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Abstract
Background  In Norway, patients have the right to choose their healthcare provider for elective specialized 
treatments, including the approximately 20,000 annual hip and knee arthroplasty surgeries. There is considerable 
regional variation in mobility – ‘patient leakage’ – out of a regional health authority for patients seeking these surgical 
procedures. General practitioners play a vital role in this decision-making process, acting as gatekeepers in referring 
patients to specialized healthcare. This study investigates the factors influencing Norwegian general practitioners’ 
referral decision for hip and knee arthroplasty surgeries.

Methods  We conducted five focus group interviews with 28 general practitioners across various municipalities in 
Northern Norway, selected based on differing levels of ‘patient leakage’ according to the Norwegian Patient Registry. 
The thematic analysis focused on: 1. The involvement of general practitioners, patients, and other parties in the 
decision-making process, and 2. The impact of interpersonal, service-related, and broader societal factors on these 
decisions.

Results  The analysis identified four main themes: 1. Navigating referral decisions, 2. Patients’ expectations, 
knowledge, and beliefs, 3. Service factors affecting referral practices, which includes sub-themes such as hospital 
reputation, general practitioners’ familiarity with specialists, selection bias, and concerns for post-operative care, and 4. 
Societal and structural factors, including geographic logistics and local hospital disputes.

Conclusion  The decision-making process for selecting treatment providers is complex and influenced by multiple 
intersecting factors. While general practitioners are crucial in guiding patient referrals, many elements contributing 
to ‘patient leakage’ are beyond their control. Our results suggest that policies to address patient leakage should 
encompass a broader, cross-sectoral approach rather than focusing solely on healthcare services.
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Background
In Norway, as in many other high-income countries, 
patients possess the right to select their healthcare pro-
vider for elective specialized treatments [1, 2], a policy 
known as ‘Free hospital choice’. The policy is expected 
to decrease waiting times, enhance quality and efficiency 
through strengthened competition, and foster equity in 
healthcare [3, 4]. General practitioners (GPs) play a cru-
cial gatekeeping role in referring patients to specialized 
healthcare [5]. Shared decision-making is regarded as the 
ideal approach for making treatment and care choices. 
It is defined as “a collaborative process that involves the 
person using the service working with the healthcare pro-
fessional to reach a joint decision about their care” [6]. 
Despite this, research indicates that few patients actively 
select their healthcare providers, and many do not view 
having a choice as important [3]. Additionally, studies 
have shown that patients often rely on their primary care 
provider to recommend high-quality specialized care [7, 
8], and it is assumed that GPs are more informed about 
treatment options and quality of care than their patients 
[5, 9]. A recent systematic review revealed that when 
choosing a specialist for their patients, referring provid-
ers consider not only the specialists’ clinical expertise but 
also subjective factors. These include past interactions 
that both the patient and the referring physician have had 
with the specialist, which influence their assessment of 
the specialist’s quality [8]. A comprehensive survey that 
included 7,183 GPs across 31 European countries, as well 
as in Australia, Canada, and New Zealand, found that 
GPs’ referral decisions are most influenced by patient 
preferences and the GPs’ own previous experience with 
specialists. The use of benchmark information to inform 
referrals is rare, and in Norway, it is almost never used 
[10].

The Norwegian healthcare system is predominantly 
publicly funded via taxes through block grants and activ-
ity-based funding, each contributing about half of the 
total funds [2]. The public specialized healthcare services 
are managed as local enterprises within four regional 
health authorities. These authorities are responsible for 
the provision of specialized healthcare for the population 
in their respective regions, either directly or via contracts 
with private providers. If patients opt for treatment from 
a provider outside their local enterprise or health author-
ity, the funding designated for their care follows them to 
the chosen provider. Furthermore, the national insurance 
scheme reimburses patients for travel expenses related 
to their treatment. The right to choose treatment pro-
vider extends to the approximately 20,000 patients who 
annually require hip (11,000) and knee (9,000) arthro-
plasty surgeries [11]. The Norwegian Health Atlas has 
highlighted considerable regional variation in mobility, 
often referred to as ‘patient leakage’ [12] out of a regional 

health authority, for patients seeking these surgical pro-
cedures [13]. The choice of treatment provider is aided by 
information on predicted wait times available on a public 
website [14]. The published wait times for arthroplasty 
procedures vary significantly, ranging from four weeks to 
over a year, with no obvious pattern of differences across 
health regions. Arthroplasties are standardized surgi-
cal procedures, and annual reports from the Norwegian 
Arthroplasty Register indicate minimal variation in prac-
tice between hospitals and health regions [11].

Although there is substantial evidence documenting 
the prevalence of and regional variations in ‘patient leak-
age’, there is limited understanding of the decision-mak-
ing processes that guide choice of treatment provider. 
In this study, we specifically explore the factors affect-
ing Norwegian GPs’ decision-making processes regard-
ing where to refer patients for hip and knee arthroplasty 
surgeries, with a particular attention to referrals to treat-
ment providers located outside their local regional health 
enterprises.

Methods
Study context
This study was conducted in Northern Norway, an area 
under the jurisdiction of Northern Norway Regional 
Health Authority. Less than 500,000 people, or about 10% 
of Norway’s population, reside in Northern Norway [15]. 
This region spans roughly 35% of the country’s geograph-
ical area and is characterized by widely dispersed settle-
ments and significant distances between communities 
and local public hospitals. Transportation options within 
the region and between the region and the southern part 
of the country vary, with most residents relying on plane, 
boat, car or bus.

Public specialist healthcare services in Northern Nor-
way are managed by Northern Norway Regional Health 
Authority through four hospital enterprises. There are 
two to three local hospitals within each enterprise, and 
a varying degree of centralization of orthopedic surgery 
including arthroplasties within each enterprise:

 	• Finnmark hospital enterprise, with somatic hospitals 
in Hammerfest and Kirkenes, and decentralized 
specialist healthcare in Alta.

 	• The University Hospital of North Norway, with a 
tertiary regional referral center in Tromsø and local 
somatic hospitals in Narvik and Harstad.

 	• Nordland hospital enterprise, with somatic hospitals 
in Bodø, Gravdal and Stokmarknes.

 	• Helgeland hospital enterprise, with somatic hospitals 
in Mo i Rana, Mosjøen and Sandnessjøen.

This article is based on focus group (FG) discussions with 
GPs from five municipalities in Northern Norway. It 



Page 3 of 14Blix et al. BMC Health Services Research          (2025) 25:727 

contributes to a broader research initiative investigating 
patient mobility, also known as ‘patient leakage’, specifically 
among patients requiring hip or knee arthroplasty. Along-
side FG discussions with GPs, the research initiative incor-
porates data from The Norwegian Arthroplasty Register, 
The Norwegian Patient Registry, and Statistics Norway, and 
individual qualitative interviews with patients and orthope-
dic surgeons.

Participants and recruitment
We enlisted a patient research partner via the user panel of 
the health enterprise where the second author works. This 
partner was invited to engage in all phases of the research 
process and contributed to the study design, including the 
guide for conducting the FG discussions.

The study included five municipalities; three located in 
Finnmark County and two in Nordland County. These 
municipalities were intentionally selected due to the dif-
ferences in the levels of ‘patient leakage’ as recorded in the 
Norwegian Patient Registry. The municipalities included 
have populations ranging from 7,400 to 26,000 [16].

We aimed to recruit GPs with a range of work experience, 
and to achieve this, we enlisted the help of key municipal 
personnel, such as municipal chief medical officers and phy-
sicians responsible for the specialist training of GPs, to iden-
tify potential participants. The second author reached out to 
potential participants, providing them with written and oral 
detailed information about the study. Upon obtaining writ-
ten consent from the participants, the second author sched-
uled the FG discussions.

The composition of the focus groups is presented in 
Table 1.

