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ABSTRACT

Background to the study: Non-Communicable Diseases (NCDs) have become a global
concern, despite the efforts of the World Health Organization to integrate management of
NCDs into primary health care (PHC). Most developing countries’ PHC systems are not
adequately equipped to handle the double burden of communicable and NCDs. Literature and
evidence-based studies reveal that people with diabetes mellitus type 2 usually have more
than one co-existing condition (comorbid conditions), hypertension being the leading one.
Consequently they require more comprehensive long-term and coordinated care by health
care providers, which they seldom have access to. Health systems lack context-specific
models to handle chronic conditions to fulfil health needs of patients with comorbid
conditions.

The purpose of the study: The purpose of this study was to analyse the current management
strategies available to comorbid diabetes and hypertension patients, in selected PHC settings
and further to develop a context-informed model for the management of comorbid conditions
in primary care levels in Kenya.

Methodology: The study adopted a constructivist, qualitative approach and a combination of
focused ethnography and grounded theory research design towards the development of a
context-informed model. The ethnographic design was used basically during data collection,
employing the following triangulated data collection methods: participant observation;
unstructured interviews; document analysis; and focus group discussions. During data
collection, a constant comparative method was used to ensure rich information collection.
Seven health facilities were purposively selected and in total there were 40 informants in this
study. The data analysis process entailed three phases, following Strauss and Corbin (1990):
open, axial and selective coding.

The Results: The findings of this study revealed that the phenomenon of managing comorbid
diabetes and hypertension conditions in PHC settings involved four core specific
characteristics which need to be fulfilled for effective management of patients. These include
being collaborative in nature, using culture-sensitive care, maintaining continuity of care, and
self-management focused care. The study findings further revealed that the action and
interaction strategies were contextually influenced by strong governance and leadership
together with international initiatives and partnerships towards health systems for the

management of chronic comorbid conditions. The context of care is based on health policies,



legal document strategies, clinical guidelines the international initiatives and partnerships
which form the basis for health care delivery and management of comorbid conditions. The
actions and interactions in this study were based on the political commitment to provide and
support health care organisations with resources for chronic care both at the strategic and
operational levels at the county and national level of management. The process of
management of chronic conditions involves a set of key players with different roles towards
effective management of comorbid conditions based on the integrated care approach, through
the three levels of disease prevention and control. Intervening conditions to management of
chronic comorbid conditions emerged to be both facilitative, and barriers to effective
management of comorbid diabetes and hypertension. Government commitment was seen to
be cutting across health service delivery, through provision of essential supplies in the face of
high poverty levels among patients, determined health seeking, the health belief system and
patient provider factors, and centralisation in decentralised health systems. These were the
outstanding intervening conditions cutting across providers, patients and health organisations.
Lastly the consequences of chronic management can be both intended and unintended to both
health systems, health organisations, the community and patients, and can include improved
quality of life, reduced cost of care, and an empowered community, improved quality of
service delivery to chronic comorbid patients, improved self-efficacy and determination for
self-management. The whole process of management emerged into the management of
chronic comorbid conditions model.

Conclusion and recommendations: Management of chronic comorbid conditions,
especially is in resource constrained communities and health systems is based on integration
of health care service, while looking at the patients as the most important partner in health
care. Self-management allows shift of health promotion and care to the patients and the
community for sustainability and continuity along the disease process.

The study made the following recommendations for effective management of chronic
comorbid conditions in PHC settings: collaboration between the national and county
government should focus on implementation of the already existing policies and strategic
plans at the contextual level where chronic care is crucial. Team work and collaboration was
emphasised to ensure improved quality of care, sustainable chronic care which is person-
centred through the implementation and evaluation of the context-specific model to other
divisions within the Kenyan health system. These aim to improve research facilities and to
provide support for management of comorbid or multimorbid conditions among NCDs. This

will help to cut health care costs as the result of improved health care. The study recommends

\"



health systems to consider integration and collaboration between traditional herbal medicine,
the private sector and public health sector services, to allow for continuity across settings and

providers.
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CHAPTER ONE
STUDY BACKGROUND

1.1 Introduction

Chronic non-communicable diseases (NCDs) remain of global concern, despite the efforts of
the World Health Organization (WHO) to integrate management of NCDs into primary health
care (PHC) (WHO, 2010b). Health care systems in most developed countries are not
adequately equipped for chronic disease management. Comorbidity has been defined
severally, but the agreed upon definition according to (Valderas et al., 2009), is the existence
of more than one medical condition, independent of or dependent on one another. Comorbid
conditions are generally sub-optimally managed in PHC and develop severe complications
and poor health outcomes(Islam et al., 2014, Piette and Kerr, 2006).

