals who already have access to the information

before it is delivered to the researchers.

Discussion

Cooperation and coordination is necessary for ensuring

that the patients in Mental Health Care receive a suffi-

cient continuum of care when referred from Primary to

Figure 3 Selection of the sample.
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Specialist Health Care. However, our knowledge about

the degree to which the main means for this - the refer-

ral letter - affects the specialised care is limited. Because

of this, we do not know whether we should place

emphasis on improving the referral letters. The main

object of this study is to investigate the impact of an

intervention aimed at improving the quality of referral

letters on patient, professional and organisational related

outcomes. The intervention is a complex intervention.

The implementation of such a complex intervention,

according to the MRCs definition, requires careful plan-

ning and development of measurements that can detect

important causal chains. The study employs a stepwise

development of valid process and outcome measures.

Triangulation is recommended to enhance the validity

of the findings to compensate for the methods’ various

weaknesses [31]. We combine three research methods by

making use of data from group interviews, examining

existing literature and testing existing data from patient

records to develop process and outcome measures. From

these procedures, we will be able to perform a controlled

intervention study in Mental Health Care for adults.

Since the strong focus on referral letters as important

means for care coordination can be argued to be based

mainly on expectations and beliefs rather than evidence,

this study will contribute important information about

referral letters even if we find no correlation between

improved referral letters and quality of care.

There are several possible obstacles to effective coop-

eration between Primary Care Services and Specialist

Mental Health Services [34]. There may not be agree-

ment between the services about which information is

essential and correct in referral letters. This study will,

therefore, use a guideline for content of referral letters

that will be collaboratively developed by representatives

from both Primary and Specialist Health Care. We will

also test the correlation between the quality of a referral

letter defined by the guideline to the quality defined by

the specialist’s assessment after the first consultation

with the patient.

Figure 4 The development of the process and outcome measures.
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In this study we will be able to compare the intervention

group’s pre results with the post results as well as compare

the results of the intervention group with the control

group. The intervention group consists of GPs who are

willing to participate and the control group is expected to

be a natural sample of GPs. We do not expect them as

group to differ in the way they write referral letters before

the intervention. But we expect that the intervention

group could be more motivated for change than the con-

trol group as defined in Prochaska’s model for stages of

readiness to change [30]. Since we compare content of

referral letters, not willingness to change, we argue that

the groups are comparable. However, we emphasise that

the intervention is tested on a group expected to be at the

“contemplation” or a later phase in Prochaska’s model.

The effect of the intervention can only be generalized to

groups that are at the same level of readiness, not to the

general population.

A lot of effort is put into improving the coordination

between health services. The referral letters are seen as an

important means for this coordination, and they have

been found to lack important information. However, we

do not know if and how the quality of these letters affects

the outcome for the patients and the services. This study

will explore the correlation between the quality of referral

letters and outcome measures based on the state-of-the-

art framework of the Medical Research Council. To our

knowledge, this is the first trial about the impact of referral

letters on Specialised Mental Health Care and is an impor-

tant aspect of building knowledge about a complex pro-

cess of coordination and possible improvement potential

within Health Care.
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MRC: Medical Research Council; QI: Quality improvement; GPs: General

Practitioners (medical doctors in Primary Health Care)
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