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Figure 1 Components of the PACK programme.

borders and has been implemented in diverse settings in
several LMICs.”™"!

This experience is described in a collection of papers
in BMJ Global Health (https:/gh.bmj.com/content/3/
Suppl_5). The collection is not intended to showcase
best practice but rather is an attempt to describe this
journey, both successes and challenges, during this time
of reflection on the role of primary healthcare and the
people who make it possible.

PACK PROGRAMME

PACK is designed to support frontline providers who act
as the first point of contact with health services (figure 1).
To date it has focused on clinicians working in primary
care facilities in LMICs. At the centre of the programme
are concise clinical decision support tools (guides)
comprising standardised and user friendly algorithms
and checklists that provide a comprehensive and inte-
grated approach to screening, diagnosing, and treating
common symptoms and chronic conditions in adults,"
adolescents, and children.'® All medications are drawn
from the 2017 WHO essential medicines list.'* Although
most editions of the guides are printed, an interactive
ebook version of the adult guide (2018 global edition) is
now available free to providers (https://knowledgetrans-
lation.co.za).

But PACK is much more than a book. The accompa-
nying training programme uses case-based, short training
sessions delivered by existing health staff to support
frontline providers and their teams."” The training
time commitments are modest, mindful of the need
to support scalable implementation and not withdraw
providers from clinical service for prolonged periods to
attend offsite training.” The culture of implementation
and training is paramount. PACK draws on adult learning

theory and practice, assuming that frontline providers
bring with them much knowledge and experience. It
models interprofessional respect and the shift from “all
knowing” hierarchical knowledge systems to one that is
“all learning,” non-judgmental, and supportive. Training
focuses on health priorities, which differ across settings,]5
and aims to equip health workers to use the full content
of the guide.

The components for strengthening health systems
are varied and setting dependent. In some, attention to
resourcing of drugs and investigations by health facilities
must precede training of health workers.'” One universal
aspect is the translation of task sharing policies into
actionable, clear, and consolidated messages to the range
of health workers who staff facilities.

PACK uses a simple system, colour coding all medica-
tions every time they are listed, by indication and dose
for different types of health worker, localised for the
particular health system. This seemingly simple clas-
sification requires extensive engagement with health
managers, policy makers, regulatory policies, and clini-
cians and is a key component of localising PACK to a
particular setting.'® The aim is to shift responsibility
for determining scope of practice from health workers
under pressure navigating patients, guidelines, and new
policies, to governance structures and regulatory frame-
works by clarifying what governments think is appro-
priate to ask of their health workers under the current
circumstances.

Areas where there is a lack of clarity or large unmet
needs are presented in terms of clinical situations: “What
should this type of health worker be able to offer the
person in front of them at this time?” Regular revision
assures policy makers that they can revisit their decisions.
The outcome is a common “hymn sheet” used by all types
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Figure 2 Development of PACK over the past 18 years.

of primary healthcare worker to understand their role in
the healthcare system.

Routine monitoring and evaluation of the programme
is less well developed and has focused on tracking training
coverage both across and within facilities (figure 2). We
have completed four large pragmatic implementation
science trials, including 33 000 patients from 166 clinics.
Qualitative evaluation has shown substantial positive
effects on health worker confidence and teamwork.'” '®
We have found consistent, reproducible improvements
in quality of care across several indicators (prescribing,
referral, case detection) mainly in the area of communi-
cable diseases.'"™ Absolute effect sizes are in line with
implementation science literature, and effects extend
to health outcomes and economic benefits, including

PC 101 trial: NCD care including hypertension,
diab hroni pi y di and depression
Western Cape Province, South Africa
38 clinics/4 393 patients

CobALT trial: depression care for people on antiretroviral treatment
North West Province, South Africa
40 clinics/2 002 patients
PRIME trial: depression care for people on hypertension treatment
North West Province, South Africa
40 clinics/2 002 patients
Pair of trials to evaluate effect of PACK on
cardiovascular and respiratory endpoints
in Florianopolis, Brazil
38 clinics/46 786 patients
Preliminary work for
pragmatic trials
of PACK Child
13 clinics/354 patients

fewer and shorter hospital admissions.” ** A further four
trials involving almost 50 000 patients from 88 clinics are
underway, with components evaluating mental health?*?
and non-communicable diseases,”® as well as preliminary
work for a trial of PACK Child.”’

Less is known about the performance of PACK outside
these trials, but the pragmatic orientation of these trials
suggests that it should be no different in other situations.
Numerous efforts are underway to establish routine
monitoring and evaluation systems that can track training
uptake in a health workforce that has high rates of turn-
over; to explore relations between training and simple
indicators of care; and to assess fidelity to the principles
of training.

