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Background. Nepal, currently facing a high burden of noncommunicable diseases (NCDs), including cardiovascular diseases
(CVDs), which poses the highest mortality rate in the country, does not seem to have a proper referral strategy. This study explored
the wide range of factors and challenges that affect the referral system of CVD cases in Nepal. Methods. In this qualitative study, we
conducted face-to-face and telephone interviews with purposely selected 57 key participants which included 35 healthcare
professionals from tertiary, secondary, and primary levels from Bagmati Province and 22 CVD patients (myocardial infarction
and stroke) from Bagmati and Madhesh Provinces. We interviewed them using an interview guide with open-ended questions for
in-depth information in a local language and in a private space. The interviews were audio-recorded, transcribed verbatim, coded,
and analyzed using the thematic approach. Results. The findings indicated that the referral system for CVD cases from primary- to
secondary- to tertiary-level care is inadequate and malfunctioning. The major factors affecting referral of CVD cases are
centralization of CVD-specific services in few urban areas, inadequate systematic communication between the centers, self-
referential, lack of human resources for CVD care, and obstacles to patient transfer due to geographical and financial reasons.
Conclusion. A referral system for CVD patients is absent in the context of Nepal. Understanding and addressing key factors that
affect the referral system of CVD patients may help to improve cardiac outcomes and ultimately save lives.
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1. Introduction

Nepal, like many low- and middle-income countries
(LMICs), is currently facing a triple burden of communicable
diseases, noncommunicable diseases (NCDs), and injuries. A
country report based on the Global Burden of Disease data
showed that in 2017, 66% of deaths were due to NCDs.
Among NCDs, ischemic heart disease (IHD) was number one
claiming 16.4% of total deaths [1]. Patients with cardiovas-
cular diseases are at a high risk of developing complications
including mortality and require secondary cardiovascular
protection and immediate referral in order to save lives [2].
Referral is a dynamic process, in which a health worker at one
level of the health system, having insufficient resources
(drugs, equipment, and skills) to manage a clinical condition,
seeks the help of a better or differently resourced facility at the
same or higher level to assist in. A proper referral makes the
service cost-effective and increases access to quality of care
[3]. Referral system, which includes referral of patients from
lower-level healthcare facilities to the tertiary-level facilities,
should be systematic and formal. Studies have shown that
systematic strategies for referral significantly increased car-
diac rehabilitation and reduction in waiting time among
specialists in developed countries [4, 5].

There are a wide range of factors that affect the mech-
anism or proper implementation of referral in the country.
Various individual, environmental, healthcare delivery
systems, and policy-level factors directly affect the effec-
tiveness of referral. Various barriers exist for the imple-
mentation of a proper referral system such as governments’
unresponsiveness to the needs of the rural community,
leading to poor service quality at lower-level health facilities
including lack of health human resource, ineffective com-
munication system between different levels of referral sys-
tems, referral of unnecessary cases to higher level, poor
feedback mechanism, and logistic constraints like travel
time/cost [6-9].

Understanding referral pathways is crucial to improving
the outcomes at tertiary centers. Studies have shown that
ineffective referral is linked to mortality, especially among
children, and timeliness to referral and systematic referral is
the key to preventing it [10-12]. Lack of effective referral
networks between different levels of health systems threatens
CVD-related morbidity prevention [13]. The Nepal De-
mographic Health Survey (NDHS) 2016 showed that only
the terai and the urban areas of Nepal have easy access to
healthcare [14]. Lack of access to emergency services,
transportation, and infrastructural development in rural
areas affects the adherence to the referral process [15].

L.1. Objectives
(1) To explore the effectiveness of referral of cardio-
vascular cases in Nepal

(2) To explore the factors that hinder the effective re-
ferral for cardiovascular diseases in the country
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1.2. Rationale. Despite quality healthcare access being a key
healthcare problem in every less developed country, very
little is known about the referral pattern and factors affecting
effective referral in Nepal [16]. This study focuses on
identifying the current status, factors that hinder the ef-
fective implementation, and the pitfalls associated with the
referral of the patients with cardiovascular conditions in
Nepal. It aims to inform the perceived factors that obstruct
the development of a proper referral system in the country.