In some cases, the FGs were composed of GPs from 
various offices or healthcare centers within the same 
municipality. In contrast, in smaller municipalities, the 
FGs included most GPs working there.

Focus group discussions
To moderate the discussions, a comprehensive topic 
guide was employed, covering several areas:

1.	 The GPs’ referral practices: This included their 
preferences for treatment providers, sources of 
information and advice on choosing providers, 
considerations of travel distance and costs, and 
decision-making processes.

2.	 Shared decision-making: Topics involved evaluating 
patients’ understanding of their illness and treatment 
options, involving patients in the decision-making 
process, assumptions about the significance of the 
treatment location for patients, how GPs facilitate 
patients’ choice of provider, and circumstances in 
which disclosing the right to choose a provider might 
be deemed inappropriate.

3.	 Collaboration with hospitals: Discussion points 
included the nature of the GPs’ collaboration with 
local hospitals, their thoughts on what makes a 
hospital an attractive option for treatment, and ideas 
for enhancing the partnerships between hospitals 
and primary healthcare services.

4.	 Societal factors: The guide also prompted discussions 
on how societal issues, such as political processes 
and discussions regarding the localization of local 
hospitals, influence GPs’ referral practices.

The content of the topic guide was developed based on 
the overarching research initiative’s focus on ‘patient 
leakage’. While registry data can provide answers on 
whether ‘patient leakage’ is occurring, and potentially 
between which regions and hospitals, a qualitative study 
can offer insights into some causes of this phenomenon. 
Based on the central role of GPs in referring patients to 
specialist healthcare services, we assumed that their 
practices could both promote and prevent ‘patient leak-
age’. We assumed that GPs’ referral practices were based 
on professional and clinical assessments, but we were 
also curious about whether and how these practices were 
shaped by factors outside the GP’s office, such as policies 
on shared decision-making, and GPs’ and patients’ expe-
riences with and assumptions about local hospitals and 
other specialist healthcare services.

The FG discussions were facilitated by the second 
author, who acted as the moderator, with a research assis-
tant who served as co-moderator. These discussions took 
place in meeting rooms within the local healthcare cen-
ters. While the second author guided the conversation, 
the research assistant concentrated on observing the par-
ticipants’ interaction and documenting the proceedings. 
Following Barbour [17], we believe that a crucial aspect 
of FGs is that the interaction should primarily occur 
among participants rather than between participants 
and the researcher(s). All participants were active and 
engaged in the FG discussions, although some were more 
active than others. They encouraged and challenged each 
other’s perceptions and statements through both verbal 
and non-verbal expressions.

All FG sessions were recorded for accuracy and further 
analysis.

Table 1  Focus groups
Focus group County Number of participants
1 Finnmark 5
2 Finnmark 7
3 Finnmark 5
4 Nordland 6
5 Nordland 5
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Analysis
The following research questions guided our analysis:

1.	 How do GPs describe their involvement, their 
patients’ participation, and the contributions of other 
relevant parties in decision-making processes for 
referring patients to arthroplasty surgery?

2.	 How do interpersonal, service, and broader societal 
factors shape these processes?

While the first, broader research question guided the devel-
opment of the topic guide, the second research question 
emerged during the focus FG discussions and the initial 
phases of analysis. The audio recordings were transcribed 
verbatim. The lead author repeatedly read through the tran-
scripts to become thoroughly acquainted with the content. 
Following the approach outlined by Braun and Clarke [18, 
19], thematic analysis was deemed appropriate to engage 
with the data. The lead author individually assessed each 
transcript from the focus group discussions, identifying and 
coding text segments pertinent to the research questions. 
This process of identifying patterns and contradictions 
within the data involved a meticulous and iterative review of 
both the full data set and the coded segments. Subsequently, 
the lead author grouped the codes into preliminary themes. 
These initial themes, along with the related data excerpts, 
were then shared with the author group for feedback and 
further discussion. The next step was a collaborative effort 
where all authors worked together to refine, clarify, and 
name the themes. This cyclical approach fostered a dynamic 
interaction with the data, allowing for both in-depth analy-
sis and critical reflection.

While thematic analysis typically centers on the content of 
what participants say, it is important to recognize that focus 
groups also leverage group dynamics – how people dis-
cuss specific topics [20, 21]. Focus groups “afford research-
ers access to social-interactional dynamics that produce 
particular memories, positions, ideologies, practices, and 
desires among specific groups of people” ([21]: 559). With 
this understanding, we have carefully examined the group 
dynamics in our analysis. The notes from the FG discus-
sions offered cues for passages that required particular 
attention. Additionally, in presenting our findings, we have 

endeavored to highlight these dynamics by including not 
only individual statements but also the conversational con-
text in which they occur.

The diverse expertise of the author group – comprising 
the lead author’s background in health services research 
and expertise in qualitative methods, the second author’s 
specialization in orthopedics, and the third author’s 
experience with leadership in healthcare – proved to be a 
significant advantage during the interpretation phase.

Results
The GPs in our study navigated their referral practice for hip 
and knee surgery within the frames of the ideal of shared 
decision-making and the patients’ legal right to choose their 
hospital. However, our analysis revealed that the GPs’ refer-
ral practices were shaped by various intersecting factors at 
the macro, meso and micro levels. We identified four main 
themes with several sub-themes.

The themes and sub-themes are outlined in Table 2.

Navigating referral decisions
The GPs in our study recognized their pivotal role as gate-
keepers in the referral process for hip and knee surgery. 
They felt well-positioned to advise patients, given their 
familiarity with the patients’ histories and life circum-
stances. One participant highlighted the significant influ-
ence GPs have, noting, “The GP undoubtedly has significant 
impact on where the patient travels. The information… 
When you’ve had the same GP for many years, you gener-
ally trust them. If not, you switch [to another GP]” (FG 5). 
This participant also affirmed that patients are consistently 
involved in the decision-making process: “Obviously! We 
always ask the patient if they have any specific preferences 
for their referral destination” (FG 5).

However, other parts of the FG discussions revealed that 
involving patients in the decision-making process about 
hospital choice is not as straightforward as suggested. Sev-
eral GPs indicated that they seldom discuss the choice of 
hospital with their patients. One participant explained:

I rarely discuss with the patient… my patients where 
they will have surgery. I don’t see a need to question 
it. I have no reason to recommend another hospi-

Table 2  Themes and sub-themes
Themes 1. Navigating referral 

decisions
2. Patients’ expectations, 
knowledge, and beliefs

3. Service factors affecting referral 
practices

4. Societal and 
structural factors 
affecting referral 
practices

Sub-themes 3.1 Hospital reputation 4.1 Geographic 
and logistic factors

3.2 GPs’ familiarity and contact with 
specialists

4.2 Local hospital 
disputes

3.3 Selection bias
3.4 Concerns for post-operative care
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tal than [the local hospital]. It rarely comes up. The 
entry point to hospital choice is that there is an indi-
cation for surgery. After that, people can do what 
they want. And some do, I know (FG 1).

Further discussions revealed that GPs seldom are the 
ones initiating conversations about hospital choice unless 
specific conditions prompt it. During one exchange, the 
GPs shared:

1: I never bring up the topic
2: I never do.
3: Perhaps I do, sometimes. It depends.
1: Perhaps, only if the waiting times are terribly long.
3: Yes, and especially if the patient is working. 
Younger people.
1: Yes.
(FG 2).

