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Abstract 

Background and purpose: Although, economically, referral systems make utilization of health 

facilities at different levels sound, in many countries caretakers often bypass primary care 

facilities that are regularly costlier for caretakers and health care systems. The main objective of 

the current study was to assess the utilization of hospital services with more emphasis on 

economic point of view.   

Materials and methods: The present study was a facility-based cross-sectional study. A 

researcher developed questionnaire was used to collect the data. The samples were randomly 

selected and interviewed on their consent. SPSS Software was also used to analyze the collected 

data through Chi-2, correlation, and t-test.  

Results: Just 29.4 percent of the attendees to the hospital were carrying out a referral slip from 

their family medicine. Five variables including type of care, type of attending, appointment 

arrangement, satisfaction with family medicine, and vising family medicine were statistically 

analyzed and found significantly related to carrying referral slip. 

Conclusion: Because of dysfunction of referral system, Iran’s health care system was found to 

be far from achieving economic advantages of a referral based WHO District Health System. It 

is actually an inappropriate use of limited health resources in a country like Iran that seriously 

suffers from shortage of financial and health system resources. This is likely due to deficiencies 

in the components of its referral system, therefore, a full revision of current reforms and 

appropriate remedies for deficiencies in the components of referral system was found to be in 

top priority in Iran. 
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1. Introduction 

As a basic human right, all people deserve to 

have access to health care services regardless of 

their socioeconomic differences (1). No 

individual country even in developed world 

could provide such services equitably without a 

rational and appropriately organized health care 

system. In most countries, there are two major 

types of health facilities, primary care facilities 

and hospitals. Health care systems are often 

designed to encourage caretakers to seek care 

first at the primary care level and then be 

referred, if necessary, to a higher level of care 

i.e. hospitals (2). If this reflects actual care 

seeking behavior, then healthcare costs for the 

caretaker will be minimized (3). In many 

countries, however, caretakers often bypass 

primary care facilities and seek care directly at 

referral care hospitals for illnesses that could be 

easily treated at the primary care facilities (4). 

This can overburden the referral facilities, and 

is often costlier for the caretaker and the 

healthcare system. Different factors such as 

behavioral, cultural, and systemic factors have 

been mentioned that could influence 

compliance with referral system. Caretakers 

may be faced with a number of barriers before 

they comply with referral advice. Such barriers 

can be financial, geographic, and cultural. The 

relative importance of these barriers is usually 

unknown to public health planners in most 

countries implementing integrated healthcare 

services; consequently, interventions to 

improve caretaker compliance with referral are 

difficult to develop. Health workers may also 

have difficulty in complying with guidelines for 

referral especially in rural areas where 

caretakers may be faced with many 

communication and transportation barriers (5). 

A well-functioning referral system is 

fundamental to primary healthcare (PHC) 

delivery. Through referrals, primary care 

facilities save lives and provide prompt 

responses to emergency situations; they do this 

by helping people obtain access to higher levels 

of care, particularly at district level (6). Based 

on WHO District Health System (DHS) model, 

ideally, the two components of health systems, 

primary care facilities and hospitals, should 

complement each other; the health center level 

offers proximity care using relatively low level 

technology, while the district hospital takes 

care of patients referred by the health centers 

(7, 8). Thus, the referral system is an important 

element of this organization. An effective 

referral system contributes to giving a high 

quality of care and results in good cost-

containment because it restrains overtreatment 

(9), hence a well-functioning referral system is 

fundamental to primary healthcare delivery. 

Nevertheless, referral systems are frequently 

dysfunctional (10). Effective referral systems 

are instrumental in improving quality of care, 

decreasing healthcare expenditures and 

improving health outcomes (11). According to 

the Aday and Andersen model for access and 

utilization of care, multiple factors may 

influence utilization of health services. Such 

factors may include characteristics of the 

population at risk and characteristics of the 

healthcare delivery system (12-16). An 

effective referral system ensures a close 

relationship between all levels of the health 

system and helps to ensure people receive the 

best possible care closest to home. It also 

assists in making cost-effective use of hospitals 
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and primary healthcare services. In many 

developing countries, a high proportion of 

clients seen at the outpatient clinics at 

secondary facilities could be appropriately 

looked after at primary healthcare centers at 

lower overall cost to the client and the health 

system. The design and functioning of a referral 

system in any individual country will be 

influenced by many factors such as capabilities 

of lower levels, availability of specialized 

personnel, training capacity, organizational 

arrangements, cultural issues, political issues, 

traditions, population size, and density, terrain 

and distances between urban centers, pattern 

and burden of disease, and demand for and 

ability to pay for referral care as either health 

systems determinants or general determinants 

(13-17). The aim of this research was then to 

investigate socio-economic and health seeking 

behavior of caretakers at using hospital services 

in Iran.   

