committee was organized to allow referral persons in charge and doctors of each
hospital to gather once a month and to discuss referral issues. These meetings help such
personnel get to know each other better, which has led to smooth cooperation in cases of
patient referral, etc. Furthermore, communication between the departmental health
office and city health office—one is in charge of health personnel affairs and the other is
in charge of health facilities and operational budget for health affairs—is also
rehabilitated through their participation in this referral committee. On the other hand,
the referral committee has not received formal approval from either Santa Cruz
Department or Santa Cruz City, and therefore it is difficult to directly reflect
discussions by the committee on the health policy of Santa Cruz Department. It is
expected that, in the future, the referral committee will receive formal approval from
the government and will come to cope with problems that include overcrowding at
tertiary care facilities.

The integrative emergency care system (SISME) serves to provide patient
referral and patient transport. The procedure used when a hospital requests an
ambulance is specified, and training for the staff is also carried out. However, there are
cases where a security guard of a hospital calls an ambulance for a patient who does not
need emergency transport. Moreover, overcrowding at tertiary care hospitals results in
situations in which a transported patient is bounced around from one hospital to the

next because no hospitals can take him.

@ “Improvement of accessibility to medical service of people in remote areas”

In health centers that provide primary medical care, the number of outpatients
is increasing due to promotion activities for medical service through home visits.
Citizens' participation in rural health care activity (called the “FORSA model”), which
was introduced in the "Project for Strengthening Regional Health Network in Santa
Cruz Department", tackles improvement of local health and helps increase the number
of patients of health centers. And, in areas where access to health centers is difficult,
mobile clinic activities by doctors are performed once every 1 or 2 weeks, and referral of
patients to higher-level hospitals is carried out if needed. Moreover, health festivals
involving citizens and antenatal clinics are held as disease-prevention activities at the

community level.
@ “Transfer of information, knowledge, and technology”

Information concerning a referred patient is transferred via the referral form,

telephone, FAX, or other means, depending on the case. And, when a misdiagnosis is
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discovered in a low-level hospital, a higher-level hospital communicates this
misdiagnosis and provides guidance. Case conferences are also held based on
descriptions of referral forms in the referral committee, and technical guidance is
provided there with information sharing. Moreover, doctors of Japan Hospital may
bring patient lists containing information on counter referrals that were carried out
from Japan Hospital to a low-level hospital directly to the conferences. On the technical
side, doctors of Japan Hospital may go to lower-level hospitals to provide instruction
when they receive requests for training from these hospitals. Moreover, in the "Project
for Strengthening Regional Health Network in Santa Cruz Department", a training
course centering on clinical practices during normal delivery was carried out for general
practitioners and nurses at North Network of Santa Cruz City. As a result, normal
deliveries can now be handled in low-level hospitals without referral to higher-level

hospitals.

(3) Promoting/Inhibiting Factors to Appearance of Achievements
(D The “patient referral system”

As opposed to the original referral form that was provided by SUMI, which was
filled out with the same information three times—for the patient, the hospital, and the
referral facility—the referral form that was created through JICA cooperation is filled
out with necessary information only once, with duplicates made with carbon paper. As a
result, users’ high opinion of the new referral form led to its being formally approved by
the Ministry of Health and Sport. Moreover, this provided incentive in that patients
learned that they would receive preference in medical examinations in Japan Hospital if
they bring the referral form, and it contributed to the referral form’s being
appropriately utilized in cases of patient referral.

Looking at the activities of the referral committee, efforts by JICA experts to
promote awareness among referral officers in Japan Hospital, being the counterparts of
the project, led to display of leadership by the counterparts in the committee and
contributed to continuous activity of the committee after the end of cooperation.
Moreover, because the committee is also functioning as a venue for exchange through
discussion, it can be said that committee members are participating spontaneously. In
addition, although it was confirmed in the field survey that the emergency system
(SISME), which has responsibility for the important task of patient transport in the
referral system, was not participating in the committee, SISME has since become a
member due to urging from the evaluation team.

The JICA experts’ respect for ownership with the recipient country and their
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devotion to their role as coordinators led to warming ties between the departmental
health office and the city health office. The keys to this warming of ties can be found in
the installation of the project office in a departmental health office, the building of a
relation of trust between the department and the city, and JICA experts’ mediation
between the two sides as a third party.

The main causes behind SISME’s inability to provide suitable emergency
service included the fact that proper people were not stationed and ambulances were
not fully maintained. Other causes included the fact that SISME officers did not
participate in the referral committee when the evaluation team visited it, SISME
cannot claim ambulance transport fees under SUMI insurance because of it lacks
authorization as a public company, and information sharing was not practiced.

The establishment of a medical equipment center (IME) as an organization
that can respond to all medical facilities promoted effective medical equipment

maintenance.

@ “Improvement of accessibility to medical service of people in remote areas”

Aiming to ensure preventive care for residents, the FORSA project promoted
sustainability through awareness-building by developing public-participatory activities.
Moreover, such activities fostered a sense of closeness with medical facilities, and led to
improved access to primary medical care facilities as an entry point. Activities that
involved people in health care administration and the medical education field, such as

health festivals, also raised awareness of people's health.