Comorbidity of diabetes and hypertension is common in the majority of patients globally, and
shows a high risk for cardiovascular diseases (Long and Dagogo-Jack, 2011). In Kenya just
like other sub-Saharan Africa countries, the prevalence of comorbidity of diabetes and
hypertension is high and poses management challenges, as 65 per cent of patients with
comorbid conditions are poorly controlled despite being on treatment and follow up care
(Otieno et al., 2005). Most health systems in developing countries are ill-equipped with
appropriate strategies to manage the conditions in PHC settings (Mendis et al., 2012). Faced
with the double burden of diseases, this necessitates the need to develop context-informed

intervention models, appropriate for comorbid conditions in PHC to improve care outcomes.
1.2 Background to the Problem

Global statistics indicate an increasing trend of NCDs, and they remain, as pointed out above,
of global concern despite the efforts by WHO to integrate the prevention and control of
NCDs into PHC, with the pace remaining slow (WHO, 2010b). According to(WHO, 2008b)
world statistics, it is projected that NCDs will cause 59 per cent of annual deaths and lead to
46 per cent of the global disease burden by the end of 2030. The WHO (2013a) report
highlights the global concern of diabetes and hypertension being high risk factors for
cardiovascular diseases, which tend to coexist in patients commonly seen in PHC settings
(Mohan et al., 2013, WHO, 2013a). The International Diabetes Federation (IDF) estimates
that the number of adults (between 20 and 79 years of age) with diabetes in the world will

increase by 54 per cent from the current 371 million globally to 438.4 million by 2030, with



the sub-Saharan region projected to report an increase of 98 per cent from the current 12.1
million to reach 23.9 million by 2030, with 81.2 per cent being undiagnosed and living in
Africa (International Diabetes Federation[IDF], 2012). The high prevalence of NCDs is
attributable to globalisation, adoption of westernised lifestyles and urbanisation. Most of the
mortality cases, at 80 per cent, occur in low and middle income countries, and Kill the most
economically productive in the community leading to increased poverty, compared to
developed countries (Mathenge et al., 2010). The increase is of concern in developing
countries, with the Sub-Saharan region experiencing the highest increase in mortality of 52
million per year by 2030, surpassing mortality caused by communicable conditions (WHO,
2013a, Buowari, 2013). Fortunately, despite the high mortality and devastating effects of
NCDs, they are preventable at community and individual household levels. Most NCDs have
similar risk factors, which then highlights the consideration for common management
strategies, starting with health promotion and illness prevention among those at risk and

unaffected groups (Mohan et al., 2013).

Chronic conditions pose a challenge to the health organisations in terms of care and service
delivery due to its comorbidity nature (Valderas et al., 2009). Comorbidity has been
conceptualised to be the existence of more than one medical condition concurrently in one
patient. A further step to clarifying the comorbidity concept (Valderas et al., 2009) states that
it is the co-existence of two or more medical conditions in one patient, which may differ in
terms of their direct cause, independence, heterogeneity and associated risk factors. Similarly,
(Lugtenberg et al., 2011) have echoed the definition of comorbidity in terms of chronic
conditions being concordant to each other or discordant conditions which exist in one patient,
with one condition being the index disease, which is usually the main concern for seeking
medical attention. However the origin of comorbidity and comorbid conditions dates back to
the work of Feinstein (1970) who defined comorbidity as “any distinct clinical entity that has
co-existed or that may occur during the clinical course of a patient who has the index disease
under study ”(Feinstein, 1970:456-7). Clinicians are generally accustomed to single disease
management, and current clinical guidelines are more one-condition orientated (Lugtenberg
et al., 2011), thus creating a need to investigate the concept of comorbidity and management
of comorbid conditions such as diabetes, depression, HIV and cancer among other chronic
conditions.

Comorbidity of diabetes and hypertension is associated with severe complications and high

mortality rates, as risk factors for cardiovascular diseases, which are the leading cause of
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death among the major NCDs (Katte et al., 2014). Comorbidity of diabetes and hypertension
is associated with poor health outcomes, severe complications and productive years lost due
to disability (Long and Dagogo-Jack, 2011). Diabetes is an endocrine disease which is
defined by high blood glucose levels in an individual, but is mainly determined by vascular
components. Diabetes is a major cause of death in most patients with cardiovascular disease
at 70 per cent, followed by renal complications at 10 per cent (Anakwue et al., 2013).
Hypertension is common in developing countries although it is normally not diagnosed early
or missed out, leading to it being referred to as the ‘silent killer’. It is one of the most
common risk factors for cardiovascular disease, which is the leading cause of death in

developing countries (Bloomfield et al., 2011a).