2. Methods

This study is a part of the National Needs Assessment of the
Healthcare System for Prevention and Management of
Cardiovascular Diseases in Nepal. To assess the existing
national capacity and infrastructure, we adopted the
United States Agency for International Development
(USAID)’s “The Health System Assessment Approach
(HSAA): A How-To Manual, Version 2.0.” This manual
facilitates assessment of the entire health system based on the
WHO framework including governance, health financing,
health service delivery, human resources, pharmaceutical
management, and health information systems.

(1) Desk Review: To get a clear understanding and in-
sight into the referral mechanism and its pattern, we
reviewed various national and international data-
bases. We reviewed the documents like articles,
journals, manuscripts, etc., available online.

(2) Data Collection: We conducted a purposive cross-
sectional qualitative study to assess the health system
and the referral process of CVDs. We identified key
stakeholders through personal and professional net-
works and purposively selected 57 key informants
which included 15 tertiary-level cardiovascular
healthcare providers, 10 secondary-level, 10 primary-
level healthcare providers, and 22 CVD patients from
Bagmati Province. The CVD patients were only
interviewed in the second phase of the main study. The
first phase included only the healthcare providers at the
central level which explains the higher number of
healthcare providers than the patients. The first phase
of the health system assessment study was conducted to
assess the national-level capacity for the management
of CVDs whereas at the second phase, patients were
also included to assess the perception along with fa-
cilitators and barriers to CVD management at each
level. We conducted face-to-face key informant in-
terviews using a semistructured pretested standardized
questionnaire for healthcare providers after obtaining
written consent. We conducted telephonic interviews
of CVD patients and took verbal consent. The average
interview duration was 60 minutes, and interviews
were continued until data saturation.

We recorded all the interviews on a tape recorder
and also took notes. We stored the audio recordings
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using different alphanumeric codes in password-
secured laptops accessible to limited research team
members.

(3) Data analysis: We transcribed all the audio recordings
verbatim; two investigators inductively coded them
and analyzed the findings using framework analysis.
Intercoder agreement was found to be 89.49%. Data
were collected based on “The Health System As-
sessment Approach (HSAA): A How-To Manual,
Version 2.0” which also inquires about the referral
system. Framework analysis was done using the
socioecological model using an abductive (inductive-
deductive) method for coding. The results are sum-
marized in terms of socioecological models.

4. Inclusion Criteria: The inclusion criteria comprised
of at least 6 months of experience in the healthcare
field for the healthcare providers and at least 6
months of experience with CVDs for the patients. A
criterion of at least 6 months was used based on the
expert’s opinion as those with lesser experience
might not provide rich information either on the
referral system or the barriers to it.

5. Ethical Consideration: We obtained written consent
from healthcare providers and verbal consent from
the patients before interviews. As telephone in-
terviews were conducted with the CVD patients due
to the COVID-19 restrictions, we could only obtain
verbal consent from them. Ethical approval was
obtained from the Nepal Health Research Council
(Reg. no. 176/2018).

3. Findings

This study included 35 healthcare providers at each level of
healthcare in Nepal, i.e., primary, secondary, and tertiary levels.
It also included 22 patients with major cardiovascular diseases
(CVDs), namely, myocardial infarction (MI) and stroke.

3.1. Factors Affecting Referral. A successful referral is very
important especially for CVDs in order to improve CVD care
and rehabilitation. The referral system does not function as
desired when there are certain barriers and inefficiencies that
describe them. The findings showed that there are no formal
referral mechanisms being implemented for cardiac cases
from rural places to the cardiac specialized centers. In this
study, factors affecting effective CVD referral are presented at
4 levels, i.e., individual, environmental, health system, and
policy levels, based on the socioecological model.

3.1.1. Individual/Personal Level Factors. One of the major
factors that affects the quality of CVD services at the tertiary-
level health facilities is the self-referential or patients
bypassing the referral system. Healthcare providers at spe-
cialized centers admitted that some patients directly come to
the specialized centers without getting examined at local
health centers or following any specific referral procedure/
pattern. Key informants also mentioned that direct visits of

patients from rural areas to cardiac specialists without any
prominent cardiac condition is a major constraint in health
service delivery at specialty centers which often results in
overcrowding at outpatient departments and long waiting
time for those patients who actually need specialized care.

“People with epigastric pain are also referred to cardiac
centers from the lower level healthcare centers especially
from rural areas. We cannot say anything as even the basic
tests are unavailable there.”

-Representative from Shahid Gangalal
National Heart Center (SGNHC)

Majority of the respondents stated that there was no
proper facility for transportation of the CVD patients. Most
of them had to arrange the vehicle by themselves once they
had been referred.

