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ABSTRACT

For the primary health worker in a low/middle-income
country (LMIC) setting, delivering quality primary care

is challenging. This is often complicated by clinical
guidance that is out of date, inconsistent and informed

by evidence from high-income countries that ignores
LMIC resource constraints and burden of disease. The
Knowledge Translation Unit (KTU) of the University of Cape
Town Lung Institute has developed, implemented and
evaluated a health systems intervention in South Africa,
and localised it to Botswana, Nigeria, Ethiopia and Brazil,
that simplifies and standardises the care delivered by
primary health workers while strengthening the system

in which they work. At the core of this intervention, called
Practical Approach to Care Kit (PACK), is a clinical decision
support tool, the PACK guide. This paper describes the
development of the guide over an 18-year period and
explains the design features that have addressed what
the patient, the clinician and the health system need from
clinical guidance, and have made it, in the words of a
South African primary care nurse, ‘A tool for every day for
every patient’. It describes the lessons learnt during the
development process that the KTU now applies to further
development, maintenance and in-country localisation of
the guide: develop clinical decision support in context first,
involve local stakeholders in all stages, leverage others’
evidence databases to remain up to date and ensure
content development, updating and localisation articulate
with implementation.

DELIVERING QUALITY PRIMARY CARE IS
DIFFICULT

For the primary care health worker in a low/
middle-income country (LMIC), delivering
effective care is complex and challenging:
health facilities are inadequately staffed,
the staff who are there are often inade-
quately trained or supported to act as inde-
pendent clinicians, resources and medication

» Clinical guidance frameworks and evidence synthe-
sis products are largely designed for and draw on
evidence from high-income countries (HIC) and do
not usually speak to the low/middle-income country
(LMIC) need for comprehensive, up-to-date decision
support.

» The Practical Approach to Care Kit (PACK) guide is
a comprehensive, evidence-informed approach to
clinical care that supports primary care improve-
ment initiatives in South Africa and has been local-
ised for several large LMICs.

» We triangulated HIC evidence synthesis product
recommendations and WHO guidance with LMIC
clinical practice and resource constraints to ensure
guidance that is both relevant to local realities and
easy to update.

» Development, maintenance and in-country localisa-
tion of PACK offer ongoing opportunity for interroga-
tion and augmentation of health system issues.

» These processes should involve relevant stakehold-
ers to ensure recommendations are locally relevant
and can streamline delivery of primary care.

availability are limited, and the patient load is
large and increasingly complex with comor-
bidities and conditions requiring chronic
care.'?

Health workers are usually taught in hospi-
tals and learn to approach the patient as a
collection of systems (abdominal, thoracic,
neurological, and so on). Outside the
hospital, healthcare delivery is administered
in silos determined largely by priority diseases
and funding mechanisms, leading to vertical
disease programmes implemented alongside
one another within a primary care facility.
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Yet itis a more complex and multimorbid reality which
the primary care clinician faces — she or he is required
in a consultation to address the concerns of a person
(who may have various health risks, multiple symptoms
and several chronic conditions) using a perspective that
has its foundation in a system-based education and in
a context that perpetuates fragmentation of care into
vertical programmes.

THE HEALTH WORKER IS OVERWHELMED BY GUIDANCE

A predominant strategy for supporting health workers in
primary care is the provision of clinical guidance, usually
in the form of clinical practice guidelines, policy-based
protocols and essential medicine lists. Health workers are
expected to comply with a plethora of these, even though
they may be out of date or inconsistent with one another.*

The guideline development community is attempting
to make the provision of clinical guidance standardised,
more robust and relevant. Various frameworks and stan-
dards for clinical practice guideline development,’ ® adap-
tation” and implementation® exist to support guideline
developers, policymakers and clinicians craft guidance
that is both usable and evidence informed, and calls are
increasing for greater clarity and brevity of recommen-
dations, with improved formatting of content, in partic-
ular greater use of algorithms.” ' Evidence synthesis
products like UpToDate and British Medical Journal
(BM]) Best Practice go some way to providing accessible,
instant, evidence-informed answers for clinical queries,
but are still largely arranged by disease or system, and
target high-income country settings. This is because most
guideline frameworks and development work, as well as
sources of published evidence, originate in high-income
countries and inadequately address the far more limited
resources and skills and burden-of-disease patterns in
LMICs.