Several studies done on different ethnic groups show that one-in-four adult with chronic
conditions have more than two chronic conditions, and hypertension has a prevalence of up to
70 per cent in individuals with diabetes. It is projected to be two fold, common in individuals
with diabetes as in those without diabetes, or vice versa, both in developed and developing
counties (Boyd and Fortin, 2010, Mohan et al., 2013). Findings from studies indicate that the
burden of comorbidity of diabetes and hypertension vary across the world; in America and
Thailand it ranges from 75 per cent to 78.4 per cent respectively, to mention but a couple of
countries (Long and Dagogo-Jack, 2011, Lee et al., 2013). In America, 23, 6 million and 74.5
million adults have diabetes and hypertension respectively, with 75 per cent of all diabetics
type 2 having hypertension. Similar results, although percentages are below 50 per cent, have
been reported in Cameroon, Tanzania and Kenya (Bovet et al., 2008, Katte et al., 2014,
Otieno et al., 2005). In India the comorbidity of hypertension among diabetic patients showed
that out of 294 individuals with diabetes, 139 had hypertension representing 47.28 per
cent(Joshi et al., 2012), while the prevalence of comorbid diabetes and hypertension in
Nigeria, as estimated by Enugu (Anakwue et al., 2013) was reported to be 60 per cent,
slightly lower than the prevalence in USA and United Kingdom. These local and international
statistics indicate that comorbidity of diabetes and hypertension is common and should be
given priority in PHC to prevent the onset of severe complications among the ever-growing
affected population. However, based on these statistics, the context of prevention and
management of comorbid diabetes and hypertension should be receiving greater
consideration. The difference in rural, urban, developed and developing countries’

management strategies cannot be grouped together and generalised for all conditions.



Control of blood pressure and blood glucose among patients with comorbid diabetes and
hypertension is the main goal of management, led to the reduction of mortality and improved
quality of life (United Kingdom Prospective Diabetes Study Group (UKPDS) (1998), The
Hypertension Optima Treatment (HOT) study has also indicated that the mortality of CVDs is
reduced by 43 per cent when blood pressure was reduced to 130/80mmHg in diabetics with
hypertension (Hansson et al., 1998). Strict adherence to anti-hypertensive and hypoglycaemic
prescriptions for patients has been shown to be effective in the management of comorbid
diabetes and hypertension in a Nigerian diabetes clinic (Anakwue et al., 2013). However
there is lack of information on the availability and adherence to the prescription of the drugs
in clinical guidelines for the management of comorbid conditions in PHC, seeing that most
studies were conducted at a tertiary hospital (Atieno-Jalang’o et al., 2015).

Ample evidence also exists that most patients in the sub-Saharan regions with comorbid
diabetes and hypertension, including in Kenya, are sub-optimally managed and rarely attain
the optimal level of either blood glucose or blood pressure in the course of management. In
Tanzania control of greater than 1 per cent at the level of 140/90mmHg, was achieved and in
South Africa 7 per cent and 15 per cent was achieved among black men and women
respectively (Edwards et al., 2000, Mayosi et al., 2009). Kenya presented a higher level of
suboptimal management of comorbid diabetes and hypertension as risk factors for
cardiovascular conditions, achieved less than30 per cent of the required HbAlc levels, while
65 per cent did not achieve the required blood pressure level (Otieno et al., 2005). Similar
results have also been reported by (Mugure et al., 2014) still in urban settings, but with no
determination of comorbidity of diabetes and hypertension. There is lack of adequate
information on the management of comorbid diabetes and hypertension, and little is known
about patients’ perceptions of their condition or about reasons for poor outcomes. In the
Kenyan context cardiovascular diseases are the leading cause of deaths among adults at 27
per cent (WHO, 2011). High levels of prevalence of diabetes and hypertension have been
reported in Kenya as single conditions or correlates of other risk factors for diabetes and for
hypertension (El-busaidy et al., 2014). There are few studies which have been done to
understand the reasons for low rates of control, and which endeavour to design context-

specific interventions to manage comorbid conditions in the country.

Despite an early notion of risk factors being common in urban and rich populations, rural and
ethnic groups are now at risk. These studies in various parts of Kenya mirror findings from

other countries on the ethnicity and exposure to risk factors (Mathenge et al., 2010,
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Christensen et al., 2008). Literature has confirmed that most people are unaware of the
existence of comorbid diabetes and hypertension (Maina et al., 2011), similar higher levels
have been reported in Malawi, with 95% being unaware (Msyamboza et al., 2014). The
double burden of managing comorbid conditions exerts a high pressure on the already fragile
economy of most families in developing countries (Boutayeb et al., 2013). This leads to poor
adherence and follow up care affecting quality of life and care outcomes (Woodard et al.,
2011), as patients fail to return for check-ups, medicine refills due to lack of funds, lack of
significant symptoms following community based screening or lack of follow up mechanisms
being in place (van de Vijver et al., 2013). Similarly, comorbidity also affects the quality of
life, impaired self-management ability and increases disability especially when there is
limited knowledge on the part of the care provider and patients (Action to Control
Cardiovascular Risk in Diabetes(ACCORD) study group, 2010). Patients with comorbid
conditions usually face psychological burdens, adverse side effects from multiple drugs and
care breakdowns(Long and Dagogo-Jack, 2011, Vogeli et al., 2007, Piette and Kerr, 2006),
necessitating the need for patient-centred care as opposed to condition-based care which is
commonly practiced in most clinical settings (Hudon et al., 2012).

