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Abstract 

Background Integrated delivery of primary health care (PHC) services is a health reform recommended for achiev-
ing ambitious targets of the Sustainable Development Goals and Universal Health Coverage, responding to growing 
challenges of managing non-communicable and multimorbidity. However, more evidence is needed on effective 
implementation of PHC integration in different country settings.

Objective This rapid review synthesized qualitative evidence on implementation factors affecting integration of non-
communicable disease (NCD) into PHC, from the perspective of implementers. The review contributes evidence to 
inform the World Health Organizations’ guidance on integration of NCD control and prevention to strengthen health 
systems.

Method The review was guided by standard methods for conducting rapid systematic reviews. Data analysis was 
guided by the SURE and WHO health system building blocks frameworks. We used Confidence in the Evidence of 
Reviews of Qualitative Research (GRADE-CERQual) to assess the confidence of the main findings.

Results The review identified 81 records eligible for inclusion, from 595 records screened. We sampled 20 studies for 
analysis (including 3 from expert recommendations). Studies covered a wide range of countries (27 countries from 
6 continents), the majority from low-and middle-income countries (LMICs), with a diverse set of NCD-related PHC 
integration combinations and implementation strategies. The main findings were categorised into three overarching 
themes and several sub-themes. These are, A: Policy alignment and governance, B: Health systems readiness, inter-
vention compatibility and leadership, and C: Human resource management, development, and support. The three 
overarching findings were assessed as each having a moderate level of confidence.

Conclusion The review findings present insights on how health workers responses may be shaped by the complex 
interaction of individual, social, and organizational factors that may be specific to the context of the intervention, 
the importance of cross-cutting influences such as policy alignment, supportive leadership and health systems 
constraints, knowledge that can inform the development of future implementation strategies and implementation 
research.
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Background
Introduction
The global burden of non-communicable disease (NCD) 
is growing and becoming the leading cause of prevent-
able mortality [1–3]. NCDs, including cardiovascular dis-
eases, cancer, diabetes and chronic respiratory diseases, 
are now responsible for 74% of deaths worldwide, with 
the risk of dying prematurely from NCD being nearly 
double in low-and middle-income (LMIC) countries [3]. 
To address this growing burden of disease, the World 
Health Organization (WHO) has called for strengthening 
of health systems to address the NCD burden, “through 
people-centred primary health care and universal health 
coverage” [3], which includes integrated delivery of pri-
mary health care (PHC).

Primary health care (PHC) is defined by WHO as: “A 
whole-of-society approach to health intended to maxi-
mize the level and distribution of health and well-being 
through three components: (a) primary care and essen-
tial public health functions as the core of integrated 
health services; (b) multisectoral policy and action; and 
(c) empowered people and communities.” [4]. PHC there-
fore comprises essential health services that should be 
universally accessible for individuals, families, and com-
munities, and that provides the first level of health care 
treatment and referral for acute and chronic disease, as 
well as disease prevention and health promotion services 
[5]. For the past four decades since the 1978 Alma Alta 
Declaration on PHC, integrated delivery of PHC ser-
vices has been recommended as a health sector reform to 
provide more efficient and effective and equitable access 
to Universal Health Coverage (UHC) [5, 6], and more 
recently, to achieve the Sustainable Development Goals 
(SDGs) [7]. However, globally, the pace of implementa-
tion and impact of PHC integration has been variable, 
and hindered by a diverse set of factors, including limited 
political commitment, logistical barriers and health sys-
tem constraints [6, 8, 9]. Given the complexity of integra-
tion reforms, it is recommended that programmes and 
policies on integrated service delivery consider context-
specific factors related to health systems and populations 
[9, 10], and this should include a better understanding of 
the role of health-care workers who are at the forefront of 
implementation.

Integration of health service delivery is a health 
reform recommended for achieving ambitious targets 
set for controlling the rising burden of NCDs (includ-
ing mental health disorders), and comorbidity of other 

disease in people living with long-term communi-
cable disease, like HIV and TB [7, 11–14]. Against a 
background of constraints of resources, and the rise 
of NCDs and other disease priorities (such as HIV, 
TB and reproductive, maternal, child and adolescent 
health), integrated delivery of NCDs at primary care 
level is potentially a valuable tool in LMICs [11]. This 
is because in LMICs, underfunded health care systems 
may be further weakened by fragmented, uncoordi-
nated services that risk being overburdened by the bur-
geoning NCD epidemic [8, 11, 15].

Integration requires various organizational changes 
in health systems to ensure connectivity, linkage, 
alignment, and collaboration in the delivery of vari-
ous service, with view to ensure more efficient, effec-
tive, equitable health care for the complex burden of 
diseases [13, 15, 16]. Integration mechanisms might 
include changes to improve synergies in the functions 
of governance and leadership, financing, planning, ser-
vice delivery, monitoring, evaluation, and generation of 
demand [13].

While the aim is for integrated services to create 
synergistic use of the available resources and reduc-
ing duplication, reconfiguration or reform of health 
services may face barriers [8, 13, 15, 16]. Challenges 
associated with integrating NCD with other PHC ser-
vices, include problems related to supply chain, human 
resources, referral systems, staff attitudes and skills, 
stigmatization, health information systems, and moni-
toring and evaluation [11, 14]. There is no standard def-
inition of integration—integration may take different 
forms and be influenced by different country level fac-
tors, including the country’s disease burden and health 
system configuration [8, 11, 16].

Health-care workers, managers and policymakers are 
key stakeholders in implementation of PHC integra-
tion reform and can influence successful implemen-
tation and impact. Health-care worker response may 
be influenced by their experience and perceptions of 
individual, organizational and system level factors [8, 
17–20]. For instance, health workers in low resource 
settings may be struggling with issues such as chronic 
staff shortages, multiple demands, and poor perfor-
mance management [8, 10, 20]. In high resource set-
tings, organizational factors such as high levels of 
health worker specialization and restrictive financial 
mechanisms may shape staff responses to integration 
of services [8]. Health-care workers who are informed 
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and engaged may act in a manner that supports the pol-
icy expectations for the new reform initiative [18–20]. 
Health workers not feeling engaged and supported may 
apply their discretion in ways that give them more con-
trol to manage the stress of the work, but that does not 
does not necessarily support effective implementation 
[17, 19, 20]. For instance, workers may act to reduce 
the complexity of the work, or to conserve resources by 
rationing services, or allocating their own benefits and 
sanctions to patients, in ways not intended by the pol-
icy reform [17, 19, 20]. Questions remain on how best 
to provide integrated PHC services, and more evidence 
is needed on feasibility, acceptability, and effectiveness 
of PHC integration types in various settings, including 
what are health worker perspectives of implementation 
considerations [11, 14–16, 21, 22].

This is a rapid review to synthesize qualitative evidence 
on factors influencing the implementation of NCD-
related integration at primary care, from the perspectives 
of health care providers, managers, and policymakers. 
The rapid review was commissioned as one source of evi-
dence to inform WHO guidance on integrating the pre-
vention and control of noncommunicable diseases into 
national responses to HIV/AIDS, tuberculosis and repro-
ductive health to strengthen health systems.