The WHO has produced policy frameworks and clin-
ical guidelines for LMIC settings, some of which, like the
Integrated Management of Childhood Illness strategy''
for underfive care, and Mental Health Gap Action
Programme'? for mental health and neurological disor-
ders, have been disseminated widely. However, many
WHO guidelines still have a disease or system focus,
limiting their usefulness in a comprehensive primary
healthcare setting and prompting increasing demand for
integrated decision support tools for primary care."”

GETTING PRACTICAL: THE PRACTICAL APPROACH TO CARE KIT
Since 1999, the Knowledge Translation Unit (KTU) has
developed a health systems intervention that attempts
to streamline the care delivered by frontline clinicians.
Now called the Practical Approach to Care Kit, PACK is a
programme comprising clinical guidance, an implemen-
tation strategy, health systems strengthening and moni-
toring and evaluation components. PACK has its roots in
the WHO strategy, Practical Approach to Lung Health
and adopts its symptom-based approach.' Initially

focused on lung health and tuberculosis primary care
in South Africa (Practical Approach to Lung Health in
South Africa—PALSA)," it has incrementally expanded
to include HIV and sexually transmitted infections (Prac-
tical Approach to Lung Health and HIV/AIDS in South
Africa—PALSA PLUS), and then comprehensive adult
care (initially Primary Care 101) through many cycles
of development, refinement, evaluation and testing.'®
It has been introduced throughout primary care facili-
ties in South Africa in support of national department
of health policy initiatives like Nurse-Initiated Manage-
ment of Antiretroviral Treatment and currently forms
a central clinical component of the government’s Ideal
Clinic Initiative."” Working with local health providers,
academics and clinicians, we have supported the locali-
sation of the PACK programme to Botswana,'® Brazil,"
Nigeria, Ethiopia and, currently, China.

Four pragmatic randomised controlled trials evaluating
PACK and its predecessor programmes in South Africa
involving 33 000 patients from 124 clinics across seven
health districts showed significant and reproducible
improvements in quality of care, health outcomes and
healthcare utilisation, predominantly for communicable
diseases.” *' ** # Parallel qualitative evaluations record
clear benefit to health worker morale, with primary care
health workers consistently reporting a sense of empow-
erment as independent clinicians.**

A core component of this intervention is a clinical
decision support tool, the PACK guide. Unusual among
clinical practice guidelines, the PACK guide is commonly
used by clinicians during a primary care consulta-
tion.” ¥ To date, we have produced over 20 editions
and printed 300 000 copies in South Africa alone. And
despite renaming and rebranding over the years, PACK
has survived as a go-to resource for primary care health
workers throughout South Africa who describe it as ‘A
tool for every day for every patient’.*®

The PACK Adult guide® is a 120-page clinical decision
support tool that aims to be the only resource a clinician
needs to consult during a primary care consultation. The
first 70 pages cover an approach to common symptoms
and the second section an approach to chronic condi-
tions including infectious diseases, non-communicable
diseases, mental health, reproductive health, musculo-
skeletal conditions and palliative care. It also includes
pages on general health screening, rational prescribing,
and preventing and managing the infectious and psycho-
logical risks of being a health worker.

DEVELOPING PRACTICAL CLINICAL DECISION SUPPORT

In 2006, following requests from end-users and poli-
cymakers, we began a 4-year process of expanding the
respiratory and HIV-focused content of PALSA PLUS to
create a comprehensive approach to adult care. Figure 1
depicts the development process of the PACK guide in
the Western Cape province of South Africa. We drew
on existing national standard treatment guidelines,”
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* Medical textbooks
* Local morbidity survey

Deciding scope of content drew on:
* National treatment guidelines and policy strategies

* Developers’ own clinical experience

Assembly of local guidelines and medicines lists

Development of draft pages
We consulted the evidence to resolve gaps or inconsistencies in local policy.

