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Government have implemented referral system in the state in order to reduce 
congestion in medical colleges and to improve standard of care. In order to 
make this more effective referral protocols and guidelines need to be developed. 
A meeting of the stakeholders is planned and scheduled on 16-9-2011 at 9.30 
AM  at the CERTC, Medical college Thiruvananthapuram. The learning 
material for the meeting is given below. 

 
 

The Health Referral System In Kerala 
 
1.Introduction 

 In Kerala referral system has been recommended by the “pai” committee and 

been introduced in operation in the state. But the effectiveness of this has always 

been criticised.  

When we consider implementation of referral system we have to get the 

perspectives of four stakeholders in that process of patient management  

· Patients 

· Referring doctors 

· Receiving doctors 

· Administration 

The main purpose of introduction of referral system is to improve efficiency of service 

delivery. This will improve streamlined patient flow, avoid patient waiting time, 

overcrowding in the OP and labs or crowding in phenomena, avoid floor patients and 

ensure better hose-keeping etc. The introduction of referral is expected to improve 

the standard of patient management in terms of, more justified time spending in 

physician examination, better documentation, appropriate use of investigations, more 

patient counselling and other selected program operations and services for the 

patient. There is more efficient use of resources at the referred end because those, 

which can be attended at peripheral hospitals, are certainly seen and managed at 

that level. So the services at peripheral hospitals are expected to be completely 

utilized.  

2. Definition of a health referral system 

  In health care delivery systems, referral is a set of activities undertaken by a health 

care provider or facility in response to its inability to provide the quality or type of 
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intervention suitable to the need of the patient.  On another level referral includes 

referral from the community to the highest level and back, that is, a two-way referral 

system or feedback system.  In practice, referrals are not only between lower and 

higher-level facilities, but also between primary facilities as well as within hospitals. 

To be effective referral should be a two-way process that requires coordination and 

information exchange between the referring facility (usually at the primary care level) 

and the first referral hospital.   

 

3. Context 

This investigation of referral systems must be seen against the background in Kerala  

of relatively high  health status indicators, uneven achievements across districts and 

between districts, less differences between urban and rural areas and between the 

rich and the poor. The triple burden of morbidity exists in the presence of low 

mortality.   In addition, malnutrition, iron deficiency anaemia and maternal and 

neonatal mortality are all causes for concern.  Cardiovascular and chronic diseases, 

cancer, accidents have become the main causes of adult mortality whereas 

infectious and parasitic diseases are the main causes of concern among children.   

It would be difficult to examine referrals without looking at it as taking place within a  

decentralized health service system.  By the  year 2005 the Kerala Government 

transferred all the delegating powers to LSGs   The main feature of the legislation is 

the significant delegation of operational authority and responsibility to District, taluk 

and grama panchayats .The implications of the changed environment in referral 

system need to be considered. In an era of decentralization it is important to know 

whether systems are functioning as well as they ought to be, given the new range of 

responsibilities handed down to district health offices and the authority they have to 

make changes. 

 

4. Rationale for implementing referral system 

 International organizations have an interest in advising governments to focus 

and invest in health care and effective health systems.  The presence or absence of 

referral systems and the degree to which they are effective are among the indicators 

of access to care.  In general, the range of diseases that are presented to health 

workers can be from the most common everyday illnesses or ailments to the most 

complex and life-threatening.  This requires a range of skills, facilities and health 
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care professionals/workers at different hierarchical levels of care in order to best 

serve the needs of a given population.  This is best achieved through cooperation 

and collaboration between different facilities at different levels to maximize 

resources.  Ideally, if an appropriate level of care is made available when it is 

needed (taking geographical factors, time, affordability and emergency services into 

consideration); referral systems can be more effective. In short the whole system 

should work in synergy and harmony towards the single motto of achieving all 

attainable goals. It should be remembered that implementation  of referral systems 

also includes other factors that are important to delivering effective health care such 

as: the availability of skilled staff capable of making appropriate referrals; the degree 

to which health facilities, equipment and diagnostic tests facilitate or hinder care 

once referral has taken place; and the role different factors such as transport and 

other logistical factors play in the referral process as well as cultural beliefs that 

affect health seeking behaviour.   

