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ARTICLE INFO ABSTRACT

Keywords: Objectives: Primary Health Care (PHC) oriented health systems are crucial to accelerate the achievement of
PHC Universal Health Coverage. Previous studies have suggested the importance of participatory approaches to
Implementation research improve PHC. This review aimed to identify the available published implementation research in PHC considering
LMICs - . . .
Participatory part1c1pat.0ry approaches in ]:.ow and Middle-Income CF)untrles (LMICs). o
Community-based Study design: A narrative review was conducted following the standard guidelines.
Methods: Three electronic databases were searched where keywords were combined using Boolean operators.
Studies were included considering the pre-specified inclusion and exclusion criteria through two-phase
screening. The quality of the included studies was assessed using the Joanna Briggs Institution’s critical
appraisal tools. Data were presented using a narrative synthesis approach.
Results: A total of 13 articles were included that focused on community-based approaches in PHC service,
maternal and newborn care, family planning, tuberculosis, and mental health. Three studies focused on mental
health and demonstrated the efficacy of community support groups, peer volunteers, and community-based
mental education in promoting mental health services. Two studies described community participation to
ensure patient safety and risk reduction. Other studies explored the effectiveness of community-based, directly
observed treatment for tuberculosis; community health worker-based maternal and child health care; and a
community-based package for family planning. Eleven studies were conducted in Africa and the rest were in
South Asia.
Conclusion: This review reveals the gap in implementation research incorporating participatory approaches in the
field of PHC. Limited studies have been conducted which indicate the need and scope of implementation research
with participatory approaches in the PHC field.
Prospero registration: CRD42020150749.

1. Introduction

Primary health care (PHC) can play a pivotal role in achieving uni-
versal health coverage (UHC) and the targets oriented around health-
related sustainable development goals (SDGs) [1]. Different studies
have demonstrated the importance of PHC in achieving the targets of
SDG-3 (Good Health and Wellbeing) [1]. Evidence suggests that effec-
tive and strategic implementation of PHC interventions can improve
maternal, newborn, and child health care and reduce mortality [2].
Globally, lifestyle modification interventions combat the
non-communicable disease burden. Strengthening the PHC supports

might overcome the challenges of the increased burden of chronic dis-
eases [3]. PHC can play a role in ensuring equitable and accessible
services to the majority of the population. It can contribute to promoting
health and strengthening the health systems [4]. However, proper
measurement and implementation of successful models of care will
enhance the quality of service and effectiveness of PHC [5].

Low and Middle-Income Countries (LMICs) struggle with the dual
burden of both infectious and chronic diseases in resource-poor settings.
PHC offered better access to care in LMICs. PHC also improved health
coverage, lowered the service cost, reduced morbidity, and mortality,
and improved the overall health systems [6]. The cost-effective
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interventions harbored by PHC are promising in the context of LMICs
[7]. In low-resource settings, engaging the community and utilizing PHC
brings positive results in addressing the emerging disease burden caused
by non-communicable diseases (NCDs) [8]. Governance is one of the
prime building blocks in health systems, and studies suggested that
enhanced accountability is vital to improving PHC in LMICs [9]. Most of
the research on PHC is focused on service delivery. However, some re-
searchers have explored performance measurement and management at
the PHC level. These studies also emphasized the lack of research across
accountability and governance [10]. Community engagement is evident
to improve service delivery. The most effective measures with sup-
portive supervision and a referral system are community-based services
[11]. Community engagement has also emphasized improving
accountability and governance through social responsibility [9].

Implementation research (IR) identifies the enablers and barriers to
uptake of evidence-based intervention and attempts to address these to
enable uptake and further scale-up [12]. IR is one of the efficacious and
suitable tools for achieving UHC. IR provides the knowledge base to the
policymakers and program managers and contributes to efficient health
outcomes at the same time [12]. Community participatory research is an
approach that has community members actively engaged in the research
process. IR engaging communities and other stakeholders are supposed
to be effective in problem identification, finding solutions, and priori-
tizing actions. Thus, IR can play a role in strengthening the PHC and
accelerating the progress to achieve UHC and SDGs. This review,
therefore, is an exploration to gather information on two vital factors
that might influence the PHC system and service. We aimed to identify
the available published researches that incorporated both the imple-
mentation research approach and the participatory approach in PHC
settings. The specific review question for this review was: “What are the
available implementation researches incorporating participatory ap-
proaches in Primary Health Care settings in LMICs?” We systematically
identified the available evidence on participatory approaches of imple-
mentation research in primary health care in LMIC settings. This review
also explored the knowledge gap in terms of the availability of published
research and future scope of work based on the identified research gap in
this field in LMICs.

2. Study design

We conducted a narrative review following the steps of a systematic
review. In this review, the screening, data extraction, and quality
assessment was conducted by a single author in contrast to a dual ac-
tivity independently in a systematic review. However, a second review
author cross-checked the full-text screening, data extraction, and quality
assessment of included studies.