w

Integration of content

* Ensured consistency of
recommendations
across multiple

/.I.p Page formatting and design

|-\& Stakeholder review

¢ Input from policy
makers and lead
clinicians

conditions
* Comprehensive review
by family physician \

Addressing policy, prescribing
and scope of practice issues
required working closely with: -/

== « Provincial Pharmaceutical s

and Therapeutic Committee
* Nursing Directorate
* Local policy makers

¢ Multi-disciplinary
clinical working groups

* Formative evaluation
with end-users

Endorsement and sign off by Provincial Department of Health

Training material _
development

v

PAC

Practical Approach to Care Kit

PACK Western Cape guide

K

Figure 1

medical textbooks (especially Harrison’s approach to
common symptoms) > and national strategic plans®® and
aligned the content to local provincial policy, burden of
disease™ and resource realities.

We now update the PACK guide annually to keep pace
with rapidly evolving evidence and policy, particularly
for ‘high churn’ areas like HIV and tuberculosis. The
initial expansion of PALSA PLUS to PACK drew on 171
contributors in the Western Cape from a range of disci-
plines—clinicians (primary care and disease specialist),
policymakers, pharmacists, counsellors, patient advo-
cates and others involved in delivering and supporting
primary care—either in 1 of 10 clinical working groups
or as individual reviewers. Subsequent annual revisions
have involved the recruitment of more stakeholders, and
created an active forum for debating evidence and for
identifying errors, lack of convergence with other guide-
lines and priorities for new content.

Training material development carefully articulates
with the guide’s clinical content and guide developers
also participate in implementation planning and delivery.

To extend the value of PACK to other countries, we
have developed a globally relevant version of the guide
to serve as a template for LMIC in-country localisation
by triangulating each of the 2372 recommendations in
PACK Western Cape with international evidence sourced

Practical Approach to Care Kit (PACK) guide development process

through BM] Best Practice, WHO guidance and other
sentinel guidelines (figure 2). To support in-country
localisation of this PACK Global guide, training materials
and implementation approach to local priorities, scope of
practice and resources, we designed a localisation toolkit
and KTU mentorship package. The PACK programme
localisations and lessons learnt from this process are
described elsewhere in this Collection.™

ADDRESSING WHAT THE PATIENT, THE CLINICIAN AND THE
HEALTH SYSTEM NEED FROM CLINICAL GUIDANCE
Throughout the development, maintenance and localisa-
tion of the PACK guide, we have strived to make it easier
for clinicians to deliver primary care by addressing the
needs of the patient, the clinician and the health system.

Addressing what the patient needs from clinical guidance

Patients’ needs are complex and with increasing age and
life expectancy, comorbidities and chronicity are more
common than not. These needs demand a comprehen-
sive and integrated approach. PACK Adult is a compre-
hensive guide to adult primary care, covering over 500
symptoms, syndromes, risks and conditions. Being
comprehensive allows it to prompt the screening for
and management of common priority conditions. The

Cornick R, et al. BMJ Glob Health 2018;3:6000962. doi:10.1136/bmjgh-2018-000962

3

yBuAdoa Aq perosrold 1senb Aq 120z ‘6¢ AInC uo /wod fwa yby//:dny woly pepeojumoq "8T0Z 1890190 LT U0 296000-8T02-UBIWa/9ETT 0T Se paysiiand 1suy :yiesH qo|o NG


http://gh.bmj.com/

BMJ Global Health 8

Leveraging evidence synthesis in high-income countries to build an evidence base for LMIC
primary care

Since August 2014 the KTU and BMJ have been engaged in a non-profit strategic partnership to
provide continuous evidence updates for PACK, expand PACK related supported services to
countries and organisations as requested, and where appropriate license PACK content.
Through this partnership, we have accessed the evidence underpinning the PACK Global guide
recommendations through the BMJ Knowledge Centre’s evidence synthesis product, Best
Practice. Best Practice is an online clinical decision support product of 8 million words with
1036 monographs covering conditions and presentations, and summarising the most recent
robust evidence as to how to diagnose and manage them. The BMJ partnership has allowed our
small group of six guide developers to leverage the work of a sixty-person team responsible for
a 21-step content creation process that combines evidence horizon searching of key primary
and secondary studies and over 6500 practice guidelines with clinical editorship and peer
review, and subsequent revision of all content at least annually.

