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Abstract
Background: Globally, about 2.8 million neonates and 295,000 mothers die annually. Almost two-third of these
deaths are reported from Africa and Asia. The causes have been attributed to sepsis, asphyxia, prematurity,
hemorrhage, obstructed labor, and hypertension. To save the lives of women and babies, the Ethiopian Ministry of
Health developed and implemented a referral system which comprises a network of primary health care facilities, a
guiding document, and established tracking mechanisms. However, there is limited information on barriers to
effective patient referrals. This study aims to assess referral barriers at primary healthcare entities in four regional
states of Ethiopia.
Methods: The study employed a cross-sectional study design with mixed qualitative and quantitative
methods. It was conducted in September 2019 in four purposively selected districts with high referral rates in
Ethiopia. The quantitative data were collected for a one-month period from all 1,139 referral service beneficiaries
or adult care takers in targeted health facilities using exit interviews. In addition, qualitative data was collected
from 52 key informants using in-depth interviews. The quantitative data was analyzed using SPSS v20 and is
presented using, tables, and figures. Qualitative data were transcribed verbatim were read and reread. Categories
and themes that emerged and corresponding codes were labeled using open code software.
Results: Out of 1,139 formally referred patients, 95% reported that no pre-referral communication occurred
between referring and receiving facilities. On the qualitative data analysis, five themes emerged as follows: (1)
Lack of provider communication skills, (2) lack of governing documents, (3) shortage of human resource, and (4)
Lack of essential equipment in ambulance services, and (5) Lack of infrastructure.
Conclusion: This study explored and described several referral service barriers in four regional states of Ethiopia.
The referral service barriers were influenced by both individuals and health systems related factors. The
investigators recommend implementing performance and quality improvement interventions to strengthen the
referral systems. In addition, to address the barriers of referral system, improving the communication skills of
health care providers was recommended. Furthermore, providing governing documents including referral protocol,
referral service directory, and guidelines can solve some of the referral services barriers. Equipping ambulances
with trained providers and lifesaving equipment, enhancing telephone lines and office facilities are recommended.
[Ethiop. J. Health Dev. 2021;35(SI-5):55-62]
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Background
Globally, about 2.8 million neonates and 295 000
mothers die annually. Almost two-third of these deaths
are in Africa and Asia (1,2). The causes of these high
death rates are attributed to sepsis, asphyxia,
prematurity, hemorrhage, obstructed labor, and
hypertension (1, 3). In addition, inadequate access to
quality maternal and neonatal health care elevates the
risk of death. To save the life of women and babies, the
Ethiopian Ministry of Health developed and
implemented a referrals system within its primary
health care facilities including primary hospitals, health
centers, and health posts. A key element of primary
healthcare is a functional referral system in which
patients can access care at different levels (4-7).
When primary healthcare providers identify clients in
need of higher level of care than they can provide (8,
9), referrals move clients up to secondary and/or
tertiary level healthcare facilities. There are various
types of referrals. Vertical interfacility referrals are
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those made to higher level health facilities; horizontal
interfacility referrals are those made between facilities
providing similar levels of care; and diagonal referrals
are those made when a lower-level health facility
directly refers patients to specialized facilities without
necessarily passing through the hierarchal system (Fig.
1). Clients are referred to higher levels of care based on
the severity of their illness and availability of services.
Once critical conditions are resolved, the patient is
referred to lower levels of care for follow-up
management. A functional referral system includes a
group of organizations that provide comprehensive
healthcare services in a defined geographic area, a unit
that coordinates and oversees referral activities,
designated referral focal persons at each health facility,
directory of services and organizations within a defined
territory, standardized referral formats, feedback loop
to track referrals, and documentation of referrals (1012). Functional referral systems ensure that patients
receive the best possible care, closest to home (13).
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Fig. 1. The Ethiopian Ministry of Health recommended referral system flow (4)
The process of referral system implementation needs to
be continuously monitored and evaluated. Ethiopia’s
national referral system guidelines recommend using
monitoring and evaluation indicators in three
categories: (1) input; (2) process; and (3)
output/outcome. Input includes availability of a referral
office, focal person, referral forms and registers,
feedback forms, and service directories of a defined
catchment area. Input also includes infrastructure, such
as an equipped and functional ambulance with a driver,
a dedicated phone line, a computer with a printer,
internet services, a photocopy machine, a referral
network agreement, and a web-based referral service.
The process domain addresses the steps and
documentation of referral services, the extent of selfreferrals, feedback services, and appropriateness of
referrals. The outcome domain addresses the number of
clients who complete the referral cycle and are satisfied
with the referral services, as well as provider
satisfaction with the overall system (4).
In a primary healthcare system, several referral service
barriers are documented. These barriers can be
categorized into two: Individual level barriers: prior
poor experience with the health system (such as long
waiting times for access to services), fear of
mistreatment by healthcare staff, financial constraints
(not enough money for transport, food, drugs, service
fees, costs of travel for caretakers), or time or
opportunity costs of skipping work (7,14,15). The
second category is facility level barriers: providers
being too busy, stockouts in facilities, complex
paperwork, and unmotivated staff who may lack
technical capacity to do their jobs (5,12,16,17).
Further, service providers may not refer patients,
because they perceive patients as unable to take up a
referral because of lack of transportation or due to
perceived severity of illnesses (18,19).
Scientific studies have looked at referral rates, patient
satisfaction, and referral system operations (20,21).