Method
Design
We were guided by rapid review methods, which is a 
simplified approach to systematic review approach for 
synthesizing qualitative evidence, to produce findings 
within a short time. A rapid review is defined as “a type 
of knowledge synthesis for which the steps of the system-
atic review are streamlined or accelerated to produce evi-
dence in a shortened timeframe.” [23]. This rapid review 
is embedded in a larger, ongoing EPOC Cochrane quali-
tative evidence synthesis (QES) project, titled, “Health-
care workers’ perceptions and experience of primary 
healthcare integration: a qualitative evidence synthesis” 
(referred to here as the ‘parent review’). The primary 
objective of the parent review was: “To identify, appraise, 
and synthesise qualitative studies exploring healthcare 
workers’ perceptions and experiences of PHC integra-
tion; to identify the factors influencing healthcare work-
ers’ perceptions and experiences of PHC integration 
interventions” [24]. Details on the parent review method-
ology can be found in the published review protocol [24]. 
The rapid review drew on the literature search conducted 
for the parent review. This was for pragmatic reasons of 
feasibility, and we determined there was sufficient over-
lap between the Cochrane parent review and the WHO 
rapid review question.

Our rapid review was guided by the rapid review 
recommendations for streamlining methods used for 
systematic reviews, including limiting the number of 
electronic data bases for searching, using dual or single 
reviewers for the stages of abstract screening, full text 
reviewing, data extraction and synthesis, and for assess-
ing the quality of studies [23]. We built in additional 
quality assurance steps as recommended by the WHO 
practical guide for rapid reviews to strengthen health 
policy and systems [23]. We summarised our rapid 
review streamlined approaches, quality assurance steps, 
as well as deviations from standard recommendations 
in Table 1. Deviations were due to pragmatic and logis-
tical reasons of feasibility and time and include drawing 
on a pre-existing set of search records, creating a smaller, 
more manageable sampling frame before final sampling, 
sourcing additional records from experts, and doing 
quality appraisal on only the selected studies. We reflect 
on these and other study limitations in the Discussion 
section. We provide a completed PRISMA 2020 check-
list to illustrate compatibility with review procedures and 
reporting guidelines (See Additional file 1).

Searching databases
A systematic search for literature for the parent review 
was performed in February 2020, with an additional 
search on 29 July 2020, using a search strategy designed 
by the EPOC Cochrane information specialist. (See 
Additional file 2 for details of the search terms and strat-
egy). The parent search used a MEDLINE search strategy 
to search PDQ-Evidence, Epistemonikos Foundation for 
related reviews to identify eligible studies for inclusion 
(www. pdqev idence. org/) and the following electronic 
databases: MEDLINE Ovid, CINAHL EBSCO, Scopus 
Elsevier, Global Index Medicus, World Health Organi-
zation (WHO), ProQuest, Dissertations and Theses 
Global databases. We limited the rapid review records 
to 2010, guided by the assumption that NCD integration 
programmes were less common prior to this date. The 
United National General Assembly resolutions to inte-
grate NCD prevention control in primary health care was 
made in 2011 [25]. A scoping review of integrated care 
for multimorbidity and NCD diseases found that most 
programmes that applied integrated models and pro-
grammes were published after 2010 [26].

We identified geographical gaps in the list of selected 
studies (Latin America, East Asia, Francophone Africa, 
and fragile state settings). Fragile state settings mean 
countries or situations with challenges that have resulted 
from fragility and conflict, which is an important equity 
consideration for WHO. We used a pragmatic approach 
to attempt to fill these gaps since the WHO has exten-
sive experience of implementing and adapting NCDs 

http://www.pdqevidence.org/
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prevention and control in LMICs. This involved asking 
experts in WHO regional networks to suggest literature, 
including searching African Index Medicus library data-
base hosted by WHO Regional Office for Africa for lit-
eratures from African francophone countries.

Inclusion and exclusion criteria
Inclusion criteria
The criteria for inclusion and exclusion were guided by 
the SPIDER question formulation tool and are detailed 
in a selection criteria guide. (See Additional File 3 for 
a detailed guide on inclusion and exclusion criteria 
for screening records for the parent review, which we 
adapted for the rapid review).

Sample
Health workers in primary care (health policy mak-
ers, managers, frontline workers), general professional 
PHC workers, including community health care workers 
(CHWs). The geographical scope is global (countries of 
all income-levels and geographical distribution).

Phenomenon of Interest
Integration of NCDs (multiple NCDs with each other, 
NCDs plus communicable diseases and reproductive, 
maternal, child and adolescent health in primary care 
settings, and general PHC integration), with focus on 
PHC level as the site of delivery of care. Public, public–
private partnerships, and private institutions (where pri-
vate institutions were assessed as providing public sector 
primary care on behalf of the government).

Design
Qualitative and mixed method studies. Mixed-meth-
ods studies are eligible only if qualitative data can be 
extracted. This includes some evaluation and implemen-
tation studies.

Evaluation
Perceptions and experiences of implementation consid-
erations for NCD integration (barriers and facilitators, 
recommendations for implementation).

Research type
Qualitative and mixed method studies.

Exclusion criteria
We excluded specialist, non-PHC level health workers, 
integration services not linked to PHC facility as the sight 
for delivering care, multi-sectoral integration where the 
focus was beyond health, and children’s health services.

Study selection
In the main search for the parent review, 9289 records 
were uploaded to Covidence, an electronic software tool, 
for managing the screening process (https:// www. covid 
ence. org). The Fig.  1, PRISMA diagram illustrates the 
process for selecting studies. By 13 June 2020, the par-
ent review team had identified 773 eligible records for 
full text screening for the parent review (out of approxi-
mately 3000 records) using independent screening by 
two reviewers. Reviewers for the parent review received 
extensive training to ensure interrater reliability and con-
flicts were resolved by a third reviewer. In Covidence, we 
filtered all records that contained a reference in the title 
that was potentially relevant to our NCD rapid review, 
including the following terms: noncommunicable dis-
ease, communicable disease, chronic disease, HIV, TB, 
mental health, maternal and reproductive health. Of the 
773 records, 151 records were considered potentially 
eligible for the NCD rapid review through this filter-
ing. To expand our database, the lead author screened 
an additional 3000 records in the parent review (single 
screening, not using two independent screeners), which 
identified another 444 potentially eligible NCD-related 
records. Thus 595 records (151 + 444) were identified for 
initial screening for the rapid review, and after removal of 
studies prior to 2010 and systematic reviews, 388 records 
were identified for further screening for the rapid review. 
Using an Endnote library, and the inclusion guideline 
criteria, the abstracts of 388 records were screened inde-
pendently by two reviewers (NL and HX). We first prac-
ticed on a set of 10 papers to ensure a standard approach 
and mismatches were resolved by consensus between 
the two screeners. A set of 120 records were identified 
by both reviewers as eligible for full text screening. Full-
text screening was done by a single reviewer (NL), with 
spot checks done by the  2nd reviewer, and we identified 
81 eligible studies for inclusion. We also reviewed the full 
texts of 16 papers suggested through WHO sources and 
selected 3 for inclusion and data extraction.

