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ABSTRACT

Management of chronic conditions is a challenge for
healthcare delivery systems world over and especially for
low/middle-income countries (LMIC). Redesigning primary
care to deliver quality care for chronic conditions is a
need of the hour. However, much of the literature is from
the experience of high-income countries. We conducted a
synthesis of qualitative findings regarding care for chronic
conditions at primary care facilities in LMICs. The themes
identified were used to adapt the existing chronic care
model (CCM) for application in an LMIC using the ‘best

fit’ framework synthesis methodology. Primary qualitative
research studies were systematically searched and coded
using themes of the CCM. The results that could not be
coded were thematically analysed to generate themes

to enrich the model. Search strategy keywords were:
primary health care, diabetes mellitus type 2, hypertension,
chronic disease, developing countries, low, middle-income
countries and LMIC country names as classified by the
World Bank. The search yielded 404 articles, 338 were
excluded after reviewing abstracts. Further, 42 articles
were excluded based on criteria. Twenty-four studies were
included for analysis. All themes of the CCM, identified a
priori, were represented in primary studies. Four additional
themes for the model were identified: a focus on the
quality of communication between health professionals
and patients, availability of essential medicines,
diagnostics and trained personnel at decentralised levels
of healthcare, and mechanisms for coordination between
healthcare providers. We recommend including these in the
CCM to make it relevant for application in an LMIC.

INTRODUCTION
Globally, chronic non-communicable diseases
(NCD), mainly cardiovascular diseases,

diabetes, chronic lung disease and cancers,
have emerged as the leading causes of death.
They together accounted for 72.3% of deaths
in 2016' and according to the WHO, 86% of
premature deaths occurred in low/middle-in-
come countries (LMIC) like India.?

The growing burden of chronic disease is a
huge challenge for healthcare services world
over.” Persons with chronic diseases require
sustained engagement with the healthcare
delivery system over the course of their lives.

Key questions

What is already known?

» Healthcare systems in low/middle-income countries
(LMIC), traditionally, are geared towards care for
acute conditions and now need to respond to the in-
creased burden and challenge of chronic care.

What are the new findings?

» The elements of the chronic care model, namely the
community, the health system, self-management
support, delivery system design, decision support
and clinical information systems, are all relevant to
care in LMICs, even though they have been applied
differently to fit the context.

» The model additionally requires a focus on: the qual-
ity of communication between health professionals
and patients, emphasis on the availability of essen-
tial medicines, diagnostics and trained personnel at
decentralised levels of healthcare, and mechanisms
for coordination between healthcare providers.

What do the new findings imply?

» An adapted chronic care model with the additional
themes identified could guide organisation of chron-
ic care in LMIC settings. Implementation research
is required to test the effectiveness of interventions
that operationalise the suggested model of care in
LMICs.

They also need support for skills to manage
their disease condition more than would
be required for an acute health condition.
Primary healthcare has been envisaged as the
level of care closest to the patient from where
this can be facilitated.* However, primary
care, especially in LMIGCs, is traditionally
geared to respond to acute healthcare needs
and therefore, a redesign of primary care that
responds to the challenges of chronicity is a
need of the hour.”

The chronic care model (CCM) developed
in the 1990s by Wagner et al’ is a dominant
framework in literature, which is consid-
ered to be effective in guiding the design
of services for chronic conditions.” It envi-
sions meaningful, productive interactions
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between patients and healthcare teams resulting in good
outcomes. However, as Beaglehole et al point out, most
studies on the organisation of services to deliver quality
chronic care are from high-income countries and frame-
works such as the CCM may not be directly applicable to
LMICs.? The unique challenges these countries face such
as lack of medically qualified staff and laboratory support
for basic biochemistry among other constraints® are
usually not considered in these models of care. There-
fore, the application of such models of care is limited
if not adapted to the specific context and constraints of
LMICs.”

In this study, we aimed to analyse the CCM for its rele-
vance to LMICs and also sought to adapt it for applica-
tion in LMICs. The healthcare delivery systems in LMICs,
though different from each other, have some common-
alities that enable learnings to be shared and applied
across these countries.'’

