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Abstract

Original Research Article

Referral systems represent the structural link between different tiers of health care, ensuring patients receive appropriate,
timely, and continuous management. Effective referral mechanisms prevent fragmentation, duplication, and inequity
while optimizing limited specialist resources. In the Gulf and Middle East, fast-growing populations, epidemiologic
transitions, and significant digital-health investments have reshaped how referrals operate. This review synthesizes
evidence from Saudi Arabia, the United Arab Emirates (UAE), Qatar, Oman, Bahrain, Jordan, and Lebanon, examining
referral models, common bottlenecks, and emerging innovations. Across the region, digital transformation through
national health information exchanges (HIEs) has advanced rapidly, yet persistent challenges remain, particularly in
gatekeeping, interoperability, workforce training, and governance. The review concludes with policy and research
recommendations aligned with the World Health Organization (WHO) Eastern Mediterranean Region (EMRO) strategy

for people-centered integrated health services.
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INTRODUCTION

A referral system is a structured process that
enables patients to transition between levels of care,
typically from primary to higher-level facilities for
diagnostic or specialist management and subsequently
back for follow-up. Globally, robust referral pathways
are a cornerstone of quality, efficiency, and equity within
health systems. They reduce unnecessary tertiary
utilization, shorten diagnostic delays, and strengthen
continuity of care [1, 2].

Within the Eastern Mediterranean Region
(EMR), WHO underscores referral efficiency as
fundamental to achieving Universal Health Coverage
(UHC) and Sustainable Development Goal 3 on health
and well-being [3]. The Gulf Cooperation Council
(GCC) and Middle Eastern countries exhibit diverse
health-system structures: publicly financed networks
coexist with large private sectors, and expatriate or
refugee populations often rely on parallel systems. Rapid
urbanization, demographic transition, and the burden of
noncommunicable diseases (NCDs) intensify demands
on referral mechanisms [4].

GCC members Saudi Arabia, UAE, Qatar,
Kuwait, Oman, and Bahrain have invested heavily in

tertiary infrastructure and digital health. National
strategies such as Saudi Arabia’s Vision 2030 and the
UAE’s Digital Health 2025 emphasize interoperability,
electronic referrals, and PHC strengthening [5-8].
Neighboring states such as Jordan and Lebanon,
meanwhile, navigate resource constraints and
humanitarian  pressures that complicate referral
coordination. Synthesizing lessons from both high- and
middle-income contexts illuminates pathways to
regional reform [9, 10].

This review, therefore, aims to describe current
referral systems and digital backbones across the Gulf
and Middle East; to identify cross-cutting challenges
limiting efficiency and equity; and to propose solutions
and policy directions grounded in recent empirical and
programmatic evidence.

METHODOLOGY

A narrative review approach was selected to
integrate heterogeneous evidence from research studies,
policy documents, and official program reports.
PubMed, Scopus, Web of Science, WHO/EMRO, and
GCC Health Council repositories were searched (2015—
2025) using the terms referral system, e-referral, health
information exchange, primary health care, Gulf
Cooperation Council, Malaffi, NABIDH, Riayati, Al-
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Shifa, I-SEHA, and Hakeem. Grey literature was sourced
from ministries of health, WHO, UNHCR, and official
HIE websites.

Inclusion criteria encompassed studies or
reports that focused on referral models, barriers, digital
integration, or policy reforms within Gulf or Middle
Eastern countries. Data extracted included health-system
context, referral pathway structure, key challenges, and
documented outcomes. Evidence was grouped under
four domains: structural, administrative, technological,
and patient-level, and then synthesized thematically.

Preference was given to WHO publications,
government reports, and peer-reviewed articles indexed
in PubMed. Although not a systematic review, this
synthesis prioritizes triangulated sources and regional
comparability.

RESULTS

Health systems across the Gulf and Middle East
reveal a shared commitment to digital modernization and
PHC strengthening yet differ in governance maturity and
referral adherence. GCC states have made significant
strides toward integrated electronic systems, while
middle-income and crisis-affected countries continue to
depend partly on paper-based or donor-driven
mechanisms.