“I: How did you manage transportation?
P: We came ourselves. We called for a taxi ourselves.”

-MI patient from SGNHC

However, few of them stated that people residing in
urban areas usually make direct visits to the tertiary spe-
cialized centers influenced by the awareness of the existence
of such specialty care for CVDs nearby.

“People who come directly are from Kathmandu who are
little aware or people from cities as they know about the
existence of such facilities. We also get patients from
Pokhara. Many of them know about the place and come
directly. But people from places other than urban areas
usually come to the center only after being examined at
different places and are referred.”

-Representative from SGNHC

3.1.2. Environmental Level Factors. Consultant cardiologists
had observed delay during the referral of cardiac patients
from rural and distant places. Many CVD patients stated
that they do not have immediate access to transportation
services and have to walk a few kilometers for it.

“Now for most of the heart attack patients, time is the most
important requirement. What I usually see is, those who
come from outside usually come late.”

-Representative from SGNHC

“We need quick transportation services. As they are not
available, we have to walk one and half hours to reach the
place where transportation services are available.”

-MI patient from SGNHC

3.1.3. Health System Level Factors. The main finding that
emerged during the study was, “Nepal has a dysfunctional
referral system.” The lack of formal referral protocol



showing pathways for cardiac patients was the major con-
cern for the healthcare providers. They reported that the
patients are usually referred with informal referral notes
written on emergency or outpatient department (OPD)
papers without any formal referral letters or forms. They also
highlighted that usually, in such cases, there is no in-
formation sharing between the referrer and referral facilities.
Respondents also unanimously agreed the majority of the
patients are referred without any prior communication and
no attending medical personnel in the ambulance. They
acknowledged that preinformation to the referred health
center is rare and carried out either by the healthcare worker
or by the patient party themselves via a telephone call.

“They don’t bring referral documents from inside Kath-
mandu, patients coming who are elective cases outpatient
basis are sent with on a common note, there are no any
formal referral letters, no any phone communication as
well.”

-Representative from Manmohan Cardiothoracic
Vascular and Transplant Center (MCVTC)

“Elective cases coming on an outpatient basis are sent with
information written on a common note, there are no formal
referral letters, or phone communication.”

-Representative from MCVTC

In very few cases, medical personnel like medical officers
accompany the patient in the vehicle; however, it is rare and
only during emergency conditions. A respondent also
expressed that sometimes patients are referred solely on the
basis of bed availability without any medical assistance
provided during the process.

“Sometimes only the bed availability is asked and patients
are sent without further investigations. There are no
doctors, nurses or any healthcare provider accompanying
the patient during patient transport and sent with only one
visitor. We have this problem as well.”

-Representative from SGNHC

Major factor contributing to referral was lack of di-
agnostic facilities at lower-level healthcare. It along with lack
of CVD human resources contributes to immediate referral
of every suspected CVD case.

“Further evaluations like echocardiography are unavail-
able. So in conditions where patients require further
evaluation like echo or angiography, we refer them.”

-Representative from Melamchi PHC

3.1.4. Policy Level Factors. Patients are received from all
parts and all levels of healthcare facilities in the country.
Patients are referred to central specialized facilities usually
from the periphery. Respondents also shared patients are
attracted to seek cardiac care inside the country due to the
availability of governmental financial schemes for the
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treatment of CVDs. These schemes include provision of
NRs. 1,00,000/- as healthcare expenses including medicines
required for disease management.

“We receive CVD patients from all the 77 districts now. The
reason for this is, we have government schemes for that. It
used to be easier for people from the far western region to go
to India in the past.”

-Representative from SGNHC

However, CVD patients perceive that the amount they
receive is very inadequate for the complete treatment pro-
cess. Similarly, the majority of the CVD patients were not
enrolled in the national health insurance scheme.

“No. It is not enough at all. Leaving doctors’ operation fees
aside, the equipment and instruments necessary during an
operation itself exceeds 1 lakh rupees.”

-MI patient from SGNHC

“We have been hearing about national health insurance
from the municipality and we need them too. However, our
municipality has not implemented it at all and we have no
idea how we can enroll in the program.”