Fairall L, et al. BMJ Global Health 2020;3. doi:10.1136/bmjgh-2018-k4451rep

"1ybuAdoo Aq parosloid 1sanb Aq 20z ‘€T Jequiardas uo jwod fwg yby/:dny wol papeojumoq "8T0Z JoquaAoN 6T U0 dalTSyiX-8T0Z-Ublwa/9eTT 0T Se paysignd 1sii :yieaH qo|o rINg


http://gh.bmj.com/

BMJ Global Health 8

PACK has been widely adopted in South Africa, where
it forms part of the government’s Ideal Clinic Realisation
and Maintenance programme across 3500 primary care
facilities.” It is also used in Botswana,8 Nigeria,lo and
Brazil,” and forms a central component of the Ethiopian
Federal Ministry of Health’s Health Sector Transforma-
tion plan.'" To date around 200 000 hard copies of 42
editions of the guide have been distributed and more
than 30 000 health workers trained.

PACK is gaining widespread traction among health
ministries seeking to strengthen their primary health-
care systems. It is currently being considered in China,
Vietnam, Uganda, and Bangladesh. Since 2015 a further
28 countries across six continents have asked about local-
isation and implementation. Ministries report being
attracted by the comprehensive and integrated approach,
consolidating and unifying guidance across communi-
cable and non-communicable diseases, age range, and
the scalable, carefully designed programme for training
multiprofessional teams together on-site instead of sepa-
rately at centralised venues.

LANGUAGE OF “CLINICIAN”—A NOVEL APPROACH TO
STRENGTHENING HEALTH SYSTEMS
During the late 2000s we started noting how introducing
PACK at facilities often catalysed local, clinician-led
efforts to improve healthcare delivery in their own
facilities. For example, Botswana’s adaptation of PACK
proposed 36 new additions to the local essential medi-
cations list for primary care, including making statins
available for secondary prevention of cardiovascular
disease as well as for antiretroviral induced dyslipidae-
mias.® Enthused clinicians engaged with government
pharmaceutical services to ensure that their facilities had
adequate supplies of drugs recommended in PACK, even
compiling their own lists of medications by painstakingly
identifying each one from the guide or sourcing drugs
previously not provided to the clinic. Others identified
patients with chronic conditions and reviewed their treat-
ment plans to ensure that they reflected the evidence
and policy aligned recommendations in the guide. Some
teams worked together to review patients’ experience of
care in their facilities, streamlining flow to avoid dupli-
cation of roles and conserve valuable consultation time.
Initially such feedback was heartening, but as this
pattern started repeating across facilities and countries,
it prompted reflection on what was happening. All these
efforts seemed to be deeply rooted in the clinical content
of the PACK programme rather than parallel quality
improvement processes. Clinicians seem to have claimed
“system agency” based on an intervention that resonated
with their primary identity as providers concerned prin-
cipally with the welfare of the person sitting in front of
them.” This warrants further exploration, recognising
that delivering healthcare is not only about optimising
efficiencies but is fundamentally a human endeavour at
the heart of which lies the critical interaction between

two people, one of whom is in the provider role and one
in the patient role.

RECONCILING COMPREHENSIVE AND SELECTIVE APPROACHES

TO PRIMARY HEALTHCARE

How best to structure primary healthcare is the subject of
much debate. Should we continue with the basket of low
cost, high impact interventions targeting high burden,
measurable diseases? Or has the time come to strive for
comprehensive integrated person centred care? The
answer lies not with a pros and cons list of these polar-
ised views, but with a more nuanced understanding of
the factors that have contributed to and perpetuated the
priorities approach and an honest appraisal of why an
integrated approach is imperative but seemingly beyond
reach.

Disease based approaches are embedded in health
worker training curriculums worldwide.”” When grad-
uates enter health systems they view health as a group
of systems that work alongside each other. Identifying
which of these is dysfunctional and targeting inter-
ventions is considered the basis of healthcare delivery.
Health systems replicate this siloed approach in career
paths and specialisation, in how ministries organise
themselves, in research and donor funding, in reporting
systems, among patient and community advocacy groups,
and in the media. We all relate to a cause, whether it be
AIDS, mental illness, or the leading causes of childhood
deaths. Protagonists of person centred care emphasise
that patients and communities should set the agenda of
healthcare and point out that appropriate uptake and
demand are unlikely to materialise without tackling what
matters most to them.

The solution lies in crafting a workable compromise,
whereby patients and communities experience satisfying
contacts with frontline providers, building their trust
and use of healthcare systems and the interventions
they provide. People who feel heard and cared for when
seeking care for common non-life-threatening illnesses
are more likely to seek care from that service at critical
moments when effective treatment can substantially
influence their morbidity and mortality. This is especially
relevant to hard-to-reach populations, including adoles-
cents around the world, men in sub-Saharan Africa, and
women in South East Asia. But the gains achieved by
focused interventions cannot be ignored. Ultimately it
would be myopic not to appreciate the fact that some,
like antiretrovirals and vaccinations, are more effective
than others and save many lives when implemented at
scale.