2. Materials and Methods 

The present research was a facility-based cross-

sectional study. Given the economic advantages 

of referral system, the aim of the current study 

was to investigate the pattern of referral 

hospital utilization at a provincial tertiary 

teaching hospital, Imam Khomeini Hospital, 

affiliated to Mazandaran University of Medical 

Sciences in northern part of Iran. This hospital 

is a typical hospital in terms of its ownership, 

rules and regulations, financing, payment 

mechanism, and price of services. Then, it 

could be a representative hospital for the 

majority of state-owned hospitals in Iran. 

Tertiary hospitals at the third level of healthcare 

delivery system usually use more advanced 

technology, sub-specialists, and hence are more 

expensive. To make the utilization of such 

expensive and sophisticated facilities 

economically sound, the minimum expectation 

is that attendance should at least be subject to 

carrying out a referral slip.  A researcher-

developed questionnaire was used to extract 

data from attendees to hospital at admission 

department. In developing this questionnaire 

and improving its construct validity, relevant to 

the objectives and variables of study, literature 

as well as informed opinion was consulted. 

Before the main study, the provisional draft of 

questionnaire was piloted among a limited 

number of patients, and based on that, some 

corrections were made to improve the content 

validity of the questionnaire. Using the sample 

size equation, 96 cases were required; however, 

for improving the results, we decided to 

approach a bigger sample size of about 50 

percent. Then, 149 caretakers were randomly 

selected and interviewed on their consent. The 

respondents were selected on random basis to 

reduce the biases and to provide more 

representative sample. The collected data was 

coded, and an excel file was produced. Then, 

SPSS Software was used for analyzing the 

collected data through Chi-2, correlation, and t-

test as inferential statistical measures.  

3. Results 

In the current study, 149 patients attending 

Imam Khomeini Hospital, a typical tertiary 

teaching hospital, were interviewed. The data 

has shown that the highest frequency of patients 

(29.1%) was related to 25-35 age group, where 

this figure for the age group under 15 years old 

with the lowest rate was 4.1%. Most attendees 

in this study were female (58.8%). In terms of 

marital status, 67.4% of the respondents were 
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married. At the same time, except for 11.3%, 

the respondents had some degree of education 

ranging from elementary to academic education 

of above the degree. Regarding job category, 

housekeeping was the prevalent category with 

60.3% frequency, and 66.2% of the respondents 

have classified themselves as being fit to 

average economic group. Majority of the 

respondents (51.5%) were from urban areas.  In 

addition, 65.9% of the respondents came from 

the area of less than 1 hour distance from 

hospital and 81.7% of the patients have used 

public transport as means to attend the hospital. 

Out of these studied population, just 29.4% 

attended the hospital carrying a referral slip 

from their family practitioner. In the following 

table, some socio-economic characteristics of 

the hospital attendees are also presented. 

 

Table 1. Socioeconomic characteristics of respondents in a typical tertiary teaching hospital in Sari-Iran 

Variable Frequency  Percentage 

Age group:   

15 years < 6 4.4 

16-25 years 22 16.3 

26-35 years 40 29.6 

36-45 years 37 27.4 

46 years > 30 22.2 

Literacy:   

Literate 110 88.7 

Illiterate 14 11.3 

Location:   

Urban 70 51.5 

Slum area 62 45.6 

Rural 4 2.9 

Distance:   

One hour < 89 65.9 

One hour >    46 34.1 

Type of transport:   

Public 107 81.7 

Private 24 18.3 

Job:    

Employed 52                     39.7 

Housekeepers or not 

working       

79 60.3 

Economic status:   

Weak 32 24.6 

Average 86 66.2 

Good 12 9.2 

 

As is indicated in Table 1, the respondents were 

mostly adults, literate with economic statues of 

average or below average. None of the 

variables being presented in Table 1 were 
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significantly associated with following the 

referral guideline. The health seeking behavior 

of respondents and relevant characteristics are 

also presented in Table 2. 

 

Table 2. Health seeking behavior and relevant characteristics of caretakers in a typical tertiary teaching hospital 

in Sari-Iran 

Variable Frequency Percentage 

Type of hospital attending:    

Emergency by ambulance                       6 4.4 

Emergency without ambulance               62 45.6 

Non-emergency                                       68 50.0 

Reason for attending hospital:  

Outpatient   64 47.1 

Inpatient 72 52.9 

Severity of disease:  

Slight 7 5.2 

Moderate 69 51.1 

Severe 59 43.7 

Arranging appointment:  

Yes 40 30.1 

No 93 69.9 

Waiting time:  

One hour < 84 65.1 

One hour> 45 34.9 

Type of basic insurance:  

MSIO*   1 0.7 

SSO** 45 33.1 

Rural 62 45.6 

Others   27 19.9 

Without insurance 1 0.7 

Supplement insurance:                                   