Experts strongly recommend preventive care as opposed to secondary prevention and
epidemiological surveillance studies (de-Graft Aikins et al., 2010a). Primary prevention
(health promotion programmes) have been shown to be effective in delaying the onset of
complications for CVDs by 90 per cent, diabetes type 2 by 80 per cent, and a third of cancer
cases can be prevented (Boutayeb et al., 2013, Miranda et al., 2008). Mass community-based
screening has been shown to be effective (Pastakia et al., 2013). There is lack of well-
organised health promotion and mass screening programmes in most developing countries,
including Kenya (Bloomfield et al., 2011b, Miranda et al., 2008).

Despite the availability of several intervention models from developed countries on chronic
care, developing countries’ health system context has not embraced them into practice, due to
a myriad of challenges linked to lack of resources, policies, infrastructure and political
interferences in the healthcare sector. Additionally, models developed in different contexts
have variations based on the levels of development and preparedness in chronic care
management in other socio-economic contexts (Ploubidis et al., 2013, Olmen et al., 2012b).
For instance, among the many intervention models available and advocated for use in PHC is

the Chronic Care Model (CCM) which emphasises clinical and self-management strategies
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for chronic care, especially diabetes (Pilleron et al., 2014, Si et al., 2008). The Collaborative
Care Model (CCM) utilises different cadres of health professionals to manage patients
through the use of care managers for patients who need comprehensive chronic care (Unutzer
et al., 2013). Prior to the intervention models, chronic patients were being managed as acutely
ill patients with no self-management strategies Most health facilities in Kenya do not practice
coordinated care, neither is there currently a cadre of managers to draw on.

Further, high levels of poverty in most countries and in rural settings and affordability of and
accessibility to health care is an issue for most people living below 1 USA dollar a day (Nduo
et al., 2013), who are faced with having to pay for the health care costs. Only a small group
of the population are insured as in the case of Kenya, where only 10 per cent of the rural
communities are insured (Turin, 2010). Management of chronic comorbid conditions requires
understanding from a broad perspective of different stakeholders involved in delivery of

chronic care services, including lay people operating at community level (Samb et al., 2010).

The health system in Kenya, just like others in developing countries, is still faced with an
acute shortage of health care workers(Wakaba et al., 2014), and fragmentation of health care
services among private, public and the traditional medicine practitioners. This then raises
issues of medical ethical implications which affect the practice of health care providers
(Githui, 2011). Lack of interest and knowledge among health providers and lack of basic
health infrastructure continue to obstruct progressive intervention towards chronic condition
care particularly in PHC settings (Parker et al., 2012). Failure to implement the health
policies reforms designed by the national government in devolved health sectors continues to
affect the service delivery in regions of the country. This is evident in the national survey on
risk factors for NCDs toward meeting the objectives of the health policies (Muchomba 2015,
Wamai, 2007, Turin, 2010). According to Williams and others (2010), grouping together of
sub-Saharan region countries misses out the special contexts which are unique to each

country, based on unique health needs.

Research from various ethnic groups such as African-American and Latinos, black African
among other groups, has highlighted that people have varied practices and behaviours in
different social contexts and cultural orientations (Fongwa et al., 2008, Gross et al., 2013).

Healthcare providers similarly have varied cultures in their work environment and
organisations, based on their training and type of working environment (Speziale et al.,

2011). Research has proven that cultural beliefs, religion and social practices have a direct
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influence on lifestyle modification, health-seeking behaviour and adherence to treatment
(Fongwa et al., 2008), concepts which have been explained explicitly in the social learning
theory and the health belief models (Rosenstock et al., 1988). Integration of culture and use
of culture-sensitive health promotion and culture-tailored intervention models can have a
positive impact on management of comorbid diabetes and hypertension among other chronic
conditions (Gross et al., 2013). This enhances sustainability and participation at household
and community levels (Betancourt et al., 2003). Lack of communication within the culture of
management of chronic comorbid conditions can lead to negative health outcomes. Therefore
this study envisages opening the channels of communication and conflict resolutions between
the two crucial groups in chronic care, namely the patients and health care providers, through

initiation of patient support groups based on the context of care.

Kenya, like most developing countries, is experiencing a double burden of chronic NCDs and
communicable infectious conditions, cardiovascular disease (CVD) (13 per cent), cancer (7
per cent), diabetes (4 per cent), and communicable conditions, at a (62 per cent) death rates
(WHO, 2011). According to the Ministry of Health annual report the prevalence of diabetes is
3.3 per cent and hypertension is 27 per cent (MOMs and MOPHSs, 2011a). Other studies in
Kenya have shown the prevalence to be higher at 6.6 per cent to 50.1 per cent respectively
(Mathenge et al., 2010, Pastakia et al., 2013). According to the Ministry of Health annual
report, diabetes accounted for 27.4 per cent hospitalisations and a mortality rate of 2.2 per
cent, while hypertension accounts for 14 per cent mortality, while 50 to 70 per cent of all
hospital admissions are due to NCDs (MOMs and MOPHSs, 2011a). There is lack of
conclusive statistical evidence in the country on the comorbidity of diabetes and
hypertension. The burden is evident from studies conducted to confirm that the prevalence is
high, with 50 per cent of patients with diabetes having hypertension, and a poor control rate
of 65 per cent (Otieno et al., 2005).