The first step in this evidencing process was to itemise each of the 2372 recommendations in
the PACK guide and check them against the appropriate Best Practice monographs. Where the
pragmatic and integrated approach of PACK exposed a gap in Best Practice guidance for a low
resource setting (like the interpretation of random - rather than fasting - blood glucose levels
for diabetes screening), we referenced WHO guidelines and if those were non-congruent with
Best Practice or insufficiently detailed, we sought other sentinel guidelines, primary studies*'
and if needed, local expert opinion to inform PACK’s pragmatic recommendations for a
resource-limited setting. The content of each page was thus refined to reflect most recent
evidence and WHO guidance. We house the evidence base for the PACK content — all 2372
recommendations, each with references - in a SQL database which can be accessed by the KTU
and BMJ teams at any time. The recommendations have a median of 2 sources each
(interquartile range 2 to 4) with as many as 93% linking to both Best Practice and WHO sources.

This system has allowed us to adopt a very streamlined method of ensuring that the PACK guide
recommendations are updated whenever WHO guidance or the evidence changes: we check
Best Practice monograph change reports (which summarise any changes to BP content every
week — around 20-40 publication events) as well as the WHO digital library*? on a weekly basis
to identify which recommendations in PACK need to be reviewed and if appropriate, updated
for its annual edition.

Within the evidence community, there is now growing awareness of not simply making the
latest tools available online, but on improving systems to alert each other to changes in
evidence and their implications for clinical practice. This partnership is one example of how
evidence synthesis groups from HICs and LMICs could work together to avoid duplication,
streamline bulky evidence review processes and maximise outputs from the resource-intensive
work that is evidence synthesis.

Figure 2 Leveraging evidence synthesis in high-income countries to build an evidence base for LMIC primary care.*' *? HIC,
high-income country; KTU, Knowledge Translation Unit; LMIC, low/middle-income country; PACK, Practical Approach to Care
Kit.
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content has been carefully integrated so that recom-
mendations are consistent throughout (eg, the same
cholesterol threshold prompts treatment and referral
across cardiovascular disease and HIV) and the care of
the patient with multiple problems is prompted and facil-
itated. Integrating the routine care of common comor-
bidities makes more efficient the delivery of care to the
patient with more than one chronic condition into a
single consultation.

Addressing what the clinician needs from clinical guidance

In a busy primary care facility, a clinician needs a decision
support tool that is appealing and easy to use during a
clinical consultation, which supports the flow of clinical
decision-making and does not distract from the interac-
tion with the patient. To achieve this, we have employed
a specific language style, clinical approach, graphic
design and hard copy elements, the features of which
and rationale for use are listed in table 1. These design
features enable the PACK guide to accommodate more
clinical detail than many standard, telephone directory
length clinical practice guidelines, and allow for their use
during each consultation. The PACK guide is currently
printed in hard copy but is also available as an interactive
pdf for use on a tablet, desktop computer or laptop.

Addressing what the health system needs from clinical
guidance

A primary healthcare system needs clinical guidance that
supports ‘complete technical integration’” of health
services and clinical care. PACK aims to be implementable
in the setting for which it is intended—all its recommen-
dations must be feasible given local policy, resource availa-
bility and clinician scope of practice. Thus, the processes
of developing, revising and later localising the PACK
guide have entailed the interrogation and augmentation
of various features of the health system.

Attempting to align clinical recommendations with
local policy has highlighted gaps in and discrepancies
between policies that have led to adjustments in the
policies themselves. Interrogation of these policies with
end-users has also highlighted the gaps between the poli-
cies and on-the-ground practice, skills and resource avail-
ability, and has provided the opportunity to align policy
with reality.