This dialogue suggests that GPs typically discuss hospi-
tal options only under exceptional circumstances, such 
as unusually long waiting times or when employment 
considerations are at stake, indicating that such discus-
sions are more the exception than the norm. Addition-
ally, the FG discussions revealed that GPs generally prefer 
referring patients to the nearest hospital, considering 
other options mainly when prompted by the patients 
themselves:

1: I think it’s great that the option to choose hospital 
exists. Free hospital choice. However, having local 
services is tremendously important. That’s actually 
the most important aspect. But Free hospital choice 
is a supplement to the local hospital.
2: I only briefly mention that if the patient com-
plains about long waiting times. Then I say, ‘You can 
use Free hospital choice. That’s all I inform about, 
that they have options beyond the waiting time at 
the local hospital.
(FG 3)

Furthermore, it appears that GPs view themselves as sup-
porters of local hospitals, only facilitating a change when 
patients express a clear desire to seek treatment else-
where. One GP noted, “I believe it must be the patient 
who has a motivation to get out of the local system. I 
don’t stop them, but I don’t motivate them either” (FG2).

The FG discussions revealed that the GPs primar-
ily viewed their responsibility as ensuring patients are 
referred for treatment. One GP expressed:

Hospital choice doesn’t engage me much, I must 
admit. It’s not something I actively think about. My 
main concern is to get patients to an orthopedist 

quickly, and fortunately, it usually doesn’t take long. 
I don’t consider other options unless the patients 
themselves suggest it (FG 3).

This comment suggests that GPs view the decision of 
which treatment provider to choose as peripheral to their 
responsibilities. Additionally, some GPs even questioned 
their duty to inform patients about their right to choose 
a hospital. This uncertainty is illustrated in the following 
exchange:

1: People know about their right to choose hospital 
nowadays!
2: Are we obligated to inform about this right before 
we refer?
1: I don’t.
2: I’m asking you… I don’t know.
3: There are some patients that are a lot of hassle.
2: I don’t do it consistently.
1: Neither do I.
(FG1)

This dialogue indicates inconsistency and uncertainty 
among GPs regarding their obligation to inform patients 
of their hospital choice rights. This stands in stark contrast 
to the initial statement from one of the participants who 
claimed that they always inquire about patients’ specific 
preferences for referral destinations.

Patients’ expectations, knowledge, and beliefs
The first theme reveals that GPs are primarily focused on 
referring their patients for treatment and are less con-
cerned with discussing which hospital to choose. Instead, 
the responsibility for initiating discussions about select-
ing a different hospital than the one initially chosen by 
the GP typically falls to the patients, and the FG discus-
sions showed that patients do indeed initiate these dis-
cussions for various reasons.

GPs noted that many of their patients are well-informed 
and knowledgeable about health matters, including surgi-
cal techniques. For example, some patients express inter-
est in specific surgical methods, often having researched 
these topics before their consultations. According to 
the GPs, this trend of informed patients is on the rise, 
with individuals understanding their medical options 
and making choices as if selecting from a menu when 
approaching the healthcare services:

1: Some patients are interested in specific surgical 
techniques being used.
Interviewer: Could you please elaborate on that?
1: For instance, some are specifically concerned 
whether the anterior approach is employed.
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Interviewer: Do you think these patients have read 
about this before they come to you?
1: Yes, some definitely have.
2: I’ve noticed an increase in this trend. Patients are 
well-versed in the medical aspects. They are aware 
of the available options and often make choices as if 
selecting from a menu when they approach health-
care services.
(FG4)

Additionally, many patients are aware of waiting times 
and the experience levels of different hospitals. They 
actively seek out this information online, with some 
expressing a preference for hospitals known for high vol-
umes of specific surgeries, such as hip replacements:

1: There is information available on the internet about 
where the largest volumes of surgeries are performed.
2: That’s something else.
1: It’s there. Many patients look at it. I have patients 
who have expressed a desire to be treated at [hospi-
tal in south-eastern Norway] based on such num-
bers. Clearly, we’re dealing with a well-informed 
population, especially among younger patients. For 
them, it’s important to go to places with a high case-
load on hip prosthesis. There’s no doubt about that.
(FG5)

While some patients do actively seek information about 
hospitals’ caseloads, waiting times, and surgical tech-
niques, some GPs observed that myths also play a role 
in patient preferences, such as the belief that health-
care services are superior in the southern parts of the 
country. This perception leads some patients to insist 
on being referred to hospitals in those regions: “People 
were obsessed with going to the south, down to where 
everything is better, you know. Everything is better in the 
south [ironic voice]” (FG1). Other GPs pointed out that 
some patients prefer to have surgery at hospitals other 
than their local ones due to a perceived inferiority com-
plex. This sentiment is prevalent across hospitals of vari-
ous sizes and locations:

1: [The local hospital] is obviously seen as a little 
brother to the university hospital. Many people hold 
this belief and think it’s better to have surgery else-
where due to mistrust.
2: Right.
1: They think [the local hospital] just wants to cling 
to the patients.
2: Because of the money.
1: From what I’ve seen with the patients I meet, that 
seems to be the case. I noticed the same thing when I 
worked at the university hospital. People wanted to 

go to the south. It seems no matter where you are, 
there’s always somewhere else perceived as better.
3: Right. And I don’t believe people base these judge-
ments on actual knowledge.
4: It’s more of a gut feeling.
3: A feeling that somewhere else is better.
(FG2)

According to the GPs, there has been a noticeable shift in 
patients’ awareness of their rights and their desire to be 
involved in decision-making processes, impacting GPs’ 
referral practices. Patients are now more likely to come 
to consultations with specific requests, having already 
decided on their preferred treatments and hospitals:

I believe patients are more… are more informed. 
That’s my impression. Previously, patients would 
come in and say, ‘I’ve waited so long. Isn’t there 
anything we could do?’ And I could suggest, ‘There’s 
always the option of Free hospital choice’. But now, it 
seems patients arrive having already made up their 
minds; ‘I’ve thought about travelling’.
(FG1)

This change reflects a broader trend in healthcare where 
patients are more assertive about their needs, as demon-
strated in the following exchange:

1: I’m not sure about prosthesis, but it’s my impres-
sion that people are more demanding now. They 
come in with specific requests. Maybe not orders, but 
they’ve decided in advance, ‘I want this and that, I 
might discuss this, but I’m definitively having that’. 
Previously, it was more a question of, ‘Do you think 
this could be right for me? What do you think?’ Now, 
a larger share of the patients isn’t interested in oth-
ers’ opinions because they already have made up 
their minds.
2: They’ve already decided before they even walk 
through the door that they want that x-ray.
1: Yes. ‘My knee hurts, so I must have an MRI’.
(FG5)

GPs also noted that their patients have specific expecta-
tions regarding the timing of surgeries to accommodate 
their personal schedules:

They want their surgeries to accommodate their 
busy schedules. They have their ‘migratory bird trips’ 
to Spain in the winter and don’t want anything to 
interfere with their summer boat trips and other 
activities. This is the modern retiree – they want 
it like this. Retirees are like this. And in the wait-
ing room, no one is more eager to get moving than 
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they are. Their schedules are packed, and they are 
focused on managing their own lives now (FG4).

Overall, these discussions indicate a recent trend in GP 
practices, influenced by patients’ increased knowledge 
assertiveness and specific healthcare demands across var-
ious age groups.

Service factors affecting referral practices
While the previous theme highlighted how GPs’ refer-
ral practices are influenced by patients’ expectations and 
behaviors, discussions also touched on service-level factors 
affecting these practices. These include hospital reputation, 
the GPs’ familiarity with and contact with specialists, and 
concerns about post-operative care.

Hospital reputation
As noted earlier, GPs observed that some patients base 
their treatment preferences on their knowledge of hospi-
tal characteristics such as waiting time, caseload, and sur-
gical techniques. However, the GPs also provided a more 
nuanced view of their patients’ requests, suggesting they 
are not solely based on hard facts:

1: I don’t think you should underestimate the fact 
that patients talk with each other at the seniors’ café.
2: [laughs] Yes.
1: Or at the senior gym, the senior dance, and other 
places. They have heard things like, ‘My neighbor or my 
friend had surgery there, and I want to go there too.’
(FG 5)

Patients often base their treatment requests on the expe-
riences of others, and hospital reputations are influenced 
not just by treatment outcomes but also by patients’ 
overall hospital stay experiences: “I’ve received a lot 
of feedback about the negative tone in some hospital 
departments, where everything is a hassle and there isn’t 
a positive atmosphere among the care staff” (FG4).