 

5. Requirements for an effective referral system: The most important requirement 

is that everything should be explicit. There should not  be any communication gaps. 

1. There should be agreed referral policies, protocols and administrative 

guidelines in support of the referral system put in place between levels of 

care. 

2. Appropriateness.  Health professionals should be skilled in knowing when to 

refer and be capable of treating patients when referred (if unable to treat know 

when and to whom to refer since poor quality services is an obstacle to 

effective referral). 

3. There should be standard case management (treatment protocols and 

guidelines). 

4. There should be clearly delineated levels of care and an accompanying mix of 

appropriate skills for each level of care. 

5. It must take into consideration the patient’s ability to pay. 

6. It should encourage patient education, i.e. patients should be aware of what 

services are available at each level and what the service offers in order to be 

able to request appropriate referral. 
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7. It gives consideration to logistical issues such as transport.  Referrals should 

be made to the nearest appropriate and affordable health facility which should 

as far as possible be free in cases of emergency. 

8. Its facilities should be equipped to receive referrals.  In the case of maternal 

and neonatal care this includes facilities capable of providing basic 

emergency obstetric care (BEOC) and comprehensive emergency obstetric 

care (CEOC).  The WHO standard is a minimum of 1 basic facility per 

125,000 population as a minimum.  For CEOC the figure is 1 per 500,000 

population. This makes planned referral to the appropriate facility essential. 

9. Health professionals (in particular teams) should be available to provide care 

in hospitals once referrals are made. 

10. The referral hospital must have at least four departments: Surgery, 

Paediatrics, Internal Medicine and obstetrics and gynaecology as well as 

basic ancillary services such as X-Ray and laboratory services. 

11. Feedback/follow-up on referrals received by hospitals.  This could be as 

simple as a standard feedback form. 

12. The system should be able to monitor, supervise and evaluate the quality of 

care, referral practices and support mechanisms. 

13. There should be back-referral as well as ‘in between communications’ 

wherever needed. 

 

It is important to emphasize that there are other factors that should be in place in 

order for referral systems to function effectively:  personnel must be competent and 

available; roles and functions should be clearly delineated; at hospital level prompt 

and appropriate attention is essential for the patient; and, there must be referral back 

to the primary care level after discharge. 

   

6. The referral Process 

6 a. Model of referral system  

It is common for most countries to have three different levels of care.  A primary 

health care level consisting of health posts, stations or health centres or some 

equivalent.  This level is meant to deal with health problems of most of the 

population.  At the primary care level certain drugs are available and are 

administered by a mixture of either health assistants, nursing staff (which may or 
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may not include midwives).  There should be a range of laboratory tests that match 

the level of care provision.  

Referral to the next level should occur:  

· when the patient needs expert advice;  

· when a patient needs a technical examination (such as a laboratory 

examination or X-ray) that is not available at the health centre/primary facility 

level; 

· when a patient requires a technical intervention that is not within the capacity 

of the health centre; or 

· when a patient needs in-patient care. 

The ‘gate keeping’ function at the primary care level which can be performed by 

health centres or by general practitioners in some systems (e.g. the UK) is 

particularly important since it filters treatments to the higher more expensive levels  

The purpose of referrals could be for several reasons: 
 

· For a transfer of services 
· For a specific procedure 
· For co-management or further management of the illness e.g. complications 

in pregnancy 
· For continuity of care 
· For a second opinion 

 

The referral system also ensures feedback and two-way referral downwards through 

the system.  All of this is accompanied by treatment protocols and guidelines for 

referral, which ensures that health professionals and administrators at the different 

levels know what is expected of them.  Referral systems also take into consideration 

transport of patients to and from health facilities or between health facilities. 