@ “Transfer of information, knowledge, and technology”

As was previously mentioned, the fact that benefits that include the
strengthening of cooperation between medical facilities by establishing the referral
committee, and through this cooperation, the spontaneous sending of information on
technical guidance or counter referral patients were induced is largely attributable to
JICA cooperation that was firmly focused on its role of coordinating persons concerned
and that led to a continuing favorable relationship among hospitals even after the end
of cooperation. Moreover, the work of making obstetrics and childcare guidelines has
strengthened cooperation among health staffs. Furthermore, requests for technical
support from low-level hospitals to higher-level hospitals through this good relationship
point to the concerted realization of both a strong desire among hospitals themselves to
enhance their functions and the need for improved fundamental medical-examination

functions in primary medical facilities.
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<Vietnam>
(1) Referral System

In Vietnam, a country that stretches north and south, base hospitals (such as
Bach Mai Hospital in the north, Hue Central hospital in the central region, and Cho
Ray Hospital in the south), medical research institutions, and medical colleges are
providing quaternary medical care while also advising and supplying technical support
to their own lower-level organizations. Provincial hospitals provide tertiary medical
care, county hospitals provide secondary level medical care, and CHCs (commune
health centers) at the commune level provide primary medical care.

Fundamentally, health and medical service in Vietnam are categorized into
hospital function and prevention function. For example, CHCs mainly carry out
prevention/health promotion activities while also carrying out simple medical
examinations as the medical facilities nearest to residents. In 1998, the Department of
Health in Vietnam issued decisions related to the Regional Medical Support
Department (DOHA) as another structure connected with the referral system, and it
obligated higher-level medical facilities to provide technical support to low-level medical
facilities. The above-mentioned three base hospitals (Bach Mai Hospital, Hue Central
Hospital, and Cho Ray Hospital) have the duty to instruct each provincial hospital in
the north, central region, and south respectively, and the provincial hospitals have the
duty to provide medical guidance to county hospitals in the same areas. In 1998, an
educational research department to coordinate training was founded in Cho Ray
Hospital as well. After that, a training center was established in Bach Mai Hospital in
2004 and in Hue Central Hospital in 2006, and the educational research department in
Cho Ray Hospital was renamed as a training center. Thus, these research centers of the
base hospitals are currently taking the lead in training and education. Meanwhile, the

“115” emergency system in each region is playing the main role in patient transport.

(2) Cooperation by JICA

Cooperation concerning referral system improvement from the viewpoint of (1)
"establishment of a patient referral system" includes technical cooperation that is
entitled "Project for Strengthening Healthcare Provision Services in Hoa Binh
Province", which is being carried out in Hoa Binh Province in northern Vietnam. The
main objective of the project is improved communication of information about the
referral system between the provincial hospital and county hospitals by the Hoa Binh
health office. Other cooperation in Hoa Binh Province centers on support for resource

maintenance and involves support for the functional enhancement of the base hospitals
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of urban areas where population concentrates and low-level medical facilities below the
provincial level. Moreover, ambulances of the Hanoi 115 emergency center were
installed through grant aid in 1993, and these ambulances are still being suitably
utilized in medical-examination/transport activities. From the viewpoint of (2)
"improvement of accessibility to medical service of people in remote areas", JICA
provides support down to the county hospital level and indirectly supports improved
patient access to CHCs through the "Project for Strengthening Healthcare Provision
Services in Hoa Binh Province". And, from the viewpoint of (3) "transfer of information,
knowledge, and technology", JICA is carrying out support for training and instruction
from the higher levels to low levels to improve medical service of every region through
the structure of DOHA and the training centers in Bach Mai Hospital, Hue Central
Hospital and Cho Ray Hospital. It is also providing cooperation to strengthen the
community health system of an entire province, using Hoa Binh Province as a model
province.

Present conditions and transitions are summarized below from three
evaluation viewpoints that consider the institution-based referral system (1) and

cooperation by JICA (2).

(D The “patient referral system”

In the health referral system of Vietnam, patient referral is in order of the
county hospital level, the provincial level, and the National level Hospitals (base
hospitals in the north, central region, and south; a specialized hospital; etc.) after a
patient receives a medical examination at a CHC first. A referral form is used for the
patient’s first referral, and later counter referral is conducted using the same form.
When a public insurance holder was referred to a higher level hospital, he/she was
required to bring his/her referral form, and patient information exchange using the
referral form was properly carried out among the hospitals. However, because there is a
law stating that a patient can freely chose medical facilities, there are cases in which
patients receive their referral forms from a lower medical that which is an insurance
standard institution without examination so that they can go to a higher level hospital,
as they wish to receive better medical examinations even when they are not necessary,

In addition to the conventional insurance system for government officials and
large businesses, these days, public health insurance i1s applied to the poor, remote-area
residents, and children aged six and below. Although no doctor's fees are charged for
these people, all other members of the general population must pay their medical

expenses. Moreover, because public insurance does not cover visits to CHCs, there are
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many patients who bypass CHCs if they are in a region in which they have easy access
to upper level medical facilities. On the other hand, because, in remote areas,
transportation expenses, food expenses, etc., are required to visit higher level medical
facilities, patients wish to receive their medical examinations in a CHC and tend to be
unwilling to go to higher level medical facilities even if referral is necessary.

In quaternary-level base hospitals, facilities and medical equipment are
appropriately maintained. Also, the clinical level of doctors and nurses is improving
through training so that they can now provide high-quality medical service. However,
the number of patients in base hospitals is continuing to grow. This growth is induced
by changes in behavior as pertains to medical examinations (based on a desire to receive
high-level care by the moderately wealthy) and increasing health demand based on
improvement of national economic conditions, infrastructure building, etc.

As a result, many higher-level medical facilities have bed occupancy rates
reaching about 150%, and their medical staffs are anxious that their quality of medical
service may deteriorate due to patient concentration. Although provincial hospitals and
county hospitals tend to face the same situation, CHCs are in a quite different situation.
The fact that insurance is not applied to CHCs, shortages of medical equipment, and
lack of skilled medical personnel are accelerating bypass of CHCs to higher level
medical facilities.