According to the GPs, hospital reputations, whether 
positive or negative, sometimes take on a life of their own 
and persist over time, regardless of changes in reality:

Some patients outright refuse to go to [hospital name], 
saying, ‘They have a lot of infections there. It will only 
cause problems.’ Whether that’s true or not, I can’t 
say, but that’s their perception. And it sticks in peo-
ple’s minds as a place of complications and infections. 
(FG5)

The GPs also noted that hospital reputations are affected 
by patients’ experiences in other parts of the healthcare 
system:

1: Todays retirees are very active. They share stories 
on Facebook and in their hiking groups, so one mis-
hap can have significant repercussions.
2: It doesn’t even have to be a mishap.
1: Right. If rehabilitation progresses slowly, it might 
actually be due to poor follow-up from the physio-
therapist, but the orthopedic surgeon gets blamed 
because he was the one who used the knife.
2: People love to talk about their health, about their 
experiences, so negative experiences spread quickly.
(FG4)

According to the GPs, the spread of hospital reputations 
is now faster, wider, and more sustained than in the past, 
partly due to social media: “With Facebook. You didn’t 
have the same kind of rapid spread before. I believe the 
impact is much greater now” (FG1), and some mentioned 
that “rumors spread like wildfire” (FG1). This suggests 
that hospital reputation is somewhat beyond the control 
of GPs and hospitals. However, the GPs were mindful not 
to contribute to the perpetuation of these reputations:

Of course, we have discussed among ourselves the 
importance of remaining neutral so as not to rein-
force these perceptions. Obviously, our words have a 
tremendous impact in the population (FG4).

Some GPs also actively confront hospital reputations 
during patient consultations:

When someone says they don’t want to go to [hos-
pital name], I ask ‘Why? Do you have any negative 
experiences?’ If they just say, ‘No, I’ve just heard a 
lot’, I usually respond, ‘They are skilled, and I have 
many patients who have been there, and the results 
are okay’ (FG2).

However, the GPs acknowledge that other healthcare 
professionals can contribute to the establishment and 
perpetration of hospital reputations:

Physiotherapists! We know some of them prefer spe-
cific centers in the south and talk to patients about 
it. This definitely influences the patients. There is no 
doubt that physiotherapists contribute to patients 
ending up in other health enterprises (FG5).

In summary, while the GPs saw themselves as actively 
referring patients to local hospitals, they portrayed 
patients’ requests for referrals to other hospitals as being 
more influenced by the hospitals’ reputations. Although 
they considered themselves as influential in guiding 
patients’ choices, they aimed to stay neutral. However, 
they recognized that hospital reputations were shaped by 
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factors beyond their control, which were reinforced by 
both patients and other healthcare professionals.

GPs’ familiarity and contact with specialists
The GPs generally preferred referring patients to the local 
hospital, primarily due to its proximity and their familiar-
ity with the specialists there. The following dialogue illus-
trates this preference:

1: I don’t advocate for Free hospital choice. I don’t 
say, ‘Remember, you can always choose to travel 
elsewhere’. I think, as long as the local services are 
professionally sound….
2: You promote the local hospital? So do I.
1: That’s how I feel. It’s here, and it’s close by.
2: And I know the orthopedic surgeons here and have 
a good dialogue with them if there are any complica-
tions.
3: Exactly! It’s more practical if something happens 
in the aftermath.
(FG2)

The GPs also communicate their familiarity with the local 
hospital and specialists to their patients, as shown in the 
following exchange:

1: When patients consider Free hospital choice, I tell 
them I’m not familiar with the practices at other hos-
pitals.
2: I do the same. If people ask, ‘Where are they most 
competent on this?’, I usually say I don’t have an 
opinion on that.
3: And then I say, ‘but I do know that those particu-
lar surgeons in [local hospital] are very skilled. I know 
nothing about [hospitals in southern Norway], but I do 
know that they are very skilled at [local hospital].
(FG2)

This discussion highlights that GPs not only share their 
knowledge of local hospital professionals with their 
patients but also their lack of information about other 
healthcare options.

While the GPs emphasized the importance of knowing 
the local surgeons’ expertise, they also noted that the sur-
geons’ level of expertise was not their primary concern:

1: I’m aware that that the orthopedic surgeons who 
come here are well known and experienced within 
the system. They’ve been operating for a long time. 
But I wouldn’t call them trailblazers in the field. 
For instance, I’m not convinced they are the first to 
implement new prostheses. So….
2: No, but that’s not necessarily their role.
1: No.

(FG1)

More than specific surgical expertise, the GPs valued 
continuity and stability in the local surgical staff when 
referring patients to the hospital:

It’s obviously important to have a professional envi-
ronment. It’s reassuring to know that the environ-
ment is robust and stabile, right? Seeing the same 
professionals’ names year after year and having 
ongoing dialogue with them creates a sense of safety. 
It does (FG5).

Consequently, extensive use of short-term locum tenens 
in the local hospitals made the GPs feel less secure:

1: When they are regulars, people we know, we trust 
them. But with locum tenens, we know little about 
where they come from and where… I don’t feel safe.
2: Mmmm….
3: There’s generally a good reason to be wary when 
someone only works temporarily in orthopedic sur-
gery. For example, someone from Denmark who 
travels here for a week, then somewhere else the 
next. It raises questions.
1: However, I have no doubts about regular tempo-
raries like [person name]. I wouldn’t hesitate with 
him. But he’s not a temporary anymore, he’s a regu-
lar now. Some locum tenens come back repeatedly, 
and you get to….
3: You get to know them.
(FG2)

Additionally, some GPs noted that familiarity with local 
orthopedic surgeons from informal and non-professional 
settings increased their likelihood of referring their 
patients to the local hospital:

1: I wonder if I would feel differently if I lived elsewhere, 
in another district municipality.
Interviewer: That’s interesting. Tell me more about 
that.
2: We see them in the local store, right. We bump 
into them every now and then.
3: The patients or the orthopedic surgeons?
2: The surgeons.
3: Yes, we do.
2: So….
1: Right. It would have been easier to refer patients 
to the south of Norway if I lived elsewhere.
(FG3)

This exchange indicates that the GPs would have felt less 
comfortable or committed to referring their patients to 
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the local hospital if they had lived and worked in a com-
munity where they did not regularly encounter the local 
orthopedic surgeons. Although informal encounters are 
important, the GPs value formal communication from 
specialist healthcare services that introduces them to 
local hospital resources. For example, one GP appre-
ciated a recent visit from the head of the orthopedic 
department:

Earlier this fall, the head of the orthopedic depart-
ment visited us and explained, ‘Okay, currently, we 
have four orthopedic surgeons. All of them perform 
hip surgery, and two also perform knee surgery.’ Then 
we know. With this information, it’s easier to refer 
patients to them (FG1).

Such information not only helps GPs make referrals but 
also supports them in discussing healthcare options with 
their patients. One GP highlighted the importance of 
being well-informed:

Information, so we know what to tell our patients. 
It’s uncomfortable discussing [the local hospital], 
when I really don’t know what I’m talking about. 
What they do, how they are, how they operate. I 
don’t even know what they are doing in this town. So, 
more information would definitely help (FG5).

In summary, the GPs find that knowing specifics about 
the local services and being familiar with the orthopedic 
surgeons enhances their ability to communicate effec-
tively and engage in decision-making processes with their 
patients, ultimately leading to more referrals to the local 
hospital.