 

In order for referral systems to function effectively the lower levels must be operated 

by appropriately skilled personnel who have the necessary equipment and an 

adequate drug supply. This ensures that there is delivery of the range of services 

required and unnecessary referral avoided. Self-referral to higher levels overburdens 

secondary and tertiary care facilities where unit costs are higher, underutilizes health 

centres and other primary care facilities and increases out-of-pocket payments to the 

majority of general fee-paying patients.   
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The Referral pathway in Kerala 
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equipment and supplies for hospitals and funding training for vertical programmes 

still financed from the Ministry of Health.  They should see their role as overseeing 

any operational aspects of hospitals, under which they included referral of patients.   

At the district health office, which does have the responsibility of planning primary 

health care services, the concern should be  with referrals and  lack of funding for 

operational activities can be a problem.  This is coupled with the lack of manpower to 

undertake their range of responsibilities since decentralization. In Kerala we have 

sufficient specialists in some specialities. The availability of other technical staff can 

be still problem (Blood bank technician, Theatre technician, speech therapist, 

Psychologist etc) uncertainty about how referral guidelines should be established 

and what indicators should be used to determine how the process is working should 

be resolved .  

 

With regard to the clinical aspects of supervision, although there is a system in place 

at the primary care level, there is no similar facility for supervision of health centre 

doctors by the next level i.e. doctors from district hospitals. make the referral system 

work well by supporting primary health care services on one hand and acting as a 

gateway to more specialist care on the other. The division of authority under 

decentralization has not helped this situation where district hospitals along with other 

hospitals have been made accountable to the bupati and not the district health office, 

thereby fostering the perception and the practice of not regarding district hospitals as 

an integral part of the planning of an integrated district health service.  

6.c  Patterns of Referrals 

Referrals are expected to take place from first stratum to the second and third 

stratum with a corresponding decrease in the quantity of referrals going to the higher 

levels.   

The pattern of referral for national program can be as it is envisaged. 

Medical cases 

1. General lack of referral guidelines.  

2. No referral system for general patients due to a total lack of ‘gate keeping’. 

3. Provider referrals that work in the intended manner according to the 

prescribed schema i.e. from primary to secondary and tertiary care.   

4. Provider referrals that do not follow the prescribed schema but are done for 

the convenience of the patient.  
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5. Restricted or absent provider referrals related to distance and cost of 

transport for health professionals. 

6. Unequal patient access/referral due to cost. 

7. Infrequent two-way provider referrals. 

 National programmes: The guidelines are in existence  

RNTCP, 2009.National FW(RCH) program etc. 

6.d Procedures for referring patients.   

 No referral system for general patients due to lack of ‘gate keeping’ 

The most common type of referral is self-referral.  In the absence of general 

guidelines, patients can enter the system at any level as long as they are able to 

pay.  Based on ‘guestimates’ given by health professionals, 50% or more of referrals 

at the hospital level are self-referrals.  Based on the assumption that most general 

patients were self-referrals, and then this figure is likely to be greater than 50% on 

average.  In fact, one of the most telling indicators of the lack of referral systems to 

secondary and tertiary services is the percentage of non referred patients seen in 

class higher hospitals in the state. 

Discussion with specialists reveal that no serious judgements are made by health 

professionals regarding the appropriateness or inappropriateness of self- referrals.  

When questioned about the appropriateness of self-referrals hospital doctors did not 

base their judgements on evidence on the severity of illness, but on the basis that 

the patient felt he/she “would receive better treatment” if seen by a specialist, 

regardless of the nature of their complaint.  This opinion was voiced despite the 

admission that, (with the exception of self-referrals for emergencies) referrals that 

came from other health facilities tended to be for illnesses of a more serious nature 

when compared with those of persons who self-referred. 