Sampling
When a large number of studies are available for syn-
thesizing qualitative evidence, all cannot usually be 
appraised rigorously or in-depth, and sampling is 
required [27]. To sample studies for data extraction, we 
first designed sampling criteria to guide a combination of 
purposive and maximum variation sampling. Purposive 
sampling was conducted for a good fit with our inclusion 
criteria, especially geographical variation, NCD-related 
interventions (and/or more general PHC integra-
tion), and integration strategy (e.g., integrating previ-
ously vertical disease programmes, care coordination, 

https://www.covidence.org
https://www.covidence.org
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multidisciplinary teams, integrated health system func-
tions mechanisms), and differentiated care level (whether 
PHC only or across PHC, hospital and community-based 
services). We also sought a balance between scope and 
breadth of the studies (for example, favoring studies 
that covered multiple countries in one study), the inte-
gration focus of the study (disease programme-specific 

focus versus transversal health system focus), and depth 
of findings (such as where there is detailed qualitative 
findings presented that are well illustrated with quotes 
and extracts). We did the sampling in two stages, first 
selecting a smaller sampling frame (51 out of 81 studies), 
then sampling 17 (out of the 51 studies). First, we applied 
the sampling criteria loosely to the 81 studies in a quick 

Fig. 1 PRISMA diagram of data flow for WHO NCD-PHC integration rapid review
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overview, to select a smaller, more manageable number 
of studies for a sampling frame. For example, in the first 
stage we focused more on getting geographic represen-
tation within the sampling frame. The 51 studies in the 
sampling frame (out of 81 identified for inclusion), were 
selected by applying the sampling criteria in an iterative 
fashion; this involved moving back and forth between 
the studies that were being sampled and the full set of 81 
studies, to keep adding to the sampling frame, based on 
the other sampling criteria. We then used maximum vari-
ation sampling to select a smaller, more manageable sam-
ple of 17 studies for data extraction. We applied a similar 
iterative process of moving back and forth between the 
studies sampled and the sampling frame, and swopping 
some out, to ensure the studies in the final sample cov-
ered the criteria we were interested in. To address geo-
graphical gaps, we supplemented this with 3 purposively 
selected studies from 16 sources suggested by WHO col-
leagues. The characteristics of the sampled studies are 
included in Table  2 and in Additional file  4, we present 
a table that describe the characteristics of the rest of the 
34 studies in the sampling frame (author, date, county, 
method, and study aim).

Data extraction and quality appraisal
Data were extracted and synthesized by the lead author 
(NL) and checked by the co-author (HX). The quality of 
studies in the final sample was assessed with and adapted 
version of the Critical Appraisal Skills Programme 
(CASP) tool for assessing quality of qualitative studies 
[28, 29], to identify methodological limitations to be con-
sidered in appraising confidence of findings of the review.

Regarding quality assessment of studies using CASP, 
all the selected studies included a clear statement of 
aim, research methods, and data sources appropriate 
for answering the research question. Most studies had 
sufficient rigor in data analysis, clearly stated findings, 
and reflections on the strength and limitations of the 
study. Most studies were therefore rated as having no 
or minor quality concerns. For studies with moderate 
and moderate-to-serious concerns, this was mainly due 
to the limited amount and depth of qualitative findings. 
Table  2 provides a description of the characteristics of 
the studies, including, author, date, title, country, study 
methods and data collection, disease and mechanisms 
integrated, description of the intervention and the over-
all CASP quality assessment. The core content relevant 
to the research question was extracted onto a Excel 
sheet, guided by categories of the ‘Supporting the Use of 
Research Evidence’ (SURE) framework (a framework on 
factors influencing implementation of health interven-
tions) [30]. We used the WHO Health systems building 
block framework to guide further synthesis of data [31]. 

The items in the data extraction template was piloted 
and adjusted to expand and amalgamate categories. Cat-
egories of information extracted were knowledge, skills, 
attitudes, and motivation for change of decision-makers 
and implementers; broader health system factors and 
determinants (leadership, management, supervision, 
communication, change management and organizational 
culture); the quality and compatibility of the intervention; 
support services (human resources, finances, infrastruc-
ture, supply systems, health information and monitoring 
systems); and community and patient participation. Con-
textual information on broader political, legislative, and 
regulatory environment was also extracted.

Data analysis and synthesis
The authors used the data matrix sheet to read, review 
and summarize the data from all studies into each of 
the SURE categories to identify common and divergent 
points within categories and common themes. For each 
SURE category (for example, provider knowledge and 
skills), data were transferred from the matrix sheet into 
a Word document and then synthesized into draft find-
ings. In identifying themes, some SURE categories were 
combined (for example, motivation for change combined 
with the communications and change management), and 
new sub-categories emerged (for example, alignment of 
policy with resources, alignment of leadership at differ-
ent levels and transformative leadership). We identified 
three main findings with some overlap between the cat-
egories in the SURE framework and the WHO health sys-
tem building blocks and considered additional categories 
emerging from the data. The findings are presented in 
narrative form, including outlining of sub-categories of 
findings, as is appropriate for qualitative synthesis, and 
components of findings are referenced with the studies 
that contributed to the finding. For the Summary of find-
ings (SOF) table we condensed the 3 overarching findings 
and present three highly aggregated findings (see Table 3: 
Summary of findings and confidence levels).

The lead author (NL) is a qualitative health systems 
researcher with experience in systematic review meth-
odology and the co-author is a WHO content expert 
on health service integration and she is the lead techni-
cal officer for the WHO guidance on integrated service 
delivery for NCDs.

Appraising the confidence of the evidence
To support the use of the findings in decision-making, we 
applied the GRADE-CERQual approach [51] for a rapid 
assessment of the confidence of each review finding, 
focused on the three highly synthesized findings. This 
assesses the extent to which a review finding can be con-
sidered a reasonable representation of the phenomenon 
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of interest. We assessed four components of confidence: 
methodological limitations of underlying studies, 
coherence (fit between the finding and the underlying 
data), adequacy (amount and degree of richness of data 
sources) and relevance (the extent of the applicability of 
the underlying evidence to the review question).

Ethical approval.
The review does not require ethical approval as it is a 

synthesis of published papers.

Results
Study description
Twenty studies published between 2011 and 2020 were 
used in this synthesis (See Table  2 for study details). 
The studies were conducted in 27 countries in Africa, 
the Americas, Asia, Europe, and Oceania. Some studies 
included several countries. African countries were repre-
sented either individually or with other countries: Kenya 
[14, 32, 33], Nigeria [34], South Africa [35, 36], United 
Republic of Tanzania [49], Malawi [37], Uganda [14, 36], 
Ethiopia [36] and Zambia [14]. Studies in the Americas 
covered seven Latin American countries (Brazil, Chile, 
Colombia, Dominion Republic, Guatemala, Peru and 
Trinidad and Tobago) [38]; Canada [39] and the USA 
[34] in North America and six US-administered Pacific 
islands [40]. The Asian countries studied were Cambodia 
[14, 50], China [41], India [36] and Israel in the Middle 
East [34]. Case studies in European countries comprised 
three in the United Kingdom [34, 42, 43] and one each 
in five other countries (Germany, Northern Ireland, Scot-
land, Spain (Catalonia) and Sweden) [44]. Oceania was 
represented by Australia [45–47], New Zealand [39], 
and US-administered Pacific Islands [40]. Most coun-
tries were from LMIC settings, and the remaining nine 
were high-income countries. Most studies addressed 
integration of NCDs, either with other NCDs [37, 39, 
40, 43–45, 47] or with HIV or maternal, child and repro-
ductive health [14, 33] or mental health [35, 36]. Oth-
ers addressed integration of HIV with other disease 
programmes, such as maternal, child and reproductive 
health and TB [32, 48–50].

