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Chronic non-communicable diseases (NCDs), such as cardiovascular diseases, 
diabetes, cancer and chronic obstructive pulmonary diseases, accounted for 71% 
(41 million) of all global deaths (57 million) in 2017, with the majority occurring in 
low- and middle-income countries [1, 2]. In sub-Saharan Africa (sSA), it is estimated 
that 70% of the deaths were attributable to these conditions, and causing 80% (12 
million) of premature deaths [2]. Moreover, sub-Saharan African countries continue 
to face high morbidity and mortality rates caused by communicable diseases (such 
as HIV, tuberculosis and malaria), nutritional and maternal health related problems 
[3]. HIV and AIDS continues to represent a major public health concern in sub-
Saharan Africa, and among the countries with the highest number of people living 
with HIV, and mostly from the southern Africa region include South Africa, Swaziland, 
Mozambique, Zimbabwe, Zambia, and Malawi, respectively [4].

The changing patterns of mortality across the globe has been attributed to changes 
in life expectancy and morbidity patterns [2]. This rapid and ongoing shift in the 
global pattern of diseases and causes of death is referred to as the demographic 
and epidemiological transition [5]. These transitions are driven by changes in 
demographic structures of countries fuelled by a growing ageing population – who 
are more prone to multimorbidities – urbanisation and industrialization, and certain 
lifestyle changes such as physical inactivity, unhealthy diets, smoking habits and 
alcohol consumption, which affect people’s health and wellbeing [5, 6]. While these 
processes occur at a global level, there are inter-country differences, which influence 
(policy) response measures [6]. For instance, the state of healthcare is more advanced 
in high income countries compared to low income countries, partly due to increased 
political commitment (which has led to improved investments and resourcing), levels 
of advancement in medical technology and available resources for health promotion 
and care [6, 7]. The growing population of patients with chronic conditions who 
require care on a continued basis puts enormous pressure on government spending 
on both health and social care [8]. Breaking this epidemic cycle requires multiple 
initiatives, including those focusing on empowering patients to better self-manage 
their conditions, provision of services centred around patient’s care needs, and 
preventive measures targeting populations most at risk [3, 9, 10]. Given budget and 
resource constraints, sub-Saharan African countries continue to draw on experiences 
from existing health programmes, transferring lessons and practices to shape how 
newly emerging conditions and epidemics are dealt with. One salient example is the 
utilisation of the HIV/AIDS response for addressing the continent’s growing burden 
of NCDs, which is elaborated further below.
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LEARNING FROM THE HIV/AIDS EXPERIENCE

Sub-Saharan African countries continue to face an overwhelming HIV burden, 
with 69% (19.6 million) of the estimated 36.9 million (31.1–43.9 million) people 
living with HIV globally residing in this region [4]. Since the onset of the HIV/AIDS 
epidemic in the 1980s, significant advancements have helped transform HIV from 
a life-threatening condition to a lifelong manageable condition [11]. This turning 
point in the management of HIV can be attributed to multiple factors, including the 
availability of efficacious antiretroviral therapy, which extended the life expectancy 
of people living with HIV [11]. Availability and access to lifesaving HIV treatment to 
a large population across the globe became possible through increased concerted 
political and advocacy efforts enabled by new global initiatives like the Global Fund 
to Fight AIDS, Tuberculosis and Malaria and the United States President’s Emergency 
Plan for AIDS Relief (PEPFAR) [12]. On the service delivery front, a key public health 
strategy in addressing the difficulties for patients in accessing treatment in sSA was 
to decentralise medical treatment to the primary care level, providing it as close to 
the patients as possible [13]. A novel approach to treatment delivery has been to 
engage and train lay community caregivers and peer-patients in the distribution 
of medicines and provision of care, based on patients’ needs, within community 
and home-settings [14]. The experimentation with this approach was born out 
of challenges experienced with health workforce shortages in the region, and the 
absence of adequate medical personnel to provide care to HIV patients within facility 
settings [13]. At the community level, the existence of community and home-based 
care (CHBC) programmes, mostly led by faith-based and civil society organisations, 
were instrumental in supporting and linking HIV patients to a broad range of health 
and social services [15, 16]. More importantly, funding support for the formation of 
grassroot patient organisations helped catalyse patient involvement in care, and the 
establishment of peer-to-peer support services, ranging from provision of health 
education, distribution of medicines and referring patients for testing and treatment, 
to tracking patients lost to care [17].

