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Self-referral practice and associated factors among women who gave birth in South Gondar zone primary hospitals, Northwest Ethiopia: a cross-sectional study design
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Background: Patient self-referral is when patients refer themselves to upper-level health facilities without having to see anyone else first or without being told to refer themselves by another health professional. Self-referral leads to a diminished quality of healthcare services. However, globally, many women who gave birth referred themselves to hospitals without having referral sheets, including in Ethiopia and the study area. Therefore, this study aimed to assess self-referral practice and associated factors among women who gave birth in South Gondar zone primary hospitals in Northwest Ethiopia.

Methods: A cross-sectional mixed-method study was conducted among women who gave birth in South Gondar zone primary hospitals between 1 June 2022 and 15 July 2022. Semi-structured questionnaires were used to gather quantitative data from 561 participants who were selected by a systematic random sampling technique. Interview guides were used to collect qualitative data from selected six key informants. Quantitative data were entered into Epi Data version 4.6.0.4 and then exported to the statistical software SPSS version 25 for further analysis. Thematic analysis using open code version 4.02 software was applied for qualitative data analysis. A binary logistic regression analysis was employed. In a bivariable analysis, a p < 0.25 was used to select candidate variables for multivariable analysis. P < 0.05 and a 95% confidence interval were used to determine significant variables on the outcome of interest.

Results: The overall magnitude of self-referral was 45.6%, with 95% CI (41.5%, 49.9%). They had no antenatal care (ANC) follow-up (AOR = 3.02, 95% CI: 1.64–5.57) and 1–3 ANC follow-ups (AOR = 1.57, 95% CI: 1.03–2.41), poor knowledge about the referral system (AOR = 4.04, 95% CI: 2.30–7.09), and use of public transportation (AOR = 2.34, 95% CI: 1.43–3.82), which were significantly associated with self-referral practice.

Conclusion: This study showed that nearly half of the deliveries were self-referred. ANC follow-up, women's knowledge of the referral system, and mode of transportation were factors significantly associated with the self-referral practice. Therefore, developing awareness-creation strategies and increasing coverage of ANC 4 and above are necessary interventions to reduce the self-referral practice.
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Background

A referral system allows patients to access care in health centers (HCs) before higher levels of care, such as second- and third-level hospitals, are offered (1). A referral is a process by which a health professional temporarily or permanently transfers responsibility for care to another health professional, social worker, or community due to their inability or limitation to provide the necessary care (2). In a referral system, patients are transferred between medical centers with or without a referral sheet, which are the so-called self-referrals (3). A patient self-referral is a situation when patients refer themselves to upper-level health facilities without having to see anyone else first or without being told to approach another health professional (4). Alternative terms have also been employed by further studies, such as bypassing the primary-level facilities. Nonetheless, the overall meaning behind these terms remains the same (5).

The extent of self-referral to higher-level hospitals is alarming worldwide. However, based on symptoms, most of the disease presentations could have been managed adequately in a primary healthcare unit (PHCU) setting (6). Developing nations, including Ethiopia, have referral policies, but putting those into practice is complex (7–9). In many Asian and African countries, more than two-thirds of patients bypassed outpatient departments at lower-level health facilities (6, 10–12). In Africa, particularly Sub-Saharan African countries, 19.35–47.2% of women bypassed PHCUs for maternal–child healthcare (13–17). As a result, hospitals were overcrowded with patients who could be treated in lower-level facilities (18).

Bypassing HCs has deleterious effects on the healthcare system, particularly on healthcare services for the general population (3). It wastes the time of highly qualified medical personnel on minor cases and overstretched human and physical resources. As a result, there are delays in effective management, poorer patient outcomes, declining quality of care, and increased dissatisfaction among providers and healthcare users (19). Bypassing HCs leads to underutilization of the HCs and overburdening of primary, general, and specialized hospitals (6, 20). From the patients' or clients' side, bypassing causes extra costs in terms of transportation, living, and medical expenses (3, 16, 17, 21). Patients are also vulnerable to drug-resistant bacteria linked with hospital-associated healthcare infections (22).