A wide variety of integration intervention strategies 
were used the term ‘integration. These included inte-
gration initiatives on governance, policy and legisla-
tive reforms, strategies for coordination of care among 
service organizations and networks, multi-disciplinary 
teams, use of new or existing cadres of staff for care 
coordination in facilities, among service organizations 
and in communities, revised roles and responsibili-
ties for team members, task-shifting and task-sharing 
with non-specialist health providers, integrated treat-
ment guidelines, training, supervision and mentorship 
for staff, infrastructure support (e.g. for co-location of 

comprehensive PHC services) and funding for integrat-
ing services and providing incentives.

We present the findings under three main themes. In 
Table  3 we provide an overarching finding for each of 
the three themes, and we provide an overall assessment 
of confidence for each finding. All findings had a simi-
lar rating of moderate confidence level, meaning that, 
based on the studies we reviewed, it is likely that each 
of the three findings is a reasonable representation of 
the underlying evidence contributing to that finding. In 
Additional file  5, we detail the application of the four 
GRADE-CERQual domains to show how we arrived at 
this assessment. In sum, we downgraded findings from 
high to moderate confidence for reasons related to 
minor to moderate concerns in areas of methodologi-
cal limitations, relevance, and adequacy. Minor meth-
odological limitation concerns were based on the CASP 
ratings (only one study had moderate to severe quality 
concerns and most studies had no to minor concerns). 
The main reasons were limited depth of qualitative 
data [35, 38, 40, 48]. Minor concerns about relevance 
related to the heterogeneity of intervention types with 
fewer studies focused explicitly in NCD-CD integra-
tion. Minor to moderate adequacy concerns were due 
to depth of data and the granularity of sub-findings 
(with studies contributing to different components of 
the synthesized finding).

Outline of findings
The findings are categorized along three main themes: 
A. Policy alignment and Governance; B: Health systems 
readiness, intervention compatibility and leadership, 
and C: Human resource management, development, 
and support.

With respect to the applicability of the findings to 
integration of non-communicable, with long-term 
communicable disease (CD), there are three intersect-
ing sets of implementation considerations. First, the 
broad findings on policy and governance are generic 
to any major health reform, including the importance 
an enabling policy environment, and a policy envi-
ronment that is aligned in support of implementation 
across the health system. Second, given how complex it 
is to implement integration of NCD-related services in 
a PHC setting, important findings are those related to 
alignment of health system readiness, the fit of the new 
intervention with the current organization of services, 
and the key role of transformative leadership. Longi-
tudinal care for NCD-related integrated services can 
be complex to deliver and attention should be paid to 
the findings on human resource management, develop-
ment, and support.
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A: Policy alignment and governance
Appropriate governance (political, legal, and administra-
tive), that includes an enabling policy environment and 
policy alignment across management levels, as well as 
alignment with health system support services, are key 
to enable implementation and for sustainable integration 
reforms [14, 32–48].

Governanceand an enabling policy environment A clear 
governance framework is needed for integration reform, 
to provide it with a political, legal, and administrative 
foundation. Ideally the framework should be aligned 
across political, policy and implementation stakehold-
ers, and aimed at strengthening multisectoral linkages 
between planning and monitoring and evaluation of ser-
vices [38, 44].

“Governance need policies to strengthen multi-sec-
torial linkages in the planning, implementation and 
monitoring and evaluation of services.” [36](p5).

A favourable policy and implementation environment 
can increase the chances of successful and sustained inte-
gration reform. Meaningful collaboration and clear com-
munication throughout implementation is required to 
promote ownership and narrow the gap between policy 
makers and implementers [34, 38].

“It is important to close the gap between policy mak-
ers, managers, providers and users through the gen-
eration of interactive spaces for dialogue and for the 
exchange of ideas and solutions." [38](p6-7).

An enabling policy environment is one where policy 
support makes integration reform more politically and 
practically feasible (including suitable adaptation to local 
context), which can help to narrow the policy to imple-
mentation gap [32, 36, 38, 43]. This includes having a 
policy environment is where there is shared expectations, 
staff communication and readiness to be support integra-
tion efforts, as explained:

“the extent to which there is a shared perception that 
integrated care is expected, supported and rewarded 
within an organization; communication between 
providers or staff within an organization to support 
integrated care; and variation in workforce readi-
ness to implement models of integrated care.” [34]
(p8).

Part of an enabling policy environment is a support-
ive and stable policy climate, without frequent disrup-
tive changes. A stable policy environment may increase 
the confidence and commitment of stakeholders and the 
likelihood of success, while frequent policy changes can 

negatively affect stakeholder commitment [36, 38], as 
noted:

“Frequent policy reversal can threaten the progress 
and commitment of network members.” [38](p6).

By way of example, it was reported that frequent policy 
changes in South Africa made it harder for stakeholders 
to buy into the PRIME project on integration of mental 
health services into primary health care [36]. Having a 
gradual approach and logical sequencing of implemen-
tation may also better motivate staff engagement, giving 
them time to trust the integration initiative [38].

It was noted that while having a supportive policy 
framework is important for guiding integration pro-
grammes, this should not limit initiation of integration 
efforts [38]. Integration efforts can also start as informal 
agreements among local stakeholders, which may then 
evolve into more formal arrangements with the necessary 
policy and political backing [38].

Though no interventions included patient and commu-
nity participation, several studies referred to the value of 
patient and community participation, as a mechanism for 
accountability for the services, as well as an opportunity 
for patients to taken on self-care elements of their health 
[36–38, 47, 48], as noted:

“Encouraging citizen and community participation 
through health education, self- care, social control, 
and satisfaction surveys is an important aspect of 
integration strategies.” [38](p6-7).

Alignmentwith the health system Implementation of 
integrated service delivery also requires alignment of 
health system functions in support of implementation, 
such as finance systems, human resources systems, infra-
structure, and supply systems and information systems 
[4, 20, 21, 23–25, 29, 33, 34, 36, 49, 51].

Financial systems
Regulations, funding, resources, and payment mecha-

nisms should be aligned to support implementation 
and improved quality of integration services; poor 
alignment has been implicated in impeding of integra-
tion efforts across several country settings [33, 35, 36, 
43, 44]. Funds are required for structural, or ‘hardware’ 
resources (infrastructure, human resources, informa-
tion systems, and medicine and equipment), as well 
as for ‘software’ resources (for leadership, supervision, 
and building multi-disciplinary teams) [33, 38, 41, 46]. 
Funding and payment mechanisms (such as health 
insurance schemes) should also incentivize delivery and 
use of integrated care [33, 41]. For example, financial 
schemes should provide adequate reimbursement for 
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integrated care to incentivize providers and patients 
[41], and community health workers should be ade-
quately compensated for taking on dual roles [33].