Efforts are underway to build a system that aims to improve medical worker
skills in low-level medical facilities through training activities. This system is
centered on low-level DOHA hospitals and the training centers established in three
National Hospitals, and it seeks to solve overcrowding in higher-level hospitals. The
functions of the training centers focus on training activities in the base hospitals; in
other words, planning, implementation, and evaluation of training. On the other hand,
DOHA activities focus on training, treatment, and clinical guidance at lower-level
hospitals.

In addition, it appears that referral standards established by the Department
of Health are not followed at each hospital in Vietnam, as health resources and diseases
trends differ in the north and south.

In Vietnam, with the exception of Hoa Binh Province, regular meetings
specializing in referral are not held. However, there is a system in which higher-level
organizations teach low-level organizations, and cooperation with the health offices of
local governments and medical facilities exists to some extent. Autonomous referral
activity is carried out in every region. For example, in Thua Tien Hue Province of the

central region, the only hospitals are county hospitals, which are secondary medical
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facilities, and Hue Central Hospital, which is the National Hospital of the central region.
Because there is no tertiary-level hospital, such as a provincial hospital, the Thua Tien
Hue Province health office is responsible for coordination with medical facilities. In the
south, Cho Ray Hospital is tackling relief of patient overcrowding and managing the
referral system in cooperation with low-level hospitals. Through the dispatch Cho Ray
Hospital medical specialists to county hospitals, the hospital is establishing "satellite
hospitals" that provide medical treatment and perform operations in county hospitals.
Although each organization is gathering and analyzing patient information and referral
data, there is no information on how to use the data practically. Even though the
formats of the referral form and referral statistics were developed through JICA support
and information is shared between local health offices and health facilities in Hoa Binh
Province, data mismatches and other problems still exist at the present time.
Concerning the patient transport system, the system’s structure and transport
means are not established, especially in rural areas, and patients arrange transport
themselves. In Vietnam, efforts are underway to strengthen the “115” emergency
system to cope with the country’s many traffic accidents. In Hanoi of the north, the
system provides emergency service from the spot (patient’s house or scene of an
accident) to hospitals as well as transport to higher-level hospitals from low-levels using
ambulances in each medical facility. In addition, ambulances provided through grant
aid from the government of Japan in 1993 are still being utilized and contributing to
emergency patient transport. Hue of the central region is striving to improve its
emergency transport functions with cooperation from Hanoi and NGOs of the United
States. In Quang-tri Province, a private emergency-service company has been
established that is expected to receive approval soon; this company will serve as a
provincial health office. The 115 emergency system in Ho Chi Minh City of the south is
unique in that it is established in Trung Voung Hospital, which is secondary-level
medical care institution, and its medical facilities and emergency transport
organization are under the same management. Similarly, in Tien Giang province of the
south, emergency activity is carried out under the management of the Tien Giang

Provincial Hospital as well as Ho Chi Minh City.

® “Improvement of accessibility to medical service of people in remote areas”

In CHCs, which are entry points for medical services, infectious diseases such
as malaria, HIV, and diarrhea (diseases specified under the national health program)
are treated, and prevention services against these diseases that utilize home visits are

provided through village health workers in remote areas. However, in urban areas,
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there are many patients who do not wish to receive medical examinations in CHCs and
who therefore bypass them to visit higher-level medical facilities. Conversely, because,
in remote areas, transportation expenses and food expenses are required to visit
higher-level medical facilities, patients in remote areas desire to receive medical
examinations in CHCs. Moreover, local interviews suggest a tendency in which such
patients are unwilling to go to higher-level medical facilities, even if higher-level

treatment 1s necessary.

@ “Transfer of information, knowledge, and technology”

With the exception of its cooperation in Hoa Binh Province, JICA cooperation to
Bach Mai Hospital in the north, Hue Central Hospital in the central region, and Cho
Ray Hospital in the south has been mainly focused on training activities that transfer
knowledge and technology to the medical staffs of low-level hospitals, such as provincial
hospitals. The aim of this cooperation is to make every hospital capable of providing
proper medical services that are required based on their particular level by improving
medical examination skills in rural medical facilities (such as provincial hospitals), and
by reducing the number of unsuitable referral cases from tertiary-level to
quaternary-level hospitals (National Hospitals) by extending the capability and the
range of medical examinations that can be carried out on this level. In its Bach Mai
Hospital project, JICA mainly supports DOHA activity; in Hue Central Hospital, it is
strengthening the training function of the hospital’s training center in cooperation with
DOHA; and in Cho Ray Hospital, it is providing in-country training courses for medical
staff of all provincial hospitals in the south. Furthermore, these in-country training
courses are strengthening not only provincial hospitals but also county hospitals. And
transfer of referral information is being carried out through practical use of referral
forms. Moreover, when a misdiagnosis in a low-level hospital is discovered, a “Two-way
Information System” is in place to transfer information and provide guidance
concerning the misdiagnosis from a higher-level hospital. Regular meetings between
governmental health agencies and medical facilities are held. And case conferences are

also carried out in some in-country training courses held in Cho Ray hospital.

(3) Promoting/Inhibiting Factors to Appearance of Achievements
D The “patient referral system”

The fact that patients’ information is properly conveyed between hospitals is an
indirect effect of establishing a training system between hospitals. The training system

that is described in next section resulted from the establishment of a good trusting
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relationship among medical personnel that facilitates patient referrals.