6.e Infrequent two-way provider referrals (Back-referral) 

Two-way referral was not a common practice, although it does occur.  It is not 

possible for health centre doctors to know how many patient referrals were taken up 

because there is no established system of sending information back to the health 

centre.  Some doctors express  the desire to know if their provisional diagnosis was 

correct.   Any  type of feedback was through the patient returned to the health centre 

for a subsequent visit.  The onus is therefore on the patient and not the health 

professional to provide information. In rare instances the doctor make phone calls to 

communicate or give letters to the referring doctors.  
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Referrals between the private and public sector 

Usually referral from public hospitals is within that system and from private to private 

only. Exceptions usually occur for diseases with national programs. 

 Late referrals to appropriate facilities 

Late referrals were described as due to: the holding doctors  being reluctant to refer 

patients  at risk or referring them after complications have set in, or families delaying 

their decision to allow women at risk or women experiencing complications in 

delivery to go to hospital in a timely fashion.  The reluctance of families giving 

permission for the patients  experiencing problems is to be documented   This 

practice was said to be much more common in areas outside cities.    

Another contributory factor is late identification of women with complications.  This 

occurs both because health centre staff are not competent or lack of appropriate 

diagnostic facilities or cost.  Cultural practices also my affect referral process  

· Lack of access due to cost/ geography 

· Lack of transport facilities  
· Lack of access due to limited or non-functioning facilities 

7. The support activities  

· The revision of the basic concept of referral efforts and management of referral 

health service programmes to support hospital autonomy and decentralization; 

· Development and consolidation of a quality assurance programme and rational 

treatment in hospitals in the form of treatment protocols ; 

· increased coverage of services to poor people through development and 

application of subsidization appropriately targeted; 

· education and training of health manpower;  

· research and screening of medical technology; 

· motivating the public to maintain and improve their health; and, 

monitoring and evaluation, Supporting systems, personnel and documentation(social 

audit) 

The perceived problems in systems that should give support to referral systems. 

They cover the following areas: 

· Laboratory referrals 

· Affordable transport systems 

· Recording and reporting 
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· Competence of nursing personnel 

· Referral documents Laboratory referrals 

WHO recommends that test selection for peripheral services (e.g. dispensary/health 

post with single health centre worker, the health centre level, rural or local urban 

community, primary level hospital) must satisfy clinical and public health needs.  

They may vary from region to region, depending on local epidemiology.  The 

requirement of a test is that it must: 

a) lead to intervention or alter the current intervention 

b) assist in diagnosis 

c) permit disease monitoring 
 
The problem may be lack of facilities for diagnosis 
Some health centres may perform some tests because of the types of diseases that 

are  prevalent within their catchment areas, such as for Lepto and typhoid.  All health 

centres with laboratories  may perform blood and urine tests, but not necessarily 

faeces.  A lack of laboratory services or limited tests mean  that a proportion of 

patients have  to be referred to district hospitals to have tests that should be 

performed at the health centre level. 

ed had their tests carried out.  One of the few exceptions was for TB because 

although those health centres that did not have laboratories and could diagnose TB, 

all health centres treated persons suffering from TB therefore test results were 

returned to the referring health centre.  The time taken to receive test results for TB 

also varied between 1 and 2 days, even for those health centres with laboratories. 

 
Mechanisms for referral 

There should be written guidelines for this  

Transport 

The implementation of effective and comprehensive health programmes in a district 

is dependent on the availability of adequate transport. This is particularly vital in rural 

areas to provide: 

· Mobile health services to people living in rural and remote areas, without 

access to a fixed clinic. 

· Transporting patients to a referral facility (e.g. from clinic to hospital, or from 

district hospital to regional hospital). 
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· Community-outreach services such as community nurse visits, DOTS 

programmes, and environmental health visits etc. 

· Supervision and support visits from district health offices to health centres and 

from health center staff to villages in remote areas. 

 

Not all health centres may  have an ambulance, which meant that patients had to 

bear the cost of transport themselves for routine treatment as well as for 

emergencies.  Even if ambulance is present driver may not be available, or the POL 

may not be or everything may be with panchayat. 