By delineating the scope of care for each cadre of
health worker and clarifying referral pathways, PACK can
facilitate task-sharing and streamline care. During local-
isation, medication, investigations and referrals in the
PACK guide can be colour coded according to level of
health worker permitted to perform each activity. Clari-
fying roles in this way helps to ensure that clinicians both
fulfil their responsibilities completely and avoid working
beyond their scope, but has also at times prompted the
expansion of clinician scope, particularly prescribing
provisions to expand access to chronic condition medi-
cation for high burden conditions. This is proving highly
valued by frontline clinicians who often feel compelled

to operate outside what they understand to be their
scope of practice (particularly in emergency situations)
and shifts the responsibility for scope of practice deci-
sions from urgent, stressful moments in clinical practice
to central policymakers.

The evidence-informed updates to the PACK Global
guide are incorporated into annual updates of the
South African policy-aligned guide and other country
PACK versions. This is tailored to what local policy and
resources allow, but can in turn prompt official review
and update of local policies too.

WHAT HAVE WE LEARNT?

Designing comprehensive, integrated clinical guidance
that is usable in a complex health system is not without
challenges, and these have provided many lessons that
we continue to apply to our content development work.

Develop clinical decision support in context first

Designing algorithms that reflect clinical decision-making
processes is a complex activity and attempting to do so
based solely on grade-type evidence and sentinel guide-
lines was extremely difficult. This taught us the value of
developing clinical decision support within a specific
context and the importance of testing out real-world clin-
ical scenarios on evolving algorithms and checklists. For
example, the South African Hypertension Guidelines®®
define malignant hypertension and include seizures as
a diagnostic sign. The practical implications of this defi-
nition were challenged by an epilepsy clinical working
group considering primary care referral criteria. Blood
pressure is commonly elevated after a seizure. Thus, it
is inappropriate to consider all such patients as having
malignant hypertension. This criterion was refined with
input from a primary care clinician, nephrologist and
neurologist. This illustrates the process of triangulating
evidence with policy and the practical wisdom (phro-
nesis) that underpins the delivery of clinical care.

Involve local stakeholders in all stages

A critical element to PACK’s success has been the level
of local stakeholder involvement in all stages of its devel-
opment, updating and localisation. This has provided
a non-judgemental place in which to allow discourse
between planners and providers and has meant that
issues raised by draft guide pages highlighting conflicts
of policy, ‘best practice’ and what was practical on the
ground could be teased out, giving rise to acceptable and
feasible recommendations. This and PACK’s responsive-
ness to end-user need has generated increasing levels
of ownership of the programme, in turn strengthening
the links between the various cadres of staff and levels of
care, easing task sharing and clarifying scope of practice
(particularly prescribing powers) and referral pathways.
Although mediating the occasional dispute between poli-
cymakers and clinical opinion leaders can be challenging,
that the Western Cape PACK guide annual review incor-
porates extensive end-user feedback has been essential to
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Feature Rationale for feature Example

Symptom based Patients usually present with symptoms, Each symptom is arranged on its own
not diagnoses, so this takes the patient’s page. The ‘Collapse’ page prompts
presentation as the starting point. Unlike a consideration of eight ‘chronic conditions’
guideline with a disease entry point, it can which may still be undiagnosed or
prompt screening for and diagnosis of chronic  uncontrolled. These include ischaemic
conditions. heart disease, diabetes, stroke, a mental

health condition, epilepsy and pregnancy.

History taking, examination and Avoiding vague prompts like ‘Take a history’ Headache page algorithm: ‘Is headache

investigations incorporated into or ‘Do a thorough examination,” PACK elicits ~ disabling and recurrent with nausea

clinical approach those details relevant to the particular symptom or light/noise sensitivity, that resolves
or condition and provides a clear response to  completely? If Yes: Migraine likely.’
each.

Language style

Plain language, avoids medical Empowers use in clinician with limited skill or  ‘Difficulty breathing’ instead of
jargon experience. Makes health knowledge more ‘dyspnoea’
accessible.