Selection bias
While the GPs acknowledged and supported their patients’ 
right to choose their treatment provider, they noted limita-
tions to this choice, emphasizing that hospitals ultimately 
determine which patients they accept for treatment:

1: I fully support the principle that everyone in 
this country should receive equal medical treat-
ment. However, some hospitals tend to handle only 
straightforward cases, leaving the complications to 
the local hospitals.
2: I completely agree!
3: Typical [private hospital], right.
(FG2)

This discussion highlights one effect of ‘patient leakage’ 
where local hospitals disproportionately treat the sickest 
patients and those with complications, while other pro-
viders select less complicated cases. This pattern was also 

noted in another FG, where it was mentioned, “There is 
a selection bias because [hospital in southern Norway] 
doesn’t admit the sickest patients. If you have a severe 
heart condition, they will likely reject you” (FG4). Nota-
bly, the first quote suggests this selective admission is a 
privilege of private hospitals, but the second quote indi-
cates that it also occurs in a public hospital in southern 
Norway.

The GPs’ perception of selection bias influenced their 
referral practices. Instead of actively involving patients 
in the decision-making process, they strategically guided 
them towards treatment providers they believed would 
admit them. One GP explained,

Patients with multimorbidity. That’s out of the ques-
tion. Or perhaps not out of the question, but not all 
hospitals are willing to treat such complex cases. We 
must direct these patients to hospitals that are willing 
to help them. Otherwise, applying for treatment there 
is just a waste of time due to the inevitable rejections 
(FG4).

Consequently, instead of challenging the selection bias, 
the GPs inadvertently contributed to the disproportion-
ate distribution of severe cases. This likely stemmed from 
their concern over waiting times and delayed treatment 
for patients, as suggested by the phrase “a waste of time”.

Concerns for post-operative care
As demonstrated in the previous sub-themes, GPs’ and 
patients’ knowledge and assumptions about hospitals and 
specialists significantly influence their decision-making 
processes regarding arthroplasty referrals. However, the 
FG discussions also highlighted concerns about the treat-
ment trajectories beyond hospitalization. The GPs reported 
concerns, both among themselves and their patients, about 
post-operative care and follow-up. One major concern for 
GPs involved post-operative complications:

You get a feeling that if a patient had surgery in 
another part of the country, and there are compli-
cations, the local hospital isn’t very eager to look at 
it because they were not involved from the start. So, 
I usually base my decision on the local hospital on 
that. I have experienced a patient ending up with an 
amputation, several years after having surgery at a 
[hospital in southern Norway]. […] I’m not saying 
there are more complications there than elsewhere, 
but if there is trouble after an operation, it is per-
haps good not to be far away from the hospital that 
did the job (FG5).

This quote underscores the importance of proxim-
ity to the surgical facility in case of post-operative 
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complications, influencing GPs’ referral decisions. Addi-
tionally, patients’ access to post-operative rehabilitation 
also plays a crucial role:

1: You need to consider travel distances, both before 
and after treatment. What kind of rehabilita-
tion options do you have? Where are these services 
located in relation to your home? These are impor-
tant considerations.
2: Right.
3: Yes, because there’s less post-operative care avail-
able nowadays. Previously, routine rehabilitation 
was provided in [municipality hosting specialist 
healthcare services], but now, that’s rarely the case. 
Most patients now see a local physiotherapist.
(FG3)

This discussion emphasizes that GPs need to consider 
both travel distances and the availability of post-oper-
ative care when referring patients for surgery. It shows 
that previously, the availability of rehabilitation services 
in a specific municipality motivated GPs to refer patients 
to a hospital in the same area. However, this incentive has 
diminished as patients, regardless of their surgery loca-
tion, are now typically referred to local physiotherapists. 
Some GPs suggested that certain hospitals in the south-
ern part of Norway offer longer hospital stays, thereby 
reducing the need for post-operative care after discharge:

It’s not much help here. There are physiotherapists, 
but, well… Obviously, a hospital like [hospital in 
southern Norway] keeps the patients for 7–10 days 
– a practice they’ve been criticized for, because they 
have an overuse of rehabilitation services… But 
patients are not discharged until they have a certain 
level of functioning (FG1).

Given the limited availability of local rehabilitation ser-
vices, patients and GPs may be motivated to choose a 
hospital further away if they are assured that patients are 
not discharged until they have sufficiently recovered. The 
lack of formal rehabilitation services also often forces 
patients to depend more on informal care from family 
members. In northern Norway, where many residents 
have family in the south, this familial connection influ-
ences their decision to travel there for surgery. One par-
ticipant noted:

Patients often prefer to go to Oslo because they have 
family there, and that’s a significant factor when 
they are discharged from the hospital and need more 
support than what home care services can provide. 
Coping isn’t easy. Having a daughter in Bergen or 

Oslo affects their choice. This is a change from before 
(FG1).

This suggests that the absence of formal rehabilitation 
services and the dependence on family caregivers might 
contribute to ‘patient leakage’ from municipalities in 
Northern Norway to hospitals in the southern parts of 
the country.

Societal and structural factors affecting referral practices
While the previous themes focused on interpersonal and 
local service-level factors, other sections of the FG dis-
cussions revealed that broader societal and structural 
factors also shaped the GPs’ referral practices.

Geographic and logistic factors
All municipalities involved in this study are situated in a 
region known for its vast distances, sparse population, and 
a trend of migration towards the southern parts of the coun-
try. These characteristics were echoed in the FG discussions. 
As highlighted in the sub-theme about post-operative care, 
GPs noted that proximity to family often influence patients 
to seek treatment in southern Norway. One GP explained, 
“I think it largely relates to demographics. There’s signifi-
cant out-migration from Northern Norway. Consequently, 
it seems everyone has a daughter in South-Eastern Norway. 
So, it works out well for them” (FG2). Some GPs also noted 
that patients might choose hospitals in the south as it allows 
them to combine medical trips with personal travel. One GP 
remarked:

From what I’ve seen, many patients prefer travel-
ing south rather than to [the two largest hospitals in 
Northern Norway]. I’m not entirely sure why. Some 
have mentioned that it’s easier to travel there. Oth-
ers want to combine their visit with a weekend get-
away (FG5).

Despite these personal preferences, a more pressing issue 
discussed was the region’s challenging travel logistics. The 
vast distances and limited transportation options make local 
travel both difficult and time-consuming. This was illus-
trated in the following exchange:

1: We’ve seen patients travel to various places in 
Northern Norway for orthopedic surgery. However, 
navigating the region can be quite challenging. It’s 
simpler to head to [hospital in south-eastern Nor-
way].
2: Even getting to [hospital in Northern Norway] 
from here is a hassle.
1: Yes. Almost impossible.
(FG3)
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The wide geographical spread and limited travel infra-
structure hinder patients’ ability to choose a local treat-
ment provider within the region. The distances make care 
travel both time-consuming and exhausting. As one GP 
put it, “Even though the travel time to [local hospital] is 
relatively short, it still requires a 1.5-hour drive. Psycho-
logically, I think patients perceive it as just as convenient 
to fly elsewhere. Practically, there isn’t much difference” 
(FG4).

This discussion indicates that it is complicated for 
patients in this region to exercise their right to choose 
treatment provider to opt for a hospital within the region, 
both because distances are long and because travel 
options are few. The long geographical distances make 
traveling by car time-consuming and strenuous. More-
over, for many patients, air travel is the only viable option 
even within the region. The FG discussions revealed that 
it is often more convenient for patients to travel from the 
north to the south than to navigate between hospitals in 
the north:

1: It’s ironic that there are no direct flights between 
[two cities in same county] where the two hospitals 
are located.
2: Really!
1: But there aren’t any. And traveling via [third city 
in same county] takes six hours!
2: Mmmm….
1: So, it ends up being about three times longer to 
reach [neighbor hospital] than to fly to Oslo.
(FG1)

The FG discussions clearly demonstrated that the logis-
tical challenges faced by patients in Northern Norway 
influence their hospital choice and access to health-
care. However, the discussions also revealed that these 
travel concerns do not necessarily influence the GPs’ 
preferences:

1: My observation is that when patients exercise 
their free hospital choice, they seldom choose loca-
tions within Northern Norway.
2: Yes.
3: It doesn’t really impact me….
2: [interrupts] Everyone here is accustomed to the 
distances.
3: …but I think it influences the patients. They opt 
for locations that are nearest to an airport.
4: I agree.
(FG2)

As such, within a landscape of shared decision-making 
and Free hospital choice, geographic and logistic chal-
lenges might still shape the GPs’ referral practices.