Saudi Arabia’s national e-referral program,
Ehalati, was launched to coordinate intra- and inter-
regional transfers [11]. Evaluations highlighted variable
compliance, missing documentation, and delays.
Integration into the national Digital Health Strategy
2023 improved turnaround times and facilitated
automated tracking between PHCs and tertiary hospitals
[12,13].

The UAE has built one of the world’s most
comprehensive HIE ecosystems. Abu Dhabi’s Malaffi
and Dubai’s NABIDH exchanges connect thousands of
facilities and millions of patient records [14, 15]. The
federal Riayati (National Unified Medical Record)
platform now links these emirate systems, creating a
cross-border referral backbone [16-19]. The Ministry of
Health and Prevention reported over 90 % facility
connectivity in 2024, enabling real-time referral data
exchange and a reduction in redundant diagnostics [20].

Qatar’s Hamad Medical Corporation (HMC)
and Primary Health Care Corporation (PHCC)
implemented a centralized referral and booking
management system, incorporating triage algorithms to
prioritize high-need cases. Studies in mental-health
services show significant reductions in waiting times and
improved documentation quality following these reforms
[17-21].

Oman’s Al-Shifa health information system,
deployed nationally across Ministry of Health facilities,

integrates referral requests, laboratory data, and
discharge summaries into a single EMR (22). Bahrain’s
I-SEHA similarly unites PHC centers, hospitals, and
pharmacies, supporting e-prescribing and referral
scheduling [23].

Jordan’s Hakeem program, operated by
Electronic Health Solutions, connects public hospitals
and PHCs nationwide, providing clinicians access to
shared records that streamline referrals [24]. Lebanon’s
context contrasts sharply: amid economic crisis and large
refugee populations, UNHCR administers a standardized
referral SOP defining eligibility, cost-sharing, and third-
party approval for hospital care [25, 26].

Despite such advancements, gaps remain. Self-
referral to tertiary hospitals is widespread across the
GCC, driven by perceptions of superior expertise and
distrust in PHC facilities. Studies in Saudi Arabia and
Oman reveal that 30—40 % of tertiary outpatient visits
involve  conditions suitable for primary-level
management [27, 28]. Qatar’s triage reforms show that
structured education and feedback can improve referral
appropriateness and waiting times [17].

Digital fragmentation also constrains progress.
Even where sophisticated HIEs exist, private-sector
participation is inconsistent. In the UAE, smaller private
clinics struggle with the technical and financial
requirements of NABIDH integration [5-29]. In Saudi
Arabia, private hospitals are not uniformly connected to
the e-referral network [7]. In Jordan and Lebanon,
interoperability ~ between  public, private, and
humanitarian providers remains limited, preventing
longitudinal tracking of patients who move across
sectors. Lebanon’s UNHCR network, although highly
structured, still records attrition rates exceeding 20 %
among approved referrals due to out-of-pocket costs and
administrative delays [30, 31].

Evidence suggests that e-referral platforms
enhance communication quality when combined with
workforce training and accountability. Facilities that
implemented standardized referral templates within
EMRs reported greater completeness of clinical data,
faster specialist responses, and fewer lost follow-ups
[32]. Conversely, in settings lacking referral coordinators
or feedback mechanisms, digitalization alone produced
minimal benefit [33].