The significant factors that influence self-referral practice were socio-demographic (age, education, residence, income, and good knowledge) (10, 12, 14, 17, 23–26), obstetric (primigravida, obstetric complication, primiparity, and ANC visit) (17, 24, 26, 27), access, perceived privacy and confidentiality of services, having no equipment, enrolled community-based health insurance, health facility, service quality, and history of visiting a hospital (4, 16, 17, 24, 27).

The Ethiopian health service operates a three-tier structure of PHCUs, general hospitals, and specialized hospitals (2). The catchment population and the package of care provided at each level are different, but all are interlinked (2). PHCUs are the first level of contact of individuals with the national health system that brings maternal and child care as close as possible to where people live and work (28). In Ethiopia, HCs serve as referral centers for health posts (HPs), and primary hospitals serve as referral centers for HCs (29). General and specialized hospitals are meant to handle sophisticated cases (3).

The Ethiopian health policy has strategies for developing a referral system (30). These strategies are improving accessibility, optimizing utilization, rationalizing costs, assuring continuity, improving quality of care at all levels, and strengthening communication within the healthcare system (30). The referral system ensures that every level of the referral chain can withstand the expected functions (28). It also enables greater efficiency and less burden on hospitals (31). Pre-referral stabilization and enhanced communication can avert a considerable number of deaths (32).

The Ministry of Health in Ethiopia has developed different referral implementation guidelines, referral formats, and feedback mechanisms. In addition, there are 24-h referral services and liaison nurses in health facilities to strengthen the referral system (2, 3, 29, 33). Ethiopia also invests a large amount of money in HCs and HPs. According to Ethiopia's 2017 National Health Account Report, more than one-third of total health expenditure goes to HCs and HPs (34). Despite this, the community usually seeks care directly from hospitals without an official referral from a HC or HP and without looking for any prior source of care (1, 3, 35). Even though the extent of self-referral is not well documented and reported in the study area for childbirth, it accounts for nearly 63.9% of outpatients (25).

There is limited evidence concerning self-referral practice in Ethiopia and the study area. The available literature in Ethiopia concerning self-referral practice recommends conducting a mixed-method study (24). Additionally, the available literature in Ethiopia did not include important factors such as household wealth, knowledge of the referral system, cleanliness, privacy and confidentiality, and timely attention at HCs. Finally, evidence generated from this study could help policymakers, facility managers, and healthcare providers in planning interventions to reduce self-referral practice. Therefore, this study aimed to assess self-referral practice and associated factors among women who gave birth in South Gondar zone primary hospitals, North West Ethiopia.



Methods


Study area and period

A cross-sectional mixed-method study was conducted among women who gave birth in South Gondar zone primary hospitals between 1 June 2022 and 15 July 2022. The South Gondar zone is located in the northwest part of Ethiopia. The town of the South Gondar zone is Debre Tabor, which is 654 km from Addis Ababa, the capital city of Ethiopia, and 108 km from Bahir Dar, the capital city of Amhara regional state. According to the South Gondar zone city administration report, this zone is organized into seven town administrations and 13 districts. Additionally, there were 9 hospitals, 109 HCs, and 402 HPs in this zone at the time of data collection. Of the nine hospitals, one is a specialized hospital, and the other eight are primary hospitals. Based on the 2021 Amhara regional state population estimation, this zone has a total population of 2,651,350, of which 1,320,659 are women, 536,368 are non-pregnant women aged 15–49 years, and 89,351 are the estimated numbers of pregnant women.



Study population

The study population comprised women who gave birth in South Gondar zone primary hospitals. As part of the qualitative component, we selected health professionals who worked in hospitals and had access to information. Women who had emergency cases and were unable to respond, those who were critically ill, health professionals who were on annual leave, and those who were ill during the period of data collection were excluded.



Sample size and sample size procedure

The sample size (for the first objective) was determined using a single population proportion formula by considering a 95% confidence level (zα/2 = 1.96), 5% margin of error, and 67% proportion of self-referral in Nigist Eleni Memorial Hospital, South Ethiopia (24), with 10% non-response rate, and the final sample size was 584 (Figure 1). A systematic random sampling technique was used with a K-value of 2. We have used an average monthly report on the total number of mothers who attended the facility, which was 1,320 deliveries per month. On delivery registration lists, the first study participant was determined randomly. A purposive criterion (information-rich about the outcome, had experienced, and indicated by other samples) based sampling technique was used for the qualitative component.


