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SECTION 1: INTRODUCTION AND OBJECTIVE

INTRODUCTION

"Emergency Referral” is the term used to define a patient
who has a severe life threatening illness, or is suspected to
have a life threatening illness, that needs both diagnosis
and treatment by a skilled health professional. The Emer-
gency Referral pathway is the method by which a patient
is transferred from the community level to an appropriate
point of secondary care that is capable of treating most life
threatening emergencies, including obstetric emergencies.
This is usually the Township (District) Hospital and may be
a Station Hospital. The principle of this pathway is to en-
sure that all possible barriers are removed from the timely
referral of a suspected medical emergency, with the goal of
improving survival rates, as well as prevent potential com-
plications.

An effective health programme should promote both
awareness and knowledge of the importance of timely
referrals within the community for such cases as compli-
cations in pregnancy, delivery and in postpartum moth-
ers, severely ill children under 5 years of age and other life
threatening illnesses including severe malaria. This active
promotion means that the project teams supervising a
community based health programme should work with a
defined Behavioural Change communication (BCC) strate-
gy with the use of appropriate Information, Education and
Communication (IEC) materials.

Early diagnosis and prompt treatment not only saves lives
but also reduces the catastrophic financial and health im-
pact on vulnerable communities that serious illness can
have. In the “three delays” model, Thaddeus & Maine con-
ceptualize the barriers to achieving appropriate obstetric
care as a series of delays, described below. While the mod-
el refers specifically to maternal health, the concept may
be applied to child health and other emergency situations.
The first delay pertains to recognition and willingness to
seek help. There is a necessary amount of work to be done
at community level to raise awareness about danger signs
amongst pregnant women, mothers and fathers, and also
raise awareness of support for referral of emergency cases.
The second delay is the inability to access care because of a
lack of transport, bad roads, poor community support and/
or the cost of transport. Recognising that one of the the
principle barriers to accessing health facilities in an emer-
gency is the cost of transportation from the community to
the point of referral, providing that transportation cost is
critical to the success of a community based health pro-
gramme. The third delay is incurred at the health facility,
due to inadequate staffing, absent staff, staff attitude, poor
health infrastructure, inadequate equipment and supplies,
etc. The costs incurred at the point of referral are also a
barrier to accessing emergency care and are grouped into
the following categories, for ease: meals (including care-

taker); treatment and drugs; laboratory and investigations;
and finally administration fees.

Providing financial support for patients needing to access
emergency care is essential in particular for the most vul-
nerable members of a community and communities that
are defined as hard-to-reach.

Every Township should have a mapped referral pathway for
the areas/villages in their area, addressing the following:

1. Names of the nearest secondary facility with Compre-
hensive Emergency Obstetric Care services to a par-
ticular village/area

2. The name and telephone of the BHS responsible for
referral from that area

3. The name and number of the Village Health Commit-
tee (VHC) chairman

4. The nearest tertiary hospital from the secondary hos-
pital

The communities or at least the BHS and the VHC chair-
person should have:

1. The contact number and name of the referral hospital
appropriate for that locality

2. A communication strategy to inform communities of
emergency services' location and that maternal and
child emergencies are free of charge

3. The contact number of any organization that supports
referrals

Implementing partners (IPs) should try if possible to work
with the Township Medical Officers (TMOs) to ensure the
following:

1. That the costs charged in facilities for emergencies are
standardized and displayed in all facilities. These in-
clude:

* Radiology costs

* Laboratory costs (costs have been standardized by
MoH in 2009)

»  Ultrasound (a standard cost needs to be agreed)

* All maternal and child emergencies should be free

2. That facilities display the essential drugs lists to be
provided free in facilities

All data collected through an emergency referral pathway
belongs to the Township and should be made freely avail-
able to all relevant actors especially counterparts at Town-
ship and State/Regional level.
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OBJECTIVES OF THE GUIDELINE

SECTION 2: EMERGENCY REFERRAL PROCEDURE

Who should identify the emergency cases and be re-
sponsible for referral to the nearby hospital?

a. The Basic Health Staff of the health facilities

b. Volunteer Health Workers like Auxiliary Midwife
(AMW), Community Health Worker (CHW)

c. Member of the Village Health Committee or Village
Health Tract Committee, in the absence of the health
worker

d. A senior person within the community and other
appropriate informal service providers

e. Self referral (no forms available or no person

available to support referral)
The last system is the exception rather than the rule; whilst
not encouraging self referral, we must consider it as an op-
tion. Self-referrals will need approval on a case by case basis
by Implementing Partner staff, who will need to seek and doc-
ument an explanation as to why other referral approval was

not available in that instance.

