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Background

The Malawian health system is 4-tiered and comprises 
community, primary, secondary, and tertiary levels of 
care and are connected by a well-established referral 
system.1,2 The division of the tiers is based on the type of 
care offered as well as the resources used at each level.1,2 
Health care workers refer a patient from one level to the 
other and vice versa for further management, and a 
patient could then be referred to a lower level facility in 
the convalescent stage to continue with follow-up of 
care at that level.3 Referral of patients has been defined 
as the processes by which professionals and institutions 
communicate and work together to protect, promote, 
and restore the health of an individual.4 Referrals are ini-
tiated to maximize receipt of quality care at a proper 
level and guarantees continuity of care within the health 
system.5 An effective referral system is facilitated in the 
presence of a close relationship among the existing lev-
els of care in the health system while ensuring that peo-
ple receive the best care from facilities closer to their 

homes.6,7 In addition, an effective health care referral 
system ensures that specialist care is accessed by those 
in need and also within the primary health care levels.7

Referrals are common among pediatric cases and 
evidence suggests that between 6% and 20% of the chil-
dren seeking help at primary level facilities in sub-
Saharan African countries will require referral to a 
higher level.8 Despite primary health care (PHC) facili-
ties being the first platform for accessing health service, 
they remain under-resourced and under-equipped which 
necessitates referral to a higher level.9,10 Although 
Malawi has made steady progress in the reduction of 
the under-five mortality rate from 234 deaths/1000 
births in 1992 to 63 deaths/1000 live births in 2015,11 
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there remain gaps that can be closed if under-fives at 
primary level facilities received timely treatment and 
referral to facilities at a higher level.12 Moreover, the 
fact that PHC facilities are resource-constrained con-
tributes to the occurrence of pediatric deaths in the first 
24 hours of admission.13,14 As such, timely referral pro-
vides the potential to avert mortality among children 
and lowers the severity of an illness.15,16

Barriers to the successful referral of sick children 
from the primary level of care to a referral hospital 
include distance and unavailability of transportation 
to take the child to the nearest hospital.17,18 The trans-
portation factors coupled with stock-outs of essential 
drug and damaged vital equipment, makes it almost 
impossible to provide appropriate treatment and pre-
vent deaths in very ill children at the primary care 
level.17,19,20 The lack of referral guidelines in the 
health facilities,19,21 and non-compliance to referral 
procedures by health workers22 impedes the referral 
process and negatively affects the outcome of the ill-
ness. The factors that facilitate timely and appropriate 
referral include the competency levels of the health 
care workers at the primary level of care,23 and timely 
availability of transport to transfer a sick child to the 
referral hospital.15,16,25 Furthermore, education on 
referral optimizes the quality of referral letters that 
health care works send out.26 Caregivers compliance 
to the referral procedures also facilitates referral and 
results in a significant reduction in child morbidity 
and mortality.17

An effective referral system is a key component in 
the management of pediatric cases in Malawi.27 The 
guidelines for managing pediatric cases recommend an 
urgent referral for critical conditions or in circum-
stances where the referring facility does not have ade-
quate resources to manage a patient.27 There is a 
paucity of data in Malawi on the assessment of the 
pediatric referral system occurring across the different 
levels of care especially among facilities that are within 
the urban settings which are further compounded by 
the absence of referral guidelines and policy. Previous 
studies in Malawi have focused on primary health care 
facilities that are in rural settings and how different 
socio-economic, geographic locations, and decision-
making power contribute to delayed health-seeking 
practices.28-30 Given the benefits of timely and effec-
tive referral of a child from a primary health care level 
facility to a higher one and the lack of data on the bar-
riers, enablers, and processes of such in an urban facil-
ity in Malawi, this study explored the processes, 
barriers, and enablers that influence the referral of chil-
dren from Ndirande Primary Health Centre to Queen 
Elizabeth Central Hospital in Blantyre, Malawi. 

Cognizant that half of the population in Blantyre are 
under the age of 15 years (NSO) and will likely use 
pediatric services in the primary health facilities12 an 
understanding of the referral system will optimize the 
effectiveness of the system to achieve timely referral 
which can avert mortality.

Methods

Study Design

This was a qualitative descriptive study conducted at 
Ndirande Health Centre in urban Blantyre in August 
2020. The design enabled the description of experi-
ences with the referral of children under the age of 5 
from health workers in the out-patient department 
(OPD) or under-five clinic, ambulance drivers, health 
advisory committee members, and caretakers. The 
study used face-to-face in-depth interviews (IDIs) and 
focus group discussions (FGDs). We also employed 
quality improvement approaches and guided by the 
Donabedian model on quality31 to describe the process 
of referral at the facility. The Donabedian model has 3 
components that are used to assess the quality of care 
and these include structure, process, and outcome. The 
model asserts that the structural components affect the 
process measures which later affect the outcome mea-
sures. The structural components are inputs and encom-
pass human resources, staff ratios, and operating times 
of the service. Process measures reflect the way a facil-
ity’s systems and processes interact to deliver the 
expected outcome while outcome measures comprise 
the results that one gets after rendering a service such as 
a reduction in mortality and morbidity.31 The descrip-
tion of the process entailed following 2 mothers and 2 
fathers whose children were referred to QECH to under-
stand how referral of under-five children is done at this 
facility.

Study Setting

Ndirande Health Centre is one of the urban health cen-
ters which operates under the Blantyre District Health 
Office. It has a catchment area of 143 187.32 The ser-
vices offered at this facility include Integrated Maternal 
and Child Health Services and Outpatient Department 
Services. In a day, it serves 500 patients and 80 under-
five children in the out-patient department (OPD) and 
under-five clinic respectively. The facility has the fol-
lowing departments; laboratory, an antenatal clinic, 
outpatient department, short stay department for pre-
referral case management, pharmacy, maternity, and 
ART department. Malaria, Pneumonia, and diarrhea 
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are the common childhood illnesses reported at this 
facility. The referral hospital for this health center is 
Queen Elizabeth Central Hospital (QECH) which is 
5 km away. The facility has 79 trained medical personnel 
and they include 2 Medical Officers, 7 Clinical Officers, 
25 Nurses, 8 Medical Assistants, 1 Environmental 
Health Officer, 23 Health Surveillance Assistants 
(HSAs), 6 HIV Diagnostic Assistants (HDAs), 2 Health 
Management Information System Officers, 4 Laboratory 
Technicians, 1 Dental Therapist. The facility has 20 
support staff who are Clerks, Patient Attendants, and 
Cleaners. The drivers are based at a central point which 
is the Blantyre District Health Office. We selected this 
facility because it refers a substantial number of under-
five children to QECH. Of note, the facility lacks a 
residential ambulance such that when there is a patient 
at Ndirande Health Centre who needs a referral, an 
ambulance is called from Blantyre District Health 
Offices which is 5 km away from the facility.