Government funding might have to be increased over 
and above donor funding to sustain integration [14, 
32, 38]. Further, government and donor funding would 
need to be harmonized and aligned with national plans, 
and it should be guided by principles of effective inter-
national funding [38]. This will help prevent further 
fragmentation and unequal quality in health service 
delivery, especially in countries dependent on donor 
funding [14, 32, 38]:

“… it is crucial to harmonize and align donor fund-
ing around national health plans and strategies 
following the principles of the Paris Declaration 
on Aid Effectiveness: ownership, harmonization, 
alignment, results, and accountability.” [38](p9).

Infrastructure
In LMIC settings, lack of facility space for consulta-

tions may pose a challenge for delivery of integrated 
services, as there is sometimes insufficient space for 
clinical consultations [47, 48]. While formal consulta-
tion spaces and formal team collaborations are impor-
tant, spaces for informal engagement between multiple 
providers are also helpful for promoting collabora-
tive practices. This was illustrated when primary care 
organizations were co-located in a ‘super clinic’ in Aus-
tralia, that was purpose-built integrated primary care 
delivery [46]. Nevertheless, health workers found that 
opportunities for social and chance encounters among 
different service organizations were still limited; and it 
was these informal encounters that they valued as pro-
moting collaborative practices amongst staff across dif-
ferent organizations [46].

Supply systems
Integration of different health service programmes can 

lead to a need for increased medicines and supplies, such 
as diagnostic test kits for health screening, or medicines 
for a newly integrated health service [14, 36, 38, 48]. For 
example, additional supplies for chronic medicines for 
NCD health care, or new psychotropic medications for 
new mental health services may be required to support 
integrated service delivery. Strong procurement systems 
are needed to ensure adequate provision of supplies to 
support the integrated delivery of services [14, 36, 38].

Health information and monitoring systems
Integration initiatives need strong information systems 

to facilitate safe and efficient exchange of shared patient 
and service information for collaborative clinical care, as 
well as for monitoring and evaluation of implementation 
progress and outcomes of integrated services [14, 34–36, 
38–41, 43–47].

Being able to access patient information in one place 
is highly valued for how it can support delivery of inte-
grated care. Information communication technology 
(ICT) can play a role in facilitating shared access of 
patient and service records within and across service 
systems and institutions, through, for example, use of 
electronic health record systems (EHRS), telemonitoring 
systems, and web-based resources and tools [34, 36, 39, 
40, 44, 46]. It was reported that integration of services in 
the Pacific Islands benefitted from having an electronic 
information system:

“Use of public domain software…enabled team 
members to establish diabetes registries, input data, 
and generate clinical reports to monitor trends (indi-
vidual and aggregate), guide management decisions, 
and develop strategies.” [40](p7).

However, ICT can also impede service delivery, due 
to problems in information access, differential access by 
various professional groups, limited functionality of the 
available technology (e.g., interoperability, usability), 
and organizational and provider inertia to adopt and 
adapt to using ICT [38–40, 46]. Also, staff may be con-
cerned about compromising patient confidentiality and 
privacy, especially in mental health services [39], espe-
cially if it requires sharing records across organisations 
[46]. Continuous staff training may be required for bal-
ancing effective, efficient collaborative care with protec-
tions for patient privacy. This may require organizational 
agreements between health care services to ensure that 
information exchange is well regulated [39, 46, 47]. More 
training may also be needed to enable all providers to use 
electronic information systems for managing and moni-
toring work [38–40].

Monitoring systems are needed to track the imple-
mentation progress of integration and to track standard 
measures of patient and population health outcomes, 
including referral and follow-up care within and among 
health service delivery platforms (e.g. hospital, primary 
and community care) [14, 34–36, 39, 40, 43, 44, 46]. 
However, requirements for documenting integrated care 
may also become overwhelming for providers, for exam-
ple if multiple forms are asked for and large amounts of 
data is requested. Complex documentation demands may 
become more challenging in the absence of functional 
shared electronic information system [40, 47, 49].

Nevertheless, health informational support is key 
for implementation of integration programmes, and it 
is needed along the full continuum from planning the 
intervention, to monitoring, to evaluation of progress. 
An example from a polypharmacy management pro-
ject illustrated how pharmacists first gathered informa-
tion to understand the extent of the problems related to 
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clinician prescription patterns to make them aware of the 
problem. They also used data systems to monitor the out-
comes of the polypharmacy management intervention, 
including using data to illustrate early gains and encour-
age staff [44]:

“ It is important to demonstrate early gains with 
measurable results and pilot experiences to encour-
age and sustain efforts to move forward with the 
integration process.” [38](p6).

It was noted that monitoring system should aim to be 
service user-centred, by for instance, including measure-
ments such as patient satisfaction with integrated care 
[34, 38].

B: Health systems readiness, intervention compatibility, 
and leadership
Health system readiness for change, compatibility of the 
new integration intervention with existing organisational 
practices, and the quality of leadership are key factors 
that can influence the success of integration [14, 32–50].

Assessmentof health system readiness for change Health 
system functioning and readiness influences success of 
integration and should be assessed prior to implement-
ing new initiatives. Stronger health systems may be better 
able to integrate interventions [38].

“Integration efforts seem to be more successful when 
implemented in the context of stronger health sys-
tems with less structural problems (e.g., systems with 
a strong steering role of the national health author-
ity, less segmentation, and adequate levels of financ-
ing)." [38] (p6).

Health system readiness should include assessment of 
structural resources (hardware), as well as the organi-
zational culture and relational resources (software). 
Assessment should also include identifying barriers and 
facilitators to supply side issues (such as organization 
and accessibility of health services), as well as demand 
side issues (such as patient awareness of service options, 
patient health literacy levels, perception of quality of the 
services; accessibility in terms of transport and costs; 
use of alternative and traditional health services) [32, 34, 
38, 39, 43, 44]. Health system strengthening may need 
to be prioritized in countries with weak health systems 
and large donor funded presence, as donor-associated 
vertical programs may result in fragmented and uneven 
health system performance [38].

Interventioncompatibility and ‘goodness of fit’ Sev-
eral case studies emphasized the importance of high 

compatibility, acceptability, and feasibility of integration, 
also referred to as ‘goodness of fit’ [32–37, 39–50]. Good-
ness of fit is described as the degree of fit between the 
characteristics of the integrated care innovation, and the 
extent to which it is compatible with the organisational 
practice and environment (in terms of patient care pro-
cesses and preferences of staff and patients) [34].

Several contextual elements in health systems and 
the implementation environment influence the fit of 
the new integration intervention with existing prac-
tice. Analysis of a number of case studies lead Stadnick 
and colleagues [34] to identify the following common 
elements: the extent of siloed or verticalized services 
before integration, whether clinicians have a narrow 
clinic role and identity versus a broad ‘whole patient’ 
view, stakeholder agreement on prioritizing integrated 
care and patient groups, and whether their support was 
aspirational and discordant with their actual practices, 
the extent of collaborative communication amongst 
leaders and service stakeholders, and the extent and 
nature of patient advocacy and community involvement 
at all stages of integration [34].