 
9.3  Recording and reporting 
 

Hospitals should  accurately record illnesses published in the top 10 reasons for 

inpatient and outpatient morbidity according to ICD 9 or 10 classifications.  This 

makes it somewhat difficult to use these figures as one indication of the 

appropriateness of referrals to hospital.  Diagnostic uncertainities can occur as well 

as nonfamiliarity of ICD 10. Insufficient supervision of medical records staff so that 

inaccurate records are not corrected.   

9.4  Referral documents 

The  referral documents from the health centre should have  minimum amount of 

information for general patients referred to hospital.  Referral forms commonly record 

the following: name; age; occupation; address; and temporary or provisional 

diagnosis. 
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 Recommendations for strengthening of referral systems 

 

Although a number of suggestions will be given to establish or strengthen referral 

systems it is recognized that unless and until there is an effective third party 

purchasing arrangement (health insurance) that covers more of the population 

than at present health professionals will have little or no incentive to change their 

current ‘for profit’ practices with regard to appropriate and more equitable referral 

practices.   

 

Suggestions of ways to improve referral systems must look not only at hospitals 

as end referral points.    It is also important to embrace the concept that referral 

systems should be two-way process.  This implies a series of activities that need 

to be undertaken at all levels and is expanded on in section 8.3 below. 

 

The case for a generic approach is that there are many patients whose condition 

falls outside the scope of specific programmes, but who nevertheless need 

diagnostic and treatment resources, which are not available at the facility at 

which they first present.  Disease specific or program specific approach also can 

be thought.   

While health facilities are classified into a hierarchy which broadly corresponds to 

the administrative divisions of a region, with higher tier facilities concentrated at 

the urban centre and lower tier facilities scattered at the periphery of each 

division, the 

geography of the country forces the need for some referrals that do not conform 

to the strict  

Despite the geographical constraints, this does not mean that a generic approach 

should not be aimed for in conjunction with the strengthening of referrals in 

specific programmes.   Current training and monitoring activities in quality 

assurance by state  health offices can incorporate a component on referral 

systems between primary, secondary and tertiary levels.   

Referrals between facilities 
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In order to strengthen referrals between facilities, a number of accompanying 

measures should be taken, which will be also part of a wider effort to improve the 

quality of services and service provision.  It is important that services should be 

available and appropriate at each level in order to encourage their use by 

communities.  

 

Some of the measures that could therefore be taken are as follows: 

· Assuring that drugs and equipment are available at the primary care level 

in adequate quantities at the health centres, sub health centres and 

integrated health posts so that patients can feel more confident that they 

will receive appropriate treatment at the primary care level. 

· The provision of laboratory facilities in proportion to the needs of the 

community.  In some areas a ‘satellite system’ of puskesmas with 

laboratory facilities is operated whereas in other districts, all the 

puskesmas have laboratory facilities.  There needs to be some 

assessment by the district health office of which system is best, depending 

on their local situation and available funding. 

· The availability of appropriate equipment at all levels.  Even with the best 

training, nurses and doctors are unable to perform their duties without the 

appropriate equipment.  This applies not only to the health centre, for 

example, in the provision of basic obstetric emergency care but to pustu, 

whose staff during some visits have complained of lack of equipment to 

conduct preliminary tests before referral to the health centre. 

· In more remote areas, greater consideration must be given to the 

upgrading of facilities at the primary health care level since some 

communities may be more than 12 or more hours away from secondary 

health care services. This particularly applies to areas in places such as 

Central Kalimantan and Papua.  However, it should be noted that in such 

areas there is a need for major physical infrastructural development since 

the absence of roads makes routine referrals very difficult and emergency 



 14

referrals virtually impossible. Such development is outside the purview of 

the health sector and depends on the priorities of local government. 

· Informing patients about what services are available at each level in their 

own districts should be part of the training of cadres. 

  Referrals for poor patients 

1. Identification of poor is a problem The issue of transparency of the 

persons identified as poor is a sensitive one.  In order to encourage 

transparency, the names of persons eligible to receive a support 

can be displayed in health centre documents).   