Sampling and Selection of Participants

Participants were purposively selected with an aspect of 
maximum variation,33 and we included health workers 
in Out Patient Department (OPD) and under-five clin-
ics, caretakers whose children have been referred and 
used an ambulance, those who used their transport, and 
those who did not take up referral, ambulance drivers, 
and Health Centre Advisory Committee (HCAC) mem-
bers involved in the referral of under-five children. 
HCACs are formally constituted under Malawi’s Health 
Sector Strategic Plan II.10 The HCAC is considered an 
important stakeholder in the local governance of health 
services. They monitor the performance of health work-
ers in their communities, in addition to assisting com-
munities to demand the quantity and quality of services 
needed.34 We selected health workers who were willing 
to participate in the study, were able to give informed 
consent, and were working in the under-five area, and 
included different cadres. We selected caretakers with a 
child who was not critically ill, willing to participate, 
and able to give informed consent.35

Data Collection and Management

We conducted 1 focused group discussion among HCAC 
members and 19 interviews involving clinicians, nurses, 
drivers, mothers, and fathers. Two mothers and 1 nurse 
refused to participate in the study because of time con-
straints. Interviews and FGD guides were used to collect 
data from different categories of the participant. We had 
separate interview guides for health workers, caregivers, 
and ambulance drivers. All data were collected face-to-
face and in Chichewa, the local language by WK and 
TU, We probed for more information where necessary, 
the researchers clarified the questions to obtain relevant 
information. All sessions were digitally recorded and we 
also captured field notes that included key findings to 
help with summarizing at the end of the interview for 
member checking purposes.36 The average interview 
time was 30 minutes.

Donabedian Model

Using the Donabedian quality of care model, we 
assessed 3 aspects of the quality of referral care offered 
at the facility: structure, process, and outcome. Table 1 
shows variables of interest.

Data Analysis

Data were transcribed verbatim and then translated into 
English by the investigators.37 All study documents 
were kept in a lockable cabinet and digital ones were 
protected with a password as a guarantee for confidenti-
ality. The anonymity of the participant’s identity was 
observed by the use of codes instead of names. We 
employed a thematic approach to analyze the data. 
Following data transcription, the researchers read and 
re-read each transcript to familiarize themselves with 
the whole body of data and they compared the tran-
scripts to deduce and induce similar ideas and come 
up with a coding framework. Initial codes were gen-
erated through an inductive method which takes shape 
of the data and the deductive method which focuses 
on the objectives. Then, similar codes were collated 

Table 1.  Areas That Were Assessed During Observations.

Structure Process Outcome

Availability of skilled health worker Implemented procedures Quality of care received
Availability of transport Care coordination Length of stay in hospital
Pre-referral management Delivery of care Patient’s satisfaction with care
Availability of essential equipment Provision of transportation Quality of life
Emergency drugs Waiting time  
The environment in which care is delivered  
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and organized into meaningful categories and themes in 
tandem with the Donabedian model of quality. The gen-
erated themes were revised for completeness and over-
lap to ensure independence.36,37

Ethical Considerations

The research received ethics review and approval from 
the College of Medicine Research Ethics Committee 
(COMREC-Number: U2893). Institutional approval to 
conduct the study at Ndirande Health Centre was 
obtained from the Director of Health and Social 
Services in Blantyre. Participants voluntarily signed 
informed consent forms before they participated in the 
study. Each participant provided written consent after 
reading the informed consent form. Participation in the 
study is voluntary and that they could withdraw their 
participation at any point without repercussions. All 
participants were literate.

Results

Demographic Data of Study Participants

A total of 19 in-depth interviews were conducted, these 
were among health workers, caregivers (fathers and 
mothers), and ambulance drivers. One focused group 
discussion was conducted among 6 HCAC members 
(chairperson, secretary, treasurer, counselor, and 2 mem-
bers). The age range of the caretakers who were inter-
viewed ranged between 17 and 35 years. All health 
workers who were interviewed had experience with the 
referral of patients, the duration of experience ranged 
from 4 months to 3 years. The respondents of the in-
depth interviews included 3 clinicians, 2 nurses, 6 moth-
ers, 4 fathers, and 3 ambulance drivers.

Current Referral Systems Among Under-Five 
Children

According to this study, the current referral of under-
five children begins from the community, where an HSA 
at the Village Clinic, using Emergency Triage 
Assessment and Treatment (ETAT), identifies a child 
presenting with danger signs. Such children are given an 
initial treatment before they are referred to a health cen-
ter for further assessment and treatment, for example, 
rectal artesunate is administered in case of severe 
malaria. If the condition does not improve at the health 
center, the clinician who assessed the child calls for an 
ambulance and refers the child to a higher level facility 
like Queen Elizabeth Central Hospital (QECH). 
However, the system is compromised because of 

inadequate emergency equipment like oxygen cylinders, 
drugs, and medical supplies, lack of proper transport 
facilities such as standardized ambulances, including 
trio cycles and motorcycle ambulances in the 
community.

Factors and Strategies Influencing Referral 
Among Children

The factors that influence and strategies for optimizing 
referral encompassed both structural and process com-
ponents of the Donabedian model intending to improve 
the outcomes of the process. These are discussed under 
the overarching themes deduced from the Donabedian 
model of quality.

Structural Factors and Strategies in the 
Referral Process

This theme covers the structural factors that influence 
and strategies for improving the process of referral 
among under-five children.

Actors in and resources for referral.  According to care-
givers, mothers were the primary caretakers of the chil-
dren and were responsible for all their needs. When 
asked how they know that their child is sick, some care-
givers cited:

“I usually know when she is just crying but also when she 
is refusing to eat.” Mother 1

“Most of the time it is the mother who says that the child is 
sick because she is the one who is always with the child. As 
today it is her mother who said the child is sick but I have 
come with it because the mother has just delivered.”Father1

Our observations highlighted other actors in the struc-
tural components of referral and noted the following 
inputs: The facility had inadequate emergency medical 
supplies and equipment and standardized ambulances. 
The facility did not have a stationed ambulance to neces-
sitate timely referral and quality of care of under-five 
children instead they asked for 1 from the Blantyre 
District Hospital when they needed 1. The ambulance 
which the facility used to transfer sick children to QECH 
lacked emergency equipment such as oxygen concentra-
tors, siren, and beckons, and of note, there was no care 
provided whilst in transit to the main hospital. 
Additionally, of the 4 children who were followed from 
Ndirande Health Centre to QECH, 2 used an ambulance 
from Blantyre DHO as means of transport and reached 
QECH after 2 hours from the time referral was initiated. 
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The other 2 found their means of transport as the ambu-
lance delayed and it took them 8 hours.