® “Improvement of accessibility to medical service of people in remote area”

JICA’s projects are aimed at strengthening hospitals down to the
secondary-care level. On the other hand, another donor organization is implementing a
project at the community level that provides health services at the primary-care level.
Coordinating with this organization would connect the primary level and the secondary
level, and it is expected that such coordination would establish a referral system from

the community level to higher levels.

@ “Transfer of information, knowledge, and technology”

The administrative system of Vietnam has a strong tendency toward top-down
communication. Even after JICA support for DOHA activities and the in-country
training courses, the approach of propagating knowledge from higher-level medical
facilities to low-level medical facilities is continuing, partly due to the continuation of
training on the Vietnamese side.

JICA’s projects created guidelines and manuals on clinical practices, and
audiovisual aids were utilized during training. Guidelines and manuals are very
effective because they can be utilized in actual practice and also in training to other

medical personnel.

<Bangladesh>
(1) Referral System

In Bangladesh, there are two systems in the Ministry of Health and Family
Welfare (MOHFW): the Department of Family Planning (DFP), which is responsible for
"reproductive health and family planning", and the Department of Health (DH), which
is responsible for other services, such as "public health services, including clinical
health and prevention"; both function independently with regard to the health referral
system. Among the medical facilities of the DH system, there are community health
centers, county hospitals, and district hospitals. In the DFP system, the Family Welfare
Center (FWC), which is an activity base for Family Welfare Visitors (FWV) and Family
Welfare Assistants (FWA), is a primary-level institution. And a Maternal and Child
Welfare Center (MCWC) is installed in every district as a secondary-level institution.
Moreover, the Maternal and Child Health Training Institute (MCHTI) and Institute of
Maternal and Child Health (IMCH), which are institutions specializing in maternal and

child health, are regarded as the top referral institutions of the metropolitan area of
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both DH and DFP. Also, in health care administration, DH and DFP have each installed
local offices in divisions, which are constituted from several districts, districts, and

counties; these offices work in cooperation with medical facilities.

(2) Cooperation by JICA

Direct support for (1) "establishment of a patient referral system" in
Bangladesh involves improvement of the referral system concerning maternal and
child health in the target area, mainly through resource improvement and service
delivery. The content of JICA cooperation focuses on improvement of cesarean sections
in county hospitals and primary health care in such areas as antenatal care and normal
delivery by improving the capability of field workers, such as FWC, FWA, and CHP.
However, cooperation for physical condition of medical facilities is carried out in the
Department of Health system, and technical cooperation is carried out with focus on the
Department of Family Planning. In the "front line maternal and child-health activity
planned project", the referral system of MCH services is supported by using the
Maternal and Child Health Handbook. Furthermore, in this project, inter-regional
association, such as improving local health information, is also supported. In the future,
cooperation among regional MCH activities is expected through local meetings held by
the "protection-of-mothers service strengthening project".

Looking at (2) "improvement of accessibility", improved access to maternal and
child health care in target areas is supported through improvement in the capabilities
of FWAs, FWVs, and CHPs, which are the main actors as an entry point for antenatal
care. This approach contributes to improvement in access to maternal-and-child health
care and family planning services by improving the capability of FWV at training
conducted in MCHTI through the "Project for Human Resources Development in
Reproductive Health", and training of CHP in the "Participatory Integrated Rural
Development Project-Family Planning".

And looking at (3) "transfer of information, knowledge, and technology", such
activity leading to a referral system is not being conducted within the health system of
Bangladesh, and JICA cooperation in this area has only just started through the "Safe
Motherhood Promotion Project".

D The “patient referral system”
Due to social customs, there is a tendency to see women’s leaving the home to
receive consultation at medical facilities as undesirable. Thus, in services at the

primary medical level that concern maternal-and-child health, FWVs and FWAs carry
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out family planning and maternal and child health activities through home visits.
Moreover, these activities are also identifying patients that need referral to upper-level
care. In medical service at the secondary level, although county hospitals and the
MCWC are carrying out emergency obstetrics care (EOC), EOC cannot be carried out in
all areas due to a shortage of skilled people and materials. Moreover, although more
referral cases can be identified now due to improvement in the capabilities of FWVs,
FWAs, and Community Health Promoters (CHP) that are working as volunteers, it
seems that patients do not actually go to higher-level medical facilities in many cases
because means of transport are limited or traffic infrastructure, such as roads, are not
properly maintained. Although in some cases discharge cards may be used as referral
forms between the secondary level (county hospital) and tertiary level (prefecture
hospital), such cards are not necessary. It seems that, moreover, many patients take it
upon themselves to go to a higher-level hospital directly, and in many such cases they do
not bring this card. Although various guidelines and referral forms that are used for
family planning activities were developed with support from UNFPA, they were not
being used at the time of the survey.

Although, in principle, medical expenses are not charged in Bangladesh,
medicine (drug) costs, clinical testing charges, etc. are paid by patients individually.
Moreover, expenses for transportation to medical facilities have become a significant
burden. And, because informal payment is customary, receiving medical service places a
considerable burden on the poor, who make up a large part of the national population.
Furthermore, in some cases, the traditional healer of a village or doctor of a private
clinic pays rebates to influential people in the region so that these people will introduce
patients to their services. And there are cases where the cost of medical treatment is

more than what would be paid at a public medical facility.!.