The ‘best fit’ framework synthesis (BFFS) is a rela-
tively new method of synthesis that offers a means to
test, reinforce and build on an existing model, such
as the CCM, which was developed for a potentially
different but relevant population.'' Synthesising results
from multiple similar studies allows us to develop gener-
alisable conclusions that may not be possible from a
single study.'”” We use this novel method to synthesise
the results from primary qualitative research in LMICs
regarding experiences of patients and providers in
seeking and delivering chronic care. This method is a
pragmatic approach to answer policy and managerial
questions such as how do we deliver good quality care
for diabetes and hypertension at the primary level of
care in India.” '

We chose to focus on diabetes and hypertension in this
review as the delivery of services for these share common-
alities in opposition to cancers and lung diseases, which
are also chronic diseases, but with greater complexities.
However, in theory, the adapted model should be flexible
enough to respond to most chronic diseases.

METHODS
We used the BFFS methodology as it was well suited to
the aim of the review. The purpose of the synthesis was
to build on an existing model for chronic care at the
primary care level, rendering it relevant to an LMIC.
Framework synthesis is based on the principles of
framework analysis of primary qualitative research data.'”
Framework analysis is a well-established method of quali-
tative data analysis, which involves the use of codes devel-
oped from a framework or a model identified prior to
analysis."” The qualitative research data are thematically
analysed and coded into prespecified themes. Frame-
work synthesis, therefore, is distinct from other methods
of synthesising qualitative research, in that it uses an a
priori framework to identify and extract themes. The
BFFS constitutes an innovation of framework synthesis
in that it also includes thematic analysis of results from
studies that cannot be coded or do not ‘fit’ the themes
identified a priori.'® The new themes that emerge enable
the development of a new framework or enrich the
existing a priori framework. Carroll et al describe the
methodology in detail (figure 1)"" '* and the following
steps are involved: (1) identifying a suitable concep-
tual framework relevant to the aim of the synthesis; (2)
deriving themes from the framework that can be used for
coding; (3) systematically searching relevant databases to
identify relevant primary research studies for inclusion;
(4) coding the results of the studies included; and (5)
thematic analysis of the results of studies included that
could not be coded to identify new themes. The final
product is a new or revised framework that includes both
the relevant a priori themes and the new themes that
were not captured in the original framework."®

The a priori framework

We searched the literature for CCMs and found several
systematic reviews of CCMs.” ' '® The most dominant
evidence-based model reported was the CCM developed
at the McColl Institute by Wagner et af among other

i
*The aim of this synthesis was to develop a chronic care model relevant to
LMICs
7
-
+Identified CCM as a relevant a priori framework
*Generated a priori codes
5
N
*Systematically searched for relevant primary qualitative research studies
*Thematic analysis of results of included studies
J

*Adapted the CCM

*Coding according to themes of the priori framework and new themes
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Figure 1 Steps in conducting the best fit framework synthesis. CCM, chronic care model; LMIC, low/middle-income country.
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Table 1 A priori codes identified from the CCM

CCM elements

Change concepts

Codes

Health systems
Create a culture, organisation and mechanisms
that promote safe, high-quality healthcare

Self-management support
Empower and prepare patients to manage their
health and healthcare

Delivery system design
Assure effective, efficient clinical care and self-
management support

Decision support
Promote clinical care consistent with scientific
evidence and patients’ preferences

Clinical information systems for individual care
plan

Leadership motivated to make improvements
and handle errors systematically

Self-management support strategies to enable
goal setting, action planning and regular follow-
up emphasising patients’ central role

Clearly define roles and distribution of tasks
among the healthcare team for planned
interactions

Enable use of evidence-based guidelines
through provider education

Provide timely reminders for follow-up and
identify high-risk patients for appropriate action

Organisational culture for
safety and quality

Support for self-
management

Planned interactions
based on defined roles of
team

Guidelines and provider
education

Follow-up care

Organise patient and population data to facilitate
efficient and effective care

Community resources and policies
Mobilise community resources to support

patients provision

Form partnerships with community organisations Community linkages
to support and fill gaps in health service

CCM, chronic care model.

models such as the integrated chronic care framework
of the WHO, which is also an adaptation of the CCM."
We selected the CCM as the a priori framework for this
review as it is one of the most widely used models of provi-
sion of chronic care in primary care settings.” >’ Many
national health authorities have found inspiration in this
model to develop their chronic care programmes.”' We,
therefore, did not repeat a systematic search of CCMs
but chose to derive the a priori codes for the framework
synthesis from the CCM.