Structural factors that influence the referral of under-five 
children.  The unavailability of resources triggered the 
need for a referral of under-five children in this study. 
It was revealed that most of the referrals that are done 
at the facility are due to the unavailability of or inad-
equate resources such as medications and oxygen cyl-
inders at the facility. One health care worker and a 
guardian narrated

“Lack of medications, we sometimes don’t have drugs to 
give these children so we refer a child due to lack of 
medication.”—Nurse1

“I think the problem is having no drugs at the facility to 
treat other children.” Father3

The study revealed that the availability of a functional 
transportation facility with emergency equipment makes 
it easier to refer children to a higher level facility on 
time for further management. This further encourages 
caretakers to make decisions to go to the referral hospi-
tal. However, using the Donabedian model, it was found 
that the health facility did not have a stationed ambu-
lance, they used 1 from DHO and it was not fully 
equipped, as it lacked sirens and oxygen concentrators, 
the only thing that was available in the ambulance was a 
mattress for the patient.

“As I have already said that it depends on the availability 
of transport because we do not have a static ambulance 
here we depend on DHO ambulance. When an ambulance 
is called and they say it has gone to other places then, that 
child will delay unless if they can manage to find their 
means of transport. But when an ambulance is called and it 
comes immediately then that child will reach referral site 
on time.”—DR3

In other instances, the available ambulances are rarely in 
good condition and lack basic requirements like a siren 
that is used to signal the need for access while on the 
road and also announcing arrival at the other facility to 
highlight an emergency.

“As of now (pause) other ambulances are not in good 
working condition because they have overstayed and have 
been over-working being forced to work while they need to 
be maintained. Most of the time there is delayed 
maintenance. Most of these ambulances don’t have sirens 
and beckons only new ambulances to have these 
things.”—DR2

The absence of a resident ambulance entails that the 
caretakers are sometimes advised to find their means of 

transport especially if the health workers know that it 
will be a while before an ambulance is available

“I have been told that transport has gone to Madziabango 
so I have to find my transport. I cannot wait for an 
ambulance because it will take time.”—Mother4

“The causes could be lack of transport. Most of the time 
the community is poor so whenever there is no ambulance 
the child delays in reaching the referral facility to receive 
treatment as is required. Clinicians can also be blamed 
for negligence. We need to assess whether the child needs 
to be referred or should go home. We need to do a full 
assessment.” DR2

Furthermore, distance to the health facility influenced 
referral. Participants admitted that for a successful refer-
ral, there must be geographical access to referral care 
facilities, long distances to health facilities were men-
tioned as a setback to referral. Participants bemoaned 
the higher costs in transport.

“I think the other thing is that I stay far from the facility so 
I can delay reaching the facility.”—Father 1

“I use a motorcycle to reach here, so, it is far, we pay k1000 
from home to here.”—Mother 4

Structural Strategies for Optimizing the 
Referral Process

Participants highlighted that presence of a designated 
ambulance for the facility would promote timely refer-
ral. They stated that timely referral would be easier 
because the facility would be able to control and decide 
when to send the ambulance at the time they need to. It 
was recommended that ambulances should be main-
tained in good condition and have all necessary supplies 
within them if a referral has to be effective and timely.

“Government hospitals should have enough ambulances, 
the ambulances should be in good working condition, the 
drivers should be enough, fuel should always be available, 
there should be good communication (health centers and 
referral hospitals should communicate properly) but also it 
could be good if each health center has its ambulance.” 
Volunteer 2

Participants were aware that currently, it is the DHO 
who has the authority of assigning ambulances and 
acknowledged that ambulances are at times used for 
other activities than transporting patients.

“I think the allocation of ambulances is there but because 
at DHO if you go outside you will see that there are many 
ambulances, other activities at the office are being done 
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using the same ambulances, so if there were other vehicles 
that could be used to use for office work and ambulances 
should be used specifically for patients that could be 
better.” Driver 1

Participants recommended the resumption of bicycle 
ambulances in the communities as a measure of acceler-
ating timely referrals from the communities.

“As they used to do earlier they should provide us with a 
bicycle ambulance because it is useful when there is no 
ambulance. Even Machira (man-made stretcher) our men 
can run with them and the community can be assisted.” 
Volunteer 3

Process Factors and Strategies in the Referral 
Process

Actors in the process of referral.  Participants stated that 
the one who has noticed that a child is sick or sources 
transport is the one who makes decisions to take a sick 
child to the hospital. In most cases, a husband is the one 
who finances the costs associated with the hospital 
hence decides on visiting the facility or taking up the 
referral.

“I am the one who decided to come to the hospital because 
I realized that the child is sick. Last time it was the father 
who came with her and I was just called when she was 
referred. So whoever sees that the child is sick 
decides.”—Mother2

“My husband is the one who decides because it is he who 
sources transport. I do not do any business so I depend on 
my husband.”—Mother1

At the facility level, it is the health care worker who 
assessed the child that decides to refer or not, sometimes 
referral decisions are made due to drugs stock out.

“Most of the time it is the clinician who was assessing the 
child who decides to refer a child.” Nurse 2

Factors That Influence the Process of Referral 
of Under-Fives

Delay in seeking medical help by parents or guardians 
may contribute to the deterioration of a child’s condition 
which triggers a referral. The health workers implied 
that if health services were sought in time, referral

“Most of the time I think a person is not always prepared 
that the child will be sick. Maybe you were doing other 
things before the Childs got sick so you may think of 

finishing what you were doing before taking the child to the 
hospital.”Mother1

“The problem that we find in the community is that when 
parents see that the child is sick, they say they will go to the 
hospital later in the day. When it is evening it is when you 
see them put the child at the back and go with it to the 
hospital but the Child’s illness started in the morning.” 
Volunteer1

Parents’ response or reaction when a child has been 
referred to a higher facility plays a role in the success or 
failure of referral. This study revealed that most parents 
or guardians had positively responded to the news, 2 
guardians narrated;

“I will go, this is the only child that I have, I want him to get 
well.” Father 3

“It is painful because when you come to the hospital you 
believe that you will be assisted. Going to another facility 
is expensive. However I understand that the doctors have 
seen a need for me to go to queens with my child, I will go 
because I have been told to go so that my child can receive 
the required treatment they are saying.” Mother 1

However, some participants cited that other people do 
not take up referrals;

“Three-quarters of the parents accept referral but there are 
a few who do not take up a referral.”Volunteer1

“The Apostolic faith people are the ones who are giving us 
problems, they say they don’t go to the hospital] they care 
for their patients in a tabernacle. I remember some time 
ago the health workers after we informed them that the 
(apostolic) are keeping a very sick man who had cholera 
in a tabernacle they went and brought that person to the 
hospital and that man is alive today but other people have 
died there because of their faith. That is how it is.” 
Volunteer 2

Study participants mentioned that the community plays 
an important role in the referral of under-five children 
by supporting one another in terms of transportation, as 
well as psychological support.