[image: Figure 1]
FIGURE 1
 Diagrammatic representation of sampling procedure of women who gave birth in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022. PH, Primary Hospitals; ABPH, Andabet PH; AZPH, Adiss zemene PH & Dr. AMPH=Dr. Ambachew memorial PH; EPH, Ebenate PH, MEPH, Mekane Eyesuse PH; MKMPH, Megbaru Kebede Memorial PH; NMPH, Nefase Mecha PH.




Study variables
 
Dependent variable

For this study, self-referral is defined as women who bypassed the nearby HC and presented themselves at primary hospitals for childbirth without a previous history of appointment and ANC follow-up classified as “Yes” or “No” (13, 15, 25, 36).



Independent variable

The independent variables were socio-demographic factors (age, residence, wealth index, and educational and occupational status), obstetric factors (gravidity, parity, ANC follow-up, previous and current pregnancy complications, and previous childbirth complications), health facility and service provision-related factors (timely attention at HC, cleanliness at HC, confidentiality at HC, history of visiting hospitals, and knowledge of the referral system), and access to health service-related factors (distance to hospital, access to transportation, mode of transportation to the hospital, and HC location).

The conceptual framework summarized different factors to assist in exploring factors associated with self-referral practice from different works of literature, including socio-demographic characteristics, health facility and service provision-related factors, health service accessibility-related factors, and obstetric factors. The framework was adapted from different pieces of literature (4, 10, 15, 17, 20, 23–25, 37, 38) (Figure 2).


[image: Figure 2]
FIGURE 2
 Conceptual framework developed from different pieces of literature.




Wealth index

All asset variables were coded into binary variables. All the assumptions of principal component analysis (PCA) were checked. The first PCA was generated from a group of 21 variables. Based on the first PCA, an aggregated score was calculated for each of the surveyed households, which was grouped into quintiles, with quintile 1 representing the “poorest” and quintile 5 representing the “richest” (13, 25, 39).



Knowledge of the referral system

Eight questions were used to measure the knowledge of women about the referral system. If the woman answers seven to eight questions, she is considered to have good knowledge; if she answers four to six questions, she is considered to have fair knowledge; if answers less than four questions, she has poor knowledge (25, 38).



Childbirth and pregnancy complications

A mother reported at least one of these as follows: vaginal bleeding, severe headache, blurred vision, abnormal body movement, malpresentation, malposition, intrauterine fetal death, prolonged labor, and leakage of amniotic fluid (40).



Distance

This was measured based on women's self-reported time to reach the hospital on foot in minutes. Then, the time was changed into hours and categorized into three (1 = “ <1 h”, 2 = “1–2 h”, and 3 = “more than 2 h”) (32).



Data collection tools and procedure

The quantitative, semi-structured interviewer-administered questionnaire was used which was adapted from different pieces of literature (16, 24, 33, 38). First, the questionnaire was prepared in English and then translated into the local language, Amharic, and back to English to check consistency by an independent translator (41, 42); for the qualitative data, an interview guide was used. KII was used as a qualitative data collection technique with permission from the participants. The interview proceedings were audio-taped.



Data quality control and assurance

For the quantitative part, 1-day training was given to data collectors and supervisors before data collection on the objectives, the importance of the study, confidentiality issues, participants' rights, informed consent, and techniques of interviewing by the principal investigator. Eight nurses with BSc degrees and two supervisors (BSc) who have skills in supervision participated in the data collection process. A pretest was done by the principal investigator on 30 postpartum women (5%) at Kolla Deba primary hospital, which is found in the neighboring central Gondar zone. Findings and experiences from the pretest were utilized in modifying the data collection tool. The data collectors were proficient in the Amharic language, and they did not belong to SGZPH.

The principal investigator and supervisors supervised data collectors and the whole process in the delivery ward. The data collectors, supervisors, and principal investigator manually checked the field questionnaire for completeness and consistency daily. Problems faced were discussed, and timely solutions were taken daily. Finally, the completeness of the questionnaire was checked and manually cleaned before data entry. Qualitative analyses were performed manually using qualitative content analysis. This process included open coding, abstracting, and creating classes. All individual interviews were transcribed, and the texts were read several times. Larger themes were formed by grouping the categories. Lastly, the quantitative and qualitative components were compared, synthesized, and discussed.