® “Improvement of accessibility to medical service of people in remote area”

People in Bangladesh first come into contact with medical care through health
workers, such as HAs, FWVs, FWAs. FWVs and FWAs carry out home visits as well as
family-planning and maternal-and-child health activities (antenatal care and normal
delivery support), while HAs carry out public health activities, such as the Expanded
Program on Immunization (EPI) and other public health activities. Through JICA
cooperation, FMVs and FWAs have come to be able to perform normal deliveries as

suitable neighborhood patrol health pursuers, and this has led to improved access to

"1t appears that, despite being higher in terms of total cost, private medical services are
sometimes useful for the public because they offer more flexible payment options, such as
deferred payment and payment in installments, compared to public institutions,
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safe delivery. Due to the abovementioned tendency to see women’s leaving the home to
receive consultation at medical facilities as undesirable according to social custom,
neighborhood care makes up the majority of primary health care service.

Although most residents of remote and rural areas, in particular, receive
health and medical services through neighborhood care but will go to FWC or a county
hospital if necessary, there are also many people who receive medical services from
traditional healers or traditional midwives. In urban areas, people go directly to county
hospitals, prefecture hospitals, etc. in many cases. Because public health and medical
services are not sufficient in remote areas, there are many districts in which NGOs are
providing community medicine through contracts with the government. Therefore,

there is an area-to-area gap in access to public health and medical services.

@ “Transfer of information, knowledge, and technology”

Although there is instruction between health administration and medical
facilities—from the health and medical bureaus (section) of districts, prefectures, and
counties and family planning offices (officers) to medical facilities—neither technical
instruction that leads to a referral system nor instruction on communication of patient
information is carried out. In monthly meetings at the regional, divisional, or county
level, case conferences are being held; however, such conferences are not standardized.

Referral information from low-level hospitals is not fully communicated to
higher-level hospitals. Although patient information is also transferred between county
hospitals and district hospitals through use of hospital discharge cards, these cards do
not always note sufficient information. Furthermore, there is no feedback to low-level
hospitals from higher-level hospitals due to defects in the results of patient treatment or
written content of hospital discharge cards. However, because FWVs and FWAs visit
patients after referral with regard to MCH services, prognostic checks are performed.

Moreover, in Bangladesh’s health administration system, medical education
and training systems are independent from the clinical system. Consequently, personnel
training activities conducted through technical transfer of clinical practices among
medical facilities, which are ordinarily for training in these training institutions, are

not taking place.

(3) Promoting/Inhibiting Factors to Appearance Achievements
D The “patient referral system”
In Bangladesh, inefficiency in resource allocation was caused by overlapping

health services that arose from having repeated integration and separation of two
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systems in the country’s past health policy. For example, two obstetrics referral lines
exist; one is in the DFH and the other is in the DH. Although the complexity of the two
lines differs depending on the area, it largely depends on human relations between the
DH system and DFP system. Thus, coordination that will create opportunities for the
two sides to come together for dialog is required.

A significant achievement is the fact that the Maternal and Child Health
Handbook that was created by the "front line maternal-and-child health activity
planned project" is still being utilized in Chogasa district hospital when acute cases or
referral cases occur. The project concerned involved the dispatch of a JOCV team, and
JOCVs modest dedication would have led to the continuation of activities.

MCHTI, which was built under Japan's grant aid scheme and whose functions
were enhanced as a training organization through a JICA project, is currently
functioning as a top referral facility of the metropolitan area and is conducting training
courses in response to many requests. With the support of many donors, MCHTI is
implementing many training programs concerning maternal-and-child health, and
training by MCHTI is in continuous demand. These achievements are leading to the
sustainability and functional enhancement of MCHTI as a training organization.

Although equipment for emergency obstetric care (EOC) was supplied to the
county hospitals, it is not being appropriately utilized due to movement of medical
specialists. This situation was caused by the fact that personnel assignment plans,

which the Bangladesh side promised to implement, were not carried out.

®@ “Improvement of accessibility to medical service of people in remote areas”

Activities by volunteers trained in JICA projects are serving to promote the
continuation of antenatal care and delivery services. Volunteers are selected from local
areas; they work hard, build trusting relationships with women through their activity,
and help to empower women in terms of their social standing. Moreover, the fact that
volunteers receive small remuneration for delivery care, etc. as per the social customs in
Bangladesh, even if health services are free, serves as an incentive to continue their
activity.

In Bangladesh, home delivery is more common than hospital delivery due to
religious and social factors. Especially in remote areas, families fear medical services in
many cases, and they often ask a traditional doctor, FWYV, etc. to examine them when
their condition becomes serious. For these reasons, provision of services through home
visits by FWVs, FWAs and HAs seems to be effective.

Because medical human resources are insufficient in Bangladesh, health
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services are delivered in cooperation with NGOs. Services by NGOs are advantageous in
that they are provided by residents of the same region and can be developed based on

mutual understanding.

4. Results of cross cutting analysis based on the view points of the evaluation
From three viewpoints set up in section 2 to define “referral system” in this
evaluation survey, cooperation for referral systems in three countries are analyzed

comprehensively as follows.

4.1 The “patient referral system”

(1) System management aspects

Introduction of referral forms and establishment of trusting relationships among
hospitals and related organizations are the keys to strengthening referral systems.
Coordination between hospitals and patient transport systems also helps smooth

acceptance of referred patients.

Because referral systems do not function well without proper interaction
among the stakeholders of a health system, it is important for a referral system to
create opportunities for coordination among the stakeholders. In the example of Bolivia,
periodical referral committee meetings are utilized not only as an opportunity to solve
problems concerning the referral system but also to strengthen relationships among
health facilities through the building of human relations.