Local hospital disputes
The municipalities involved in this study are located in a 
region characterized by numerous and longstanding local 
hospital disputes. These conflicts revolve around the alloca-
tion of tasks and responsibilities among existing hospitals, 
possible closure of hospitals, as well as decisions regarding 
the locations of new hospitals. The FG discussions revealed 
that such disputes influence both the GPs referral practices 
and the patients’ preferences.

The GPs described their efforts to support their local hos-
pital. One GP mentioned, “I’m actively promoting [local 
hospital] because I believe it’s a good facility. To keep it 
running, we need to direct patients there” (FG1). Through 
such statements, GPs recognized that their referral prac-
tices have broader societal impacts. However, they typically 
portrayed local political disputes over hospital locations and 
functions as issues affecting others more than themselves. 
For instance, they observed that GPs in other areas seemed 
more influenced by these disputes, “We remain loyal to our 
local hospital, but I’ve noticed that in other municipalities, 
people often prefer the university hospital” (FG1). They also 
noted that their patients tended to be more loyal to the local 
hospital compared to those from other areas: “Most of my 
patients prefer to be treated at our local hospital. However, I 
suspect patients from the other side of the mountain would 
rather go anywhere but here. It’s politics and propaganda” 
(FG3).

The GPs also discussed how local hospital patriotism 
and reluctance to seek treatment at competing hospitals 
were reinforced by social and traditional media. One GP 
explained, “It’s an echo chamber fueled by local media 
and Facebook. Conversations are amplified out of pro-
portion, often intertwined with concerns about local 
employment” (FG4). Additionally, GPs shared insights 
into how local activist groups and media contribute to 
mistrust towards neighboring hospitals:

1: There’s a local group here vehemently advocating 
for a hospital here. It’s horrible.
2: And the local newspaper doesn’t help either. It 
constantly discredits the nearest hospital.
3: The paper has a dedicated hospital editor.
4: Exactly!
3: Published three times a week, each issue features 
something about the hospital, rarely anything posi-
tive.
2: Never positive.
1: There’s always some horror story, such as ‘Almost 
died from fruitless trip’.
(FG2)

The distrust and local patriotism significantly affect GPs 
referral practices. One GP noted, “The ongoing disputes 
have made many locals adamant about not using the 
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hospital in the neighboring municipality. Since that’s 
where orthopedic surgeries are performed, I’m forced to 
refer them elsewhere” (FG5). If patients refuse treatment 
from nearby competitors, GPs must refer them to more 
distant hospitals, potentially leading to ‘patient leakage’ 
out of the region. Despite these challenges, GPs attempt 
to address such aversions during patient consultations. 
One recounted, “People stir each other up, agreeing 
not to support the neighboring hospital. I had a patient 
refuse to set foot there without any specific reason. After 
discussing his concerns, considering his age and the 
inconvenience of longer travel, he eventually agreed to 
the referral” (FG5).

Discussion
Our findings reveal that the decision-making processes 
of Norwegian GPs regarding referrals for hip and knee 
arthroplasty surgeries are shaped by various intersecting 
factors. GPs engage in shared decision-making with their 
patients to varying degrees, primarily focusing on ensur-
ing patients receive treatment with less emphasis on the 
choice of specific hospital. The GPs in our study pre-
sented themselves as supporters of local hospitals, while 
patients were the ones exercising their right to choose a 
different hospital under the ‘free hospital choice’ policy. 
Patients’ choices are increasingly informed and driven by 
specific healthcare demands. Additionally, GPs’ referral 
practices are influenced by service-level factors, includ-
ing hospital reputation, GPs’ relationships with special-
ists, selection bias, and concerns about post-operative 
care accessibility. Broader societal and structural factors, 
such as geographic and logistical considerations, and 
local hospital disputes, also shape these practices. Con-
sequently, our findings challenge the traditional view of 
shared decision-making as merely a collaborative process 
involving healthcare professionals and patients [6], sug-
gesting that it may be too limited a definition in contexts 
involving ‘free hospital choice’.

This study add nuance to previous research that sug-
gests patients typically rely on their GPs’ recommenda-
tions, assuming GPs are more informed about treatment 
options [5, 7–9]. The GPs in our study described their 
patients as well-informed and assertive about health 
matters and their rights, yet also influenced by myths, 
rumors, and local political agendas. Interestingly, several 
exchanges in the FGs indicated that GPs often choose not 
to challenge patients’ preferences by using benchmark 
information available from national clinical quality regis-
tries. This concurs with previous research [10]. Notably, 
the GPs preferred to remain “neutral”. Based on our data, 
we cannot determine whether GPs’ pursuit for neutrality 
stems from a belief that correcting patients’ misconcep-
tions is beyond their mandate, or from other factors such 
as time constraints or uncertainty about how to obtain 

benchmark information. If true, the collaborative aspect 
of decision-making could be diminished due to GPs’ 
hesitance to use benchmark data. This issue warrants fur-
ther investigation. Moreover, GPs’ reluctance to question 
patients’ choices might reflect a commitment to the prin-
ciple of ‘free hospital choice’, prompting questions about 
whether this policy undermines the collaborative nature 
of decision-making processes.

The policy of ‘free hospital choice’ is presumed to 
improve quality and efficiency by fostering competi-
tion among health care providers [3, 4]. Concurrently, 
the hospital volume-outcome relationship is often used 
to justify centralizing specialized surgeries in fewer, 
larger facilities [22]. However, our research in a region 
with longstanding and ongoing local hospital disputes 
suggests that centralizing orthopedic surgery in fewer 
locations within each hospital enterprise may lead to 
increased ‘patient leakage’ out of the region. This occurs 
as some patients ‘vote with their feet’ and opt to travel to 
hospitals in southern Norway rather than “set foot in” the 
nearest facility offering orthopedic surgery, particularly 
if they perceive this hospital as undermining their local 
hospital interests. This phenomenon, elsewhere referred 
to as hospital bypassing [23], merits further investigation. 
In the Norwegian specialist healthcare system, where 
hospital funding is partially activity-based, ‘patient leak-
age’ from north to south results in reduced funding for 
hospitals in the northern part of the country. This fund-
ing decrease could ultimately compromise the principle 
of universal healthcare, which aims to provide equal 
access to healthcare services regardless of a person’s place 
of residence. Additionally, the GPs in our study noted a 
selection bias, indicating that not all patients experience 
a truly ‘free’ hospital choice. This is particularly concern-
ing for patients with complex health issues, such as older 
patients and patients with multiple health conditions, 
who may not be eligible for treatment in the south, fur-
ther exacerbating healthcare equity issues. A systematic 
review revealed that most patients are willing to travel 
further to reduce surgical risks. In contrast, older age and 
fewer years of formal education are linked to a higher 
tolerance for risk at local hospitals [24]. Another sys-
tematic review including countries where patients have 
the option to choose their healthcare provider, reported 
a negative association between patient mobility and fac-
tors such as advanced age or lower socioeconomic back-
grounds [4].