Focuses on the individual patient It ensures a focus on the individual patient On the Stroke page: ‘Help the patient
by dealing with only the patient in the current ~ to manage his/her CVD risk’ instead of
consultation, not all patients. ‘Advise all patients with stroke to manage

their cardiovascular disease (CVD) risk.’

Formatting and design
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Feature Rationale for feature Example
Algorithms flow from top to Readers approach text from the top and See figure 3.
bottom work down; it also provides equal weighting

to decision-making in an algorithm. This
is different from WHO guidance, typically
arranged from left to right.

Checklists Provides a very simple, yet systematic Checklists can form the main structure
approach to routine care for the patient with a  of pages for chronic conditions using
chronic condition adopting a health systems the ‘Assess, Advise, Treat’ framework
approach which defines ‘chronic’ as anything  (figure 4) but can also be embedded in
that requires repeated, planned visits to care.  boxes of content like warning signs for

a headache that may warrant immediate
referral.

lllustrations and photographs Useful to guide likely diagnosis, provide » ‘How to syringe an ear’; ‘How to use
prompts for shared decision-making with a an inhaler with a spacer’.
patient and to demonstrate a management » Prompts for health education content
option to a patient. like lifestyle interventions to reduce

cardiovascular risk.
» Photographs show common skin, ear
and genital problems.

Hard copy features

Printed on durable paper Aids regular use for at least a year until the next —
update.
Content limited to 1-5 pages per  To limit the guide’s size and to maintain a An approach to most symptoms is
symptom or condition focus on priority common conditions for LMIC  contained in one page; the chronic
primary care. condition sections span 1-5 pages

depending on the scope required for
LMIC primary care—‘HIV routine care’
has 5 pages, dementia 1.

LMIC, low/middle-income country; PACK, Practical Approach to Care Kit.

~
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One symptom per page [

Red box
prompts

Sudden severe headache

Headache that wakes patient or is worse in the morning

= 38°C, neck sti ingism or vomiting
Worsening/persistent headache in HIV patient recently started on ART
BP 2 180/110 and not pregnaniga
Pregnant or up to 1 week post-
Decreased level of consciousng

urgent
attention and
referral

00600000

Flags chronic
>38°C or neck i g conditions

and malaria test’ positive, also give artesunate 2.4mg/|
« Refer urgently

Management:
-

Give urgent attention to the patient with headache and one or more of:

New/different headache, or headache that is getting worse and more frequent @ - Sudden dizziness

V. If > 50 years or impaired immunity?, also givmpicillin' 2g IV. If patient was in malaria area,

@ - Confusion

@ - Vision problems (e.g. double vision) or eye pain 21
@® - Following a first seizure

® - Recent head traul

@ Sudden weaka Stroke |fface, arm orleg 95

gisturban
Pupils different in size

®Is headache disabling and reculfBnt with nausea or

Yes

medication to prevent migraines.

@ - Warn patient to avoid overusing
- If uncertain of diagnosis or poor

/@VioUS angioedenta, anaphylaxis o urticania), discuss wi

allergy (pre 2
rapid diagnostic test. *Avoid if peptic ulcer,asth heart failure or kidney di

Approach to the | atient with headache not needing urgent attention

No
Painlehen pushing on forehead or cheek/s, recent common cold, runny/blocked nose?

light/nolse sensitivity, that resolves completely?