“As they have already said they help each other with 
transport even when the child has been referred and an 
ambulance is not available they assist each other.”Volunteer1

“They escort each other; you see a group of villagers 
coming with a sick child even carrying a child for their 
friend. You see even those that have the potential to help 
with transport if a friend cannot afford it. They hire a 
vehicle or a taxi.”Nurse1



Kaunda et al	 7

Strategies for Optimizing the Process of 
Referral Among Under-Fives

Participants recommended that communities should 
be educated on the importance of timely referral so 
that they heed if referred. This will promote timely 
decision making and positive perception toward 
referral.

“Civic education- teaching people can assist. For example, 
people used to deliver at the TBAs but through civic 
education, they are now coming to the hospital to deliver.” 
Volunteer 1

“Most of the times when these children come at under-five 
we have health talk, we choose a topic like Malaria, signs 
of malaria and dangers of malaria or else diarrhea. 
Through health talk when they go home these people tell 
each other.” Driver 2

Participants recommended that there should be effective 
communication between health facilities regarding 
referral activities as poor communication contributes to 
the delay of patient transfer as the ambulance tended to 
come late.

“Good communication between health centers and referral 
hospitals such that the drivers should come quickly when 
an ambulance has been called. Ambulances should be close 
to the health centers for example cluster facilities should 
have one ambulance.” Driver 2

Outcome-Related Factors in the Referral 
Process

Perceived adverse events of untimely referral trigger 
referral of under-five children at the health facility. 
Health workers reported that under-five children are at 
risk of developing serious complications and dying if 
the referral system is compromised. The quest to have a 
positive outcome triggers a health care worker to initiate 
the referral process.

“My thinking is that they might develop other problems 
which were not there when they were coming. They can 
also die while waiting for an ambulance. They can also die 
on the way to the hospital because of the way I have seen 
the ambulances most of them don’t have emergency 
equipment. That is all I can say.” Nurse1

“I think they are at risk of developing anemia for example 
if the child is suffering from malaria when they delay in 
treating them could develop anemia. I think they could die 
prematurely since they are not treated as quickly as it is 
needed.” Nurse2

Participants stated that a good previous experience fol-
lowing referral influences caretakers to adhere to and 
take up a referral, unlike when the experience was bad.

“I feel very bad because of the bad experience that I had 
last time when I was referred with this child. I reached the 
hospital at night and for me to be assisted it took time”—
Mother 2.

“She said she was lucky because when she arrived at the 
hospital she met a friend who assisted her to see a doctor 
quickly.” Father 2

Health care works corroborated the other participant’s 
responses and stated that their previous experience also 
helps them decide whether to refer a client or not 
depending on the condition of the child and availability 
of resources.

“We start by assessing the child than the way we have seen 
the child it is when we decide whether we should refer or 
we should not refer but assist the child at this facility. We 
have the experiences that first we assess the child whether 
she needs to be treated at this facility or else the child has 
to be referred.”Dr1

Discussion

This study explored the processes, factors that influence, 
and strategies for referral of children from Ndirande 
Health Centre to Queen Elizabeth Central Hospital in 
Blantyre, Malawi. The factors that influenced and strate-
gies for optimizing referral are classified under the 
tenets of the Donabedian model of quality and these 
include structural, process, and outcomes aspects. The 
structural factors included the availability of resources 
like ambulances that are well equipped with medical 
equipment for use while in transit, the resumption of 
bicycle ambulances. The process factors that influence 
referral include the delay in seeking health services by 
parents of sick children, the uptake of referral, and com-
munity support while education and communication 
with the community and parents respectively optimize 
the process of referral. The quest for positive outcomes 
and a positive previous experience with referral facili-
tates the referral process. There is an interaction between 
the structures and processes as asserted by Donabedian 
to yield a better outcome of the referral.

The majority of the participants are aware of factors 
influencing referral of under-five children which 
cements earlier findings that revealed that health work-
ers knew challenges with referral.15,23 This implies that 
if the known factors are addressed then implementa-
tion of an effective referral system would be possible. 
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Implementation of an effective referral system is criti-
cal as it has the potential to minimize rates of mortality 
among children particularly those that occur in the first 
24 hours following admission.13,14 Evidence suggests 
that the lack of logistical support delays referral pro-
cesses which has the potential of delayed receipt of 
appropriate care40 and exposes the fragility of the refer-
ral system which threatens the reduction of mortality 
rates.38,39

Our findings that the unavailability of resources trig-
gers a referral is consistent with earlier findings in 
Malawi and other settings that showed that shortage of 
health workers, lack of essential equipment, and medi-
cine stock-outs influences referrals.17,28,41 This may 
mean that some of the cases being referred could have 
been managed at the primary facility if resources were 
available while the act of referral, in this case, burdens 
the next level of care unnecessarily.40 The lack of 
resources like diagnostic equipment, drugs, health care 
workers, in health services is a major problem across 
several LMICs.20,42,43 An analysis on the availability of 
drugs in Malawi showed that there are fewer drugs in 
public facilities when compared with private and faith-
based facilities and there were more drugs available for 
adults than there were for pediatric cases44 which may 
lead to more referrals among the pediatric patients. Of 
the drugs available antimalarial, were commonly avail-
able compared to antibiotics44 and this is likely to lead to 
unnecessary referrals to allow the children to access 
medications.

Our study showed that referral is initiated to avert a 
negative health outcome that may occur if there is a 
delay in referring a child for advanced care which is 
consistent with guidelines for the management of child-
hood illnesses.27 Previous research reported that health 
care workers refer seriously ill children the most41 and 
this may result in delayed referral of other children that 
are not in a serious condition which may deteriorate 
their health. Health care workers in our study make 
efforts to provide pre-referral treatment within the facil-
ity before referring the patient for further management 
which is consistent with previous studies where health 
workers administered artesunate and paracetamol before 
referring a patient.45,46 On the contrary, the administra-
tion of pre-referral treatment has to be accompanied by 
counseling that emphasizes the temporal relief it offers 
and the need for caregivers to comply with the referral 
process for the child to access comprehensive care.46 
Similarly, our findings that caretakers support the refer-
ral process to avert negative health outcomes by sourc-
ing transportation cement what was earlier observed in 
another study in Malawi where caregivers sought taxis, 
public transport to get a patient to the hospital and would 

go by foot if they cannot afford the other means.47 
Notably, caregivers heed referral protocol once they 
understand the severity of the condition of their child to 
prevent adverse outcomes.46