Who should refer from the secondary (Township and

District) to the tertiary (State/Region) facility:

* TheTMO

*  Acting TMO

* Assistant Surgeon

*  Non specialist clinicians - SMO, TMOs.

*  Township Health Nurse or Senior Hospital Nurse in the
absence of a medical officer

How should an emergency referral cases be referred?

The principle message at the start of the pathway has to be
IF IN DOUBT - REFER!

Page 3

While making a 'non’ emergency referral may cost a health
programme money, failing to make an emergency referral
at time of need could cost that person his/her life. Further-
more, preventing a referral because it may not fit some cri-
teria will have a major negative impact upon the communi-
ty interms of trust in the system. So communities, BHS and
all relevant actors should ensure that the initial referral is
made as easy as possible with the fewest obstacles.

Repayment of the transportation costs must have a paper
trail and so the following forms and formats should accom-
pany the patient in order for the transport cost to be paid:

1. Referral Form (BHS)

2. Referral Form (CHW/AMW) can be used by a mem-
ber of the VHC and a senior person within the com-
munity

If Referral form from VHWSs or BHS is not available, ap-
proval will need to be sought from senior Agency staff
and senior THD staff

The forms must also be signed by a village authority or
member of the VHC or any government official living or
working in the community, simply to identify that the pa-
tient has begun their referral from that specific community.
They DO NOT have to be a resident as they may be a trav-
eller or a relative visiting family, for example.

If possible, patients should carry with them relevant doc-
umentation such as MCH Handbook and/or child health
card.



2.1 Referral Sites

Referral sites will be identified by the Township Medical
Officer, Station Medical Officer and Basic Health Staff as
required. The site must be able to offer comprehensive
emergency obstetric care and care for sick children and
is nearest to the area from which women and children will
be referred. This also means that it is not necessary that
the Township hospital that is responsible for that admin-
istrative area is the right place for referral; it must be the
one that is closest to that area. Therefore patients can be
referred to the hospital of another Township.

In addition, the referral site for tertiary care that is closest
to the secondary facility will also be identified.

2.2 Referral Costs

Generally referral costs can be split into 5 broad cost cat-
eqgories, listed below, with the first 4, almost always eligi-
ble under donor regulations. It is important to note that
since 2013 there has been a major push by the Ministry of
Health for services, especially those for MNCH, which are
free at the point of care.

Transportation Cost

Meal/Food Cost

Treatment Cost — (should be free at point of care)
Drugs and laboratory/radiological investigation
(should be free or standardized at the point of care)
5. Administration costs (not usually eligible under donor
regulations)

AW

Transportation Cost

This should cover travel for the patient and the caretak-
er from home to health facility and back. Reimbursement
will be made when a patient travels (with a caretaker) from
their community to the hospital seeking emergency medi-
cal care. Ideally, all the necessary referral forms should be
with the patient, signed by the right persons (listed in Sec-
tion 2) to ensure that the transportation actually occurred.
Sometimes this may not be the case and if the patient has
had care and treatment at the Hospital the transporta-

tion costs should still be reimbursed with the necessary
follow up with the point of referral. Where transport costs
are unsure or a receipt is not available (e.g. lost) it is rec-
ommended that estimates are made in advance for the
Township as a whole, based on all available information
and that costs are reimbursed based on these estimates.
If a receipt for transport cost (e.qg. river taxi ticket) then the
exact amount is repaid based on the receipt and not the
estimated costs (higher or lower).

Meal Cost

Based on the number of days of hospitalization of the pa-
tients PLUS one care taker, which will be verified through
the date of admission and discharge certificate/docu-
ment. The number of days to support meal cost for both
(patient and escort) will be for a maximum of up to ten
days of hospital stay, although this can be extended with
the authorisation of the most senior health person availa-
ble at the implementing agency.

e Standard meal cost: 3000 MMK/day/person for 10

days, over 10 days has to be approved by the TMO

Treatment Cost

In line with the referral criteria (listed below), costs will
be reimbursed immediately on discharge from hospital.
However some discretion has to be applied by the most
senior health person available at the implementing agen-
cy such that exceptions can be made. In particular this
would be for costs incurred in a non life threatening emer-
gency for highly vulnerable persons. The criteria can't
be seen as definitive but as a guidance and repayment
is ultimately governed by budget limitations. Maximum
repayment costs do not have to be set but for budgeting
purposes, it would make it easier if they were set. Exam-
ple of documentation that would be useful for making
these payments are: discharge forms, lab and investiga-
tion forms and prescription sheets for drugs.