The CCM is an organisational approach to caring for
people with a chronic condition in the primary care
setting. It identifies key actors and essential elements
of a healthcare system that encourage high-quality
chronic disease care: the community, the health system,
self-management support, delivery system design, deci-
sion support and clinical information systems.® These
elements are described by the authors of the CCM as
specific change concepts that should guide processes in
redesigning primary care.”” We studied the description
of these change concepts as defined by the authors to
identify codes for analysis of the primary research studies
(table 1).

Search strategy

The next step in this review was to identify primary qual-
itative research studies that described experiences in
seeking and providing care for chronic conditions in
LMICs. We included qualitative research studies that were
from an LMIC, focused on healthcare for diabetes and
hypertension at primary care level, and with results that
described experiences, barriers and enablers of care at
these health facilities. We excluded studies that were not
related to primary healthcare and those that primarily

described illness experiences or coping with these condi-
tions not in the context of service delivery (table 2). We
searched the three most relevant electronic databases
of health literature—PubMed, Embase and CINAHL
(Cumulative Index to Nursing and Allied Health Litera-
ture). We also identified articles from reference lists.

The search terms for PubMed were: primary health
care [MeSH], delivery of healthcare [MeSH], primary
health, preventive health services [MeSH] AND diabetes
mellitus type 2, hypertension and chronic disease
[MeSH]. We selected studies documented in English
and used the date range 1 January 2007 to 31 December
2017 as a filter for the search. We chose to select studies
published over the last 10 years as we felt these would
fit reasonably well the current context. The World Bank
classification of LMICs for 2017* was used to identify
names of all countries in this category and these were
used with the above terms in the search strategy. We also
used additional terms such as developing countries and
low-income countries to widen the search. The strategy
was created for PubMed and modified to suit the require-
ments of the Embase and CINAHL databases.

Analysis

The selected studies were uploaded to NVivo database
(NVivo qualitative data analysis software; QSR Interna-
tional, V.10; 2012). The results reported in these selected
studies were coded according to the a priori coding
scheme (table 1) using a deductive approach. Data for
analysis consisted either of verbatim quotations from
study participants or findings reported by authors that
were clearly supported by study data. The results that
could not be coded were thematically analysed and coded
inductively. The codes were discussed among the authors

Lall D, et al. BMJ Glob Health 2018;3:6001077. doi:10.1136/bmjgh-2018-001077

3



<
S
©
o
I
©
Q
=
o
-
=
o

panuiuo)

Lall D, et al. BMJ Glob Health 2018;3:6001077. doi:10.1136/bmjgh-2018-001077

uolfBaJ ueouyy

sisA[eue ojeway}
juswiuIanob ayy Aq uni “uswabeuew-}es pue
S8J3U80 Y}jeay Asewid aseasip oluoJyD  9JeD DJUOIYD JO s9ousedxe jusiied GZ=U NL1H Uum sjusiyed smalnIaiul yidap-u| eisAefe\ ee 6

‘NG pue N1H Joj sauljepinb [eaiuljo MIOMSWEJ} SUlBLIOP
soysiignd Ansiuipy ‘suaziio Joy abieyd Jo |eonaioay} Buisn sisAjeue djewsay} 0l=U sJabeuew
991} S9OIMBS "JuswuIBA0b sy} Aq papuny ‘areo Arewnd 99o110e4d pUB Q| =U JO3o0p 9oN108Id sgH4 ‘smainidul
sallue ayeAnd saijusd yieay Ajiwe e sauljepInb Jo uoieiuawsa|dw| ‘0g=u sasinN painjonJisiwes eljobuol A4 /

ABojouyoay
pue s1onpoud [BoIpaw [BllUaSSe UM sIsAjeue Juajuod
[9A8| asedyyeay Atewd sy} e san|ioe) ‘SAON S911US9 (g 1B SIOP|OYdEIS JUBAS|DI sgo4
yieay Jo 906 aAeY 0} ABajelis [euoljeu iy 1o} Ajioeded suofiels yjesy aunwwo))  pue SgON UM sjuaied ‘Yels yyesH pue maiaiaiul yidep-uj weulsIp 65 S

slepinoid ayeaud sisAeue onewsayy /2=U NLH pue g|=u
Auew pue a1ed O 9844 Buipiroid sOHJ ‘SOOINSS S818gEIp ‘ZL=U g1 Yum sgo4 ‘/=u gl SMaIAIBIU
ol|gnd —seoIAIes a1eoy)eay oisieln|d onsouBelp ul seousuadxe used ‘NL1H ‘N 10 sisoubeip e yum sjusiied painjoniisiwes elpu| oy €