2.  In principle, as persons designated as poor either join the list or 

need to be removed from it there should be an efficient means of 

doing so through reports received from the puskesmas or hospital, 

which is the point of contact with health services.  This should be 

linked to a means for reviewing the status of poor 

persons/households on for instance, an annual basis.   

3. Monitoring of service utilization by poor patients by the  

     should be undertaken to ensure that patients are receiving services 

as intended and are being appropriately referred.  

4 Patients should have a channel to have their complaints heard, if they feel they 

did not receive adequate care or appropriate referral by instituting a complaints 

procedure 

The steps for implementation of referral system include  

· Categorizing of services that are provided by health facilities at all levels 

primary, secondary and tertiary (village, district, province, centre and 

teaching/specialized) taking into consideration what is practiced. 

· Examining the referral services between hospitals and their linkages with 

other hospitals both horizontally and vertically. 

· Enlisting diagnostic conditions for considerations of referral 

· Defining alternate arrangements like Local OP 

· Introducing other process strengthening methods like strengthening 

peripheral facilities, better documentation of services 
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· Better patient tracking and monitoring system like computerization 

· Reviewing the current patient flow and critically assessing the strengths 

and weaknesses of the system including anticipated threats. 

· Introducing patient management protocols and clinical audit  

· Adherence to national program guidelines 

 

Activities planned before implementation of referral  

Activity 1  

Determine which clinical conditions should be referred  

Designate a small group of primary care physicians and referral specialists i.e. 

health centre doctors and private practitioners and specialists from class C, B 

and A hospitals from the same province with the intention of establishing a pilot 

in one selected district.  One cannot be prescriptive about the number of doctors 

and specialists since that would depend largely on the number of districts being 

covered and the willingness of doctors to give of their time. They must be willing 

to see themselves as part of the same overall system of care. The group should 

work together to draft a set of guidelines that outlines the clinical conditions best 

managed on the primary care side and the clinical conditions best referred.  Each 

group will draw this boundary at different places along the continuum depending 

on multiple factors, including local practice habits, scope of care and facilities 

available at each level, previous patterns of referral and local availability of 

various referral specialists.  There could also be agreement on priority diseases 

for referral based on the health profile of the district/sub-districts. 

 

Factors to be considered can include: 

• Sociodemographic factors (e.g. age, gender) 

• Risk factors for the relevant disease 

• Symptoms 

• Findings of clinical examinations 

• Results of investigations undertaken from primary care 
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For priority diseases that may need urgent referral, the GPs and the specialists 

can consider the symptom profile of patients presenting from 3 perspectives: with 

the relevant disease type (i.e. the ‘hospital perspective’); the prevalence of these 

symptoms amongst patients attending General Practitioners (the primary care 

perspective); and, in the population as a whole (the community perspective). 

Based on these assessments the Group can make preliminary recommendations 

on criteria for urgent referrals.   

 

Activity 2 
 
Determine what information should be included on the referral forms from 

primary care to enable the hospital doctor to have as complete a picture as 

possible of the type of illness being referred.  The document is seen as a flexible 

means of transferring information between health professionals, especially since 

they can be adapted to cover simple and complex clinical cases.  An additional 

function is their use as a tool for clinical audit. It is suggested that certain 

essential information should be completed for all referrals, including those made 

in emergency situations.  They cover: 

Referral to 

Consultant/receiving practitioner and/or specialty clinic; 

· Hospital and hospital address 

 

Patient details 

· Surname, forename 

· Patient’s address 

· Date of birth 

 

Referring practitioner details 

· Name of referring doctor  

· Address of referring doctor 
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Clinical information 

· History of presenting complaint/examination findings/investigations results 

· Reasons for referral (including expectation of referral outcome) 

· Past medical history (if available) 

· Current and recent medication 

· Clinical warnings (e.g. allergies, blood borne, viruses) 

· Additional relevant information  

Other information 

Signature of referring doctor and date 

 