Drugs and laboratory/radiological investigation

Drugs and laboratory/radiological investigation are reim-
bursed against the actual cost on production of a receipt
or voucher provided by the hospital. The amount paid will
be based against any ceiling set due to budget limitations.

Administration costs - Not covered

In the event of that the outcome is the death of the patient,
the Township (through IP fund flow) will provide a fixed fee
to support the recovery of the body to be returned to the
family. This would include the transportation charge back
to the home community (the return trip in effect). The fee
needs to be identified within each Township and added to
the CTHP and then made available to the wider commu-
nity.

2.3 Steps for Referrals

1. Entry to the Referral pathway:
a. A routine consultation of the patient by BHS,
CHW/AMWs gives cause for an emergency referral

b. An out-of-hours emergency consultation is
sought by the patient (or family member) where
the indication is that an emergency referral is re-
quired

¢. Danger signs and severe conditions have been
diagnosed according to Treatment Algorithms and
if possible, according to the criteria for emergency
referral

d. Any first treatment or supportive measures are
carried out as per guidelines and according to al-
gorithms before referrals are made by VHWSs and
BHS

e. A member of the VHC, village elder or similar
can confirm and sign the referral form stating that
the patient is departing the identified community
to seek further consultation at the secondary level
of health care

2. Patient/Care taker should be counselled about the
emergency condition and importance of getting to sec-
ondary care as soon as possible.

3. Patient/Care taker will be informed of referral support
system, procedures provided at Implementing Partner
(IP) or Township Health Department (THD) office and
ways to reimburse the costs incurred on behalf of over-
all referral pathway completed by the patient/s.

4. Consent forms are available at the hospitals and can
be signed by the Patient or the Care taker.

5. Referring to the agreed referral points (Station Hospi-
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tal/ Township Hospital) which have been identified and
agreed in Township coordination meetings.

6. Referral form is prepared by the relevant person BHS
or CHW or AMW and signed.

/. Transportation cost is provided to patient/caretaker,
from community emergency funds, where these are
available as an advance.

8. Arranging for communication to the referral sites of the
referral beind made with initial diagnosis if available.

9. Toinform IP Township office of the referral and details
of the caretaker.

10. Patient/ Care taker to make claims for reimbursement
at a recognised point of collection; IP office, township
Health Department office or similar, according to pro-
cedures in this document.

2.4 Recording, Reporting and
Data Analysis

THD responsibilities: The senior medical staff at the referral
site is responsible for receiving the referral case and provid-
ing care as per the agreed guidelines. They will need to sign
the relevant documents on discharge so that patients and
caretakers can make the claims for payment.

Both the THD and the supporting IP should be aware of,
and IPs should review documentation for the threat of the
'fixers" who attempt to take a commission for referral and
who also arrange for unnecessary referrals in order to ob-
tain a commission. The THD should lead on any measures
to be taken for such cases during the coordination meet-
ings.

After completing the referral payments, the referral cases
supported should be recorded in the database at township
level by the database operator responsible for the task or a
designated other member of staff as soon as possible. Re-
ferral data should be regularly monitored and analysed by
a senior member of the Health Team; the analysis is to be
shared with the TMO. These referrals and their outcomes
are an important part of routine data reporting. Area Man-
agers and their project staff should then ensure that cases
falling inside their catchment area are followed up at the
next available village level visit.
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Photo: An Auxiliary Midwife providing antenatal care to a pregnant mother in Bogale Township, Aye-
yarwaddy Region (Credit: 3MDG)
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When her daughter suffered from a bad bout of diarrhea, Htaung Zar Some (not her real name), a 24 year old
widow living in Tonzang Township in Chin, tried all traditional treatment methods possible until her daughter
was unable to drink or eat anything. Accompanied by her mother, Htaung Zar Some brought her child to a com-
munity health worker who immediately referred her to the hospital.

"He told me that my child was in dangerous condition and that | had to take her to hospital. He gave me a re-
ferral letter to refer my child to hospital and he explained that [emergency referral] will cover the transportation
cost and meal cost in line with their referral system’ she said.

Even though she had no money on her, with the guarantee of this financial support Htaung Zar Some was able
to take her daughter to the hospital- renting a motorcycle from a villager whom she would pay later.

“Now, my child has recovered and we don’t have to be in debt as the project has covered all expenses for trans-
portation, medical expenses and even meal costs for us during hospital days. If this had not happened, | would
be in paying back the debt for long time, maybe a year,” she said.