A range of barriers and facilitators of goodness of fit 
has been identified across several, diverse integration 
intervention studies. Barriers relate to poor manage-
ment of shifts in roles and responsibilities inter-profes-
sional tensions, staff shortages, poor patient-provider 
relationships [36, 41, 49], staff shortages and insuf-
ficient training [35, 36]. For instance, in one study, a 
multi-disciplinary team could not be employed to train 
others to integrate mental health into TB and maternal 
health services in South Africa [35]. In China, lack of 
patient awareness about the new intervention to intro-
duce cardiovascular services into diabetes care, report-
edly lead some patients to became suspicious that 
doctors may have a financial incentive for prescribing 
cardiovascular preventive medicines [41].

Facilitators of goodness of fit include factors such as 
good quality and flexible training and specialist sup-
port [36, 45], availability of integrated clinical guide-
lines that simplified comprehensive care delivery, staff 
satisfaction in providing comprehensive care that they 
feel better meet patient needs, and staff ’s sense that 
integrated services increased clinical efficiency and 
effectiveness [33, 36, 40, 45]. In South Africa, doctors 
and pharmacists who implemented new medical adher-
ence clubs for integration HIV and NCD medication, 
differed in their appreciation of the intervention; with 
clinicians feeling it freed them up to concentrate on 
specialized clinical support, while pharmacists felt con-
cerned about their increased workload with prepackag-
ing medications [33].
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Transformational leadership Integration is a complex 
health system reform and requires leadership to drive 
the transformation required, and that supports a shared 
vision of participation, collective action, and teamwork 
amongst staff delivering the integrated care [34, 36, 38, 
40, 42–46].

Given the complexity of change required for integrated 
delivery of services, an organizational culture that is “out-
ward looking” or open to innovation is essential [44]. In 
an intervention to integrate prevention of cardiovascular 
disease with diabetes care in China, an external partner 
commented on the complexity:

“Scaling up primary care … is a major challenge … 
requires careful planning … matching workload to 
resources, extending beyond diabetes [only]… and 
showing impact on population health.” [40](p20).

Transformational leadership allows for balancing a cen-
tralized, structured and directive leadership approach 
at the macro level (country and systems) and meso level 
(across institutions), with allowing staff to exercise more 
flexibility at the microlevel of clinical leadership and 
frontline service delivery [34, 36, 38, 42, 43]. Such trans-
formational leadership can promote local adaptation and 
innovation. For instance, while a hierarchical manage-
ment and a strict medical culture can promote standardi-
zation and control of integrated service delivery, it may 
also lack the flexibility that staff need to solve difficulties 
at the front line [36, 43]. There may sometimes be ten-
sions between these different approaches:

“I think there will always be tensions between the 
people who are in commissioning and managing 
roles who want to manage the process to get the 
results delivered as quickly as you can, and the peo-
ple who are clinicians who are delivering it trying to 
get the balance, realistic time scale and not letting 
the thing wallow and not deliver. But I think it is a 
constructive tension. [43](p135).

Transformative leadership is supported when there 
is shared leadership that is aligned across levels, and 
where there is strategic planning and knowledge of 
change management at all the management levels [34, 
43]. Change management skills and strategies that have 
been identified as helpful include: setting realistic expec-
tations, managing expectations, ensure all leaders have 
project management support, engagement with provid-
ers focused on supporting them, regular communication 
with and constructive feedback to providers, and demon-
strating early gains to encourage and sustain integration, 
mechanisms for monitoring and evaluation [36, 38, 40, 
43, 45, 46].

Further, transformative leadership can provide clar-
ity on team and individual staff roles and responsibili-
ties, build meaningful and sustained partnership across 
organizations, and develop inter-disciplinary teams and 
collaborative care practices [43] The role of senior lead-
ership, together with the transformation team, would 
be to make the business case for integration, secure the 
resources required for implementation, and promote 
collaboration across different levels of health service 
delivery [43]. Facility managers are key stakeholders for 
championing the integration initiative, to influence peo-
ple at the frontline and to drive the operational manage-
ment of changes. Clinician-led leadership and champions 
are considered particularly useful for credibility of the 
intervention and buy-in amongst clinical staff [40, 43, 
44].

C: Human resource management, development and support
Human resource management, development and support 
are major considerations for implementing integration of 
services; with the need for strategic realignment of finan-
cial, management, human resource systems to support 
the integration reform objectives. This involves human 
resource availability, appropriate skills and staff training, 
as well as supportive management and supervision [14, 
32–37, 39–41, 44, 45, 47–50].

Human resource availability Integration reforms 
require availability of appropriate human resources, both 
in terms of adequacy of numbers, but also in terms of 
configurations of leadership and of co-ordination, staff 
skills mix and staff distribution [14, 32–36, 44, 47–49]. 
Shortages of human resources are often due to limited 
funding, but it is also due to staff rotations, shifts, pref-
erences, absenteeism, staff skill mixes and shortages of 
skills [33, 35, 36]. In terms of staff availability and distri-
bution, there are indications from integrating HIV and 
reproductive health services case studies that client to 
provider workloads were better matched in better per-
forming facilities [32]. Nevertheless, these case studies 
also indicated that other factors beyond patient load were 
relevant, such the quality of leadership and management 
support. It was noted that these management factors 
were important for success, even when resources were 
limited [32]:

“… managing stock-out, staffing distribution, rota-
tion of staff and the way external support is provided 
(supportive supervision and vertical donor support) 
affect ability to provide integrated care.” [32](p13).

Organization of staffing, such as changing employees’ 
roles and responsibilities to facilitate integration, requires 
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careful management, as it is associated not only with the 
skills of providers but also their attitudes to their chang-
ing roles and functions [32, 34, 47, 49]. For example, 
when new cadres of workers, such as community health 
workers were introduced as part of integrated services, 
alignment of new and current staff roles became chal-
lenging [47, 49].

Staff attitude, skills, and training The individual and 
organizational characteristics of service providers may 
determine their ability to provide integrated care [34]. 
Provider characteristics that shape implementation 
include provider knowledge, skills, and professional 
training in integrated care, as well as their level of con-
fidence in, and motivation for providing integrated care. 
Clarifying provider roles and providing good quality 
training can help to strengthen those provider charac-
teristics [14, 33–37, 39–41, 45, 47–50]. In settings where 
there may be limited services and resources for manag-
ing NCDs, it may be more challenging for health work-
ers to build confidence in providing integrated NCD 
services [35, 37]. Reasons include limited skills in newly 
integrated disease programmes and uncertainty about 
the value of integrating service delivery. Similar chal-
lenges were noted in a programme to implement deliv-
ery of integrated NCD services in Malawi [37], and with 
integrating mental health with TB and maternal-child 
services in South Africa [35]. Further concerns were poor 
literacy about mental health among PHC staff, as well as 
concerns about stigma when integrating mental health 
care with TB care in South Africa [35].

Good quality training and capacity development of 
staff are important considerations for supporting integra-
tion initiatives, as noted earlier. Good quality training has 
been characterized as needing to be comprehensive, tai-
lored, flexible and interactive [40, 45]. It should include 
clinical skills training for newly integrated services, as 
well as mentorship and specialist support. Tools such as 
integrated clinical guidelines to promote collaborative 
practice [36, 40] can be helpful. Skills in techno-literacy 
can also help staff to effectively use shared information 
and electronic communication technologies for manag-
ing and monitoring their work [39, 45, 47]. Skills building 
should include training on how to educate and commu-
nicate with patient communities about the value of the 
newly integrated services [33, 41].