-MI patient from SGNHC

4. Discussion

A proper referral system is pivotal for providing effective
healthcare to provide efficient and timely care to the patients
who require immediate medical attention. Identifying pa-
tients that require referral and referring them to specified
healthcare institutions starts from a lower level of health
facilities. In the context of Nepal, health posts (HP) are the
first point of contact for basic health services. Each level of
healthcare above HP is a referral point which starts from
lower-level HP and ultimately to the tertiary-level specialty
centers [17]. This hierarchy-based referral system, or vertical
referral system, is similar to that of our neighboring country
India [18]. This hierarchy has been developed to ensure
better access of the population to general public health and
minor treatment and cost-effectiveness of the healthcare
delivery [17].

A systematic referral has shown to improve cardiac
rehabilitation use and improve CVD care in high-income
countries [4, 19]. Nepal is not new to referral of patients with
cardiovascular conditions. All the cardiovascular cases from
all around the country are referred to the cardiac specialized
center in the capital. However, it is unsystematic and dis-
organized and lacks a systematic protocol for it. The
healthcare providers still require proper training from the
government on it as informed by the key informants. A
study conducted in Kiambu County, Kenya, showed that the
majority of healthcare providers, i.e., 53%, were not skilled
enough on referral guidelines which served as a challenge in
implementing a referral system for providing quality
healthcare [20]. Few studies show low compliance to referral
protocol even though they are well set in place [18, 21].



Cardiology Research and Practice

This study shows delay in the presentation of CVD
patients from distant rural areas due to lack of immediate
access to transportation. It was found out that most of the
cases referred come by themselves without any trans-
portation arrangement by the referring facility with no
medical assistance during the process. Rarely, few emer-
gency cases are referred through a faster medium of
transport like helicopters from distant places to the tertiary
centers. Studies show that geographic access and trans-
portation availability are main factors that serve as major
obstacles and significantly affect the referral along with
patients’ motivation for cardiac rehabilitation [22, 23].
Studies have shown that patients from every level do not
have access to effective CVD treatment services including
surgical care, especially those from isolated rural areas of the
country [24].

Our study also showed a communication gap between
referring and receiving institutions when it comes to referral
of patients. Institutions are rarely informed, and only the
emergency CVD cases are preinformed when referred.
Similarly, the referred cases are not even tracked well later. A
study in Ghana identified transportation, referrer-receiver
communication barriers, inadequate infrastructure and
supplies, and insufficient health personnel as the main bar-
riers to the referral system [6]. Studies have reported financial
constraints, geographical access, communication gaps among
various levels of healthcare, and the inability to track the
referred patients as key barriers to the successful referrals
[9, 25-27]. Various barriers exist for the implementation of
a proper referral system such as governments’ un-
responsiveness to the needs of the rural community leading to
poor service quality at lower-level health facilities including
lack of health human resource, ineffective communication
system between different levels of referral systems, referral of
unnecessary cases to higher level, poor feedback mechanism,
and logistic constraints like travel time/cost [6-9]. A scoping
review, however, has identified that implementation of
electronic referral system, use of standard templates, in-
creased access through communication and transportation
increase the efficiency and quality of referral [28]. The lower-
level healthcare facilities like health posts in Nepal are in-
capable of diagnosing the CVDs due to lack of resources
including CVD human resources and basic CVD diagnostic
facilities. Unavailability of logistic and diagnostic facilities
leads to patients bypassing lower-level health facilities and
directly seeking care at higher levels [29]. WHO suggests that
a close relationship between all the levels of the health system
is to be ensured for an effective referral system as the people
receive best possible care nearby. In many developing
countries, a high proportion of patients visiting outpatient
departments at secondary facilities could have been looked
after at primary healthcare centers at a lower level, making the
service cost-effective to the patients [20].

Our findings revealed that patients bypassing the referral
system are one of the sole reasons for overcrowding and
longer waiting time at the referral centers at the tertiary level.
A study in one of the rural health units in Kenya showed that
about 27% of patients did not visit the nearest government
facility seeking direct higher level services and the rate

increased as the illness period was prolonged [30]. Studies
have shown that long waiting time at tertiary centers leads to
an increase in out-of-pocket expenditures which hinders
future follow-up of the cases. Referrals from lower-level
healthcare institutions are often obscure and the special
cases that need immediate attention are not handled well due
to long waiting time at the tertiary-level healthcare in-
stitutions to which they are referred [31]. Thus, with proper
referral in place, cardiovascular patients will receive timely
interventions not just on the lower level but in the tertiary
level itself. Proper filtering of patients is very important to
prevent overcrowding at the tertiary level.