Data processing and analysis

The questionnaire was coded uniquely by the principal investigator and supervisors, and then, double entry into EpiData version 4.6.0.4 software was done to minimize data entry errors. The quantitative data, entered into Epi Data version 4.6.0.4, were exported to SPSS version 25 statistical software for coding and further analysis. Tables, graphs, and texts were used to present descriptive statistics such as frequency, percentage, median, and interquartile range (IQR). Normality tests such as histogram, skewness, and kurtosis were employed to see the normal distribution of continuous independent variables and to identify which summary measure is appropriate to use. Accordingly, the distribution was found to be asymmetric. All continuous independent variables were categorized. The chi-square (χ2) assumption was checked for all independent variables, and all variables passed except the marital and occupational statuses of the woman. Multicollinearity among independent variables was checked using the variance inflation factor (VIF) and was found less than five multicollinearities (mean value = 1.5). A binary logistic regression analysis was employed to see the relationship between dependent and independent variables and to select the candidate variables for multivariable analyses. Independent variables with a p < 0.25 during bivariable logistic regression analyses were entered into the multivariable logistic regression analyses to control for confounding factors. Finally, an adjusted odds ratio (AOR) with 95% CI and a P < 0.05 was used to ascertain factors associated with self-referral. Model fitness was tested using the Hosmer–Lemeshow goodness-of-fit test (p = 0.84).

The interviews with key informants were properly recorded, and the audio recordings were transcribed into the local language and translated into English by the principal investigator. The translated qualitative data were entered into Open Code software version 4.02 after being converted to plain text. Thematic analysis was used to analyze the data. Subsequently, the codes were organized under six main themes. These themes were lack of skilled providers, medical equipment and drugs, trust, privacy at HC, better service at a hospital, and behavioral factors. The qualitative and quantitative data were collected and analyzed separately. Finally, they were integrated during the interpretation of the findings.



Ethical consideration

Ethical clearance was obtained from the Institutional Review Board (IRB) of the University of Gondar, College of Medicine and Health Sciences, Institute of Public Health (Ref. No. IPH/2119/2014). A letter of cooperation from the hospital administrators was written to obstetric ward coordinators. Written informed consent was taken from all of the study participants after being informed of the study objectives, expected outcomes, benefits, and risks associated with it. Confidentiality of responses was maintained throughout the study.




Results


Sociodemographic characteristics of the participants

A total of 561 women participated in this study, with a response rate of 96%. Nearly half (49.7%) of participants were in the age group of 25–34 years, with a median age of 27 years (IQR: 23, 31 years). More than half (52.4%) of the participants were urban residents. A total of 218 participants (38.9%) had not attended formal education, and 180 (32.1%) and 107 (19.1%) participants were from the poorest and richest family wealth index, respectively (Table 1).


TABLE 1 Socio-demographic characteristics of the participants in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022 (n = 561).

[image: Table 1]

A total of six participants took part in the qualitative part of the study. The age ranged between 29 and 36 years. All of the participants were men. More than half (4/6) of the participants had worked for more than 6 years (Table 2).


TABLE 2 Background information of the KII participants in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022.

[image: Table 2]



Obstetric characteristics of participants

Among 561 participants, two-thirds (66.1%) were multigravida and nearly two-thirds (63.6%) were multiparous. Among 357 participants, 109 (30.5%) had a history of complications during delivery. Concerning ANC, 257 (45.5%) had reported that they had 4 or more ANC follow-ups (Table 3).


TABLE 3 Obstetric characteristics of study women in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022 (n = 561).

[image: Table 3]



Health service access-related Factors

A total of 155 (27.6%) participants estimated that they take more than 2 h to reach the hospital. The median time to reach a hospital was 1.5 h (IQR: 0.5, 2.5 h). More than two-thirds (79.1%) of the participants used public transportation when they went to the hospital (Table 4).


TABLE 4 Access-related factors of study participants in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022 (n = 561).

[image: Table 4]



Individual factors

A total of 137 (24.4%) and 170 (30.3%) women had good and poor knowledge of the referral system, respectively. Two-thirds (66%) of the participants had a history of visiting the hospital (Table 5).


TABLE 5 Individual factors of study women in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022 (n = 561).

[image: Table 5]

The overall magnitude of self-referral practice in South Gondar zone primary hospitals was 46% with 95% CI (41.5%, 49.9%) (Figure 2).