Good-quality, diverse training by content experts was 
considered a good motivator for staff in supporting their 
implementation of integrated services [40, 41, 45]:

“Involvement of content-experts (familiar with NCD 
prevention and management in low-resources settings) 

helps strengthen and accelerate consensus develop-
ment and adoption of evidence-based standards of 
care and best practices.” [40](p7).

However, a shortage of specialists to train others in a 
multidisciplinary team can limit the development and 
thus the support of front-line staff [35, 36]. For instance, 
integration of HIV and TB care services for pregnant 
women in South Africa was limited by inadequate spe-
cialist clinical training for nurses, which interfered with 
nurse-initiated management of anti-retroviral treatment 
(ART) [48].

Humanresource support and supervision Successful 
and sustainable integration requires careful engagement 
with stakeholders throughout integration reform pro-
cess; it depends on personal, social, and organizational 
factors, including the quality of interpersonal and inter-
institutional relationships [32, 36, 38–40, 42–44, 46]. The 
quality of interpersonal relationships and relationships 
between collaborating institutions can influence will-
ingness of stakeholders to participate in the integration 
initiative:

“The success of integration efforts is strongly associ-
ated with the quality of interpersonal and inter-
institutional relations, including a commitment 
and willingness to change; a sense of belonging and 
appreciation; trust and communication; and cred-
ibility.” [38](p6-7).

Supportive supervision and mentoring are consid-
ered key elements for engaging and motivating pro-
viders. It was noted that supervision that take only a 
technicist ‘tick-box’ approach (such as, for example 
checking supplies and guideline use only), will have 
limited results. It is recommended that supervision 
should rather be aimed at developing staff skills and 
experience to enable them to make good decisions 
about patient care [32]. This is illustrated in case stud-
ies on integration of mental health in a few LMICs, 
where supervisors took a more “paper-based”, tick-box 
approach to supervision, which left staff feeling over-
burdened and unsupported, while in another setting, 
good and regular communication and coordination on 
the part of the supervisor, left staff feeling empowered 
to solve problems at the frontline [24].

Effective provider engagement and support for imple-
menting integration would require support for both 
structural (‘hardware’) resources as well as organisa-
tional culture and relational resources ‘(software’) [32, 
36, 42]. System ‘hardware’ may include financial, infra-
structure, supplies and technical resources needed 
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for a functioning health service. System ‘software’ 
includes processes for development and maintenance 
of collegial, collaborative, multi-disciplinary teamwork, 
needed for delivery of integrated services. Such col-
laboration requires trust amongst frontline colleagues, 
and between frontline workers and management [32]. 
A study evaluating reasons for better performing inte-
gration implementation notes that facilities with lim-
ited ‘hardware’ but good ‘software’ resources (such as 
good leadership and teamwork), may outperform facili-
ties with sufficient hardware resources, but where there 
is poor leadership [32]:

" In other words, the systems software (people) can 
affect how effectively the systems hardware is uti-
lized to deliver integrated services.” [32](p12).

The common “software” elements that were found in 
better-performing facilities include strong, supportive 
supervision, regular rotation of staff among services 
and motivated, confident staff who can work in teams 
[32]. Commenting on the influence of relational ‘soft-
ware’ elements (such as trust) on implementation, the 
author noted:

"In our study, the relationship of trust between 
colleagues appears to be at least as important as 
that between frontline workers and managers.” [32]
(p13).

Integrated service delivery often require collaboration 
between teams from different disease programmes or 
working across disciplinary areas care [36, 40, 44, 46]. 
For example, in a polypharmacy management interven-
tion, doctors and pharmacists needed to work together 
on integrated medication review services [44], and in 
others, clinical staff collaborated to provide seamless 
screening, treatment and or referral services for mental 
health at primary care level [36]. Collaborative team-
work sometimes involve tensions between professional 
groups, with each group questioning the other’s compe-
tence or having concern about their roles being usurped 
[44]. Commenting on challenges of multidisciplinary 
teamwork in the polypharmacy management interven-
tion, one clinician commented:

“Teamwork is not easy: we need to find a trade-off 
between hierarchy and teamwork.” [44](p12).

Managing professional tension requires focused 
investment in team building for inter-professional 
practice and developing a shared vision [44, 46]. It was 
noted that even when there is a shared vision, team-
work may require active guidance to promote team-
work [44], or even a memorandum of understanding on 
working collaboratively [46].

Discussion
The aim of this rapid review was to synthesize qualitative 
evidence on implementation considerations integration 
of NCD-related services into primary health care ser-
vices, from the perspective of health workers, managers, 
and policy makers. The evidence covered a wide range of 
countries, from both high and low and middle-income 
settings, and from a variety of disease programmes and 
implementation strategies for integration.

The findings highlight the important role of and ena-
bling policy environment where governance mechanisms 
and policy are in support of the integration reform. Pol-
icy alignment with health system support services such 
as financial, supply chain and health information systems 
provide further support for the operational elements of 
implementation. The importance of health system readi-
ness for implementing a new and complex intervention 
was highlighted, including how the baseline functional 
level of the health system can determine the capacity and 
success of implementation. A related factor is the com-
patibility of the new integration reform with the exist-
ing health service organisation, and the need for a ‘good 
fit’ with routine health service delivery. Transforma-
tive leadership is highlighted as important for leading, 
co-ordinating, and supporting implementation, and for 
change management, including managing both the tech-
nical (hardware), and the relational aspects (software 
resources) required for effective implementation. Finally, 
the review highlights the crucial role of effective man-
aging, development, and support of human resources. 
This includes not only adequate staff availability and 
appropriate staff skill mix, but also development of staff 
knowledge and skills to ensure capacity, confidence, and 
motivation for integration, and the need for supportive 
supervision. Studies acknowledged the importance of 
community and patient involvement in planning, imple-
menting, and monitoring integration, though interven-
tions did not include such patient involvement.

When considering the applicability of the findings to 
LMICs in particular, key considerations are high-level 
political and leadership commitment, policy alignment 
with resources, harmonization of government and 
donor funding to prevent further fragmentation, and 
alignment with national plans (also to prevent further 
fragmentation), and information and monitoring sys-
tems. A review of primary care models for NCD inter-
ventions in Sub-Saharan Africa largely concurs with 
our review findings, especially regarding the impor-
tance of training, multidisciplinary teams, and support-
ive supervision [52], but it also noted the risks of health 
providers being further overburdened [52]. A recent 
(2021) review on integration models for diabetes and 
hypertension in LMICs showed the uncertain effects 
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and noted the importance of programmes considering 
context-specific factors related to health systems and 
populations [9]; and our review contributes health sys-
tems insights.