Nepal urgently requires a standard referral protocol and
strategies so that patients from every part of the country
receive timely, cost-effective, and efficient medical attention.
It will improve the healthcare provided by the tertiary-level
care centers as the trained personnel refer the patients on the
basis of need, and most of the conditions can be treated at
lower level itself.

5. Conclusion and Recommendations

5.1. Need of Systematic Decentralized Healthcare System.
Development and execution of decentralized healthcare
delivery systems is urgently needed in Nepal. Tertiary spe-
cialized care centers in every province will provide imme-
diate cardiac care to the needed ones. However, the lack of
tertiary care centers in every province is still making it
difficult for the widespread availability of cardiac services.
Hence, they are still referred to as the central cardiac centers
in the capital. Decentralized cardiac care centers will
smoothen the referral process as the challenges of referral
including time for transfer of the patients can be minimized
and timely specialized cardiac care can be provided at the
provincial level. This will majorly decrease the burden at the
central level as well.

Now what we should do is we need to have a little bit of
decentralization. All the patients are not required to come
to the central level. Now we have gone to the provincial
system and we should have a tertiary care hospital which
has all the facilities in each province and we should plan
about referral within it. (HSD 1) (HSD 9)

5.2. Development and Implementation of a Systematic (Elec-
tronic) Referral System. There is a need to develop a sys-
tematic referral system with proper communication
pathways among various levels of healthcare. A formal re-
ferral protocol has to be developed which will serve as
a pathway for the service providers to comply before re-
ferring the patient. An electronic system for referral was
suggested by the healthcare providers including proper
transportation facilities and proper medical assistance.
WHO also recommends outward and back referral forms,
communication with the receiving facility before referral,
availability of protocol of care for conditions for each level of
facility, and also referral registers to monitor follow-up and
gather information as important components for referral.



5.3. Strengthening Lower-Level Healthcare Facilities.
Longer waiting time seems to be directly proportional to
increased OOP. Hence, it is very necessary that we identify
the cases that do not require immediate referral. First
screening by junior-level staff to segregate cardiac and
noncardiac patients would decrease the burden and increase
the efficiency of the specialists. This will reduce the patient
burden and patients waiting time at the central level and
those requiring immediate medical attention are directly
benefited with timely care. Patients bypassing the system can
also be minimized by strengthening primary healthcare
services at a lower level in order to attract them to receiving
care at a lower level.

The first key message from the study is that there are no
formal protocols for referral systems in the country, leading
to delay in patient presentation from rural and distant
places. WHO strongly recommends communication before
referral is vital in providing effective service. However, it is
found that the receiving facility actually being preinformed
is rare and occurs only during critical cases. The condition is
the same when it comes to transportation arrangements by
the referring center. Lack of effective care at every level
causing overcrowding at central-level hospitals has also been
found as a challenge in providing effective care. Un-
derstanding its pattern and challenges may ultimately help in
making the referral system robust leading to improved
cardiac outcomes among the patients.

6. Limitations of the study

This study has been undertaken as a part of the National
Need Assessment for CVDs in Nepal. Our resources limited
us to collect information from all the health centers of every
province of Nepal and hence use a purposive sampling
technique for ease of data collection. However, this can be
justifiable as specialized cardiovascular services are cen-
tralized in the country. It is important to understand the
referral system and its barriers in every province to un-
derstand the referral system as a whole and propose rec-
ommendation for the whole country. For a complete
understanding of the referral system of Nepal, extensive
studies including conditions, method, perception, and
challenges for referral of the CVD patients are warranted.

Data Availability

The data used to support the findings are included within the
article or can be provided on request.

Disclosure

This study has been undertaken as a part of the National
Need Assessment (NNA) for CVDs in Nepal. This paper was
also presented as a poster at the annual Nepal Health Re-
search Council (NHRC) summit and won the best poster
presentation for the year 2022. The abstract of the paper is
available in the abstract book of NHRC summit 2022. This
study is an independent part of the National Needs As-
sessment (NNA) of Healthcare System for Prevention and

Cardiology Research and Practice

Management of Cardiovascular Diseases in Nepal. To assess
the existing national capacity and infrastructure, we adopted
the United States Agency for International Development
(USAID)’s “The Health System Assessment Approach
(HSAA): A How-To Manual, Version 2.0.” The founding
sponsors had no role in the design of this study; in the
collection, analyses, or interpretation of data; in the writing
of the manuscript; and in the decision to publish the results.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

Acknowledgments

This NNA study was conducted under a project funded by
the National, Heart, Lung, and Blood Institute of the Na-
tional Institutes of Health under Award Number
U24HL136789. However, this small study was solely con-
ducted on researcher’s personal efforts with no separate
funding support for this independent study. The authors
would like to thank Dhulikhel Hospital for providing the
opportunity to conduct the independent study based on
National Needs Assessment dataset.