Reasons for self-referrals for their delivery decision

The most popular reason for self-referral practice was the family intention for quality delivery (33.6%), followed by a lack of trust in the health center (17.6%). On the other hand, no respect for full-care providers appeared to be the least common reason (9.8%) (Table 6).


TABLE 6 Reasons for self-referral practice among women who gave birth in South Gondar zone primary hospitals Northwest, Ethiopia, 2022 (n = 256)a.

[image: Table 6]



Factors associated with the self-referral practice

In the final multivariable binary logistic regression analysis, ANC follow-up, knowledge of the referral system, and mode of transportation to a hospital were significantly associated with the dependent variable at a p < 0.05.

Accordingly, the odds of self-referral practice among women who had no ANC follow-up and 1–3 ANC follow-ups were 3.02 (AOR = 3.02, 95% CI: 1.64–5.57) and 1.57 times (AOR = 1.57, 95% CI: 1.03–2.41) higher compared to those who had four and more ANC follow-ups, respectively. This finding was supported by the qualitative findings as half of the participants reported: “According to our previous assessment at our hospital, mothers who came without a referral from a health center or came on their own will didn't meet [WHO] recommended antenatal care.” (36-year-old male IESO).

“Most mothers have [ANC] follow up but it is below the standard. Most have at least one or two [ANC] follow up. Almost 90% and above have one or two follow up, but there is a problem regarding 4 and more [ANC] follow up.” (33-year-old male CEO).

The odds of self-referral practice among women who had poor and fair knowledge of the referral system were 4.04 times (AOR = 4.04, 95% CI: 2.30–7.09) and 3.07 times (AOR = 4.04, 95% CI: 1.84–5.13) higher compared to those who had good knowledge, respectively. This result was also supported by the qualitative part as most of the participants said: “Awareness creation about the referral system is created during antenatal care visits and conferences but it is not too detailed and enough. It is not to the level that going to hospital is extravagant. It is also interrupted. Therefore self-referral is a problem of poor awareness and service interruption.”[SIC] (33-year-old male CEO).

The finding was also supported by the KI interview from the liaison office.

“When we discussed with mothers under the presence of health extension workers, they did not know the whole structure of the health system and the referral system. Even if there is a health center in their area, they come straight to our hospital whenever they want and they often have less understanding when we evaluate.” (34-year-old liaison officer).

Moreover, the odds of self-referral practice among women who used public transportation were 2.34 times (AOR = 2.34, 95% CI: 1.43–3.82) higher compared to those who travel on foot (Table 7).


TABLE 7 Bivariable and multivariable analyses of potential factors associated with self-referral practice among women who gave birth in South Gondar zone primary hospitals, Northwest, Ethiopia, 2022.
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Discussion

This study examined self-referral practice and associated factors among women who gave birth in South Gondar zone primary hospitals. The prevalence of self-referral in this study was 46% with a 95% CI of 41.5% and 49.9%. This finding was consistent with a study conducted in Kenya (47.2%) (15) and the Pwani region, Tanzania (41.8%) (14).

However, the result of this study was lower than a study conducted in the Hadiya zone, Ethiopia (67%) (24). This difference might be due to the intervention that the Ethiopian health sector transformation plan focus on to improve the accessibility and quality of HCs since 2016 (43, 44). In addition, this might be also due to a variation in the study period, an increased number of health facilities/health professionals' every year, and advice given at ANC clinics. Furthermore, the observed lower self-referral practice might be a result of the government's ongoing efforts to improve maternal health service delivery.

The finding of this study was lower as compared with studies conducted in DCSH, Ethiopia (63.9%) (25), Western Ethiopia (82 and 84%) (4, 35), Indonesia (66%) (10), Nigeria (70%) (12), and Sudan (87%) (11) of outpatients who were self-referred. This difference might be due to a difference in the study population, which means labor is acute and progressive; women may not be able to walk as far as outpatients. In addition, our study specifically focuses on delivery, but the foregoing studies were on medical outpatients, which were non-specific.