Our findings that the condition of a child deteriorates 
when medical care is sought late were reported earlier in 
a Peruvian study where it was noted that parents or care-
givers that delayed in reporting to a health facility with 
their children diagnosed with pneumonia resulted in pre-
senting at the facility with a child with severe symp-
toms.48 In other instances, the cause of the delay could 
be an administration of over-the-counter drugs by the 
parents or guardians and would only report to the health 
facility when the condition worsens.49

Despite the ability of a mother to recognize when her 
child is sick, she sometimes fails to seek medical care 
timely because she would be dependent on her partner 
for costs associated with the visitor referral. This finding 
resonates with previous studies conducted in Malawi, 
Uganda, and Nigeria that revealed that mothers delayed 
in seeking medical attention for their infants because 
they had to wait for permission and financial support 
from their partners.26,47,48 We recommend continued 
counseling on immediate uptake of referral protocols for 
Malawi to sustain the gains in the reduction of infant 
mortality rates. Our findings that mothers were able to 
recognize when a child is sick are different from another 
Malawian study that showed that guardians were unable 
to quickly recognize symptoms or they had perceived 
the illness as not severe.28 The same perception was 
observed in studies in Uganda and Gambia where care-
takers delayed in seeking treatment because some had 
rated the illness as mild and others were practicing home 
treatment.47,49 The difference in the ability to recognize 
whether a child is sick could be explained because of the 
differences in settings of the study and the occupational 
status of caregivers. Our study was conducted in an 
urban setting where most people are literate unlike in the 
rural areas where the other studies were based.

Our findings on the lack of a designated ambulance at 
the facility resonate with findings from a Tanzanian 
study where women were advised to find their means of 
transportation.1,50 Similarly, a study done in Afghanistan 
on compliance with referral in sick children found that 
children who were referred used a different mode of 
transportation; some walked because the referral facility 
was proximal to where they stay, while others used hos-
pital ambulance and others paid for vehicles as means of 
transport since the referring facility did not provide 
transport.18,23 The lack of transport remains a deterrent 
to the uptake of referrals.29,51 Although bicycle ambu-
lances offer a solution to this problem as stated in this 
study and previous studies, they are more ideal for rural 
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facilities,25,30 because they may not be easier to maneu-
ver in a city considering the high traffic.

The lack of optimal equipment in the ambulances as 
stated in our study is consistent with findings from pre-
vious studies that reported that ambulances were not 
used because they were few and at times would lack 
fuel.1,50 Evidence suggests that proximity to health facil-
ities influences compliance with the referral process as 
was stated in this study.17,18,23,24,52,53 One area that may 
be strengthened in Malawi, cognizant of the limited 
facilities within reach of people in the implementation 
of community case management (CCM) by health sur-
veillance assistants (HSAs) at the community level 
which has increased geographic access for underserved 
areas.14,52 We argue that strengthening the role of HSAs 
with proper training and support will facilitate referral at 
the community level.

Although our study showed that a previous positive 
or negative experience with referral influenced referral, 
previous studies showed contrary results where mothers 
with a previous bad experience following referral would 
blame themselves for the outcome and still reported to 
the facility,50 and others reported being satisfied with the 
referral process and the services received at the referral 
hospital.54 The inclusion and strengthening of ETAT 
guidelines, would assist with fast examination and treat-
ment of the most severely ill children to minimize nega-
tive outcomes and experiences. ETAT guidelines were 
developed in Malawi to complement IMCI guidelines, 
by guiding non-clinical health workers on the immediate 
identification of children with life-threatening condi-
tions and expected management.14,55 Furthermore our 
study showed that health workers’ experience with 
referral also influenced referral of under-five children in 
this study. This finding builds on what was reported in 
Iran that noncompliance with referral among health care 
workers stemmed from inadequate knowledge on the 
referral process.18 Therefore, we argue that there is a 
need to train health workers on the importance of the 
relevance of referral as well as establishing the guide-
lines in Malawi to assist health workers in making evi-
dence-based decisions.

The involvement of the community through the pro-
vision of transport and psychological support as illus-
trated in our study resonates with a Nigerian study where 
families and communities were responsible for support-
ing the patient through the provision of transportation 
means or fares.22 In Ghana, this support was in the form 
of community members volunteering to provide care to 
patients and accompanying them to the health facilities 
for skilled attendance.56 We argue that community mem-
bers should actively be involved in activities happening 
in their setting by using the principle of solidarity to 

ensure that they offer assistance to one another when 
need be.57

For a referral to be effective, there is a need for reli-
able transportation for the patients such that having des-
ignated ambulances that are functional within the health 
facilities does not only reduce the time taken to get to 
the referral hospital but also helps to reduce costs on the 
health system that may come due to complications if 
referrals are delayed.25 Health facilities facing transpor-
tation challenges should partner with the communities, 
make efforts to lobby the government for the provision 
of an ambulance, these can be bi/tricycle ambulances or 
the standard ones.

Implementation of community education programs 
on the reasons and importance of referral, and highlight-
ing the community’s role as the main stakeholders have 
potential in timely referral because they will be well 
informed to recognize an emergency within their setting 
and provide prompt assistance within the community 
such as transport.58 Those in a good position to help with 
such programs are the community health workers or vol-
unteer community workers since they are within the 
communities and they understand their communities.59

Facilities need to have a constant means of communi-
cation during referrals, like cell phones or radio com-
munication gadgets, starting from the referring to the 
receiving hospital to help reduce delays. This communi-
cation will enhance proper and prompt preparation of 
the receiving hospital when a case is referred, the same 
communication should continue even when the patient 
has been discharged from the main hospital back to the 
referring, for continuity of care through follow-ups and 
to guide each other to prevent future mistakes within the 
referral system.60-62 In resource-limited settings like 
Malawi, implementing communication gadgets that are 
user-friendly like radio communication gadgets would 
be a good initiative to help reduce the burden that comes 
with untimely referrals, staff members would be trained 
on how to operate such in all health facilities so that 
communication among them is timely and directed to 
the right department.60,61

Strengths and Limitations of the 
Study

The main strength of this study lies in the use of differ-
ent methods of drawing information to maximize the 
depth of the findings and also the use of various stake-
holders involved in the referral process. Although our 
study provides insights on the referral process that exists 
between primary and tertiary facilities, there is a need 
for a much broader study that explores the different 
referral pathways that also include the community level 
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of care and private facilities. Future studies should focus 
on the pre-referral and during referral treatment that a 
child receives as well as the establishment of referral 
strategy, policies, and documents to ensure that the pro-
cess is well structured.

Conclusion

Several factors influence the referral process such that 
interventions to strengthen the process should focus on 
each level to achieve an uninterrupted referral process. 
There is a need to establish referral guidelines in tandem 
with the context where referral takes place so that health 
care workers and caregivers know what to do when a 
referral is delayed. The systems within a community can 
be leveraged to support both civic education and also 
structural support for the referral process.