Several studies done in Kenya, indicate prevalence based on rural and urban settings, where
rural population report a prevalence of 16 per cent (El-busaidy et al., 2014), 50.1 per cent in
multi-ethnical communities (Mathenge et al., 2010) and in urban slums it is 5.3 per cent to
10.5 per cent, which increased with age and exposure to risk factors (Ayah et al., 2013).
These studies clearly show that the prevalence is not only high in urban areas, but also high in
rural communities. In their study, Ongeti and colleagues concluded that to curb the growing
epidemic, a combination of health promotion and control of diabetes and hypertension across

care levels may be a solution to the problem (Ongeti et al., 2013). In another study conducted
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in rural western Kenya, advocates were for regular mass screenings at community-based
facilities and home-based screening (Pastakia et al., 2013). Similar recommendations have
emanated from studies in other countries like Cameroon and Iran (Labhardt et al., 2010,
Heidari et al., 2012). However, none of these studies looked into the management aspects

from the cultural practices and their implications on management outcomes.

1.3 Problem Statement

Globally the increasing burden of NCDs remain a concern (WHO, 2013a). There is
compelling evidence that most patients in rural communities are unaware of their conditions,
particularly diabetes and hypertension (Muchira et al., 2015). Further the percentages of
patients with comorbid diabetes and hypertension with poorly controlled conditions are
alarmingly high in the country, despite them being on regular follow-up care, leading to high
mortality cases (Otieno et al., 2005). However, little is known about the management of
comorbid diabetes and hypertension in PHC settings in Kenya as the country continues to
record high mortality rates due to chronic conditions, mainly with diabetes and hypertension,

being among the risk factors for cardiovascular disease (KMOH, 2011).

Human health resource shortage is a global concern, and Kenya like many developing
countries, faces an acute shortage of health-care workers, especially nurses (Wakaba et al.,
2014). Additionally, lack of adequate supply of essential drugs to PHC and lack of essential
diagnostic tools and skills lead to poor control of comorbid diabetes and hypertension, which
leads to poor patient outcomes and quality of life. Currently all clinical guidelines are single-
condition oriented; leaving out people with comorbid conditions. Further the available
intervention models are not context-specific to resource limited settings and comorbid
conditions (Fortin et al., 2013). As a result implementation becomes a challenge for most
PHC systems, specifically in a devolved health care system (Turin, 2010). Health system
fragmentation further contributes to poor management and health outcomes and increased use
of traditional medicine practitioners. Economic burdens and lack of empowerment of health
professionals and general populations further worsens the management of chronic conditions
(Kirigia et al., 2009, Turin, 2010). These challenges in primary healthcare create the urgency
to develop interventions which are context-specific based on available resources and skills to
suit patients’ needs at community level, for effective management of comorbid diabetes and

hypertension.



Few studies have been conducted that actually understand what is happening in primary
healthcare settings in Kenya regarding management of chronic conditions, where the majority
of the Kenyan population live and access health services. This includes chronic care. This
study aims to understand the management of chronic comorbid diabetes and hypertension in a
selected context of Nandi County in Kenya, and to lead this towards the development of a
context-informed model for the management of chronic comorbid diabetes and hypertension

in PHC settings in Kenya.

1.4 Purpose of the Study

The purpose of this study was to explore and analyse the current management systems of
chronic comorbid conditions in PHC settings in order to develop a context-informed model of

chronic comorbid diabetes and hypertension management in Nandi County in Kenya.

1.5 Research Objectives

The objectives of this study were:

1.5.1 To analyse the systems of managing chronic comorbid conditions in the Nandi
County health system in Kenya.

1.5.2 To analyse the management of chronic comorbid conditions across the three
levels of care in the Nandi County health system in Kenya.

1.5.3 To describe and analyse intervening conditions in the management of chronic
comorbid conditions in PHC settings.

1.5.4 To develop a context-informed model for management of chronic comorbid
conditions emerging from data on systems of management in PHC settings in

Nandi County, Kenya.

1.6 Research Questions

For readability purposes research questions have been aligned with respective research

objectives.

1.6.1 Research question for objective 1.5.1

1.6.1.1 What is the current system of managing chronic comorbid conditions across the PHC
levels in Nandi County?

1.6.1.2 What are the beliefs, experiences and practices of both health care workers and
patients with regard to the management of chronic comorbid conditions across the

three levels of care?



1.6.2 Research questions for objective 1.5.2

1.6.2.1 How are chronic comorbid diabetes and hypertension conditions managed at the PHC
level?

1.6.2.2. How do health care workers daily plan and implement health promotion and follow-
up care across care settings?

1.6.2.3. How is medical management of chronic conditions implemented within the County
health system?

1.6.3. Research questions for objective 1.5.3

1.6.3.1. What are the roles of patients and health care workers involved in the management of
chronic comorbid conditions in the Nandi County health system?