SECTION 3: IMPLEMENTATIONAL PROCEDURE

3.1 Advocacy and information

Emergency referral flow charts and leaflets should be dis-
tributed and explained to all members of the communities
by the volunteers, the VHCs and the BHS. They should also
be shared with the Township Administration staff and oth-
er relevant local authorities and any relevant C50O, NGO,
INGO partner. The pathway should be a regular topic
for discussion at monthly health coordination meeting at
RHCs and quarterly VHC meetings or any other events of
this nature Township Health Committee meetings, VTHC
meetings etc.).

Information should be disseminated to the community that
Comprehensive Obstetric Care can be accessed uncondi-
tionally in State and Region Tertiary Hospitals and at the
Township and Station hospitals.

3.2 Procedure for reimbursement

1. Patient or caretaker visits the IP office during office
hours. They should have the following documentation,
if possible:

*  Completed referral card

*  Medical record book from hospital

*  VHC recommendation letter

*  Emergency referral transport form

*  NRC card number and telephone number of
the recipients

2. The assigned person for emergency referral support,
reviews and completes the IP referral slip in the Ex-
penditure record form to process reimbursement of el-
igible costs certified by medical officer, doctors at hos-
pitals, or relevant THD officer of the referral hospital.

3. Theassigned person should sign the IP Expenditure re-
cord formwhich is prepared by the Referral assistant (or
assigned person), thus certifying that s/he has checked
the claimed cost and that it is in line with the policy. S/
he explains the procedure and payment to the patient/
care taker receiving the reimbursement costs and en-
sures the person signs the document upon receipt of
payment. Again, efforts should be made to protect the
patient from the ‘fixers’ taking commission.

4. The budget holder or authorized person approves pay-

ment.

5. The finance team makes payment after checking the
overall amount and verifying the receipts and signs.

6. The assigned person updates referral record book.

7. Payments can be made in a maximum of TWO instal-

ments:

*  paymentof one way transport costs and the cost of
three meals in advance on arrival at referral point.
This payment often needs to be prompt as some

Photo: An implementing partner aids the beneficiary through the emergency referral process
(Credit: Relief International)
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patients borrow money from the village which can
have high daily interest rates.
*  payment of full eligible reimbursement following
discharge
8. If the patient/caretaker is requesting only the first in-
stalment payment, then the referral card should be
copied and returned to the patient/caretaker.

9. The VHC will sign for receipt of repayment of the ad-
vance provided to the patient prior to referral from its
fund and informs to IP of this event.

Any disputes regarding the reimbursements of costs should
be handled by a senior member of the health team on duty
and if required support should be sought from the Project
Health Coordinator and Finance Manager. Unresolved dis-
putes need to be addressed by the Project Coordinator or
appropriate person in charge.

3.4 Monitoring and Reviewing
of referral policy

The Referral guidelines and policy should be reviewed at
project level (Township Health Department or Hospital site)

Recommendations

and the policy should also be reviewed at the organiza-
tions National and HQ level for effectiveness and feasibility
at least once a year, covering the issues of referral criteria,
referral costs covered and appropriateness of procedures.
At the Townships and State levels, relevant actors should
be included: TMO/MS, Paediatricians, Obstetricians, State/
Regional officers. The referral policy should be reviewed in
light of the death audits reqularly.

Outcomes of the referred patients should be monitored at
the community level by Project Officer/Emergency refer-
ral focal person and the performance of CHWs and AMWs
should be checked regularly with the use of supervisory
checklists by Project officer teams as well as by Area Man-
agers.

The referrals should be discussed with the relevant Town-
ship and Hospital authorities as a regular agenda item at
meetings to analyse the outcomes and the costs. With
the recent changes in Myanmar as much effort as possi-
ble should be made to ensure services that should be free
at point of care are actually free. No payments should be
made without a receipt.
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SECTION 4: CRITERIAS FOR EMERGENCY REFERRALS

The following tables are for guidance purpose only when used by a trained skilled health worker when ascertaining
what is the cause behind the referral. It is NOT a definitive set of criteria and there may be other reasons not listed for

making an emergency referral.

SIGNS AND SYMPTOMS POSSIBLE DIAGNOSIS AND ACTION

Emergency Obsterics
Pre-natal







Post-natal

Neonate & Infant (7 days - 2 months)

Infant & Children (2 months - 5 years)




Malaria Referral (All Ages)




Other Emergency Cases of all ages

References

The above table is generated from the following guidelines

Treatment Algorithm (IP)

CHW Manual (MoH)

AMW Manual (MoH)

Comprehensive and Basic Emergency Obstetrics Care (A Manual for Doctors) (WHO/MoH/UNFPA)
WCHD project: Women and Child Health Care (WHO/MoH)

Analytical data of referral support cases bases on 3 MDG township delta experience

MOH led Workshop to Discuss Emergency Referral Guidelines held in Nay Pyi Taw in November 2014
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