Moreover, because information management of vreferred patients is
indispensable in a patient referral system, the introduction of a referral form is effective.
Also useful in control of patient information is management of the referral system with
suitable communication with referred patients, as patients bring referral forms
containing necessary information, such as a diagnosis name, to higher-level medical
facilities. Furthermore, cooperation with emergency systems that enables the timely
and appropriate transfer of patients to other medical facilities is an important point for
a referral system. Through the establishment of the “115” emergency system as an
emergency transport organization in Hanoi, Vietnam, and installation of an emergency
carrier system in a hospital in the south of the country, a direct relationship between
hospital acceptance and emergency carrier systems is being promoted for proper patient

examination.
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(2) Resources aspects

Granting medical equipment appropriate to the level of facilities makes it possible to

provide medical/health services at each level.

In all three countries, Japanese grant aid paves the way for the building of
medical facilities at the tertiary and quaternary levels, supply of medical equipment for
medical facilities at each respective level, and provision of medical service appropriate
for each relevant level.

In Bangladesh, there are cases where equipment is not being utilized due to
movement of anesthesiologists. Although institutions that should conduct cesarean
sections were supplied with anesthesia apparatuses, equipment supply is problematic
due to difficulties in steadily assigning proper personnel for the equipment and proper

training of such personnel in the recipient country.

(3) Financial aspects

Securing finances is essential for sustainable management of the system.

In order to operate a referral system continuously, support in securing revenue
resources is important. In JICA projects, although cooperation in terms of direct
financial support etc. is not given, support for the building of systems that bring in
revenue, such as in financial and insurance management, is. In Bolivia, the national
medical insurance system (SUMI) plays a major role in referral system management
and financial management system, and because it can be applied to emergency
transport services, it is increasing the efficiency of insurance claims and improving
accuracy to support this system. Thus, it is expected that the referral system is

sustainable.

(4) Service delivery aspects

Providing training appropriate to the relevant level of medical facilities makes it
possible to provide medical/health services at each level. Also, it is effective for the

system to give priority to diagnosis and benefits to referred patients.

In enhancement of referral systems, effective utilization of health resources
provides proper services in the hospitals at each level based on their required roles.
Cooperation for the enhancement of technology, systems, and organization should be
provided according to the required level. In Bolivia and Vietnam, the number of patients
who can receive proper medical service is increasing, skills are being further transferred
to low-level medical facilities, and the breadth of correspondence to each medical facility

is expanding as a result of support for improvement in the clinical skills of personnel in

45




upper-level medical facilities. Thus, such support may lead to relief of overcrowding in
tertiary-level medical facilities and further improvement in service quality. In
Bangladesh, community health workers visit households in remote areas to provide
health services, and they refer patients to medical facilities when necessary. Such a
health service system is highly effective in countries like Bangladesh, where people’s

access to health services is problematic.

(5) Service receiver’s point of view

It is important to receive the opinions of service receivers. Important criteria when
patients choose the medical/health facility that they will contact first are easy physical

access and quality of services.

In Bolivia, Japan Hospital sets opportunities to hear people’s opinions about
health services during community health festivals. The main purpose of establishing a
referral system is to supply better services to people by providing treatment at the
appropriate facility level at appropriate cost. This makes it important to acquire
service receivers’ opinions.

In addition, it is found that patients’ choice of first-contact health facility
depends not only on the quality of services but also easiest physical accessibility. In
Bolivia, France Hospital was opened in 2006 as a secondary-care hospital to which only
patients referred from lower-level facilities could visit. However, it is now functioning as
a primary-care hospital because community residents around the hospital protested
against it for not accepting them without referral forms. Also, in Vietnam, a
questionnaire survey on patients at a primary-care facility, which is the only accessible
health facility in the area, reveals that none of the respondents had ever been to

another health facility.

4.2 “Improvement of accessibility to medical service of people in remote areas”

Strengthening primary-care facilities and mobile clinics as the community’s first
contact with health care service helps ensure people’s access to health care services in
remote areas. It is also beneficial to encourage community participation for health

promotion as a measure of disease prevention at the community level.

In terms of the definition of “referral system” in the evaluation survey—i.e., the
relationship not only between medical facilities but also between the medical facility
and residents—mobile clinics and periodical home visits were effective for people for
whom access to primary medical facilities is difficult. In Bangladesh, support to help

women feel comfortable receiving medication at home by FWVs, FWAs and CHPs who
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have been selected in the community was promoted to overcome geographical barriers
to access to medical service and social customs that keep women at home.

Furthermore, health promotion as preventive care is an important role of
primary medical facilities. In the FORSA project of Bolivia, health-promotion support
for residents was effective, as were approaches that involved citizens' participation in

municipal affairs.

Introduction and improvement of medical insurance play an important role in securing

people’s financial accessibility to medical/health care.

In general, people in remote areas have difficulty accessing health and medical
services due to financial issues. Therefore, adoption of national medical insurance
systems contributes greatly to alleviating financial barriers. In Bolivia, after the
insurance system (SUMI) was applied to children aged 5 and below and pregnant
women in 2003, the number of the outpatients has been increasing rapidly. However in
Vietnam, when an insurance system was adopted (insurance applies if a referral form is
brought from an insurance-authorized institution [county hospital etc.] to a high-level
medical facility), problems arose that include patients’ visiting hospitals only to receive
referral forms. Nonetheless, these cases suggest that appropriate utilization of

insurance is necessary to alleviate monetary barriers.

4.3 “Transfer of information, knowledge, and technology”

Establishing training systems from upper- to lower-level medical facilities helps
establish trusting relationships among medical personnel, and it helps strengthen
patients’ referral between facilities. Training, guidelines and manuals are effective

tools for transferring skills and knowledge.