1.6.3.2. What factors facilitate and/or hinder the comprehensive management of chronic
comorbid conditions within the County’s health care system?

1.6.4. Research question for objective 1.5.4

1.6.4.1 What factors led to the initiation of the management of chronic comorbid conditions
in Nandi County health system?

1.6.4.2 How can a context-informed model be developed for comprehensive management of

chronic comorbid diabetes and hypertension in the County?

1.7 Significance of the Study
1.7.1 Policy Implementation

The Government of Kenya is endeavouring to achieve health for all and to attain universal
coverage by the year 2030. This study will provide baseline information to the County
government on the integration of management of chronic care in all levels of healthcare
services. This information should inform revision of the present system with the objective of
reversing the escalating trends of NCDs in the country and to reduce cost of care (Atun et al.,
2013). The findings of this study will help in strengthening the referral system in the
devolved government health system particularly towards achieving the health policy
objectives of halting and reversing the increasing trend of NCDs, through opening links with
the community and increasing community awareness of the context-informed model (MOMs
and MOPHs, 2011a).

With the use of this model, the patient-nurse relationship should improve through the
encouragement of active patient participation in self-management and this should also

encourage community participation in prevention and control of NCDs through the use of
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positive cultural practices (Schillinger, 2011, Leininger and McFarland, 2006). For effective

improvement of healthcare service delivery, user views are very significant.

1.7.2 Nursing Practice

This study will enhance evidence-based research among nurses and this should increase
knowledge of the nursing discipline especially in community health nursing (Walker and
Avant, 2011). Nurses play an integral role in PHC service delivery and rural settings.
Literature and the researcher’s own experience confirm that nurses have an upper hand in the
patient interaction and follow-up services to patients with chronic conditions (Bergh et al.,
2012, Coetzee et al., 2013). Task shifting of care to lay personnel has also proven to be
effective and cost-friendly (Petersen et al., 2014), with collaborations between lay and health
care providers in primary healthcare settings. Further evidence indicates that nurse-led
diabetes management effectiveness is favourable even in hospitalised and complex conditions
in need of follow-up. For instance, with kidney disease patients (Wong et al., 2012).
Sustainability of nurse-led general practices has positive indicators including healthcare
stakeholders, as in the case of Australia (Hegney et al., 2013). In Kenya nurses’ involvement
in the management of chronic disease in the hospital and community setting has been
effective in screening (Mutea and Baker, 2008, Muchira et al., 2015). Similarly the study will
encourage the use of the nursing process in community health assessment and comprehensive

assessment of the patients, especially those with chronic comorbid diabetes and hypertension.

1.7.3 Research

It is believed that change in the community and healthcare will only be achieved through
research and interventions from the community, to meet their specific health needs (Williams
et al., 2010). This study is one way of knowledge construction and is significant for research
development especially with regard to the diverse measures which need to be implemented in
the management of chronic comorbid diabetes and hypertension among other chronic

condition cases in Kenya.

1.7.4 HealthCare Professional Education

Despite the fact that there is an acute shortage of healthcare workers in Kenya, it does not
mean that quality care needs to be compromised. Professional training and retraining through
refresher courses are the recommendation of the Nursing Council of Kenya (NCK), as

highlighted in the Nurses Continuous Professional Development (CPD) framework, section
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2.2; all nurses are required to put in 40 hours per year (Government of Kenya(GOK), 2012),
just like all other regulatory bodies in Kenya for other cadres of health professionals.
Empowerment of healthcare providers with adequate and relevant knowledge and skills is at
the core of chronic care management and improved health outcomes. This study is intended
to encourage healthcare workers to go for training to ensure that they have current, adequate
knowledge on the management of chronic comorbid diabetes and hypertension to begin with,

being the most commonly seen in the primary healthcare settings (El-busaidy et al., 2014).

1.8 Operational Terms

In this study the following terms will operationalized as follows:

Management System: It is the care organisation and coordination between different levels of
health systems for effective service delivery (Egger et al., 2005). In this study the
management system will mean all services and resources available for care provision to
patients with chronic comorbid diabetes and hypertension conditions. It includes medical
management/treatment plans, nursing care, decision-making, follow-up care, drug therapy,
patient education, risk assessment, patient data records referral systems and care coordination
from one level of care to another and from different health care providers (Samb et al., 2010).
The healthcare providers are to include all cadres of health care providers. The healthcare
service providers will further include private and public service facilities, homemade
remedies, to include traditional herbal medicine, used by the patients for health maintenance
purposes.

Model: In this study the ‘model’ refers to the course of action or plan for comprehensive
management of patients with more than one chronic condition within the regional health
system, with reference to diabetes and hypertension. The context-informed model is derived
from the lived and experienced conditions of both healthcare workers, patients and the
healthcare organizational factors which influence management of chronic comorbid
conditions system available resources, including the community policies and resources, to
maintain continuity of care across care settings. The devolved healthcare system will be the
central point of reference (Atun et al., 2013).