‘BOIE sisAleue
ueqJn "saljjioe} 90IAI8S-10}-99) o1eAld  Oljewsy) ‘selegelp Joy aJeo Buibeuew
pue 8182 981} ,S8J1Ud0 Y}eay JUBWUISA0L) ul syuaned Aq paoe} sjules1suo) 9}=U |NQ yum sjuaied smalnelul yidep-u]  BIpu| Yinos Le 1

uonesinn pue SadIAISS sisAjeue pue uonsanb yoieesay s@H4/SMainiaul uonoa||09 Anunop Apmg  Jaquinu
aieoyjjeay—Apnis Jo }xaU09/6uUn}es 10} 9zis ajdwes pue sjuedionied ejep 10j POYeN Apms




<
S
©
o
I
©
a
©
o
-
=
o

panuiuo)

diysiseuped ayeaud-olgnd

e ybnouy; paruswsaldwi saibojouyosy sisA[eue yiomauwely
paJiuad-juaijed Jo asn sy} Uo paseq [spowl ‘losu09 pue ewabeuew GO =U SJ0108.Ip puE sesinu
2Jed QDN dAIsusyaidwod —pnjese) NLH Ul seousuadxa jusned  ‘sueloisAyd Buipnjoul jpuuosiad DHJ smainieiul yidap-uj O2IXdIN [oT4 12
‘Buiuresy yeis pue poddns jeuoniesiuefio ylomauwel)
“quawdinba mau sapinoid ‘Quawaroidwl 9SBasIp O1U0JYD J0} uoneusws|dul
Ayjenb spoddns swwesboid aoueinsul  paJojiel a8y} Buisn sisAjeue yiomawedy 68=U NLH Buneai sanuad yyeay
yieay paseq-Ajunwiwod Alejun|jon ‘aleo Ajenb  jo yeis aaiesisiuiwpe ‘yeis Aiojeioge) SMaIAIBIUI
B—SOJU||D 9oUBINSU| Y}BdaH 91B1S  -Ubily 81ey|ioe} Jo giyul Jey} siojoe4 ‘yels Aoewueyd ‘sasinu ‘sueldisAyd painjonJisiwes eLabIN /2 0Z

salyenbaul olwelsAs
0] 8np aJedy}|eay JO UOIes||liN MO| YHM sisA[eue oljeway}
Kianijop aseoyjeay ajeald pue olignd  ‘@Jed dluUoJyd Yim saousuadxe jusiied /2=U INQ YUM USWOAA smalnIBlUl yidep-u]  BOWY YINog o 8l

'S80IAI8S opinoid Sieesy [euolipel] pue sisAjeue onewsy) ‘eseo 21-0L=u
sJayom yyesy Ajunwwos aieo Alewiid 21UOJYD JO SIOJBH|IOB) PUE SlalIeYg sJepinoid pue NG Yim siusiied san4  BouyY Yinog 0e 9l

A1oay} uoleulwIBIep

aJeoyyeay Arewnd -jjos Buisn sisAjeue yiomawely
9.4 pUB JED DJUOIYD JO [SPOW PBIIUSD ‘JuswiabeueW-§|8S pue
-juaied yiesH jo Juswpeds( [euoneN 2JeD 2]UOJYD JO SadUBadXa Judlled 22=U N1H/INQ yum sjuaied smalAelUl yidep-u]  BOUYY YInos Ge i

sisAjeue oljeway} SMalAIBIUI
S9J1U89 Yyjeay Atewd UnJ-JUSWUISAOL)  ‘DJed O1UOIYD JO seousLadxs jusalied ¥#2=U N1H 40 INQ Yim sjuaired painjonJisiwes elsiun| e 2L
uonesijijn pue sadIAIS sisAjeue pue uonsanb yoieasay s@v4d/smalniaqul uoI1}99]|09 Anuno) Apnis Jequnu
aJeoyyeay—Apnis Jo }xajuoo/buijas Joj azis ajdwes pue sjuedidiued Blep J0j PoyiaiN Apms

Lall D, et al. BMJ Glob Health 2018;3:6001077. doi:10.1136/bmjgh-2018-001077




BMJ Global Health 8

Table 2 Continued

Study

Setting/context of study—healthcare

services and utilisation

Participants and sample size for
interviews/FGDs

Patients with HTN n

patients n

Method for data
collection

Research question and analysis

Study Country
38

number
23

The mandatory mixed contributory

Patient experiences in management

4 and control of HTN,

=26,

In-depth interviews,

FGDs

Colombia

scheme covers salaries of retired and

6 and family members n=

subsidised health insurance regime for the

poor.