Based on patient information in the referral form, a case conference is held
with proper stakeholders. The conclusions of this meeting are then fed back to low-level
medical facilities. This helps improve the medical examination capability of each
medical institution.

Use of guidelines and manuals was found to be effective in transferring skills
and knowledge in three all countries. In Bolivia, developing pocket-size guidelines was
successful because such guidelines can be carried in the pocket for use in diagnosis. In
Vietnam, trained doctors at upper-level hospitals utilize the guidelines and manuals to
teach skills to doctors at lower-level hospitals. This process of transferring skills helps
to establish trusting relationships among health personnel that lead to smooth patient

referrals.
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4.4 Process of establishing Referral system by JICA Cooperation

In cities, where population is concentrated, strengthening upper-level hospitals is the
first priority. After this is completed, strengthened hospitals then transfer medical
skills to lower levels. This top-down approach ultimately establishes a referral system.
In rural areas, where population is scattered, the first priority is to secure people’s
access to health services in remote areas. In the process of upgrading health services for
all, coordination with upper-level hospitals is inevitable. Establishing such coordination

ultimately develops into a referral system.

In cooperation for referral system improvement, it is important to determine
the kind of approach that should be taken and to choose the level at which cooperation
will be targeted. Looking at the examples of this evaluation survey in terms of
cooperation history, in Bolivia and Vietnam, cooperation consequently began with
strengthening of the top-level medical facilities that eventually moved down to low-level
facilities. On the other hand, in Bangladesh, cooperation started with efforts to improve
people’s access to health services at the community level. Although differences among
these approaches are influenced by the historical background of Japan’s cooperation
strategy in the health and medical sector, which in the past put importance on support
for high-level hospitals, whether the place is an urban or rural area and the difficulty of

access to medical service are also influential.

Table 2: Key issues extracted from the above crosscutting analysis are as follows.

Viewpoint of evaluation Key Issue

D Patient referral system Coordination among stakeholders

Means of transferring patient information
Coordination with emergency system
Sufficient medical facilities and equipment
Support to secure operational cost
Strengthening of diagnostic skills

g. Appropriate deployment of primary-care
facilities and infrastructure

2EENES

@ Improvement of accessibility | a. Establishment of primary-care facility as a first
to medical service of people in contact

remote areas b. Service delivery to remote area

¢. Community participation

d. Health insurance

©) Transfer of information, | a. Case conference and feedback system
knowledge, and technology b. Guidelines and manuals

c. Technical transfer of clinical practices

Process of establishing a referral system through JICA Cooperation
a. Urban area  b. Rural area
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5. Lessons Learned and Recommendations
Based on key issues in referral system improvement extracted by crosscutting

analysis, lessons leaned and recommendations are summarized as follows.

5.1 The “patient referral system”

la. Coordination among stakeholders

It i1s desirable that various organizations gather and stakeholders discuss a
referral system. In order to reflect issues related to the referral system and the results
of coordination among medical facilities on health policy, it is also desirable to involve
the health offices of national/local government and to authorize institutions as a public
system in the health sector. Participants should be not only personnel from health
facilities but also all organizations related to the referral system, such as government
health offices, emergency systems, and health-related NGOs. Because communicating
face to face and getting to know one another well through such opportunities contribute

to referral system configuration, setting periodical meetings is also effective.

Ib. Coordination with emergency systems|

Preparing systems for appropriate acceptance of emergency patients in
hospitals is an important role of referral systems in efforts to relieve overcrowding at
higher medical facilities. In Bolivia, because demand for tertiary hospitals may exceed
their capacity, there are times when they cannot accept emergency patients. To
overcome this problem, communication and coordination between hospitals and
emergency services are essential. Moreover, in order that low-level medical facilities
may send referral patients, it is important to develop guidelines on the procedure for
requesting ambulances and for communicating with higher-level facilities. Furthermore,
cooperation with other sectors (such as fire departments, as is the case in Japan) would

be also effective in reducing operational expenses.

. Introduction of referral formsg

In addition to the patient’s name and address, information on referral forms
should include the diagnosis, symptoms, primary-care treatment, and the doctor in
charge. This information is also useful in case conferences and feedback and instruction
to referring hospitals. Because copies of referral forms are utilized at several levels (for
example, for the hospital, for the patient, and for the hospital of referral), it is advisable
to introduce simple entry methods, such as use of carbon paper.

Another effective use of the referral form is as a means of giving incentive for

patients by, for example, exempting them from fees for first-time visits when they bring
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the form. This would contribute greatly to efforts to decrease bypassing patients and

ease congestion at upper level facilities.

|d. Sufficient medical facilities and equipmenﬂ

One of the important purposes of the referral system is suitable resource
allocation. For example, providing ultrasonographies, endoscopes, artificial dialysis
machines, etc. at upper-level facilities would be effective. At the community level,

providing community health workers with sphygmomanometers could be considered.

le. Securing operational cost]

In a referral system consisting of several stakeholders, it is essential that each
related organization be managed appropriately. Therefore, a system for securing
revenue system should be secured. When a public medical insurance system exists,
insurance income becomes a main medical source of revenue, and therefore support for
rationalization of insurance claims should be considered. For example, JICA supported
the establishment of emergency systems as autonomous bodies, utilizing revenues from

public health insurance.

|f. Strengthening diagnostic ski]ls|

In order to enhance a referral system for suitable resource allocation, it is
important to provide medical examinations in which each medical facility is in line with
the referral system. As an example, technical transfer by JICA experts or in-country
training could be considered. Standards for each referral level need to be instituted

according to national or regional disease trends and existing resources, etc.

|g. Appropriate deployment of primary-care facilities and infrastructure|

Appropriate allocation of primary-care facilities and infrastructure is a crucial
aspect of referral systems. Especially in rural areas where population is scattered, the
location of primary-care facilities and whether or not transportation infrastructures
such as roads and bridges to the facilities need to be developed must be taken into

consideration.