Notwithstanding these advancements, there has also been mounting criticism to the 
manner in which the HIV response has evolved [12, 18]. While advocacy and global 
solidarity on HIV over the years resulted in the expansion of funding, predominantly 
from international agencies, the earmarking of funds for HIV has not allowed countries 
to reallocate some of these funds to other pressing health concerns including health 
systems strengthening [19, 20]. Furthermore, the exceptional status accorded to HIV 
has resulted in the creation of parallel structures within some national health systems, 
using different reporting systems, supply chain systems for HIV commodities, and 
dedicating a cadre of staff solely for HIV programmes [12, 19]. It is argued that this 
approach undermines the delivery of general healthcare, and weakens the overall 
functioning of national health systems [21, 22].
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The existing HIV service infrastructure and the experiences in sSA with managing 
HIV as a long-term condition are very valuable assets, provided they can be utilised 
more broadly. With the rise of comorbidities among HIV infected patients, such as 
tuberculosis co-infections and more increasingly NCDs [23], there is demand for a 
coordinated approach in providing HIV care together with other services, as well as 
provision of comprehensive services to meet the different needs of patients, especially 
at the point of primary care [10]. This is arguably a cost-effective approach, given 
the scarcity of resources in most sSA health systems [10]. Furthermore, with some 
of the more recent policy changes on HIV care such as universal test and treat, the 
cohort of patients on long-term treatment is anticipated to rise even further, thereby 
raising treatment costs for individual countries [24]. There is available evidence of 
programmatic efforts to integrate services for HIV with other chronic conditions 
through reorganisation of health system inputs and healthcare delivery processes, 
although this is limited by weak infrastructure, an overstretched health workforce, 
and financing heavily dependent on foreign aid directed towards specific diseases, 
which in the long-run undermines efforts towards integrated initiatives [25, 26]. 
Responding to these growing challenges into the future calls for breaking away from 
disease-specific efforts, and strengthening health systems that promote delivery of 
comprehensive and coordinated care.

HEALTH SYSTEMS RESPONSE TO NON-COMMUNICABLE 
DISEASES

The growing NCD epidemic bears significant costs for the global economy, with 
rising health expenditures and loss of human capital due to premature deaths 
and years lost to disability among adults in their productive years [1]. For patients 
living with NCDs, the need for continued treatment, multiple health facility visits 
and hospitalization has a toll on household spending on health, and increases 
dependency on family caregivers [27]. In response, the World Health Organization 
launched a Global Action Plan for the prevention and control of NCDs in 2013, which 
was endorsed by world leaders for implementation [28]. The global plan aims at 
strengthening national efforts in tackling NCDs, through the provision of a menu of 
policy options for implementation [28]. Key recommendations include the formation 
of national NCD coordinating structures at the ministerial level, and the prioritization 
of preventive measures to control modifiable risk factors at the population level, 
such as the use of tobacco and alcohol, physical inactivity and unhealthy diets, which 
are associated with the major NCDs (diabetes, cardiovascular diseases, cancers, 
chronic obstructive pulmonary diseases [28]), and more recently, fatty liver diseases 
[29, 30]. Alongside this global action plan, a package was proposed for low-income 
settings to provide essential non-communicable disease interventions at the primary 
care level [31]. Implementing these NCD policy prescriptions has been slow in sSA 
countries and varies greatly among nations. That is, the capacity at the primary 
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care level remains weak with notable gaps in fulfilling the minimum threshold 
requirements, for instance, presence of trained healthcare personnel, availability of 
recommended essential diagnostics and medicines, which hamper prevention, early 
diagnosis and treatment of NCDs [32-34]. At the governance level, national policy 
frameworks outlining the NCD response and coordination between health and non-
health agencies remain underdeveloped [35, 36]. The United Nations Sustainable 
Development Goals reiterate the need for prioritisation of NCDs in national health 
agendas, in order to attain the envisioned one-third reduction in premature mortality 
from NCDs by the year 2030 [37].