Yes 17 15.0 

No      96 85.0 

Enrolled with family practitioner:  

Yes   128 94.1 

No 8 5.9 

Type of family practitioner:   

Urban 69 53.1 

Rural   61 46.9 

Satisfaction with family practitioner:  

Yes 79 63.7 

No 45                          36.4 

Visiting family practitioner before 

attending hospital: 

 

Yes   55 44.0 

No 70 56.0 

Carrying referral slip:  

Yes   40 29.4 

No 96 70.6 

*Medical Services Insurance Organization 

**Social Security Organization 
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As the above table reveals, most of the 

respondents were characterized as not 

scheduling an appointment, with waiting time 

less than 1 hour at hospital before getting any 

care, with severity of disease equal to moderate 

and slight, and basic insurance but without 

supplement insurance, enrolled and satisfied 

with family practitioner, not visiting family 

practitioner before attending hospital, and not 

carrying referral slip. Among the variables of 

Table 2, those which were significantly 

associated with carrying referral slip is 

presented in Table 3, as follows. 

 
Table 3. Caretakers carrying referral slip and associated variables in a typical tertiary teaching                              

hospital in Sari-Iran 

 
Not carrying                    

referral slip 

Carrying            

referral slip 
P value 

Type of care 

Inpatient 52(54.2%) 12(30.0%) 

0.008 Outpatient 44(45.8%) 28(70.0%) 

Subtotal 96(100%) 40(100%) 

Type of attending 

Emergency  by 

ambulance 
6(6.2%) 0(0.0%) 

0.029 
Emergency without 

ambulance 
47(49.0%) 15(37.5%) 

Non urgent 43(44.8%) 25(62.5%) 

Subtotal 96(100%) 40(100%) 

Arranging appointment 

Yes 21(22.3%) 19(48.7%) 

0.003 No 73(77.7%) 20(51.3%) 

Subtotal 94(100%) 39(100%) 

Satisfaction with family practitioner 

Yes 50(58.1%) 29(76.3%) 

0.039 No 36(41.9%) 9(23.9%) 

Subtotal 86(100%) 38(100%) 

Visiting family practitioner before 

attending hospital 

Yes 15(17.6%) 40(100%) 

0.000 No 70(82.4%) 0(0.0%) 

Subtotal (100%) (100%) 

 

As is shown in the table, among the variables 

being studied, 5 variables including type of 

care, type of hospital attending, arranging 

appointment before attending hospital, 

satisfaction with their family practitioner, and 

visiting family practitioner before attending 

hospital were significantly related to carrying or 

not carrying referral slip by caretakers. 

4. Discussion 

The results of the current cross-sectional study 

that has taken place in a tertiary education 

provincial hospital affiliated to Mazandaran 

University of Medical Sciences revealed that 

less than 30% of hospital attendees carried out a 

referral slip. Regardless of the underlying 

causes of such situation (2), it was interpreted 

as the dysfunction of referral system in Iran’s 

pyramidal DHS system. Where, theoretically, a 

well functioning referral system is fundamental 

to primary healthcare delivery (7, 9), but the 

dysfunction of referral systems are frequently 

mentioned in different studies (10, 7, 2). This 

situation has different consequences for health 

system in total. It is actually an inappropriate 

use of limited health resources in a country like 

Iran that suffers seriously from the shortage of 

financial and health system resources. Indeed, 

as a concern of trend in health expenditure in 



 The economics of referral system S. Rouhani  et al 

 

Iran J Health Sci 2017; 5(1): 44 
 

Iran (18), major reforms in national health care 

system in recent years have directly and 

indirectly emphasized implementing referral 

system for better financial and nonfinancial 

achievement. Actually, the issue of cost 

containment continues to dominate the debate 

regarding the strategies for organizing and 

financing healthcare services across the world 

(19). Iran is already a relatively big spender in 

the region, and also by global standards. At 

7.8% of GDP, Iran is comparable to a higher-

income OECD range country. Nevertheless, a 

range of issues remain (8). Recent reforms in 

Iran’s healthcare system have involved primary 

care facilities by introducing Family 

Practitioners (FPs) as gatekeepers, and hospitals 

as major providers of secondary care to play as 

referral facilities, and public health insurance 

companies of MSIO and SSO as key health 

insurance organizations for reconditioning 

referral guidelines when they come to 

reimburse both primary and secondary 

healthcare providers. Effective gatekeeping 

leads to a greater range of conditions to be 

managed by FPs at the point of first contact (20, 

21, 22), which could then be an appropriate and 

economically sound intervention to address 

both financial and nonfinancial issues. 