Acknowledgments

We would like to express our gratitude to health care providers 
who took part in the study especially those who work at OPD 
and under-five clinic for their support and the director of 
health and social service who allowed us to conduct our study 
at Ndirande Health Centre. We also appreciate the caretakers 
who took part in the study.

Author Contributions

The study was conceptualized developed and conducted by 
WK and TU under the supervision of ALNM. WK, TU and 
MEC drafted the initial manuscript and the manuscript was 
further reviewed and edited by ALNM. All authors read and 
approved the final manuscript.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with 
respect to the research, authorship, and/or publication of this 
article.

Funding

The author(s) received no financial support for the research, 
authorship, and/or publication of this article.

ORCID iD

Marumbo Eve Chirwa  https://orcid.org/0000-0002-2969- 
761X

References

	 1.	 Community caregivers: the backbone for accessible care 
and support, 50.

	 2.	 National Community Health Strategy – Malawi. CHW 
Central. Published July 26, 2017. Accessed July 22, 2021. 
https://chwcentral.org/resources/national-community-
health-strategy-malawi/

	 3.	 Li M, Zhang Y, Lu Y, Yu W, Nong X, Zhang L. 
Factors influencing two-way referral between hospi-
tals and the community in China: a system dynamics 
simulation model. Simulation. 2018;94(9):765–782. 
doi:10.1177/0037549717741349

	 4.	 Referral Policy for South African Health Services and 
Referral Implementation Guidelines | Department of 
Health Knowledge Hub. Accessed July 22, 2021. https://
www.knowledgehub.org.za/elibrary/referral-policy-
south-african-health-services-and-referral-implementa-
tion-guidelines

	 5.	 Dunmade A.d. Afolabi O.a. Eletta AP. Challenges of oto-
laryngologic referral in a Nigerian tertiary hospital. East 
Central Afr J Surg. 2010;15(1):87–92.

	 6.	 Abodunrin OL, Akande TM, Osagbemi GK. Awareness 
and perception toward referral in health care: a study 
of adult residents in Ilorin, Nigeria. Ann Afr Med. 
2010;9(3):176–180. doi:10.4103/1596-3519.68359

	 7.	 Afolaranmi TO, Hassan ZI, Filibus DI, et  al. Referral 
system: an assessment of primary health care centres in 
Plateau state, north central Nigeria. World Journal of 
Research and Review. 2018;6(1):5.

	 8.	 Simoes EAF, Peterson S, Gamatie Y, et al. Management 
of severely ill children at first-level health facilities in 
sub-Saharan Africa when referral is difficult. Bull World 
Health Organ. 2003;817:522–531.

	 9.	 Jaeger FN, Bechir M, Harouna M, Moto DD, Utzinger J. 
Challenges and opportunities for healthcare workers in a 
rural district of Chad. BMC Health Serv Res. 2018;18(1):7. 
doi:10.1186/s12913-017-2799-6

	10.	 Health Sector Strategic Plan II 2017–2022. Towards 
Universal Health Coverage. Government of the Republic 
of Malawi. - Google Search. Accessed July 23, 2021. 
https://www.google.com/search?client=firefox-b-d&q=+
Health+Sector+Strategic+Plan+II+2017–2022.Towards+
Universal+Health+Coverage.+Government+of+the+Rep
ublic+of+Malawi.

	11.	 National Statistical Office (NSO) [Malawi] and ICF. 
Malawi Demographic and Health Survey 2015-16. NSO 
and ICF; 2017.

	12.	 Gondwe MJ, Henrion MYR, O’Byrne T, et  al. Clinical 
diagnosis in paediatric patients at urban primary health 
care facilities in southern Malawi: a longitudinal obser-
vational study. BMC Health Serv Res. 2021;21(1):150. 
doi:10.1186/s12913-021-06151-7

	13.	 Hategeka C, Nshuti S, Mucumbitsi J, Muvunyi C, Mutesa 
L, Rusingiza E. Management challenges of pediatric 
infective endocarditis at tertiary level in Rwanda. Rwanda 
Med J. 2012;69:34–42.

	14.	 Fitzgerald E, Mlotha-Mitole R, Ciccone EJ, et al. A pedi-
atric death audit in a large referral hospital in Malawi. 
BMC Pediatr. 2018;18:75. doi:10.1186/s12887-018- 
1051-9

	15.	 World Health Organization. Handbook: IMCI Integrated 
Management of Childhood Illness. World Health 
Organization; 2005. Accessed July 22, 2021. https://apps.
who.int/iris/handle/10665/42939

https://orcid.org/0000-0002-2969-761X
https://orcid.org/0000-0002-2969-761X
https://chwcentral.org/resources/national-community-health-strategy-malawi/
https://chwcentral.org/resources/national-community-health-strategy-malawi/
https://www.knowledgehub.org.za/elibrary/referral-policy-south-african-health-services-and-referral-implementation-guidelines
https://www.knowledgehub.org.za/elibrary/referral-policy-south-african-health-services-and-referral-implementation-guidelines
https://www.knowledgehub.org.za/elibrary/referral-policy-south-african-health-services-and-referral-implementation-guidelines
https://www.knowledgehub.org.za/elibrary/referral-policy-south-african-health-services-and-referral-implementation-guidelines
https://www.google.com/search?client=firefox-b-d&q=+Health+Sector+Strategic+Plan+II+2017�2022.Towards+Universal+Health+Coverage.+Government+of+the+Republic+of+Malawi
https://www.google.com/search?client=firefox-b-d&q=+Health+Sector+Strategic+Plan+II+2017�2022.Towards+Universal+Health+Coverage.+Government+of+the+Republic+of+Malawi
https://www.google.com/search?client=firefox-b-d&q=+Health+Sector+Strategic+Plan+II+2017�2022.Towards+Universal+Health+Coverage.+Government+of+the+Republic+of+Malawi
https://www.google.com/search?client=firefox-b-d&q=+Health+Sector+Strategic+Plan+II+2017�2022.Towards+Universal+Health+Coverage.+Government+of+the+Republic+of+Malawi
https://apps.who.int/iris/handle/10665/42939
https://apps.who.int/iris/handle/10665/42939


Kaunda et al	 11

	16.	 Robertson SK, Manson K, Fioratou E. IMCI and ETAT 
integration at a primary healthcare facility in Malawi: 
a human factors approach. BMC Health Serv Res. 
2018;18(1):1014. doi:10.1186/s12913-018-3803-5

	17.	 Factors Affecting the Provision of Referral Services at 
the Primary Level of Health Care in Zomba District in 
Malawi. Published 2019. Accessed July 22, 2021. https://
www.semanticscholar.org/paper/Factors-Affecting-the-
Provision-of-Referral-at-the-Chitsa/7260a345d486455b3
78d7e493c202e56b821f16d