The COVID-19 pandemic underscored the
critical role of electronic referral systems. Countries with
robust HIEs (UAE, Oman, Bahrain) maintained
continuity through teleconsultation-linked referrals,
while paper-based systems in parts of Jordan and
Lebanon experienced prolonged disruptions. Refugee
and migrant populations, often excluded from national
electronic databases, faced additional barriers to
continuity of chronic-disease care, highlighting equity
gaps that persist despite digital progress [34-36].
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Table 1: Country Systems Snapshot

Country/C | System Digital Backbone Coverage Scope | Priority Gaps/Next Steps

ontext Orientation (Referral/HIE)

Saudi PHC gatekeeping; National e-referral Nationwide Interoperability expansion;

Arabia public-private mix (formerly Ehalati); (MOH + regions) | feedback loops; private sector

evolving HIE integration linkage

United Mixed public- Malaffi (Abu Dhabi); Cross emirate via | Dataset harmonization; full

Arab private with strong | NABIDH (Dubai); HIE interlinkage provider onboarding; cross-

Emirates PHC reforms Riayati (federal NUMR) border data use

Qatar Integrated public Centralized National public Demand redirection; wait time
system referral/booking; domain | sector optimization; triage
(HMC/PHCC) triage (e.g., mental consistency

health)

Oman Predominantly Al Shifa National National MOH End-to-end referral tracking;
public MOH HIS/EMR facilities analytics for bottlenecks
delivery

Bahrain Public core with I SEHA national National across Scheduling + eRx integration;
private participation | platform PHC and hospitals | referral completeness

Jordan Mixed system,; Hakeem national Public hospitals Scale to remaining providers;
strong national EHR | EHR/HIE and PHCs interoperability with the

private sector

Lebanon Mixed; crisis UNHCR SOPs for Refugee-serving Financial protection; SOP

(refugee affected hospital referral network adherence; pathway

context) governance completion

Table 2: Challenges—Solutions Matrix

Key Challenge Actionable Solution(s)

Structural fragmentation; weak
gatekeeping

Standardized national referral criteria/templates; PHC gatekeeping; e
consults

Administrative/policy inconsistency

Unified governance; mandatory HIE participation; aligned payer rules

Workforce knowledge and documentation | CME on referral protocols, referral coordinators, and feedback

gaps dashboards

Digital interoperability limits Common data/terminology standards; phased dataset expansion; vendor
certification

Patient self-referral and low health Navigation support; multilingual education; transparent scheduling

literacy portals

Geographic access disparities

Hub and spoke networks; telehealth; targeted transport/coverage policies.

Table 3: Core Referral Quality Indicators

Indicator

Operational Definition

Referral completeness (%)

Proportion of referrals containing all required clinical fields

Median referral to appointment time (days) Time from submission to confirmed specialist appointment

First pass acceptance rate (%)

Share of referrals accepted without bounce back for missing info

Referral completion (%)

Proportion with documented specialist outcome returned to referrer

Avoidable ED utilization within 30 days (%) ED visits are potentially related to referral delays or failure

Escalation/readmission within 30 days (%) Admissions related to unresolved referral issues

Back referral timeliness (days)

Time from specialist discharge to PHC follow-up documentation

Table 4: Search Strategy Summary

Element Details
Databases/Portals | PubMed; WHO/EMRO; GCC Health Council; ministries/authorities; HIE program sites
Timeframe 201 2025 (with earlier sources for historical context)
Core terms referral system; referral; HIE; PHC; Gulf Cooperation Council; Eastern Mediterranean; Malaffi;
NABIDH; Riayati; Hakeem; Al Shifa; I SEHA
Inclusion focus Referral pathways/models; barriers; digital backbones; policy and evaluation reports
Exclusions Papers without a referral context; purely tertiary service descriptions
Synthesis Qualitative thematic synthesis (structural, technological, workforce, patient domains)
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Table 5: Policy Roadmap (12-24 months)

Workstream

Priority Actions (12-24 months)

Guidelines & templates

Publish national referral guidelines; embed structured templates in EMRs/HIEs.

Connectivity & standards

Mandate HIE onboarding; adopt interoperability and privacy standards.