Gatekeeping modifies the patient care process 

with more first contact with a family 

practitioner and, consequently, less self-referral 

to secondary care services (18). But the results 

of the present study revealed that, currently, 

Iran’s healthcare system is far from the point to 

achieve such advantage of a referral-based 

DHS. This situation (the dysfunction of referral 

system), is likely due to deficiencies in the 

components of the referral system, consisting 

community, physical infrastructure, healthcare 

providers, various communication systems, 

management information system, resources 

(financial and otherwise),and the administration 

and organization of the system (2).  

In the present study, it was also found that some 

of the variables, such as type of care required or 

sort of attending the hospital in terms of 

urgency, as well as some attributes of FP, were 

related to patient going through referral 

pathway. In this regard, a report in the United 

States highlighted that 75% of the variation in 

referral rates for specific conditions is 

attributable to the characteristics of the 

presenting problem (23). In addition, other 

studies indicated that improved access to FPs 

and gatekeeping function reduced hospital 

referral and led to less hospitalization (24, 25, 

26), less utilization of specialist and emergency 

centers (27, 28), and less chance of being 

subject to inappropriate health interventions 

(29). Shifting care across specialist-family 

practice and secondary-primary care boundaries 

is possible and has shown to be cost-effective 

without adverse effect on health outcomes. For 

instance, family practitioners in Norway led 

hospitals to provide healthcare at lower cost 

compared with alternative modes of care (30). 

Several UK studies confirm cost-saving effect 

of FP hospitals by reducing referrals and 

admissions to higher-cost general hospitals 

staffed by hospital specialists (31, 32, 33). Care 

delivered by family practitioners as compared 

with hospital specialists in hospital-based 

accident and emergency departments is shown 

to be more cost effective, with lower use of 

diagnostic investigations, lower referral rates to 

secondary services, lower prescription levels 
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and no significant difference in patient 

satisfaction or health outcomes (34, 35, 36). 

Except for a small number of variables, as 

pointed out, the remaining socioeconomic and 

caretakers characteristics were not related to 

referral pattern of patients attending specialist 

hospitals studied in this investigation. 

Bypassing referral system from a wide range of 

population into a specialist teaching hospital 

happened where nearly all patients have already 

been covered by a capitation-based FPs. This 

could be interpreted as deficiencies in the 

components of referral system in Iran (2), and 

the deficiencies that have been felt by FPs in 

previous study in the same province (13-15, 

37). Dealing with such fundamental problems 

requires appropriate and systematic 

consideration rather than segmental deficient 

interventions with poor infrastructural 

requirement (2). In fact, many primary 

healthcare programs in low-income countries 

have been unsuccessful due to their lack of 

necessary adequacy (38).  

A national study of the referral practices of the 

US physicians showed that paying physicians 

by capitation did not influence referral rates, 

although it was associated with more referrals 

made for discretionary indications (39). 

Structural weaknesses in the organization of 

service delivery need to be addressed by 

developing more effective interface between 

the sub-systems of the health sector to enhance 

integration and continuum of care. There is a 

need to develop transparent referral criteria 

which can later be incorporated into clinical 

care guidelines to encourage management of 

health problems at PHC level and reduce 

unnecessary referrals to hospitals. This is 

critical to effective functioning of PHC to 

realize efficiency gains and to improve quality. 

The gatekeeping function of PHC must be 

strengthened by limiting access to secondary 

care only after referral by a named family 

physicians or general practitioner. There is 

good experience from countries that have well-

developed PHC systems (such as England and 

the Netherlands) where strong gatekeeping 

function has been established. This will also 

help to enhance continuity of care and improve 

the ability of PHC level to co-ordinate 

optimally the patient’s journey through the 

health system (18).  

The results of the present study, as being 

presented and discusses, could be evidence that 

the most expensive and potentially valuable 

health facilities in Iran are not used rationally. 

The economic cost of such utilization both for 

caretakers and healthcare delivery system is 

very high. This is happening where the major 

health reforms in Iran particularly emphasized 

the implementation of referral system in using 

hospital facilities in recent years, and 

accordingly, substantial resources are capitated 

to primary healthcare physicians at the first 

level of healthcare delivery system. Given the 

findings of the current study and taking into 

account the newly introduced reforms in 

different components of Iran’s healthcare 

system, together with available and relevant 

literature, a full revision of current reforms and 

appropriate remedy for deficiencies in the 

components of referral system in Iran is in top 

priority toward better achievement of desired 

health system goals and outcomes.  
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Limitations of the study  

The current study was carried out in a relatively 

well-off province that could influence the 

health seeking behavior of patients at referral 

hospitals. In improving the referral pattern and 

then making the utilization of specialist 

facilities more economical and rational, other 

issues, such as the quality of primary healthcare 

and family medicine itself, the budgeting and 

payment mechanisms in hospitals, the role of 

insurance companies in reimbursing hospitals, 

have crucial roles that were not taken into 

account in the present study. 
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