A key finding from this study is the significant role of 
GPs’ familiarity and contact with specialists. GPs reported 
that their knowledge of local surgeons, coupled with their 
unfamiliarity with alternative hospitals and their surgical 
staff, inclined them to recommend the nearest hospital to 
their patients. This finding is consistent with a systematic 
review that indicated that referring physicians’ previous 
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interactions with specialists influence their referral practices 
[8]. Both the continuity of local surgical staff and informal 
interactions between GPs and surgeons seem to foster loy-
alty to local hospitals. This issue should be considered by 
Norwegian healthcare authorities. A current strategy to 
maintain local hospital surgeries across Norway, includ-
ing northern regions, involves hiring surgeons on short-
term contracts from other areas or countries. While this 
approach is necessary, it might lead to ‘patient leakage’ if 
GPs, unfamiliar with these temporary surgeons, feel less 
inclined or obligated to recommend local hospitals. There-
fore, more systematic and frequent contact between GPs 
and hospitals, such as through rotations and common pro-
fessional forums, could enhance loyalty to the local hospi-
tal and thereby prevent ‘patient leakage’. Hospitals in the 
northern health region are likely more reliant on short-term 
locums to address staff shortage compared to hospitals in 
other health regions. However, we do not have official data 
regarding orthopedic surgeons to support this assumption.

Another key finding in this study was the impact of post-
operative concerns. Several GPs noted that the lack of local 
rehabilitation services might contribute to ‘patient leakage’ 
to hospitals in southern Norway. This is exacerbated by the 
general trend of out-migration from the north to the south, 
resulting in many patients having family members in the 
south who can provide help and support during the post-
operative phase. Therefore, strengthening local post-oper-
ative care and rehabilitation services could be considered a 
strategy to prevent ‘patient leakage’ from the north to the 
south. This implies that strategies to prevent ‘patient leak-
age’ should focus not only on GPs and surgical hospital units 
but also on other aspects of the patient’s journey, including 
access to rehabilitation services and post-operative care and 
support.

Our findings suggest that GPs referral practices and 
patients’ exercise of ‘free hospital choice’ in northern 
Norway are influenced by factors beyond healthcare ser-
vices, including geographic and logistical constraints. 
These challenges highlight that preventing ‘patient leak-
age’ should not be seen solely as a healthcare issue but 
rather requires a cross-sectoral approach. Given that 
travelling between local hospitals in northern Norway 
remains more complex and time-consuming than trav-
elling from the north to the south, many patients will 
continue to choose treatment in hospitals located in the 
southern regions of the country. A scoping review con-
cluded that travel time might be a more significant factor 
than distance when evaluating healthcare access deci-
sions in rural and remote communities [25].

This study was conducted within a specific and lim-
ited geographical area, which likely influenced our results. 
Additionally, it is important to consider the structure and 
funding of the Norwegian healthcare system – character-
ized by universal coverage and primarily public funding 

– when interpreting our findings. The composition of the 
FGs likely influenced the dynamics of the groups, as the 
familiarity among participants varied across the different 
FGs. A strength of this study is the deliberate selection of 
municipalities, which varied in population size and levels of 
‘patient leakage’, to include in the analysis. Furthermore, the 
study benefited from data triangulation, achieved through 
five FGs with a total of 28 GPs. This allowed for space tri-
angulation (collecting data on the same phenomenon across 
multiple sites) and person triangulation (collecting data 
from different groups of people) ([26]: 590). Additionally, 
the diverse methodological, disciplinary, and clinical back-
grounds of the authors facilitated researcher triangulation, 
reducing the risk of biased interpretations ([26]: 592f).

Conclusion
Our results suggest that shared decision-making is a com-
plex process influenced by more than just the patient’s 
healthcare needs and preferences and the GP’s professional 
and clinical judgements. This study demonstrates that the 
decision-making processes affecting the choice of treatment 
provider for patients needing hip and knee arthroplasty are 
shaped by various factors at the patient, service, and societal 
levels. GPs acknowledge their vital role as gatekeepers in the 
referral process and as supporters of local hospitals. How-
ever, ‘patient leakage’ is affected by factors beyond their con-
trol. Therefore, policies aimed at preventing and reducing 
‘patient leakage’ should not be viewed solely as a healthcare 
issue but should involve cross-sectoral measures.

Abbreviations
FG	� Focus groups
GP	� General practitioners

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​
g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​9​1​3​-​0​2​5​-​1​2​7​7​4​-​x.

Supplementary Material 1.

Acknowledgements
The authors wish to extend their heartfelt thanks to the GPs who participated in 
this study. Special thanks to Elin Davidsen, who accompanied us to the FGs and 
provided valuable insights as an observer. This research could not have been 
accomplished without the guidance and support from the Center for Clinical 
Documentation and Evaluation (SKDE) in Tromsø, Norway.

Authors’ contributions
Conception and design: BHB, VH, TI. Data acquisition: VH. Initial data analysis: 
BHB. Interpretation of data: BHB, VH, TI. Writing first draft of manuscript: BHB. 
Refinement and completion of manuscript: BHB, VH, TI. Revision of manuscript 
after peer review: BHB, VH, TI.

Funding
Open access funding provided by UiT The Arctic University of Norway (incl 
University Hospital of North Norway).
This research was funded by a grant (grant no. HNF1481-19) from the Northern 
Norway Regional Health Authority’s research fund.

https://doi.org/10.1186/s12913-025-12774-x
https://doi.org/10.1186/s12913-025-12774-x


Page 14 of 14Blix et al. BMC Health Services Research          (2025) 25:727 

Data availability
The dataset analyzed during the current study is available from the corresponding 
author on reasonable request.

Declarations

Ethics approval and consent to participate
The Regional Committee for Medical and Health Research Ethics evaluated the 
study (reference number 2018/1955) and determined that it did not necessitate 
their approval. The procedures for data management and storage were 
sanctioned by the Helse Nord data protection officer. All data was deposited in the 
Helse Nord research server. Informed consent was obtained from all participants, 
who were also informed of their right to discontinue participation in the study 
at any time. To protect participant anonymity, we have intentionally avoided 
presenting detailed information about the municipalities, such as population 
numbers, along with county data, due to the small size of the municipalities 
involved in the study. To ensure the confidentiality of patients discussed during 
the FG sessions, which centered on the GPs clinical experiences with individual 
cases, we have taken careful measures to maintain anonymity in our presentation 
of quotes.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 14 October 2024 / Accepted: 17 April 2025

References
1.	 Lov om pasient- og brukerrettigheter (pasient- og brukerrettighetsloven) [Patient 

and user rights act]. 1999. Available at ​h​t​t​p​​s​:​/​​/​l​o​v​​d​a​​t​a​.​​n​o​/​​d​o​k​u​​m​e​​n​t​/​​N​L​/​​l​o​v​/​​1​9​​9​
9​-​0​7​-​0​2​-​6​3.

2.	 Saunes IS, Karanikolos M, Sagan A. Norway: health system review. Health Syst 
Transit. 2020;22(2):i–163.

3.	 Victoor A, Delnoij DMJ, Friele RD, Rademakers JJ. Determinants of patient 
choice of healthcare providers: a scoping review. BMC Health Serv Res. 
2012;12(1):272.

4.	 Aggarwal A, Lewis D, Mason M, Sullivan R, van der Meulen J. Patient mobility 
for elective secondary health care services in response to patient choice poli-
cies: a systematic review. Med Care Res Rev. 2017;74(4):379–403.

5.	 Brekke KR, Nuscheler R, Straume OR. Gatekeeping in health care. J Health 
Econ. 2007;26(1):149–70.

6.	 NICE Evidence Reviews Collection. Evidence review for effective approaches 
and activities to normalise shared decision making in the healthcare system: 
Shared decision making: Evidence review E. London: National Institute for 
Health and Care Excellence (NICE) Copyright © NICE 2021; 2021.

7.	 Yahanda AT, Lafaro KJ, Spolverato G, Pawlik TM. A systematic review 
of the factors that patients use to choose their surgeon. World J Surg. 
2016;40(1):45–55.