Migraine likely Al ith
© - Give immediately, and then as needed: Yes No m
ibyprofen® 400mg 6 hourly with food gorlt
oFparacetamol 1g 6 hourly for up to Sinusitis i @- If using analgesia > 2 days/week for = 3 months it can cause headaches: 'des
5 days ) . Give paracatamol 1g6hourlyasneed. HIV [Baays @- Advise against reguiar Use and to Ut down on amount used qgui
®- If nausea, also give metoclopramide @ - If tooth infection, swelling over sinus or refer, @-Headache should improve within 2 months of decreased use.
10mg 8 hourly as needed up to 5 days. @- If patient has recurrent sinusitis, test for HIV 77. + Consider tension headache, muscular neck pain or giant cell arteritis; management
g- Ggle oral hydration. 4 @ - If nasal discharge for > 10 days or symptoms worsen after initial
+ Advise patient to recognise and treat improvement, give antibiotic: ~
; : Tightness around head or Constant > 50 years,
migraine early, rest in dark, quiet room. ~Isthere sk of severe infection (> 65 years, alcohol abuse or impaired @, Toneseamurdiadon @ conik Ll
® - Advise regular meals, keep hydrated, immunity? 9 P! P fend 9 P i P2 P!
regular exercise, good sleep hygiene. i
© - Keep a headache diary to identify and Tension headache likely [Uscles Giant cell arteritis
avoid migraine triggers ke lack of sleep, | g . YH“/ avuanate . G I oma 8 hourty | @ Give paracetamol 196 houry likely
hunger, stress, some food or drink. s e ol Bhourly as needed for upto 5 days. Muscular | @ Check CRP
+ Avoid cestragen-containing pogomaardomaxilin, | ors e i 4 | @ Assess and manage stress 267 neckpain | ®- Give single dose
B contraceptives o112 Zomas Nouly ons o * fpenicllin allergy, give Instead {8 Advise regular exercse likely prednisolone
« If 2 2 attacks/month, refer/discuss for « SRR sliSrgy; clseuss e ne1oimd T2hoty, 48 60mg and discuss/
with doctor. for S days

refer same day.

analgesics.
response to treatment, refer.

//diabetes or cancer, pregnant or recening chemotherapy or Corticosteroids. >Test for malaria With parasite SIQe MICToscopy of If Unavailable,

20

Figure 3 Algorithm format of Practical Approach to Care Kit (PACK) guide symptom pages.

achieving buy-in into the programme and its decade-long
endurance in the system. PACK is truly an example of a
‘living guide’.”” For example, when PACK trainers in the
Western Cape found nurses struggling to interpret peak
expiratory flow graphs in the chronic respiratory disease
section of the PACK guide, this prompted the inclusion
in a recent guide update of an eight-step set of instruc-
tions for reading, interpreting and acting on results of
peak expiratory flow.

Balance clinical priorities with brevity

The volume and density of PACK guide content, while
reflecting end-user need, can compromise usability. We
have in part addressed this issue by using key messages
and a training approach that focuses on clinical priorities.
We also pay constant attention to the brevity of recom-
mendations and carefully interrogate the choice of each
condition for inclusion in the guide: the need to strike a
balance between public health and clinical priorities and
the space on the page forces us to omit guidance for less
common conditions (like systemic lupus erythematosus)
or less frequently occurring comorbidities (eg, diabetes
control in the person with arthritis).

Leverage others’ evidence databases to remain up to date

Once we recognised the need to build an evidence base
for PACK, we commenced the evidencing process with a
scoping exercise in collaboration with the local Cochrane
Centre, butthisrevealed thatconducting primaryevidence
searches on every one of PACK’s 2372 recommendations
would be so time consuming that the guide would never
be completed, let alone updated. Linking the production
of each of the PACK guide recommendations to BM] Best

Practice evidence synthesis processes has allowed for a
systematic and reliable evidencing and updating process
and, as suggested by Elwyn et al, provides a ‘possible route

38
to scale’.

CONCLUSION
The PACK guide is the only annually updated, compre-
hensive, evidence-informed clinical decision support
tool designed for LMIC primary care settings. Research
evidence shows that the PACK intervention can supporta
clinician to deliver primary care more effectively. Asitisa
complex intervention, it is difficult to quantify the contri-
bution of each component to this improvement; however,
our qualitative evaluation work showed that the enabling
format of the guide, with an expanded role particularly
for nurses, was a critical enabler for the intervention’s
success.” # It has been developed in a context where
evidence and policy change repeatedly and frequently
which has prompted a shift from the ‘all-knowing’ to the
‘all-learning’ health system and thus a greater need for
and dependency on clinical decision support tools.
Arevised version of the PACK Adult Global guide is now
being published annually, addressing an important gap
for countries where clinical guidance is usually updated
at best five to seven yearly. We are also expanding the
content set to cover the life course and support each
cadre of health worker in primary care, with PACK Child
(0-9 years)g9 % and PACK Adolescent (10-19 years) in
pilot and development phases. PACK Community, a set
of tools for community health workers that includes
screening tools, a decision support guide, patient
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Standardised
approach to
routine care

Epilepsy: routine care

« If the patient is fitting 13 to control the fit. If the patient is not known with epileps Assess
@- Epilepsy is a doctor diagnosis in the patient who has had at least 2 definite fits wit.

and manage furthe
after meningitis, ¢

th specialist.