Supplementary Materials

Table 1: characteristics of the respondents (Table S1). Table
S1 is the supplementary material which includes the bio-
demographic characteristics of the respondents and their
frequencies and percentages classified on the basis of age,
sex, educational qualification, years of experience, and level
of healthcare. Table 2: challenges to Referral Summarized
(Table S2). Table S2 is the supplementary material which
includes challenges based on socioecological model, i.e., at
personal, environmental, health system, and policy-level
factors. (Supplementary Materials)

References

[1] Nepal Health Research Council, “Monitoring evaluation and
operational research,” Nepal Burden Of Disease 2017, NHRC,
Kathmandu, Nepal, 2019.

[2] P. Stather, F. Muscara, R. Benson et al., “Cardiovascular risk

reduction in referrals to outpatient vascular clinics,” The

Annals of The Royal College of Surgeons of England, vol. 100,

no. 3, pp. 194-198, 2018.

S. Bhattacharya, M. Bashar, S. Tripathi, N. Sharma, A. Singh, and

A. Singh, “Strengthening primary health care through E-referral

system,” Journal of Family Medicine and Primary Care, vol. 8,

no. 4, pp. 1511-1513, 2019.

[4] S.L.Grace, Y. W. Leung, R. Reid et al., “The role of systematic
inpatient cardiac rehabilitation referral in increasing equitable
access and utilization,” Journal of Cardiopulmonary Re-
habilitation and Prevention, vol. 32, no. 1, pp. 41-47, 2012.

[5] N. Timmins and C. Ham, The Quest for Integrated Health and
Social Care: A Case Study in Canterbury, New Zealand, Kings
Fund, Canterbury, New Zealand, 2013.

[6] A.A.Daniels and A. Abuosi, “Improving emergency obstetric
referral systems in low and middle income countries:

[3


https://downloads.hindawi.com/journals/crp/2024/5583709.f1.zip

Cardiology Research and Practice

(10]

(11]

[12

[13

(14

(15]

[16

[17

(18

(19]

(20]

[21

(22]

a qualitative study in a tertiary health facility in Ghana,” BMC
Health Services Research, vol. 20, no. 1, p. 32, 2020.

M. Eskandari, A. Abbaszadeh, and F. Borhani, “Barriers of
referral system to health care provision in rural societies in
Iran,” Journal of Caring Sciences, vol. 2, no. 3, pp. 229-236,
2013.

S. Siddiqi, A. Kielmann, M. Khan et al., “The effectiveness of
patient referral in Pakistan,” Health Policy and Planning,
vol. 16, no. 2, pp- 193-198, 2001.

N. S. Levitt, T. Puoane, C. A. Denman et al., “Referral out-
comes of individuals identified at high risk of cardiovascular
disease by community health workers in Bangladesh, Gua-
temala, Mexico, and South Africa,” Global Health Action,
vol. 8, no. 1, Article ID 26318, 2015.

K. Cervantes, R. Salgado, M. Choi, D. Henry, and Kalter,
Rapid Assessment of Referral Care Systems-A Guide for Pro-
gram Managers, JSI, Arlington, TX, USA, 2003.

N. T. Nga, D. T. P. Hoa, M. Malqvist, L.-A. Persson, and
U. Ewald, “Causes of neonatal death: results from NeoKIP
community-based trial in quang ninh province, vietnam,”
Acta Paediatrica, vol. 101, no. 4, pp. 368-373, 2012.

P. Bossyns, R. Abache, M. S. Abdoulaye, H. Miyé,
A. M. Depoorter, and W. Van Lerberghe, “Monitoring the
referral system through benchmarking in rural Niger: an
evaluation of the functional relation between health centres
and the district hospital,” BMC Health Services Research,
vol. 6, no. 1, p. 51, 2006.