5.2 “Improvement of accessibility to medical service of people in remote areas”

|a. Establishment of primary-care facility for initial care|

Providing health information through household visits or at community events

to encourage patients to go to primary-care facilities for initial care is effective.
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Establishing good relationships between the staffs of primary-care facilities and the
community is important. Training on communication skills with patients could make a

contribution here.

b. Service delivery to remote areas

Mobile clinic services are necessary in areas where access to primary medical
facilities is difficult. Mobile clinic services and home visits are required to overcome not
only geographical problems to access but social customs that restrict that women should
stay at home. Even if such customs exist, easier access to medical examinations can be
provided by community health workers selected from the community. Also, mobilization
of existing resources such as village doctors, traditional healers, and traditional birth

attendants (TBA) can be effective, as they are trusted by community.

|c. Community Participation|

Although it is important that people visit primary medical facilities first in the
referral system, health promotion is also important at the community level to mitigate
residents' medical burden. Because every person has to practice health promotion
voluntarily, supporting people-centered health activity is effective. Promoting health

and preventing diseases is expected to lower people’s medical expenses.

d. Health Insurance|

Introducing health insurance systems is effective for those who have financial

difficulties that impede their access to health services. However, when a health
insurance system is introduced, it is often the case that patients go for better services at
upper-level hospitals, which causes patient congestion. In order to avoid or solve this
problem, one measure could be the establishment of a rule stating that health insurance
can by applied at an upper level only when the patient brings his/her referral form.
Giving some form of incentive that uses health insurance can contribute to the success

of the referral system.

5.3 “Transfer of information, knowledge, and technology”

la. Case conferences and feedback system|

Case conferences are useful for the staffs and persons concerned of higher-level
and lower-level medical facilities, and they improve the referral system through

feedback of conference results.
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b. Guidelines and manuals)

Guidelines and manuals are effective tools for strengthening clinical skills. Also,

specification of referral standards for each level in guidelines helps health personnel

recognize their own roles in the system.

. Transfer of clinical skillg

Clinical practices training from higher-level medical facilities to lower-level

medical facilities builds trusting relationships among these facilities through direct
visits by higher-level doctors to lower-level facilities. It also helps strengthen

cooperation that could result in smoother patient referrals.

5.4 Process of establishing a referral system through JICA cooperation

It is important to consider how and from which levels cooperation should be
implemented according to characteristics of the targeted country and limited aid
budgets. In this section, cooperation procedures that use components extracted from the
analysis will be introduced. In 5-1-1, process 1-3 presents an example of input steps
when planning a project; it applies to planning of both projects of several phases and
single projects. It can be also utilized as a checklist of whether or not each component

already exists or needs development.

Table 3: Process of establishing a referral system by component

Q [® Transfer off
] . @ Accessibility to health services [nformation
= D Patients’ referral system Sy ormation,
2 for people in remote areas knowledge
g and skills
5
-+ ® = ® ® = =
I (e} ) = . = o b—‘_"{j = oo ® <) - »
EElEE|si| 2 |5 |FE|EE|EE (288 |22 | & |¢
5|22 (85| & | 5 53 |5) | 8| 2 S | & | 2| 8
=5 |28 |”5 - kS S|le B |e & a 5 5 = =] =
o |8 o | B o e |p 8 e o | 5 @ 9 @ &
SEIFE| S| 2§ | 2|RE| 2| Tl E 2|z |3
7 = 2| z|8 | £ | R\l & E|E|E |F|E|Z
3 5 oS 2| e =2 o | B p <R g =8 &
8 s| E| Bl g || E|FE| E| s|E|® |2 |2 |¢g
. =2
2 8 £ o | B 5 Q|2 2 g = | B - 5 g
& g @ — B g8 @ o o c
@ = <] @ | £ & 5] 3 = = o o}
ke ] o ] & | &< < S 5} = 78 @
0 a9 % 512 ¢ ] = =1 g @ =9
=8 [¢] £ o @ o
< = 35 = o
=1 5] @ @ IS
=4 < 5
G 1 O O O O
g
s 2 O O O O O O
3 O O O O
1 O O O O O
Z
= 2 O O O O
=R
3 O O O O O

52



(1) Urban areas

In urban areas where population is concentrated, infrastructure and
transportation are generally developed, and therefore people’s physical access to health
services is most likely secured. In such cases, the first step to be taken is to strengthen
upper-level hospitals. When demand for medical service increases because of economic
development or population expansion in urban areas, the appropriate allocation of
health/medical resources and expansion of lower-level hospitals’ capacity must be
considered.

The key point for cooperation in urban areas is the implementation of some
form of measure that can decrease the number of patients bypassing lower-level
facilities to go to upper-level hospitals. One example is utilization of referral forms for
fee exemption for first-time visits, and another is utilization of health insurance.
Strengthening lower-level facilities with such measures helps establish or improve the

referral system as a whole.

(2) Rural areas

The key for cooperation in rural areas is to secure people’s access to basic
health services. Existing medical resources, such as village doctors, traditional healers,
and TBAs, are effective because they are trusted by the community. After securing
people’s access to primary-care facilities, coordination with upper-level facilities will be
needed to provide higher-level services. In this process, establishing coordination
meetings and introducing referral forms will build coordination between hospitals and

ultimately establish the referral system.
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