Physicians, nurses, ANMs, community Care provided by health professionals Brazilian Health Department uses the

thematic analysis

In-depth interviews

43 Brazil

24

chronic care model as the main reference
for the construction of the Modelo

from a perspective of country policy,

framework analysis

health agents and other staff at PHC

n=38

rénicas

Condicdes Ci

Healthcare Networks.

30 as

de Ateng

AMPATH, Academic Model Providing Access to Healthcare Partnership; ANM, Auxillary Nirse Midwife; DM, diabetes mellitus type 2; FGD, focus group discussion; HTN, hypertension;

NCDs, non-communicable diseases; OP, Out Patient; PHC, primary health centre; TB, Tuberculosis.

Records identified
through database
searching
(n=624)

Additional records
identified through other
sources
(n=5)

Records after duplicates
removed
(n=404)

Records excluded
(n=338)

Records
screened
(n=404)

A 4

A 4

Full-text articles Full-text articles

assessed for excluded, with
eligibility > reasons
(n=66) Protocols (n =4)

Not from LMIC
(16)
Not related to
primary care (22)

A 4

Studies included
in the qualitative
synthesis
(n=24)

Figure 2 Preferred Reporting ltems for Systematic Reviews
and Meta-Analyses (PRISMA) flow chart. LMIC, low/middle-
income country.

and finalised in an iterative manner. The main themes
not captured in the a priori framework were related to:
(1) poor communication between healthcare providers
and patients; (2) distance and cost of care impacting
continuity of care; (3) availability of essential medicines,
essential diagnostics and trained staff at healthcare facil-
ities; and (4) lack of coordination of care across public,
private and alternative providers of healthcare.

Quality appraisal

We conducted an appraisal of all the included studies for
the robustness of methods using the Critical Appraisal
Skills Program checklist** for qualitative research. All the
studies were found to be of reasonable quality and find-
ings were supported by the data that were appropriately
collected and analysed.

RESULTS

The search yielded 404 articles (figure 2; Preferred
Reporting Items for Systematic Reviews and Meta-Anal-
yses flow chart) after removing duplicates. We excluded

Lall D, et al. BMJ Glob Health 2018;3:6001077. doi:10.1136/bmjgh-2018-001077
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|I

Organisational
culture for safety Support for self-
and quality management

Study
reference

Planned interactions Guidelines
based on defined
roles of team

and provider
education

Community

Follow-up care linkages

2 I

Shaded area reflect the themes of the CCM captured in the studies included for the review.

338 articles that were not relevant from reading the title
and abstract. Full texts of 66 articles were reviewed and
42 of these were excluded as they were either not related
to primary care (n=22), not from an LMIC (n=6) or
were protocol papers (n=4). Eventually, 24 studies were
included for thematic analysis and coding. The majority
(n=10) of the included studies were from Asia (India,
Cambodia, Vietnam, Mongolia and Malaysia) and from
the African region (n=10) (Tunisia, South Africa, Kenya,
Nigeria and Zambia). The remaining (n=4) were from
South America (Colombia, Brazil and two from Mexico).
Most of the studies used in-depth interviews to collect
data that were thematically analysed (table 2.)

The studies were coded along the lines of the a priori
framework and we found that all the a priori codes were
represented in at least one study (table 3).

Organisational culture for safely and quality was included
in six studies. The CCM describes this element as visible
support for care improvement at all levels of the system
including senior leaders. Senior leadership translates
care improvement into clear goals and policies. A study
from Mexico, which implemented the CCM, found the
support of key leaders to be an important enabler of

the prevention and care of NCDs.* Creation of quality
assurance programmes and quality monitoring teams
demonstrated a high organisational commitment to
improvement as described in the CCM.**" Similarly,
the introduction of weekly chronic disease clinics was
perceived by doctors and patients to improve quality.”®
Additionally, in some studies, the lack of a functional
platform for grievance redressal and shortages of the
health professionals’ time were considered barriers to
quality improvement.* *