	18.	 Eskandari M, Abbaszadeh A, Borhani F. Barriers of 
referral system to health care provision in rural societies 
in Iran. J Caring Sci. 2013;2(3):229–236. doi:10.5681/
jcs.2013.028

	19.	 Kang’ethe S. Challenges that the referral system poses 
to care giving As exemplified by the Kanye Community 
homebased care (Chbc) programme In Botswana. Soc 
Work Werk. 2014;44(4):355–368. doi:10.15270/44-4-
228 

	20.	 Challenges and Barriers to the Health Service Delivery 
System in Uganda. Published online April 2016. 
Accessed July 23, 2021. http://ir.iuiu.ac.ug/xmlui/han-
dle/20.500.12309/736

	21.	 Chikowe I, Mwapasa V, Kengne AP. Analysis of rural 
health centres preparedness for the management of dia-
betic patients in Malawi. BMC Res Notes. 2018;11(1):267. 
doi:10.1186/s13104-018-3369-7

	22.	 Oluseye O, Kehinde DR, Akingbade O, Ogunlade O, 
Onyebigwa OO, Oluwatosin O. Knowledge and utili-
zation of referral system among health care workers in 
selected primary health care centres in Oyo state, Nigeria. 
Journal of Community Medicine and Primary Health 
Care. 2019;31(1): 67–75. 

	23.	 Newbrander W, Ickx P, Werner R, Mujadidi F. 
Compliance with referral of sick children: a survey in 
five districts of Afghanistan. BMC Pediatr. 2012;12:46. 
doi:10.1186/1471-2431-12-46

	24.	 Kamau KJ, Osuga BO, Njuguna S. Challenges facing 
implementation of referral system for quality health care 
services In Kiambu county, Kenya. Health Syst Policy 
Res. 2017;04. doi:10.21767/2254-9137.100067

	25.	 Hofman JJ, Dzimadzi C, Lungu K, Ratsma EY, Hussein 
J. Motorcycle ambulances for referral of obstetric emer-
gencies in rural Malawi: do they reduce delay and what 
do they cost? Int J Gynecol Obstet. 2008;102(2):191–197. 
doi:10.1016/j.ijgo.2008.04.001

	26.	 Ezhumalai G, Jayashree M, Nallasamy K, Bansal A, 
Bharti B. Referrals to a pediatric emergency department 
of a tertiary care teaching hospital before and after intro-
duction of a referral education module - a quality improve-
ment study. BMC Health Serv Res. 2020;20(1):761. 
doi:10.1186/s12913-020-05649-w

	27.	 Ministry of Health, Government of Malawi. Care of the 
infant and newborn in Malawi the coin course participants 
manual. Published online 2020.

	28.	 Lungu EA, Darker C, Biesma R. Determinants of health-
care seeking for childhood illnesses among caregiv-
ers of under-five children in urban slums in Malawi: a 

population-based cross-sectional study. BMC Pediatr. 
2020;20(1):20. doi:10.1186/s12887-020-1913-9

	29.	 Ewing VL, Tolhurst R, Kapinda A, Richards E, Terlouw 
DJ, Lalloo DG. Increasing understanding of the rela-
tionship between geographic access and gendered deci-
sion-making power for treatment-seeking for febrile 
children in the Chikwawa district of Malawi. Malar J. 
2016;15(1):521. doi:10.1186/s12936-016-1559-0

	30.	 Chibwana AI, Mathanga DP, Chinkhumba J, Campbell Ch 
Jr. Socio-cultural predictors of health-seeking behaviour for 
febrile under-five children in Mwanza-Neno district, Malawi. 
Malar J. 2009;8:219. doi:10.1186/1475-2875-8-219

	31.	 Donabedian A. Evaluating the quality of medical care. 
1966. Milbank Q. 2005;83(4):691–729. doi:10.1111/
j.1468-0009.2005.00397.x

	32.	 Malawi - Fifth Integrated Household Survey 2019–2020. 
Accessed July 23, 2021. https://microdata.worldbank.org/
index.php/catalog/3818

	33.	 Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan 
N, Hoagwood K. Purposeful sampling for qualitative data 
collection and analysis in mixed method implementation 
research. Adm Policy Ment Health. 2015;42(5):533–544. 
doi:10.1007/s10488-013-0528-y

	34.	 Lodenstein E, Molenaar JM, Ingemann C, et  al. “We 
come as friends”: approaches to social accountability by 
health committees in northern Malawi. BMC Health Serv 
Res. 2019;19(1):279. doi:10.1186/s12913-019-4069-2

	35.	 Guest G, Namey EE, Mitchell ML. Collecting Qualitative 
Data: A Field Manual for Applied Research, 1st ed. 
SAGE Publications, Inc; 2012.

	36.	 Birt L, Scott S, Cavers D, Campbell C, Walter F. Member 
checking: a tool to enhance trustworthiness or merely a 
Nod to validation? Qual Health Res. 2016;26(13):1802–
1811. doi:10.1177/1049732316654870

	37.	 Grove SK, Gray J. Understanding Nursing Research: 
Building an Evidence-Based Practice. Saunders; 2019. 

	38.	 Mills J, Birks M. Qualitative Methodology: A Practical 
Guide. SAGE Publications, Inc; 2014.

	39.	 Huberman A, Miles M. The Qualitative Researcher’s 
Companion. SAGE Publications, Inc; 2002.

	40.	 Beyene H, Hailu D, Tadele H, Persson LÅ, Berhanu D. 
Insufficient referral practices of sick children in Ethiopia 
shown in a cross-sectional survey. Acta Paediatr Oslo 
Nor. 2020;109(9):1867–1874. doi:10.1111/apa.15200

	41.	 Beyene H, Kassa DH, Tadele HD, Persson L, Defar A, 
Berhanu D. Factors associated with the referral of children 
with severe illnesses at primary care level in Ethiopia: a 
cross-sectional study. BMJ Open. 2021;11(6):e047640. 
doi:10.1136/bmjopen-2020-047640

	42.	 Afari H, Hirschhorn LR, Michaelis A, Barker P, 
Sodzi-Tettey S. Quality improvement in emergency 
obstetric referrals: qualitative study of provider per-
spectives in Assin north district, Ghana. BMJ Open. 
2014;4(5):e005052. doi:10.1136/bmjopen-2014-005052