While some studies focus on barriers, others simply
describe the referral patterns (22-24). Although there
are limited number of studies dedicated to exploring
the experiences of referral service beneficiaries along
the continuum of community health service care. To
date, there is no published study available on individual
and health system related reproductive, maternal,
newborn, and child health and nutrition (RMNCH-N)
service referral barriers in the Ethiopian context. It is
important to understand context-specific barriers and
facilitators for functional referrals to guide the design
of targeted and appropriate interventions that improve
referral systems. Therefore, the aim of this study was to
explore referral service barriers in selected districts in
Ethiopia from both the clients and providers
perspectives.
Methods
Study setting
Since 2017, the USAID Transform: Primary Health
Care Activity in collaboration with the Ministry of
Health, has been implementing and supporting
continuous quality improvement of health care delivery
in Ethiopia. Benefiting nearly 53 million people,
USAID Transform Primary Health Care strengthens
the management and performance of Ethiopia’s
national health system by improving the service
delivery process across the continuum of primary
health care, improving household and community
health practices, health care-seeking behaviors, and
strengthening program learning to impact policy and
activities related to the prevention of child and
maternal deaths. The study was conducted in selected
health facilities located within USAID Transform:
Primary Health Care implementation regions and
focused on referral process and its barriers. The data
was collected in September 2019.
Study design
A cross-sectional study design with a mixed method
(qualitative and quantitative) approach was employed
in four agrarian regions, namely Oromia; Amhara;
Southern Nations, Nationalities, and Peoples’
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(SNNP ); and Tigray of Ethiopia. Source and study
population of this analysis was any client (patient or
caretaker) who referred from a health center to a
primary hospital, and from a health post to a health
center in the month of September 2019.
Sample size and sampling
As there was no pre-determined estimate of referral
rate and its process to base our assumptions for
estimating sample size, standard sample size formula
could not be used to calculate a sample. Woredas
(districts) were selected from the four regions where
USAID Transform Primary Health Care activities
implemented. The sampling frame included woredas
that have implemented USAID Transform: Primary
Health Care Activities. One woreda/district from each
region was purposively selected from Amhara, Oromia,
Tigray, and SNNP. A total of 4 woredas were selected
based on their higher referral rates compared with
others in the routine health information management
system, and with referral networks.
Based on this, one primary hospital, two health centers
and four health posts were randomly selected from
each of the 4 woredas for a total of 4 primary hospitals,
eight health centers and 16 health posts. Exit interviews
were conducted among referred clients (patients or
caretakers) who were referred for and/or used
RMNCH-N referral services. Client selection was
completed through consecutive sampling method until
an adequate sample was obtained. A total of 1,139
clients (patients or caretakers) who were referred from
health centers to primary hospitals, and from health
post to health center in September 2019 were identified
using their referral slip and clients were also asked if
they are referred or not. The qualitative key informant
interviews were conducted with people who had more
than two years of experience with facilities referral
process and managing referral services. With the same
sampling techniques used in quantitative data
collection, 52 key informant interviews were conducted
for two liaison officers, 22 case team leaders, 12 health
facility managers, and 16 health extension workers
from the four targeted districts.
Data collection process
A quantitative data collection instrument was used to
conduct exit interviews with referral service
beneficiaries. The questionnaires were adopted from
the MEASURE Evaluation referral system assessment
tool and reviewed literature (25,26). The content of the
questionnaire has 27 items which consists of sociodemographic characteristics, process, services received
in referring facilities, and services in referral-receiving
facilities. The qualitative data was collected using a
semi- structure questionnaire. The main question
proposed for key informants explored more detailed
information about the referral process and its barriers,
1