Support for self-management appeared as a dominant
theme that was part of the narrative in 14 of the 24 studies.
According to the CCM, this is described as emphasising
the central role of the patient and empowering her/him
with skills to manage disease and sustain lifestyle changes.
Most studies reported that, from a patient’s perspective,
doctors and healthcare professionals do not have time
to explain medication and lifestyle modification in busy
outpatient clinic settings.”™ Patients also feel that not
enough information is tailored to their specific social and
economic situation.”* From the providers’ perspective,
patients are unable to follow and adhere to the advice they
give owing to low levels of health literacy, inappropriate

Lall D, et al. BMJ Glob Health 2018;3:6001077. doi:10.1136/bmjgh-2018-001077
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education materials and lack of motivation to change
behaviour,?® # % 3354043 providers also acknowledge the
lack of time and of trained staff as barriers to providing
self- management support.”’” Patients are unsure of what
exactly is required of them and are not involved in deci-
sion-making. This is also because traditional models of
provider—patient interaction prevail with the provider
assuming a dominant role and determining the agenda
of the consultation.”*

These studies sketch how patients, even though, from
different contexts, expressed a lack of confidence in
undertaking self-care; they look to healthcare providers
for assistance and were disappointed when this was not
forthcoming.

Planned interactions with the team were captured in
seven studies and this concept is described in the CCM
as determining what sort of care is needed and identi-
fying roles and tasks to ensure that patient interactions
are structured and planned. The nurse and the phar-
macist, other than the doctor, had active roles in patient
care at most health centres. However, these were not
always clearly delineated and planned but taken up on
an ad hoc basis, dependent on workload and the explicit
demands of patients.” **** *"*! The nurse was perceived
by patients as the best person to give counselling and
support self- management,” ** * and in some settings,
such as Africa, the nurse was the primary care provider.
In all the three regions (Asia, Africa and South America),
the doctor played a pivotal role in patient care both from
patients’ and other health professionals’ perspectives.
The contributions of other health workers and disci-
plines at the health facility were perceived as supportive
to the doctor’s central role. Doctors, however, valued the
teamwork approach and specifically looked at nurses to
take up an active role in patient care.*® **

Guidelines and provider education to enable sound treat-
ment decisions were included in seven studies. In most
of the studies, guidelines were not used consistently by
providers for various reasons including lack of awareness,
guidelines not being practical for the local context and
lack of time to put them into practice.?0 %7 2374344

Follow-up care facilitated by clinical information systems
was reported in six studies. These studies reported a
range of experiences with health information recording
and follow-up care. The facilities report using patient-re-
tained health information booklets, facility-based manu-
ally recorded folders for each patient and recording
books for patient visits and appointments.”” **' However,
poor clinic attendance was a challenge in most of the
studies, as patients attend when they feel the need to seek
care and not because an appointment was given,*?*” %

Community linkages are described in the CCM as efforts
to mobilise community resources to meet people's
needs. Most studies report a lack of such resources in
the community. Even though the context of each study
was varied, the family was most often reported as the
only social support available.”*** ** % However, patients
express the desire for home-based caregivers to provide

medication at home,* give information and education®
and provide a link to social welfare schemes.” *' In the
African region, informal (mostly home-based) carers
assisted professionals by tracing patients lost to follow-up
or by referring new patients to the health facility. In the
studies pertaining to the Asian and South American
regions, this role of informal carers or community health
workers was not reported.

The results of primary research studies that could
not be coded were thematically analysed and additional
themes were identified.

Poor communication between healthcare providers and
patients
The relationship and communication with the health-
care provider emerged as an important consideration for
patients. It had an effect on compliance to medication
and continuity of care. The design of service delivery in
most facilities was such that it did not enable meaningful
interactions with the healthcare team. Nine of the 24
studies reported that patients were not satisfied with the
time and the quality of communication with healthcare
providers.27 31 33 35 36 38 39 43

A quote from a study conducted in India investigating
the constraints faced by the urban poor in managing
diabetes is illustrative of this poor communication.