Capacity & roles

CME programs; appoint referral coordinators; establish triage clinics

Measurement & accountability | Launch referral dashboards; link indicators to accreditation/contracts

Patient-centered design

Navigation services; multilingual materials; record portability for mobile populations

Equity & resilience

Target rural/underserved; crisis SOPs for refugees/vulnerable groups

DISCUSSION

The collective experience of Gulf and Middle
Eastern countries highlights both the promise and
fragility of referral reform. Digital infrastructures such as
Ehalati, Malaffi, NABIDH, Riayati, Al-Shifa, I-SEHA,
and Hakeem have created unprecedented data-sharing
capability, but referral performance still hinges on
governance and clinical culture.

Strengthening PHC gatekeeping remains the
most crucial structural reform. Standardized referral
templates, explicit specialty-specific criteria, and
consistent back-referral protocols would improve
appropriateness and continuity. Embedding these
templates into national EMRs ensures completeness and
facilitates analytics. Audit-and-feedback loops, such as
those implemented in Qatar’s mental-health referral
model, demonstrate how iterative learning can optimize
referral throughput [37, 38].

Interoperability mandates and equitable
financing must accompany technological advancement.
Many private facilities, especially in the UAE and Saudi
Arabia, cite integration costs as barriers to HIE
participation [39, 40]. Governments could introduce
subsidized onboarding programs, phased
implementation schedules, and vendor-neutral technical
standards. Regional collaboration through the GCC
Health Council and WHO EMRO can harmonize data
formats and privacy frameworks, reduce duplication of
effort, and foster cross-border referral continuity [41-43].

Workforce capability is a decisive determinant
of success. Referral management should become a core
component of continuing medical education. Introducing
dedicated “referral coordinators” or case managers at
high-volume PHC centers would ensure information
completeness and timely communication with
specialists. Performance dashboards tracking metrics
such as referral-to-appointment interval, acceptance rate,
and back-referral timeliness could be tied to institutional
accreditation or reimbursement incentives [44].

Patient-centered innovation is another frontier.
In multicultural, mobile populations, multilingual
navigation portals, SMS updates, and patient-facing apps
linked to national HIEs would empower individuals to
track referral progress and maintain continuity when
moving between emirates or countries. Extending digital

inclusion to refugees and migrant workers is essential for
health equity [45, 46].

Financing models also require attention. Fee-
for-service structures may encourage over-referral, while
capitated or performance-based payment linked to
referral appropriateness can reduce unnecessary
specialist use. Blended financing that rewards
completion and feedback of referrals could align
incentives across levels of care [47].

Implementation science offers valuable insights
for scaling successful pilots. Evaluations should not only
measure utilization but also examine change-
management, leadership engagement, and clinician buy-
in. Cross-country learning platforms, perhaps
coordinated by WHO EMRO, could allow health
authorities to benchmark progress and share technical
resources [48].

Ethical and legal frameworks must evolve
alongside digital referral ecosystems. As patient data
flows across borders, governance mechanisms ensuring
consent, cybersecurity, and privacy compliance become
vital. The EMRO “Health Data Governance Framework”
could serve as a regional model for balancing
accessibility with confidentiality [49].

Finally, future research should employ mixed-
methods approaches to assess the impact of referral
reforms on health outcomes, patient satisfaction, and
cost-effectiveness. Multicountry comparative studies
could identify which configurations of public-private
mix, digital maturity, and governance strength yield the
best results. Policymakers should use these findings to
craft evidence-based national referral strategies aligned
with the WHO’s Integrated People-Centred Health
Services vision [50-52].

CONCLUSION

The Gulf and Middle East stand at a pivotal
stage in referral-system reform. Technological
infrastructures such as Ehalati, Malaffi, NABIDH,
Riayati, Al-Shifa, I-SEHA, and Hakeem showcase
regional leadership in digital health. Yet technology must
be matched with strong governance, trained human
resources, and equitable access. Standardized protocols,
mandatory interoperability, continuous audit, and
inclusion of vulnerable groups are essential to translate
innovation into impact. Aligning these reforms with
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WHO EMRO’s “Health for All by All” framework will
move the region closer to an integrated, efficient, and
equitable continuum of care.
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