®During the time of data collection, Sidama and Southwest region was part of SNNP and in this study, the term
“SNNP” is used to refer three regions (Sidama, SNNP,
South-west)”.
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example “please tell me how you perceived the
functionalities, and barriers of the referral services in
[name] health facility?”. The questionnaires were
prepared in English, translated into the local languages
(Tigrigna, Amharic, and Oromifa), and translated back
into English to check consistency. Eight data collectors
who were fluent in the regional working languages
were selected for data collection and four supervisors
with experience in referral systems were selected to
supervise the process. Training, consisting of mock
interviews and practical exercises for both data
collectors and supervisors, was conducted over two
days in August 2019. The questionnaires were
pretested in Sululta district in Oromia region and
refined to ensure clarity and could be understood by
both the data collectors and respondents.
Data processing and analysis
The research team assessed the quality, accuracy, and
completeness of the collected data using range
plausibility and cross-validation checks. The
quantitative data was entered into EPI-Data vs 3.02 for
Windows and exported into SPSS vs 25 for further
analysis. Data analysis consisted of descriptive
statistics (table) were used to summarize the
quantitative data.
The qualitative data analysis (key informant responses)
was audio-recorded, transcribed verbatim in local
languages (Amharic, Oromifa and Tigrigna) and
translated into English before starting to analysis.
Thematic analysis was used to analyze the data in three
phases: preparation, team organization and reporting
the summary result in each team. The first phase of the
analysis started with careful reading of the data
multiple times to become immersed in and familiar
with the data. In the organization phase, each transcript
was read carefully by the first author who highlighted
the theme text (words or phrases) that appeared to
describe the phenomenon under the study (barrier,
process). The highlighted theme text was openly and
manually coded with descriptors. The third author read
the data to confirm the descriptive codes. These codes
were revised, and the codes that emerged from the
revision were jointly reviewed before they were
integrated into the analysis. The other authors
collaborated with the first and third author to review,
discuss and agree on the final code categories. The
final analysis was summarized using the Open Code
computer program based on agreed emerging themes.
Ethical consideration
The study was granted ethical clearances from
institutional review boards (IRBs) of Amhara, Oromia,
SNNP, and Tigray regional health bureaus. Permission
to conduct the study was obtained from the selected
health facilities. Verbal approval was obtained by the
primary healthcare facilities, and informed written
consent was taken from participants to use digital voice
recorder and use the information for the research
purposes.
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Results
Overview of respondent characteristics

Table 1 presents sociodemographic characteristics of
respondents participated in the in-depth interview and
the exit interview respondents.

Table 1: Socio demographic characteristics of respondents for key informants and exit interview
in Amhara, Oromia, Tigray and Southern Nations, Nationalities and Peoples regions
KII participants
Number of interviews
Percent
Gender
Male
28
54%
Female
24
46%
Age(year)
≤25
8
15%
>25
44
85%
Profession
MD
5
9.6%
HO
11
21%
Nursing
11
21%
Midwives
7
13%
HEWs
16
31%
Non-medical officers*
2
4%
Exit interview participants
Gender
Male
172
15.1%
Female
967
84.9%
Age (years)
18-25
295
25.9%
26-35
565
49.6%
36-45
210
18.4%
>45
69
6.1%
*Liaison officers
and arrangement from referring providers. However,
Referral process
The majority (84.9%) of exit interview participants only 244 (21.4%) clients were informed about the
were female, and 50% of respondents were between the estimated services and associated costs at the referral
ages of 26 and 35 years old. The exit interview data facility. A few (11.1%) of the study respondents were
shows that 948 (83.2%) respondents knew the reason scheduled to return to the referring facility upon
behind their referral to the next level of care, and 536 completion of care at the receiving facility. Only 599
(47.1%) were given the opportunity to select the (49%) respondents received referral feedback out of
facility to which they were referred. Likewise, 735 which 66% and 29% were via formal letters and verbal,
(64.5%) respondents received proper consultation on respectively (table 2).
availability of services and contact person information
Table 2. Process of referring out and transferring-in (receiving) at primary healthcare facilities in
Amhara, Oromia, Tigray and Southern Nations, Nationalities and Peoples regions; September
2019
Question
Yes N (%)
Services at referring out facilities (n=1139)
 Received information or services before referral from the primary 975 (85.6)
healthcare facility
Referral arrangements(n=1139)
948 (83.2)
 Providers explain reasons for referrals
536 (47.1)
 Client given a choice on referral facility
244 (21.4)
 Clients informed on service and associated cost
126 (11.1)
 Client told when to return to the facility (upon completion)
735 (64.5)
 Healthcare providers properly responded to the consultation request
802 (70.4)
 Client given a written referral form (on paper) during referral
Services at transferring-in (receiving) facilities (n=1139)
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744 (65.3)
1110 (97.5)
836 (73.4)
735 (64.5)
1033 (90.7)
1008 (88.5)
559 (49.1)
370 (66.2)