Additional ‘desirable’ information, which can be omitted for emergency referrals 

but completed in other circumstances if possible includes: 

· If ambulance transport is required 

· Urgency of referral (with a reason if other than routine) 

 

Patient details 

· Gender 

· Title  

· Telephone number 

 

Referring practitioner 

· Telephone number 

· Fax number 

· Postcode 

 

Clinical information 

· Smoking status 

· Alcohol consumption 

· Additional relevant information such as information not included in other 

parts of the letter.  Examples may include clinical or social information 
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specific to the patient being referred; any disabilities; information that may 

be relevant to the hospital which the patient may be reluctant to reveal; or 

details of the patient’s understanding of their condition. 

 

Activity 3  Develop referral guidelines 

 

A group of health centre, doctors, specialists and district health officers should 

draw up a set of referral guidelines.  These guidelines should include current 

information on how each condition should be managed, including the appropriate 

use of laboratory and radiological tests, the elements and sequence of tests and 

medication, and expectations around trials of treatment prior to referral.  They 

can be indexed either by clinical condition, diagnosis or symptoms. Guidelines 

must also include the requirement for feedback to health centre doctors.  This is 

an important educational tool in the absence of any clinical supervision of health 

centre doctors. 

 

The referral hospital to which the various types of diseases should be referred 

should be clearly stated.  This will differ according to the facilities and specialists 

available within the particular district/province.  Exceptions can be made as at 

present for referral to a higher facility in a neighbouring province because the 

facilities are available there and it is less costly to travel there. 

 

Agreement would need to be reached with the district hospital about its role as  

the first referral hospital. Its responsibilities can be set out as follows: 

· Directing of self-referred patients to the nearest primary health care 

facility; 

· Only attending to outpatients who are either referred from the primary care 

network or private health professionals practicing in the community; 

· Seeing emergency cases; 

· Following-up outpatients that need to come to hospital because the 

facilities are not available in the health centre; 
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There should be some indication of the time period within which patients should 

be seen.  The National Institute of Clinical Excellence,1 (NICE) UK recommends 

inclusion the following timings as part of the guidance on referral advice:  

· the patient is seen immediately;  

· the patient is seen urgently;  

· the patient is seen soon;  

· the patient has a routine appointment; and,  

· the patient is seen within an appropriate time depending on his or her 

clinical circumstances.   

 

In the UK, the multidisciplinary teams that agreed on the working definitions to fit 

each of the above categories agreed on a maximum waiting time of 2 weeks for 

urgent referrals. 

 

Activity 4 Develop a referral process 
This should include an estimated time within which the patient sees the 

specialist, a record of which specialist is to be seen and full information given 

about treatment given to date by the health centre doctor.  Two-way referral must 

also be a requirement, especially for chronic conditions such as diabetes and 

hypertension that can be appropriately managed at the health centre level.  This 

can be as basic as a feedback form, which is attached to the patient referral to be 

sent back to the health centre once the specialist has seen the patient.  The 

specialist can indicate what follow-up action needs to be taken by the health 

centre doctor to manage the patient’s illness.  This can then be kept at the 

puskesmas as part of the complete patient record of care and treatment. 

 
Activity 5 Develop an audit process 
 
The initial team of primary and secondary care doctors can develop a set of 

measures in order to be able to ascertain whether the referral process is working 

                                                 
1 Referral Advice 
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as intended.  Audits can be undertaken annually and different specialties chosen 

on different occasions.  These can cover:  

1. physician compliance with referrals;  

2. referral made in accordance with referral agreement; 

3. time taken to see the specialist;  

4. feedback received by the referring doctor;  

5. percentage of referrals with the complete information provided on patient 

diagnosis, treatment and tests’;  

6. patient satisfaction survey 

 
 
A coordination  Committee can be established with the authority to co-opt the 

clinicians and officers most suitable to develop different areas necessary for 

strengthening the referral system.  The committee should be legitimized by the  

suitable GO. The TOR of committee will be to monitor the activities and ensure 

effective implementation, better  coordination of DHS and DME activities  

 
 