As a result of our study, we also found lower findings than those reported by Tanzanian (75.4%) (27) and Nepalese studies (70.2% and 55%) (20, 23). This difference might be due to the intervention of health extension programs in Ethiopia, which is dynamic enough to shift tasks between HCs and the community (45). The other possible explanation could be due to computational variations. In our study, a mother was only considered to be self-referred if she bypassed health centers without having ANC or an appointment at the hospital. The difference with Nepal might also be due to the fact that their studies assessed bypassing referral hospitals, which have better quality and reputation than primary hospitals.

The finding of this study was different from a study conducted in Uganda (29%) (13). The possible explanation was that, unlike our study, the study in Uganda assessed self-referral regardless of the level of care. This implies that horizontal self-referral was unlikely because of service similarity. Additionally, this could be due to differences in the study area. Our study was conducted at the zonal level, which was wider than studies conducted in Uganda at the district level. This study was also higher than a study conducted in Ghana (33%) (17), Chris Hani Baragwaneth and KwaZulu-Natal studies in South Africa (19, 35 and 36%) (36, 46, 47), and a study conducted in India (37.7%) (26). This variation could be explained by the difference in quality health service availability and accessibility at lower PHCUs in Ghana, South Africa, and India, which are better than Ethiopia. This variation might also be due to a difference in the level of community awareness, access to information on the referral system, and health professionals' commitment. The variation with Ghana might be attributed to the fact that, in the Ghanaian context, data were collected within 6 weeks of the postpartum period when women came for post-natal care, which could be biased by women who did not attend post-natal care after delivery. Furthermore, the finding from Chris Hani Baragwaneth Hospital was determined with a small sample size (171) and a retrospective patient record review over five working days.

In this study, women who had no ANC visits and only 1–3 ANC visits were more likely to self-refer than those who had four and more ANC visits. The finding of this study was consistent with studies conducted in Nepal and South Africa (20, 36). This might be due to no ANC follow-ups or 1–3 ANC follow-ups which might indicate their poor awareness of the services given at HCs. Additionally, this might be due to the absence of birth preparedness and complication readiness plans, which ultimately influence the place of delivery. On the contrary, those who had full ANC might indicate their trust and dependency on the nearby HC for service and counseling, which might influence their decision on where to give birth. This implies that ANC follow-up has had a direct relationship with self-referral practice, and improving ANC coverage might reduce self-referral practice.

The findings of this study showed that women who had poor knowledge of the referral system were more likely to self-refer than those women who had good knowledge of the referral system. This finding was consistent with studies conducted in South Africa, Nigeria, and Ethiopia (4, 12, 25, 35, 46). First, this could be because knowledge is the key to increasing women's awareness of the general service provision of facilities and the chains of lower to higher healthcare facilities. Moreover, they are more likely to be aware of the existing referral system (48, 49). This difference might be due to a poor understanding of the cost of self-referral and the significance of the referral letter. This implies that the knowledge of the referral system has had a direct relationship with self-referral practice and improving client knowledge of the referral system might reduce self-referral practice.

In addition, women who used public transportation had higher odds of self-referral than those who traveled on foot. This finding is consistent with a study conducted in Western Ethiopia and Ghana (4, 17). The use of healthcare services may be facilitated by owning a means of transport (49). Due to the greater distance that is usually associated with bypassing facilities (50), it is more likely that bypassing will be accomplished by using a car or motorcycle and other public transportation than by walking (51). Therefore, our findings suggest that mothers who own and/or use their own cars/motorbikes or public transportation bypass their PHC facilities when seeking delivery service compared to those who lack such means of transportation and must walk to the healthcare facilities to receive care.


Limitations and strengths

First, this study was a cross-sectional survey; this makes it impossible to draw causal inferences about the factors of self-referral practice. However, since most factors preceded the delivery, reverse causation is unlikely. This study might be prone to recall bias because some of the independent variables assessed the participant's previous experience. This may lead us to false results. To minimize these, they were asked to recite their recent experience.




Conclusion

A facility-based survey conducted in SGZPHs found that nearly half of the deliveries were self-referrals. ANC follow-up, knowledge of the referral system, and mode of transportation to the hospital were factors significantly associated with the self-referral practice. It would have been good for the government to develop strategies to increase awareness and knowledge about ANC follow-up and referral systems among mothers. It is also necessary to establish monitoring and evaluation systems throughout health facilities for referral links. Furthermore, it would be better to conduct a study that takes into account the costs of self-referral practices in the future.
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