.
Assess the patient with epileps:
Assess When to assess Note

Manage symptoms as on symptom pages.
Review fit diary. Assess if fits prevent patient from leading a normal lifestyle.

Symptoms Every visit

P Fit frequency Every visit
D Adherence

Every visit, if fits occur Assess attendance and pill counts. If still fitting on treatment consider doin' /dru’ fe

B Side effects Every visit Side effects (see below) may explain poor adherence. Weigh up side effe’ &wit ffit control or consider changing medication.

Assessment
checklist

P Other medication At diagnosis, f fits occur Check if patient is on other medication like TB treatment, ART or contrz £ptiv. See below for interactions and discuss with doctor if needed.

Alcohol/drug use . Atd'\ag S : "n 3 r ar, has patient: 1) drunk = 4 drinks'/session, 2) used illec #drug jor 3) misused prescription or over-the-counter medications? If yes to any >105.
Substance abuse | - e ges  lpregnantorpian )
N m—mmblﬂlty aception needs Advise subde fhal implant if on phenytion?.

P Drug level Only if _ vel if unsure abo. n Aimum dose of anti-convulsant medication or signs of toxicity (see below).

Advise the patient with epilepsy
Educate about epilepsy and need for adherence to lreatmen&dw‘se patient to keep a fit diary to record frequency of f §.
Refer to support group and help patient to get a medical bracelet 5128.
Advise avoiding lack of sleep, alcohol/drug use, dehydration and flashing lights. Thegamansiannsns £
Advise avoiding dangers like heights, fires, swimming alone, cycling on busy roads, ¢
Advise patient there are many medications that interfere with anti-convulsant treatr Treat
Advise patient to use reliable contraception and to seek advice if planning a pregnai

g until fit free for 1 year.
ith doctor when starting any new medication.

‘_

Phenytoin Start
tom

Treat the patienﬁlith epilepsy
A single medication is bes&i\vmg 2 anti-convulsant medications together is a specialist decision.
If still fitting on treatment, increase dose as below if patient is adherent, there is no alcohol/drug use and no interactions with other medications.
If still fitting after 1 month on maximum dose or side effects intolerable, start new medication and increase as below until fit free. Then taper off old medication over 1 month. If unsure, discuss.

o W 2 - D
Valproic acid ‘;ar' - | o o ant or a woman of childbearing age unless on reliable contraceptior=Use as first choice in patient on ART=Side.
Medlcatlon COIour hlghllghts s, weight gain, temporary hair losS*Drug interactions: zidovudine, aspirin.
on e o o
prescrlbl ng provisions

ects: coars'igacia\ features, facial hair (avoid in women if possible), drowsiness, large gums. Toxicity: balance
red speect™Drug interactions: TB treatment, ART, furosemide, fluoxetine, fluconazole, theophylline, oral and

Maximum dose: 600mg daily.

subdermal contraceptive.

@. If fit free review 3 mon(h\ﬁ)octor to review monthly the patient who is uncontrolled until improves. If still uncontrolled after trying 2 medications for 1 month each, refer.
@- Consider stopping treatment if no fits for 2 years. Reduce dose gradually over 2 months.

EPILEPSY.

Figure 4 Standardised format of routine chronic condition care pages.

information leaflets and a guide to communication skills,
is also in early development stage.

Thus, the PACK suite, once fully developed, will be
comprehensive and integrated across disease silos, age
groups and primary levels of care, and in its implemen-
tation, will serve as a health system intervention cata-
lyst, making it easier for the clinician to deliver effective
primary care.
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