were reported that no pre-referral communication
between referring and receiving facilities were carried
out.
95.1

72.1

79.1

78.6

Arrangement were not made Were not told about cost of
in the referral receiving
services at the referral
facility
facility

Transport service was not Pre-referral communication
arranged for the referral not carried out between the
referring and receiving
facility

Fig 2: Referral barriers identified by exit interview participants in Amhara, Oromia, Tigray and
Southern Nations, Nationalities and Peoples regions
Almost half (28) of the in-depth interview participants
were males. The professional category of the in-depth
interviews was health extension workers (16), nurses
(11), and health officers (11). Seven of the participants
were midwives, five were medical doctors, and two
were non-medical officers.
The qualitative data analysis emerged with five themes,
(1) Lack of provider communication skill, (2) lack of
governing documents for referral service, (3) shortage
of human resource which is affecting referring and
receiving site, (4) Lack of properly equipped
ambulance, and (5) Lack of basic amenity.
Lack of provider communication skill
The health extension workers frequently mentioned
that they lacked the necessary communication skills
to convey messages about the benefits of the referral
services to mothers and other clients. A health
extension worker expressed her opinion by saying:
“Though I told mothers to go to the health
center, mothers do not follow my instruction. I
feel I may not express the reason for the
referral services in simple words.”
Lack of governing documents for referral service
The key informant interview participants mentioned
that the referral system lacked integration with health
reform implementation guidelines. Lack of availability
of clear governing documents were identified as a

barrier to referral services. One key informant
explained:
We don’t have any written formal
catchment area agreements on
referral services. Since the referral
system is part of health reforms, the
woreda health office, in the presence
of the health center and the hospital
staff has verbally informed us that we
must write referral [slips] and that
the recipient facilities must provide
written feedback.
Only two out of eight health centers and three out of
four primary hospitals had referral protocols. One
participant said, “We brought a referral guideline
document from the hospital at the end of last year. It is
available at the human resource office and facility’s
head office”.
A liaison officer explained that the presence of a
referral protocol would facilitate their work. However,
they implement referral services using their prior
knowledge and experiences. The verbatim illustrate the
importance of referral protocol by the liaison officer by
saying “It would be nice if we had referral protocols,
but we don’t. Currently, we are using our existing
knowledge and capacity”.
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Some participants mentioned lack of financial
resources by clients as a reason for poor adherence to
referrals. A liaison officer clarified by saying:
One time, a woman came in with a swollen abdomen
but was not pregnant. After discussing her case with
the facility head and other health providers, we
decided to refer her to the hospital. …. she cried ….
told me that she did not have the funds to cover the cost
of services at a hospital ….
In addition to that, the referral service liaison officer
explained their experience of requesting payment for
ambulance services. One key informant in a liaison
office explained:
Many people come with the
assumption that ambulance service is
provided free for all, and when they
hear they must pay for the fuel, they
get confused. We were instructed by
management that patient must at
least share fuel costs for ambulance
use…
Shortage of human resources
Health center care providers frequently mentioned
shortage of manpower as a barrier to accompanying
referred patients. A health officer said:
“... our health center refers mothers,
newborns, and children to the primary
hospital. However, we cannot accompany
patients due to shortage of staff.”
Lack of essential equipment in ambulance services
Most of the participants mentioned lack of equipped
ambulance as a main referral service barrier. Most
times, an ambulance is available to transport patients to
the next referral service point, but life supporting
equipment like oxygen and associated accessories are
not always available in the ambulance. A medical
director explained:
Ambulances are not well equipped;
many materials needed to provide
life-saving services to patients such
as vital sign monitoring equipment,
ambu-bag, oxygen, and other
equipment are not available. It is
only beds that are currently available
in all the ambulances.
Lack of access to basic Amenity
Most participants mentioned lack of infrastructure like
telephone lines and office facilities as a main referral
service barrier. The referral service liaison officer
explained his experience of not having a telephone line
in the office for coordinating referral services.
I didn’t have an office and at times I
use my own cellphone to contact the
referral receiving facilities in case of
emergency and no one reimburses
my cost for airtime…
Discussion
Many referral studies have documented client, health
care provider and facility level barriers. Understanding
the effect of effective referral services on the reduction
of maternal, neonatal and child deaths, the Ministry of