An all learning approach is essential to balance the
tension between comprehensiveness and focus. The
Knowledge Translation Unit has insisted that local
editions of PACK guides be comprehensive and not
extract selected components to augment a disease based
intervention. Prospective adopters of PACK often perceive
this as extraneous work that will delay implementation.
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Delays can be ameliorated by streamlining the localisa-
tion process as far as possible and strengthening mentor-
ship of in-country teams. Training, however, is always
focused on disease priorities in each setting and uses a
tailored curriculum drawn from a global bank of cases.

Providers appreciate the inclusion of common non-life-
threatening conditions as this empowers them to manage
a high proportion of their patients, often overlooked by
disease focused initiatives. For example, although pneu-
monia and diarrhoea remain leading causes of childhood
mortality, snotty noses and skin rashes continue to be
common reasons for encounters with health services. The
shift towards meeting the needs of people with chronic
conditions offers an opportunity to build primary health-
care systems that can respond to both acute and chronic
illnesses in a timely, cost effective way.

Work environments characterised by long patient
queues, out-ofstock drugs, and inaccessible tests and
referrals make provision of person centred care near
impossible. Societal problems such as poverty, interper-
sonal violence, and marginalisation can overwhelm even
the most straightforward of consultations. Containment
of situations and connection to appropriate resources
are essential skills for frontline providers. PACK aims to
contribute by starting with clear guidance on how best
to manage the clinical aspects of a consultation, recog-
nising that clinicians who fear missing a potentially fatal
diagnosis or are uncertain about how to start assessing
a particular complaint are in no position to provide
person centred care. We have developed clinical commu-
nication skills focused on mental health in our training
programmes** * and are raising awareness of the under-
standing that person centred care includes care of clini-
cians too.

BUILDING LEARNING HEALTH SYSTEMS

PACK is unusual in that it has been built on a series of
nine large pragmatic trials (figure 2), which have facili-
tated rapid adoption of evidence into policy and practice
in what has been promoted as “learning health systems.””!
In South Africa the trials have supported a move away
from centralised training to a cascade system that is team
based and on-site and has been adopted by other training
providers and programmes. The trials have also under-
pinned and informed the adoption of nurse initiated
and managed antiretroviral treatment, and contributed
to policy decisions to adopt the South African version
of PACK. The second and third trials helped establish a
province-wide health information and monitoring system
for HIV, which additionally highlighted the big effect
of antiretroviral treatment and high mortality among
patients waiting a prescription,32 motivating the decision
to switch to nurse initiation.

But routine data collection outside of communicable
diseases is near absent in many LMICs, and the four
trials evaluating the effects on these conditions have
required years of fieldwork with as many as 19 000 patient

interviews. Disappointing results in a trial evaluating
hypertension, diabetes, and depression care® prompted
intense reflection on the nature of the intervention. We
had to justify a national decision to adopt PACK despite
the results, which required engagement of policy makers
in a discourse that considered context, the urgent need
to tackle non-communicable disease, interpretation of
pragmatic trials, and consideration of several secondary
outcomes that indicated better care.” We decided not
to undertake such research in future without extensive
mixed methods formative and summative evaluation,
irrespective of funding restraints. Rigorous research in
these contexts is difficult, but, because of its capacity to
outlive annual budget cycles and political terms and to
refine complex health systems interventions, it is needed
to guide evidence informed strengthening of health
systems.

FUTURE OF PACK: IS GLOBAL EXPANSION POSSIBLE?

The future of PACK depends on several factors: the need,
the performance of PACK in meeting that need, alterna-
tive approaches, and sustainability. The demand we have
had for PACK, even though it is not endorsed by official
agencies, is testament to the need and the appeal of the
approach. Although alternatives exist, the localisation,
comprehensiveness, and training methods of PACK and
its record of development have gained traction with both
clinicians and policy makers.

Unquestionably, the greatest challenge should be
the easiest to address: consolidating this international
resource and continuing to develop regional and local
hubs to maintain, develop, and support countries that
are looking to PACK to strengthen provision of primary
healthcare. The current structure of funding in LMICs
does not permit this. Provision of health services in many
of these countries depends on donors, who require that
countries deliver return on investment in the short term,
typically in annual cycles, and attempt to meet unrealistic
targets or face big cuts or even funding withdrawal. Poor
investment by LMICs in health research has resulted in
research agendas that are set by high income country
donors and remain almost exclusively disease based.
Even groundbreaking initiatives such as the Global Alli-
ance Against Chronic Disease organised three of its four
funding rounds by disease.

In contrast the Knowledge Translation Unit’s efforts
have been almost entirely supported by grant funding and
the budget is paltry compared with the budgets of disease
specific initiatives supported by global and national
donors. The revised Alma Ata declaration commits inter-
national agencies, including WHO, Unicef, and other
UN agencies, to investments towards realising universal
health coverage through people centred primary health-
care systems consistent with the sustainable development
goals. It’s time for the international community to take
heed of the role PACK can play in LMICs and invest in
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