  Guiding principles of referral system functioning  

i. The referral system shall work for the benefit of both the referring 

institution and the facility carrying out the referral taking into consideration 

the best interest of the patient. 

ii. Services to be given to the patient shall depend on the facilities, 

capabilities and human resources of the health facility. 

iii. It is the responsibility of the health facility to provide the best care, in terms 

of quality within the limits of their resources. 

iv. Patients should receive guidance from health care professionals in the 

proper use of available resources, especially for those persons classified 

as poor or vulnerable. 

v. Referral guidelines should be in written form and available to all health 

service staff at the different levels. 
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Administrative policies 

i. All employees of health centres and hospitals should be given orientation 

and training in the operationalization of a comprehensive referral system. 

ii. Clear written health referral policies and guidelines should be available at 

all levels of health facilities. 

iii. Tasks at any level of the health centre or hospital shall be written and 

training given to ensure understanding. 

iv. A two-way referral system should be instituted. 

v. A two-way referral form should accompany the patient being referred to 

the next level of care.  Vital information should be filled out completely 

and in duplicate. 

vi. If the health care facility is capable of managing the patient’s medical 

problem then the patient can be referred back for follow-up care. 

vii. Essential drugs and medicines shall be available at any given time at all 

levels of health facilities. 

viii. A separate logbook shall be maintained for monitoring and evaluating 

referral records of all patients. 

ix. Each level of health care unit shall have a list of essential equipment it is 

responsible for. 

Health referral management activities 

· Information, education and communication (orientation of 

stakeholders on policies, procedures and practices regarding 

referral through existing meeting structures) 

· Training of health personnel.  This can be facilitated by the 

provincial health office and is in keeping with its current remit. This 

training can cover health referral system policies and processes. 

· An information system could be developed to follow the movement 

of patients from a primary health care facility through to hospital 

(this can be done through the use of forms that can be filled in and 

submitted). Information to be included can cover: referred cases; 
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number of referrals; proper filling up of forms; return slips; and, 

areas where referrals came from. 

i. Monitoring and evaluation.  Undertake periodic referral 

audits.  Referral audits can be conducted as part of quality 

assurance activities at the provincial level.  Groups of 

referrals can be audited for: the content of referral 

letters/forms; the explicit or implicit problem definition and 

action sought in the referral letter against the diagnosis and 

action taken; the time between presentation of the patient 

and necessary intervention; and, the quantity and type of 

inappropriate referrals.   

(Document prepared as background note for the planning 

meeting on 16-9-2011 at CERTC, medical college 

Thiruvanathapuram. Document prepared by CERTC. 

certctvm@gmail.com. Fax 0471-2448825, phone 

04712528418,  Queries to be addressed to Director CERTC) 
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Questionnaire   
(This information to be collected by all participants  and brought for discussion in 

the meeting).  
 

 
What are the perceived threats identified for implementation of referral system in 
your institution 
 
 
 
 
 
 
 
 
 
 
 
Total  patient volume in your hospital during the last one year.  (kindly make as a 
table) 
 
 
 
 
 
 
Posts of doctors, category of speciality including their specialty 
 
 
 
 
 
Collect the perspectives on perceived threats, strengths and practicalities of 
implementation from two of each below 
 
Specialists 
 
 
 
 
Generalist Doctors  
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Casualty doctors  
 
 
Medical Suptdt 
 
 
RMO 
 
Dy Suptdt 
 
 
Patients :poor as well as affordable and middle class 
 
 
PRI/Peoples representatives 
 
 
Non-formal leaders  
 
 
 
 
 
 
 
 
What are your specific recommendations for implementation of referral in your 
institution  
 
 
 
Implementation of national guidelines 
 
 
What is your extent of adherence to national guidelines  
Malaria 
Tuberculosis 
Cancer 
Maternal and child health 
 
 
 
 
 