Health developed and implemented a referral system
[4]. This cross-sectional mixed qualitative and
quantitative methods study described the referral
practices, adherence to, and barriers faced in four
regional states of Ethiopia. Based on the exit
interviews, the majority (86%) of referred patients
benefited from services without delay. The qualitative
data revealed that the referral service barriers are
related to patient/client, health worker, and health
system related issues. The finding of this study can be
used to influence policy makers, program managers,
health care providers, and community members to
strengthen referral services.
This
study
documented
that
pre-referral
communication was mentioned as a barrier to referral
by the exit interview participants. This finding was in
line with a study done on referral system for preterm
and low birth weight sick newborn in Ethiopia which
revealed
that
uncoordinated
pre-referral
communication between initiating and receiving
facilities was repeatedly reported by participants across
the study settings (29).
The second referral barrier identified in this study was
poor communication skills among health care workers.
This finding was consistent with a study conducted in
Malawi by Madula et al (2018), who conferred that
health care provider communication skills affected the
referral services of maternal health service delivery
(27). Communication is a constant theme emphasized
by many participants for its role in ensuring that
patients receive the necessary care in a timely manner
and that feedback is provided to referring facilities to
ensure proper follow-up. We found that feedback was
not provided through formal communication channels
between facilities but instead often comes from clients
or their families. There were almost no reports of
patients bringing home follow-up instructions or
guidance in the form of written notes, nor were there
reports of phone calls made from sending providers to
initial referring agents.
The third referral barrier observed in this study was
lack of governing documents for the referral process, as
confirmed by Austin et al 2015, as referral protocol
defines, the network of facilities and guides health
workers (28). Similarly, these documents enhance
referrals to lower health facilities for close follow up in
their vicinity. Furthermore, a national health
assessment conducted in Ethiopia documented lack of
operational guidelines as one factor influencing the
referral system (4).
The fourth referral barrier was shortage of available
manpower to accompany the client during travel to the
higher-level facility. This finding might be explained
by the increasing financial costs to be borne by patients
or care takers. Similarly, studies in Africa documented
patients who when referred without an accompanying
health worker would refuse referral advice (5,16, 29).
Furthermore, patients who were not offered
transportation and lacked close family support may not
adhere referral advice.
Ethiop. J. Health Dev. 2021;35 (SI-5)
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The fifth referral barrier was that lack of essential lifesaving equipment and accessories in the ambulance
deterred safe and quality of care when transporting
patients to the next level facility. This finding was in
line with a qualitative assessment conducted on referral
system for preterm and low birth weight sick newborn
in Ethiopia, which revealed that lack of provider with
necessary oxygen or equipment hindered safe and
effective referrals (29).
This finding was also in line with a systematic review
conducted on out of hospital emergency care in low
and low-middle income countries which revealed that
many patients found in respiratory distress did not get
appropriate care during ambulance transportation due
to lack of equipment (30).
Strength and limitation of the study
The strengthen of this study is in its methodology to
described and explore referral service barriers using
both quantitative and qualitative data. However, there
are also some limitations with the generalizability of
the finding to other clients who did not follow referral
advice.
Conclusion and recommendations
This study explored and described several referral
service barriers in four regional states of Ethiopia. The
referral barriers were client, health care worker, and
health system related factors. The investigators
recommend implementing performance and quality
improvement interventions to strengthen referral
systems. In addition, we recommended improving the
communication skills of health care providers.
Furthermore, providing governing documents including
referral protocol, referral service directory, and
guidelines and ensuring their use may help manage
some of the barriers. Equipping ambulances with
trained providers and lifesaving equipment and
providing and properly equipping the referral liaison
office is recommended.
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