	43.	 Pillay I, Mahomed OH. Prevalence and determinants of 
self referrals to a district-regional hospital in KwaZulu 
Natal, South Africa: a cross sectional study. Pan Afr 
Med J. 2019;33:4. doi:10.11604/pamj.2019.33.4.16963

https://www.semanticscholar.org/paper/Factors-Affecting-the-Provision-of-Referral-at-the-Chitsa/7260a345d486455b378d7e493c202e56b821f16d
https://www.semanticscholar.org/paper/Factors-Affecting-the-Provision-of-Referral-at-the-Chitsa/7260a345d486455b378d7e493c202e56b821f16d
https://www.semanticscholar.org/paper/Factors-Affecting-the-Provision-of-Referral-at-the-Chitsa/7260a345d486455b378d7e493c202e56b821f16d
https://www.semanticscholar.org/paper/Factors-Affecting-the-Provision-of-Referral-at-the-Chitsa/7260a345d486455b378d7e493c202e56b821f16d
http://ir.iuiu.ac.ug/xmlui/handle/20.500.12309/736
http://ir.iuiu.ac.ug/xmlui/handle/20.500.12309/736
https://microdata.worldbank.org/index.php/catalog/3818
https://microdata.worldbank.org/index.php/catalog/3818


12	 Global Pediatric Health

	44.	 Khuluza F, Haefele-Abah C. The availability, prices 
and affordability of essential medicines in Malawi: a 
cross-sectional study. PLoS One. 2019;14(2):e0212125. 
doi:10.1371/journal.pone.0212125

	45.	 Mvumbi PM, Musau J, Faye O, Situakibanza H, 
Okitolonda E. Adherence to the referral advice after intro-
duction of rectal artesunate for pre-referral treatment of 
severe malaria at the community level: a noninferiority 
trial in the Democratic Republic of the Congo. Malar J. 
2019;18(1):438. doi:10.1186/s12936-019-3074-6

	46.	 Strachan CE, Nuwa A, Muhangi D, Okui AP, Helinski 
MEH, Tibenderana JK. Community understanding of the 
concept of pre-referral treatment and how this impacts on 
referral related decision-making following the provision 
of rectal artesunate: a qualitative study in western Uganda. 
BMC Health Serv Res. 2018;18(1):470. doi:10.1186/
s12913-018-3209-4

	47.	 Varela C, Young S, Mkandawire N, Groen RS, Banza L, 
Viste A. Transportation barriers to access health care for 
surgical conditions in Malawi a cross sectional nationwide 
household survey. BMC Public Health. 2019;19(1):264. 
doi:10.1186/s12889-019-6577-8

	48.	 Pajuelo MJ, Anticona Huaynate C, Correa M, et al. Delays 
in seeking and receiving health care services for pneumonia 
in children under five in the Peruvian Amazon: a mixed-
methods study on caregivers’ perceptions. BMC Health Serv 
Res. 2018;18(1):149. doi:10.1186/s12913-018-2950-z

	49.	 Mpimbaza A, Nayiga S, Ndeezi G, Rosenthal PJ, 
Karamagi C, Katahoire A. Understanding the context 
of delays in seeking appropriate care for children with 
symptoms of severe malaria in Uganda. PLoS One. 
2019;14(6):e0217262. doi:10.1371/journal.pone.0217262

	50.	 Samuelsen H, Tersbøl BP, Mbuyita SS. Do health systems 
delay the treatment of poor children? A qualitative study 
of child deaths in rural tanzania. BMC Health Serv Res. 
2013;13(1):67. doi:10.1186/1472-6963-13-67

	51.	 Pembe AB, Carlstedt A, Urassa DP, Lindmark G, 
Nyström L, Darj E. Effectiveness of maternal referral 
system in a rural setting: a case study from Rufiji dis-
trict, Tanzania. BMC Health Serv Res. 2010;10(1):326. 
doi:10.1186/1472-6963-10-326

	52.	 Peterson S, Nsungwa-Sabiiti J, Were W, et  al. Coping 
with paediatric referral—ugandan parents’ experience. 
Lancet. 2004;363(9425):1955–1956. doi:10.1016/S0140-
6736(04)16411-8

	53.	 Ustrup M, Ngwira B, Stockman LJ, et al. Potential barri-
ers to healthcare in Malawi for under-five children with 

cough and fever: a national household survey. J Health 
Popul Nutr. 2014;32(1):68–78.

	54.	 Ray KN, Ashcraft LE, Kahn JM, Mehrotra A, Miller 
E. Family perspectives on high-quality pediatric sub-
specialty referrals. Acad Pediatr. 2016;16(6):594–600. 
doi:10.1016/j.acap.2016.05.147

	55.	 Callaghan-Koru JA, Hyder AA, George A, et al. Health 
workers’ and managers’ perceptions of the integrated 
community case management program for childhood ill-
ness in Malawi: the importance of expanding access to 
child health services. Am J Trop Med Hyg. 2012;87(5 
Suppl):61–68. doi:10.4269/ajtmh.2012.11-0665

	56.	 Sakeah E, McCloskey L, Bernstein J, Yeboah-Antwi 
K, Mills S, Doctor HV. Is there any role for com-
munity involvement in the community-based health 
planning and services skilled delivery program in 
rural Ghana? BMC Health Serv Res. 2014;14(1):340. 
doi:10.1186/1472-6963-14-340

	57.	 Organization WH. Community Involvement in 
Tuberculosis Care and Prevention: Towards Partnerships 
for Health: Guiding Principles and Recommendations 
Based on a WHO Review. World Health Organization; 
2008. Accessed July 23, 2021. https://apps.who.int/iris/
handle/10665/43842

	58.	 Give C, Ndima S, Steege R, et  al. Strengthening refer-
ral systems in community health programs: a qualita-
tive study in two rural districts of Maputo province, 
Mozambique. BMC Health Serv Res. 2019;19(1):263. 
doi:10.1186/s12913-019-4076-3

	59.	 Farnsworth SK, Böse K, Fajobi O, et  al. Community 
engagement to enhance child survival and early develop-
ment in low- and middle-income countries: an evidence 
review. J Health Commun. 2014;19 Suppl 1:67–88. doi:1
0.1080/10810730.2014.941519

	60.	 Teklu AM, Litch JA, Tesfahun A, et  al. Referral sys-
tems for preterm, low birth weight, and sick newborns 
in Ethiopia: a qualitative assessment. BMC Pediatr. 
2020;20(1):409. doi:10.1186/s12887-020-02311-6

	61.	 Oyeyemi SO, Wynn R. The use of cell phones and radio 
communication systems to reduce delays in getting help 
for pregnant women in low- and middle-income countries: 
a scoping review. Glob Health Action. 2015;8:28887. 
doi:10.3402/gha.v8.28887

	62.	 Lunga K, Ratsma YE. Does the upgrading of the radio 
communications network in health facilities reduce the 
delay in the referral of obstetric emergencies in southern 
Malawi. Malawi Med J. 2007;19(1):1–8.

https://apps.who.int/iris/handle/10665/43842
https://apps.who.int/iris/handle/10665/43842