T. Mercer, B. Njuguna, G. S. Bloomfield et al., “Strengthening
referral networks for management of hypertension across the
health system (strengths) in western Kenya: a study protocol
of a cluster randomized trial,” Trials, vol. 20, no. 1, p. 554,
2019.

Ministry of Health, Nepal Demographic and Health Survey
2016, Ministry of Health, Kathmandu, Nepal, 2017.

K. N. Atuoye, J. Dixon, A. Rishworth, S. Z. Galaa,
S. A. Boamah, and I. Luginaah, “Can she make it? Trans-
portation barriers to accessing maternal and child health care
services in rural Ghana,” BMC Health Services Research,
vol. 15, no. 1, p. 333, 2015.

A. Cassels, “Health sector reform: key issues in less developed
countries,” Journal of International Development, vol. 7, no. 3,
pp. 329-347, 1995.

DoHS, “Referral system of Nepal,” 2020, https://dohs.gov.np/
about-us/department-of-health-services/.

S. Bhattacharya, “Health system strengthening-focussing on
referrals: an analysis from India,” JOJ Nursing & Health Care,
vol. 2, no. 4, 2017.

S. L. Grace, C. Chessex, H. Arthur et al., “Systematizing in-
patient referral to cardiac rehabilitation 2010: Canadian as-
sociation of cardiac rehabilitation and Canadian
cardiovascular society joint position paper,” Canadian Jour-
nal of Cardiology, vol. 27, no. 2, pp. 192-199, 2011.

K.J. Kamau, B. O. Osuga, and S. Njuguna, “Challenges facing
implementation of referral system for quality health care
services in Kiambu county, Kenya,” Health Systems and Policy
Research, vol. 04, no. 01, 2017.

T. Pierre Ilboudo, Y. J. Chou, N. Huang, and N. Huang,
“Compliance with referral for curative care in rural Burkina
Faso,” Health Policy and Planning, vol. 27, no. 3, pp. 256-264,
2012.

S. L. Grace, A. Evindar, B. L. Abramson, and D. E. Stewart,
“Physician management preferences for cardiac patients:
factors affecting referral to cardiac rehabilitation,” The

(23]

(24]

(25]

(26]

(27]

(28]

(29]

(30]

(31]

Canadian Journal of Cardiology, vol. 20, no. 11, pp. 1101-1107,
2004.

S. Peterson, J. Nsungwa-Sabiiti, W. Were et al., “Coping with
paediatric referral--Ugandan parents’ experience,” The Lan-
cet, vol. 363, no. 9425, pp. 1955-1956, 2004.

M. Fleming, C. King, S. Rajeev et al., “Surgical referral co-
ordination from a first-level hospital: a prospective case study
from rural Nepal,” BMC Health Services Research, vol. 17,
no. 1, p. 676, 2017.

A. B. Pembe, A. Carlstedt, D. P. Urassa, G. Lindmark,
L. Nystrom, and E. Darj, “Effectiveness of maternal referral
system in a rural setting: a case study from rufiji district,
Tanzania,” BMC Health Services Research, vol. 10, no. 1, p. 326,
2010.

M. Kowalewski, A. Jahn, and S. S. Kimatta, “Why do at-risk
mothers fail to reach referral level? Barriers beyond distance
and cost,” African Journal of Reproductive Health, vol. 4, no. 1,
pp. 100-109, 2000.

M. Chacour Bahous and E. Shadmi, “Health information
exchange and information gaps in referrals to a pediatric
emergency department,” International Journal of Medical
Informatics, vol. 87, no. 1, pp. 68-74, 2016.

A. Akbari-Sari, M. Seyed-Nezhad, and B. Ahmadi, “Factors
affecting the successful implementation of the referral system:
a scoping review,” Journal of Family Medicine and Primary
Care, vol. 10, no. 12, pp. 4364-4375, 2021.

C. Kahabuka, G. Kvile, K. M. Moland, and S. G. Hinderaker,
“Why caretakers bypass primary health care facilities for child
care a case from rural Tanzania,” BMC Health Services Re-
search, vol. 11, no. 1, p. 315, 2011.

G. M. Mwabu, “Referral systems and health care seeking
behavior of patients: an economic analysis,” World Devel-
opment, vol. 17, no. 1, pp. 85-91, 1989.

Handicap International, “Consolidated report on discharge
and referral process,” Handicap International, vol. 15, 2016.


https://dohs.gov.np/about-us/department-of-health-services/
https://dohs.gov.np/about-us/department-of-health-services/