Our main themes were roughly clustered according to 
the WHO health system building blocks (for example 
governance, leadership, human resources) [31], and cov-
ered several of the key categories in the SURE framework 
(such as provider knowledge, skills and attitudes, lead-
ership, and health system constraints) [30]. A scoping 
review of models and programmes of integrated care for 
multi-morbidity found a similar clustering of implemen-
tation considerations around the WHO health systems 
building blocks [26]. The implementation considera-
tions identified from the perspective of providers in this 
review largely align with strategies identified in synthe-
sise of other implementation frameworks (such as pol-
icy and leadership, financing, alignment with the health 
system, goodness of fit, capacity development, provider 
engagement) [21, 22], as well as with the strategies in 
the framework on integrated, people-centred health ser-
vices (IPCHS framework) developed by the World Health 
Assembly in 2016 [53].

The findings in our review are also in alignment with 
findings from several reviews on different aspects of inte-
gration interventions [54–57]. In a review of governance 
models for integration of PHC and secondary care ser-
vices in high income settings, Nicholson and colleagues 
identified ten elements of health care governance, much 
of it overlapping with findings from our review, such as 
alignment of vision, planning, resources between leaders, 
managers and local health providers, as well as need for 
skills building and collegial collaboration [54]. A review 
on continuity of chronic care for in remote rural Aus-
tralia highlighted similar resource issues, and stressed the 
importance of skilled staff which local cultural knowl-
edge [55]. In a review of experiences of interprofessional 
team members caring for older adults, the authors note 
as we did in our review, the importance of the relational 
elements of building a multi-disciplinary team and 
change management [56]. Their review provides further 
insights on the inevitable stressors, tensions, territorial-
ity, and unequal power dynamics associated with inter-
professional team dynamics. These include, for example, 
the shift in thinking and practice required when combin-
ing teams; valuing others’ and one’s own contribution 
to the team, learning to communicate by developing a 
shared vocabulary, communication that is courteous, 
respectful, and able to “challenge one another.” [56]. The 
review notes that team approaches can be strengthened 
by “appreciating the life world” of the patient and on all 
staff focusing core business on meeting complex patient 
needs that can improve patient quality of life [56].

Implications for future research
Integration is a complex health reform, and the experi-
ence of stakeholders is important for understanding the 
barriers and facilitators. We observed a wide variety of 
integration interventions in terms of different configura-
tions of disease programmes (e.g., hypertension and HIV 
services), as well the intervention implementation strate-
gies (e.g., introduction of screening services, multi-disci-
plinary team collaboration, new cadres of health workers, 
task-shifting etc.,). This heterogeneity of integration 
interventions has been found in other reviews of PHC 
integration models [8, 14, 52, 58]. The heterogeneity, as 
well the variation in the level of intervention description, 
makes it harder to compare findings across interventions. 
Given the complexity of integration interventions, imple-
mentation research and practice would benefit from 
more conceptual clarity supported by theoretical frame-
works, as well as rigorous study methods and reliable 
outcome measures [9, 14, 59]. Future studies can benefit 
from ongoing efforts to refine a taxonomy of implemen-
tation strategies to promote conceptual clarity, relevance, 
and comprehensiveness of implementation strategies, for 
use in research and practice [21, 22].

The number of eligible studies identified for this review 
indicates that the evidence base is growing. While cross-
sectional stand-alone qualitative studies of provider 
experience provide an important perspective, given the 
complexity and long-term nature of integration reform, 
we need more innovative, in-depth, longitudinal studies, 
using for example, ethnographic method and theoreti-
cal frameworks. More detailed descriptions of the inter-
vention components and the local health care context is 
required (perhaps drawing on a taxonomy of implemen-
tation strategies), to allow for appraisal of the applicabil-
ity of findings to similar settings. In a recent effectiveness 
review of integrated services for diabetes and hyperten-
sion in LMICs the authors noted the challenge of het-
erogeneity of interventions and called for more rigorous 
evaluations that include implementation research, eco-
nomic evaluation and qualitative research on barri-
ers and facilitators [9]. Finally, further implementation 
research is also needed, on how to involve patient and 
communities including local governments during plan-
ning, implementation, monitoring, and reviews point to 
integration services enhancing patient access to care and 
patient satisfaction [60].

The strengths and limitations of the review
Rapid reviews are valued for providing health decision-
makers with timely access to evidence, though stream-
lining systematic review methods make it susceptible to 
bias [23]. Our review was embedded in a larger, ongoing 
systematic review, with a published protocol that was 
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adapted for this review. Embedding the review had prag-
matic benefits as it allowed us to quickly have access to 
a large data base of records, a set of inclusion and exclu-
sion criteria, and an initial set of records that had already 
been reviewed by two reviewers (double screened). 
As shown in description of our methods in Table  1, we 
also built in quality assurance measures, such as second 
reviewer checks. Drawing on a pre-existing set of search 
records and other deviations from the standard rapid 
review processes were due to pragmatic and logistical 
reasons of feasibility and time, and it also has limitations. 
Other deviations are: creating a smaller, more manage-
able sampling frame before final sampling, sourcing addi-
tional records from experts, and doing formal quality 
appraisal only the studies selected for extraction, which 
could have skewed the sample. Embedding the rapid 
review in a larger review include the following limita-
tions. First, selection of articles for the rapid review was 
initiated before the initial screening for the parent review 
was completed, meaning that several hundred additional 
articles that may have been relevant for the rapid review 
were never screened. Second, part of the screening for 
titles that was undertaken (the ‘double screening’) was 
aimed at evaluating eligibility for the parent review and 
not specifically for the rapid review and it is possible that 
some articles relevant to the rapid review were missed 
during that process. A related limitation is that that the 
search terms to identify NCD-related interventions 
within the parent review database may not have been an 
exact fit, so studies could have been missed. Selection of 
the final sample was done from the studies in a sampling 
frame (N = 51), which was a sub-sample of the total num-
ber of eligible studies (N = 81), and the sample size was 
small which are further limitations. Drawing on addi-
tional WHO expert resources is not standards and could 
have skewed the sample. Finally, while our findings are 
based on wide scope of integration studies, we were not 
able to update our search to account for studies related to 
integration of services that may have been implemented 
address health service related to the COVID-19 pan-
demic. There are likely important recent findings with 
COVID pandemic-specific implications that are no cap-
tured in this search, and this calls for a further review of 
Covid-related service integration.

Nevertheless, the studies identified covered a large, 
diverse geographical spread, income settings, different 
configurations of disease programmes being integrated 
and a variety of integration implementation strategies 
and appear to reflect both the homogeneity and similar 
implementation considerations noted in other reviews 
[9, 21, 26, 52, 54–56]. We received feedback from WHO 
working group on the draft findings which was an oppor-
tunity to check the relevance and applicability of the 

findings. Our rapid assessment of the confidence level of 
findings provided decision-makers with additional guid-
ance on the utility of the evidence.

Conclusion
The rapid review produced qualitative evidence on fac-
tors influencing implementation of NCD-related inte-
gration into PHC, across diverse country settings and 
integration intervention types. The review findings pre-
sents insights on how health workers responses may be 
shaped by the complex interaction of individual, social, 
and organizational factors that may be specific to the 
context of the intervention and show the importance of 
cross-cutting issues such as policy alignment, supportive 
leadership and health system constraints. This knowledge 
on the dynamics influencing health worker responses can 
inform the development of future implementation strate-
gies and implementation research.
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