CHRONIC DISEASE MANAGEMENT: MODELS OF CARE WITHIN 
SUB-SAHARAN AFRICAN CONTEXT

The concomitant burden of chronic communicable diseases and non-communicable 
diseases pushes sSA governments, and particularly their ministries of health, to 
rethink ways in which health care is currently organised. A key challenge for most 
sSA health systems is to reduce the reliance on models which facilitate the provision 
of acute episodic care [38], and embrace alternative approaches to health care which 
accommodate active case finding, early detection of diseases in patients, as well as 
regular monitoring of patients in care at both the facility and community level [10]. 
Experiences from high-income settings have shown that the effective provision of 
chronic care requires modifications in practice and organisation of services such as the 
delegation of tasks previously performed by physicians to non-physician providers, 
supporting healthcare teams with clinical guidelines and mentorship in chronic care, 
availability of self-management support resources for patients, and the provision 
of care centred around patient’s needs [39-41]. The chronic care model, originally 
developed for use in the United States of America in 1996, embodies some of these 
salient features [42]. Its principles have been widely cited to guide the organisation 
of chronic care delivery in other country contexts [39]. Important elements of the 
model include the organisation of coordinated care through a robust referral chain, 
and the empowerment of and support to patients in managing their own health 
[42]. However, it has been critiqued for its dominant focus on the clinical aspects 
of chronic care, with limited attention to the broader social determinants of health 
including the system-wide factors that enable (or restrict) the optimal delivery of 
care. In response, WHO developed the Innovative Care for Chronic Conditions (ICCC) 
framework in 2002 [43], and situated chronic care within a community and policy 
environment [44], with a view to increase its transferability to other less advanced 
healthcare settings.

Various chronic care frameworks have since been adapted to suit specific country 
contexts in the sSA region [42, 43, 45]. For instance, South Africa developed the 
Adult Chronic Disease Policy framework for implementation at primary care level, 
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covering prevention and management of a broad range of chronic conditions [46]. 
Other countries, such as Uganda, Rwanda and Malawi, have rolled out models which 
combine HIV and NCD community-based screening and referral activities [47], and 
promote the establishment of chronic care clinics (both as stand-alone and as part 
of multi-purpose clinics) in remote settings [48, 49]. What is evident from these 
examples is the move towards combining or merging interventions from one disease 
programme with another, although the extent of integration will vary from model to 
model, and is largely determined by the policy environment and resources, including 
financial, to support such integration efforts. However, there is a dearth of evidence 
on the operationalisation and effectiveness of approaches within health systems in 
resource-limited settings for tackling the growing burden of chronic conditions, in 
order to understand which characteristics or features of these models are of particular 
relevance and use in such specific contexts. This thesis seeks to investigate this further 
by presenting a case study from a rural district in Malawi, focusing on patients living 
with various chronic conditions, and examining how community-based structures 
and the health system are responding to chronic care.

THESIS OUTLINE

The central research question of this thesis is:
What local innovations and practices exist for the self-management of patients 
living with chronic conditions and how do they contribute to patient outcomes, 
and to the delivery of responsive chronic care at the primary care level in Malawi?

Chapter 2 describes the various concepts and theories guiding this thesis. Chapter 
3 describes the research design and research sub-questions. It provides further 
contextual information on the research setting and the methods. To address the 
overarching research question, the thesis has been organised into two parts: The first 
part of the thesis (Chapters 4 to 6) utilise theories of health behaviour to investigate 
patients’ and care providers’ micro-practices, and innovations in self-management 
support for chronically-ill patients in Malawi, and discusses their impact on various 
self-management outcomes. The second part (Chapters 7 and 8) applies a systems 
approach and examines how the local health system is currently designed in Malawi, 
and which adaptations and innovations may be required to achieve chronic care at 
scale in the future. Chapter 9 discusses the research, policy and practice implications 
of the findings presented in Chapters 4 to 8.
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