Diabetes: This is a metabolic disorder which occurs when the pancreas ceases to produce
enough insulin or when the body cells fail to use the available insulin, leading to increase in
blood glucose in the blood (American Diabetic Association, 2012). There are several types of

diabetes; in this study ‘Diabetes’ means diabetes mellitus type2 among adult patients with
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confirmed diagnosis and at risk of complications, as defined in Kenyan Ministry of Health
(MOPHS, 2010d).

Primary Health Care Settings: Health facilities which offer health services to patients as
their first line of entry, in terms of health promotion, preventive curative and rehabilitative
service. In this study PHC settings include: community services, primary health services and
primary hospital outpatient services and alternative care providers used by the patients within
the community settings.

Health Care Providers: According to the Kenyan health policy framework, these are health
care professionals (workforce) responsible for service delivery irrespective of their
organisation (MOMs and MOPHSs, 2011a, Hegney et al., 2013). On the other hand a health
care worker is a person with proper training in their line of specialisation who provides health
care services to the people in need. In this study health care providers included doctors
(physicians and medical officers among other specialists), clinical officers, nurses,
pharmacists, nutritionists, laboratory technicians, trained and currently in diabetic care
provision.

Community Health Worker (CHW): This is a lay or a community member who is not a
medical professional who plays the role of linking individuals and families to health care
systems for their health care needs and follow-up care or rehabilitation. However, in this
study this term will be used in the sense of ‘healthcare provider’ at the community services
level.

Chronic Comorbid Conditions: According to Lugtenberg et al. (2011) these are two or
more chronic conditions which affect one person at the same time, due to some association of
risk factors or as a complication from another chronic condition. Chronic comorbid
conditions can either be discordant: those which do not share risk factors or line of
management: or concordant for those that share major risk factors and line of management. In
this study, diabetes and hypertension are concordant comorbid conditions and tend to affect
the majority of patients seen in primary health care settings. Although there are other chronic
comorbid conditions associated with diabetes and hypertension and have an edge in the

management, these other conditions will not fall within the scope of this study.

1.9 Thesis Outline

The chapters contained in this study report are outlined as follows:
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Chapter 1:- Contains the introduction and background to the study, problem statement,
purpose and study objectives, research questions, significance of the study and operational
definition.

Chapter 2:- Constitutes the literature review related to the phenomena of the study. Relevant
models of medical management were also reviewed in the context of chronic care.

Chapter 3:- Constitutes the research methodology, the paradigm and research design, research
approach, study setting, study population, sampling and sample size. It also describes the
process of data collection in ethnographic studies, data analysis, trustworthiness and ethical
considerations used in the study.

Chapter 4:- Describes the study findings which emerged from data, through the use of
grounded theory as a data analysis method guided by the paradigm model.

Chapter 5:- Presents the discussion and interpretation of the study findings.

Chapter 6:- Presents the substantive context informed middle range theory model of the
management of chronic comorbid diabetes and hypertension in primary healthcare settings as
it has been highlighted in results and the discussion in chapter 4 and 5. It also provides the
conclusion, study limitations, recommendations and the reflections of the researcher arising

from the study.

1.10 Summary of Chapter One

This chapter presented the background information on the need to improve the services to
patients with chronic comorbid diabetes and hypertension. It has given an overview of the
current situation in Kenya and the problem statements, purpose and study objectives, research
questions and the significance of the study. It has defined operationalized terms in this study.

The following chapter presents the literature review.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

Management of chronic conditions can be stressful and a challenge to both health care
systems and health care professionals. Mostly it is a challenge to patients and families with
comorbid chronic conditions, which need not only prolonged, but doubly complicated
management. It is therefore imperative to consider varied measures and evidence-based
interventions, which are context-specific and acceptable to the health services users.

The literature review was conducted through the use of primary sources and secondary
sources, like books and printed articles. An online literature search was conducted by use of
Google Scholar, Science Direct, Pub-Med, Ebscho-host, Medline and other databases were
consulted from time to time. Also Kenyan government documents have been consulted in this
literature review, specific ministries of health strategic plans, treatment protocols and
guidelines have been reviewed towards the development of the study. The following search
words were used for the literature search: primary health care (PHC), primary care, health
systems, health care, diabetes, hypertension, risk factors, lifestyles diseases,
cultural/traditional practices, comorbid/comorbidity, comorbid diabetes and hypertension,
self-management, non-communicable diseases (NCDs), chronic conditions, chronic care,
nurse lead interventions and community health care. The following topics will be covered in
this literature review as background information to the study:

Health systems, determinants of health, Kenyan health care system, conceptualization of
primary health care, integration of non-communicable chronic diseases (NCDs) into primary
health care diabetes mellitus and hypertension , comorbidity of diabetes and hypertension,
risk factors for diabetes and hypertension, empirical evidence on management of chronic
comorbid diabetes and hypertension, self-management, traditional herbal medicine,
utilization of complimentary alternative medicine in management of diabetes and
hypertension, continuity of care for comorbid diabetes and hypertension, innovative care
models in primary care, theoretical frameworks applicable to chronic care in primary health
care, Neuman-system’s theory, King’s Goal Attainment Theory and roles of community

health nurses in the management of chronic comorbid conditions.
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2.2 The Health Care System

Health concept is global; however health is influenced by a number of factors. Among the
many factors is the health care system. According to the WHO (2007), the health system is a
collection of all organisations, institutions and resources, which need to be coordinated in
order to improve health of the population (WHO, 2007). Health systems need a collaborative
effort from all sectors in order to improve health care delivery, quality of health to the
majority at the lowest cost possible and to make health services available to most people who
need health services, and this needs to be socially acceptable to the people (WHO, 1978).
These concepts were later consolidated into what is currently known as the PHC approach.
According to Olmen et al. (2012a), the health system is an amalgamation of efforts from all
health stakeholders affecting health directly or indirectly and the contribution of legal,
environment, users and the general population. Health financing and inequality affect the
health system efforts towards achieving universal health coverage goals (Chuma and Okungu,
2011). The health concept, according to the WHO during the Alma Ata declaration, looked at
the basic assumptions on health not being only physical, but also to include psychological
and social perspectives which need to be addressed within the health system (Olmen et al.,
2012a).

2.2.1 Determinants of the Health System

The health system is an open system which interacts with other systems, within an
environment where it is situated (Olmen et al., 2012a).The health system is influenced by the
way various resources are incorporated into the system. On the other hand the health system
affects the environment in terms of the output and health outcomes or services rendered to the
community (Olmen et al., 2012a). The health system being an open system is influenced by
many factors commonly known as health determinants, as they interact between different

levels of the system. These include:

2.2.2 Natural or Physical Factors

The health system being an open system has a tendency to be affected by natural factors like
the location of the health facility and the infrastructure of accessing the hospital for services.
In Kenya the geographical location of the health facilities, especially in the rural areas,
determines the services and the availability of drugs. The distance recommended by the
WHO for medical services and public health service should be 5km and 2.5km respectively
(Ministry of Health and Government of Kenya, 2014). Poor distribution of health services in
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the country affects the health system functioning. For instance according to the report by the
Ministry of Health on health service provision in 2010, some counties or regions have more
health facilities than others, and for instance Nairobi County has around 80 per cent health
facility coverage, compared to 4 per cent in Marsabit (MOMs and MOPHSs, 2011a). Further
natural factors can be tagged as the cost implications affecting the accessibility to the health
care available. An important factor is the low income of many clients who find it difficult to
spare money for health care services (van Wyk, 2011). In other instances there may be no

income at all.

2.2.3 Demographic Factors

Demographic distribution of a country affects the health system in various ways. A country
with a larger aging population spends more on health for multiple chronic diseases, compared
to young people. The longer the life expectancy the higher the cost of care, need for social
service allocation within the country and constant needs to scale-up health services to meet
demands in terms of diagnostic tools, chronic care and emergency services (KMOH, 2011). A
health system is further determined by population growth in the country, urbanisation,
overcrowding and poverty levels among the population, leading to inequality and poor
distribution of health care services (Chuma et al., 2007). The Kenyan government’s current
priority is to provide health care services for all Kenyans in a responsive manner by bringing
health care services nearer to the people through a devolved health system of care and
governance, in an affordable format (MOMs and MOPHs, 2011a).

2.2.4 Political System

The Kenyan health policy is aligned with the current legal framework of the new constitution
(Turin, 2010). The political system in the county affects health service delivery and how
finances are distributed based on the sitting government. With Kenya being a multiparty
state, the ruling party is always under check by opposition parties. Health system reforms and
devolution of health services in the county’s government entirely depends on the political
system in the country, and decentralisation of health services are impacted by political
stability (Wamai, 2009). Further, Olmen and colleagues posit that the political system in a
country is responsible for policy making and decision-making processes. Moreover national
government is responsible for the coordination of inter-ministerial planning, donor
coordination and international planning and policy regulation which always has a direct
influence on the health of the county (Olmen et al., 2012a). Due to political and legal
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alignment, service delivery and the general health sector is affected both negatively and
positively. For instance the change from the six tier health system to a four tier system and
devolution of health from Ministry of Health to County governments, has left many health
facilities in shock and with prolonged transitions (MOMSs and MOPHSs, 2011a, Wakaba et al.,
2014).

2.2.5 Users of the Health System

The users, patients or clients of the health system determine what services the health system
will offer to them. Kenya has a large young population between the ages of 15 and 49.
Moreover, with improved living standards and health care the elderly population is on the
rise. Usually old age sets in with an increase of chronic disease, which needs comprehensive
and long-term care (Boyd and Fortin, 2010). Utilisation of health services is determined by
health conditions of the population, which further determine the type of health services to be
offered,