He [a doctor] does not explain anything. As soon as I go
there, he will write a prescription, take his fees and send us
away .... We are uneducated, so we will simply sit quietly.31

Some studies report harsh words and impolite manners
of doctors and nurses® *' * attributed to the high work-
load at primary care facilities and the poor communica-
tion skills of doctors.?*#* #5944

Distance to a health facility and inability to afford costs impacting
continuity of care
Even when services for the care of persons with diabetes
and hypertension were provided at primary care facili-
ties, the distance to the facility impacted patient's ability
to maintain regular follow-up. This theme emerged from
seven studies where patients narrate that maintaining
regular visits is difficult due to the large distances, more
in rural areas where there were no medical services to
meet even their basic needs.?’ %2 3136384041

One of these studies, conducted in India, investigated
the work patients need to do in order to seek care for
diabetes also report:

The long distance, transportation costs involved and
loss of wages prevented 25 patients from regularly going
for follow-up visits to monitor their blood sugar levels.”’

In addition to distance, cost of accessing care or paying
for drugs, the doctors’ fees also deterred patients from
remaining in regular care. The patient’s inability to
purchase care for their chronic condition was a strong

barrier to regular follow-up and care that was reported in
13 studies,26-29 31 32 34 36 38 40 42 45
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In a few studies, where health insurance was provided
to persons with diabetes, there was better compliance
with drugs and regular visits as supported by this finding
from a study in Nigeria that evaluated the management
of hypertension at rural primary care facilities.

The insured patients are better compliant with visits,
drugs and advice and are better controlled.

This has a lot to do with the fact that barriers to access care
have been removed by the insurance.”’

Availability of essential medicines, essential diagnostics and
trained staff at healthcare facilities

Resource availability in terms of medicines, equipment,
laboratory supplies and personnel is needed for provi-
sion of health services. In many of the studies included,
challenges with respect to the availability of these
basic resources emerged as barriers to the delivery of
care 28 30-32 36574546 Shortages in medicines were common
especially at publicly funded facilities like in the following
example from a study in Tunisia that explored perspec-
tives of healthcare providers on chronic disease manage-
ment.

We always ask the patient to take his drugs, and we are al-
ways saying to him never to stop. But then we say to him,
‘no, we don’t have [these] drugs, come back tomorrow.”*!

The lack of functional basic equipment such as those
required for blood pressure measurement or blood sugar
estimation was reportf:d.g7 The finding from the facility
assessments in a mixed methods study from Malaysia is
illustrative of this:

The facility checklists showed ...that rural clinics had inad-
equate equipment of all types, both in terms of supply and
quality, with much being very old."

Lack of coordination of care across public, private and alternative
providers of healthcare

The health systems in most LMICs are pluralistic, having
both public and private sectors, and mixed with different
systems of medicine (modern and traditional) providing
services for diabetes and hypertension. The choice of
where to seek healthcare is largely driven by the patient's
ability to pay for services. Many patients seek care from
multiple service providers and a lack of coordination
between these different healthcare providers impacts
continuity of care and regular follow-up,**-1 343638 40424546
Studies from the African region have reported herbalists
and traditional healers as important healthcare providers,
often referring patients when they were seriously ill.*’
In the Asian region, naturopathy, Ayurveda, yoga and
homeopathy were commonly providing care for chronic
diseases.

A study done in South Africa investigated reasons for
missed appointments and found that patients seek care
from multiple providers and this impedes regular visits to
one healthcare provider.

Self-treatment with alternative medication sourced from
informal providers (herbalists and traditional healers) was
reported and use of plural healthcare sources could result
in missed appointments.**

DISCUSSION

We conducted a BFFS with the aim of critically analysing
the appropriateness of the CCM for an LMIC. We found
that while all the elements of the CCM are relevant to
LMICs, there were a number of additional elements
that need emphasis: the need to focus on the quality
of communication between health professionals and
patients, service provision at decentralised levels of
healthcare, the availability of essential medicines, diag-
nostics and trained personnel, and coordination between
the many healthcare providers.

The studies in this review were from the Asian, African
and South American regions. In most of the countries,
despite challenges and constraints,"” * there have been
initiatives from the ministries of health to provide services
for NCDs. The initiatives to improve care, however, lack
a systemic approach except for the Casalud—a compre-
hensive NCD care model in Mexico,25 and the Modelo
de Atenciao as Condicoes Cronicas in Brazil.®® A model
of care broadly defines the way health services are deliv-
ered and enables systematically planned delivery. It also
reinforces that multiple areas need to be addressed for
better outcomes rather than single interventions such as
only providing guidelines for better case management.*