8.	 Finn CB, Tong JK, Alexander HE, Wirtalla C, Wachtel H, Guerra CE, et al. How 
referring providers choose specialists for their patients: a systematic review. J 
Gen Intern Med. 2022;37(13):3444–52.

9.	 Scott A. Chapter 22 Economics of general practice. Handbook of health 
economics. Volume 1. Elsevier; 2000. pp. 1175–200. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​S​​
1​5​7​4​-​0​0​6​4​(​0​0​)​8​0​0​3​5​-​9.

10.	 Rotar AM, Van Den Berg MJ, Schäfer W, Kringos DS, Klazinga NS. Shared deci-
sion making between patient and GP about referrals from primary care: does 
gatekeeping make a difference? PLoS ONE. 2018;13(6):e0198729.

11.	 Helse Bergen HF. Årsrapport 2023 Nasjonalt Register for Leddproteser, 
Nasjonalt Hoftebruddregister, Nasjonalt Korsbåndregister, Nasjonalt 

Barnehofteregister [Annual report 2023]. Helse Bergen HF, Ortopedisk klinikk, 
Haukeland universitetssykehus; 2023.

12.	 Perfectserve. Prevent patient leakage with in-network referrals n.d. Available from: ​
h​t​t​p​​s​:​/​​/​w​w​w​​.​p​​e​r​f​​e​c​t​​s​e​r​v​​e​.​​c​o​m​​/​b​l​​o​g​/​p​​a​t​​i​e​n​t​-​l​e​a​k​a​g​e​/. Accessed 21 Apr 2025.

13.	 Bale M, Aksnes JV, Holsen M, Osvoll KI, Bedane HK. Helseatlas i ortopedi for Noreg: 
Bruk av Helsetjenester Innan ortopedi 2012–2016 [Health atlas of orthopaedics 
in Norway: Use of health services in orthopaedics 2012–2016]. Helse Førde HF; 
2018.

14.	 Helse Norge. Behandlinger og undersøkelser med ventetider [Treatments 
and examinations with waiting times] n.d. Available from: ​h​t​t​p​​s​:​/​​/​t​j​e​​n​e​​s​t​e​​r​.​h​​e​
l​s​e​​n​o​​r​g​e​​.​n​o​​/​v​e​l​​g​-​​b​e​h​​a​n​d​​l​i​n​g​​s​s​​t​e​d​/​b​e​h​a​n​d​l​i​n​g​e​r. Accessed 21 Apr 2025.

15.	 Statistics Norway. Population. 2024. Available from: ​h​t​t​p​​s​:​/​​/​w​w​w​​.​s​​s​b​.​​n​o​/​​e​n​/​b​​
e​f​​o​l​k​​n​i​n​​g​/​f​o​​l​k​​e​t​a​​l​l​/​​s​t​a​t​​i​s​​t​i​k​k​/​b​e​f​o​l​k​n​i​n​g. 

16.	 KommuneProfilen. Statistikk og Nøkkeltall for din kommune [Municipal-
ity Profile. Statistics and key figures for your municipality]. Befolkning. 
Befolkningsendringer 4. kvartal 2023. Benchmarking [Population. Population 
chages 4th quarter 2023. Benchmarking]. 2024. Available from: ​h​t​t​p​s​:​​​/​​/​w​w​​w​.​​
k​o​m​​m​u​n​e​​p​r​o​​f​i​​l​e​​n​​.​​n​o​​/​p​r​​o​f​​​i​l​/​​b​e​f​​o​l​k​n​​​i​​n​g​/​​B​e​​n​​c​h​​/​​b​e​​f​_​k​v​a​​r​t​a​l​_​​b​e​n​c​h​.​a​s​p​x. 

17.	 Barbour R. Doing focus groups. In: Flick U, editor. The SAGE Qualitative 
Research Kit. London: SAGE Publications Ltd; 2007.

18.	 Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Res 
Psychol. 2006;3(2):77–101.

19.	 Braun V, Clarke V. One size fits all? What counts as quality practice in (reflex-
ive) thematic analysis? Qual Res Psychol. 2020;18(3):1–25.

20.	 Duggleby W. What about focus group interaction data? Qual Health Res. 
2005;15(6):832−40.

21.	 Kamberelis G, Dimitriadis G. Focus groups: contingent articulations of 
pedagogy, politics, and inquiry. In: Denzin NK, Lincoln YS, editors. The SAGE 
Handbook of Qualitative Research. 2011. pp. 545–61.

22.	 Levaillant M, Marcilly R, Levaillant L, Michel P, Hamel-Broza J-F, Vallet B, et al. 
Assessing the hospital volume-outcome relationship in surgery: a scoping 
review. BMC Med Res Methodol. 2021;21(1):204.

23.	 Roh C-Y, Moon MJ. Nearby, but not wanted?? The bypassing of rural 
hospitals and policy implications for rural health care systems. Policy Stud J. 
2005;33(3):377–94.

24.	 Bühn S, Holstiege J, Pieper D. Are patients willing to accept longer travel 
times to decrease their risk associated with surgical procedures? A systematic 
review. BMC Public Health. 2020;20(1):253.

25.	 Mseke EP, Jessup B, Barnett T. Impact of distance and/or travel time on 
healthcare service access in rural and remote areas: a scoping review. J 
Transp Health. 2024;37:101819.

26.	 Polit DF, Beck CT. Nursing research. Generating and assessing evidence for 
nursing practice. Wolters Kluwer, Lippincott Williams & Wilkins; 2012.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

Bodil H. Blix  (RN, MSc, PhD) serves as professor at Department of Health and 
Care Sciences, UiT The Arctic University of Norway, and adjunct professor at 
Western Norway University of Applied Sciences, Bergen. She received a grant 
for three months from the Northern Norway Regional Health Authority’s 
research fund to conduct this study.

Veronica Hovind  (MD) is a resident doctor specializing in orthopedic surgery 
at Helgeland Hospital in Mo i Rana, Norway. She received a grant by the 
Northern Norway Regional Health Authority’s research fund to initiate and 
support this study.

Tor Ingebrigtsen  (MD, PhD) is a professor in neurosurgery at UiT The Arctic 
University of Norway and a senior consultant in neurosurgery at the University 
Hospital of North Norway in Tromsø, Norway. He is also a visiting academic 
fellow at the Australian Institute of Health Innvoation, Macquarie University, 
Sydney, Australia.

https://lovdata.no/dokument/NL/lov/1999-07-02-63
https://lovdata.no/dokument/NL/lov/1999-07-02-63
https://doi.org/10.1016/S1574-0064(00)80035-9
https://doi.org/10.1016/S1574-0064(00)80035-9
https://www.perfectserve.com/blog/patient-leakage/
https://www.perfectserve.com/blog/patient-leakage/
https://tjenester.helsenorge.no/velg-behandlingssted/behandlinger
https://tjenester.helsenorge.no/velg-behandlingssted/behandlinger
https://www.ssb.no/en/befolkning/folketall/statistikk/befolkning
https://www.ssb.no/en/befolkning/folketall/statistikk/befolkning
https://www.kommuneprofilen.no/profil/befolkning/Bench/bef_kvartal_bench.aspx
https://www.kommuneprofilen.no/profil/befolkning/Bench/bef_kvartal_bench.aspx

	﻿Factors affecting general practitioners’ referrals of patients to hip and knee arthroplasty: a focus group study from Northern Norway
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study context
	﻿Participants and recruitment
	﻿Focus group discussions
	﻿Analysis

	﻿Results
	﻿Navigating referral decisions
	﻿Patients’ expectations, knowledge, and beliefs
	﻿Service factors affecting referral practices
	﻿Hospital reputation
	﻿GPs’ familiarity and contact with specialists
	﻿Selection bias
	﻿Concerns for post-operative care


	﻿Societal and structural factors affecting referral practices
	﻿Geographic and logistic factors
	﻿Local hospital disputes

	﻿Discussion
	﻿Conclusion
	﻿References