Most models of care for chronic conditions have not
taken into account the unique challenges of LMICs.*** A
recent review of CCMs relevant for sub-Saharan Africa”
reported that themes such as staff competence, dedi-
cated NCD staff, review criteria and communication with
medical doctor/specialist were not captured in most care
models.”" Similarly, a review that studied the experiences
of innovative models of care and initiatives for diabetes in
LMICs identified collaboration, education, standardisa-
tion of guidelines, resource optimisation and technolog-
ical innovation as principles for better outcomes.™

The CCM includes developing an organisational
culture of quality and safety, support for self-manage-
ment, planned interactions with the team, guidelines and
provider education, follow-up care and community link-
ages.’ Based on the findings of our qualitative synthesis,
we recommend that the CCM include an emphasis, first,
on the quality of communication between health profes-
sionals and patients. This is not explicitly stated in the
CCM but is essential to providing support for self-man-
agement and also underlies the element of delivery
design where interactions with the team are planned.”
In all the three regions, the doctor had a pivotal role in
the interactions, however, the enhanced role of the nurse
in the African regions can potentially provide important
lessons for other LMICs. This emphasis on communi-
cation is especially relevant in LMICs as many factors
unique to the context such as the volume of patients
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and poorly resourced health facilities contribute to poor
communication.”* A focus on patients and building rela-
tionships for long-term engagement are central to the
quality of care and to the concept of primary healthcare,
in agreement with the proposition that health systems are
essentially relational.”

Second, service provision at decentralised levels of
healthcare has been associated with improved health
outcomes™® and needs to be continually emphasised.
Therefore, we recommend including this explicitly in
the CCM for LMICs and suggest positioning it within
the broader health system element of the current CCM.
The reality in most LMICs is that the vision of accessible
services, close to people's homes, from where care can be
coordinated® is still a distant dream.”

Third, the availability of essential medicines, diagnos-
tics and trained personnel is a known challenge for most
LMIGCs. Including this as an element of the care model
could ensure attention to these basic requirements for
the provision of care.”® Most health systems in LMICs
are not designed for the care of chronic conditions and
so lack a comprehensive approach to ensuring their
availability.

And lastly, coordination between the many healthcare
providers is very relevant for LMICs and should be explic-
itly stated in the model. There is a multiplicity of care
providers and patients access several providers for the
same chronic condition,29 therefore, enhancing coor-
dination between them is vital for good quality contin-
uous service provision. This would require creating
platforms for increased engagement between different
providers, across different systems of medicine, especially
in the Asian region. In the African region, the tradi-
tional healthcare provider and the herbalist need to be
acknowledged and involved to ensure timely referrals.
Developing well-defined referral processes to coordinate
care across different levels of care between specialists and
generalist providers, as well as between public and private
healthcare providers, is much needed.

Innovative ways in which these elements can be imple-
mented at primary care in different local contexts need
to be tested. Kruk et al identify team care with task
shifting and harnessing information and communication
technology as potentially generalisable opportunities to
implement any care model.” This review identifies these
additional elements as potential areas for implementa-
tion research to understand how these can be operation-
alised in the real-world setting.

The BFSS methodology allowed us to use qualitative
research findings to adapt the existing CCM. The expe-
riences of patients and providers were used to enrich the
existing model and increase its relevance to an LMIC.
Another strength of the methodology used is the system-
atic search of the literature, across three databases, to
identify the 24 primary research studies. However, we
cannot exclude that we may have missed relevant studies
since we limited ourselves to studies published in the last
10 years. Another limitation of our work is that we did not

conduct a review of the various existing CCMs but opted
for the start on for the CCM to derive the a priori themes.
It is possible that there may be models that incorporate
some or all of the additional themes we have proposed.
Lastly, a limitation inherent to the methodology we used
is that the qualitative studies we investigated are context
specific and their results therefore difficult to be gener-
alised. The thematic analysis nevertheless allowed us
to identify themes and draw lessons that appeared to
cross-cut different contexts.

CONCLUSION

There is a need to redesign primary care services to
respond to the growing burden of chronic NCDs in
LMICs. This qualitative synthesis of patient and provider
perspectives of chronic care, in LMICs, highlights addi-
tional considerations for the CCM. We recommend
including communication between health professionals
and patients, service provision at decentralised levels
of healthcare, the availability of essential medicines,
diagnostics and trained personnel, and coordination
between the many healthcare providers as other essential
elements in the CCM. These could guide interventions,
which need further testing, to improve clinical outcomes
and quality of care for chronic conditions in LMICs.
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