3. Methods

The review is consistent with the guidelines of preferred reporting
items for systematic review and meta-analysis [13]. We registered the
review at the international prospective register of systematic reviews -
PROSPERO (CRD42020150749). We searched three electronic data-
bases (Medline through Pubmed, Cochrane database, and Web of Sci-
ence) using a comprehensive search strategy. We combined the
keywords using Boolean operators. We applied the truncation and
wildcards where necessary. The search strategy for Pubmed was as
follows:

# 1: (((("Community-Based Participatory Research") OR Imple-
mentation) OR Research) OR “Implementation Research™) OR IR.

# 2: (“Primary Healthcare”) OR PHC.

# 3: (Participat*) OR Embed*

# 4: 1 AND 2 AND 3.

We screened the retrieved articles using title-abstract screening and
full-text screening in two phases. We applied the pre-specified inclusion
and exclusion criteria. We included the articles describing participatory
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approaches for PHC-related implementation research in LMICs. LMICs
were identified as per the definition provided by the World Bank [14].
The specific inclusion criteria are as follows: 1) the research method
should incorporate an implementation research approach, 2) the
research should incorporate a participatory approach, 3) the research
should be conducted in PHC settings, 4) the research should be con-
ducted in LMICs. We excluded the articles using the following exclusion
criteria: 1) not in PHC settings, 2) not conducted in LMICs, 3) not
describing participatory or community-based approaches, and 4) not
focusing on implementation research. There was no limitation for pub-
lication year. However, we excluded the articles written in languages
other than English. All research designs were taken into account. Edi-
torials, comments, and letters to editors were not considered. Review
authors applied the ’prioritization and sequential exclusion’ method
throughout the screening process [15]. In this method, the exclusion
criteria are prioritized as a priori and articles are excluded sequentially
as per the order of prioritization. The details description of the method
has been described elsewhere [15]. Data were extracted from the
included articles to describe the publication year, study design,
geographic region, main health focus, population characteristics
including age, gender, urban and rural distribution, the description of
the intervention, and outcome. The second review author cross-checked
the screening, data extraction, and data analysis. The third review
author resolved any dispute between the two reviewers.

The quality of the independent studies was assessed using the Joanna
Briggs Institution’s critical appraisal tools for randomized controlled
trials (RCTs), quasi-experimental studies, cross-sectional studies, and
qualitative studies [16]. The main quality assessment points for RCTs
were randomization, allocation concealment, blinding at the level of
participants, implementers, outcome assessors, the similarity of groups
at baseline, completion of follow-up, measurement of outcome using
appropriate statistics, and any deviation from the standard design.
Quasi-experimental studies were assessed using the points for causal
effect, the inclusion of similar participants in both groups, multiple
measurements of the outcome, completion of follow-up, and use of
reliable and appropriate statistical analysis. For the qualitative studies,
congruity between the research question, study objective, methods,
analysis, interpretation, and the conclusion was considered. The review
authors explored the ethical aspect and influence of the researcher on
research as well. Descriptive studies were assessed based on criteria for
inclusion, measurement of exposure, addressing confounding, mea-
surement of outcome, and use of appropriate statistical methods. The
second review author cross-checked the quality assessment of the
articles.

We considered the narrative synthesis to summarize the findings
from extracted data. Meta-analysis was not feasible due to heterogeneity
and variation of included articles.

4. Results

Search outcome: The review authors searched the databases using a
comprehensive search strategy in November 2021. Searching three da-
tabases retrieved 2702 articles, of which 594 articles were duplicates.
Screening for title and abstract included 36 articles, and finally, review
authors included 13 articles after a full-text review. Details of the search
outcome have been demonstrated in Fig. 1.

Description of studies: All the articles were published between
2002 and 2021. Two studies were RCTs [17,18], five were qualitative in
design [19-23], three were quasi-experimental [24-26] two were
cross-sectional studies [27,28], and one was program implementation
[29]. Almost all the studies were in the African region (four studies in
South Africa, two in Ghana, and one study in Sudan, Nigeria, Malawi,
Tanzania, and Burkina Faso, and DRC each) and, only two were from
South Asia (Bangladesh, Pakistan). Studies focused on quality of care in
PHC (n = 5), mental health care (n = 3), maternal and newborn care (n
= 3), tuberculosis, and family planning. All the studies were conducted
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Fig. 1. PRISMA flow diagram.

in urban areas except for a peri-urban study. Two studies were focused
on females and the rest of the studies included both genders. The
characteristics of the included studies have been shown in Table 1.
Description of interventions and outcomes: The interventions
were provided to improve the quality of PHC, care for the mother and
newborn, mental health, family planning, and tuberculosis treatment. A
detailed description and the outcomes have been provided below.

4.1. Interventions to improve quality of PHC

The RCT conducted by Al Hassan et al. evaluated the effect of com-
munity engagement on patient safety and risk reduction in primary care
facilities [17]. A total of 64 health centers were randomly allocated, and
systematic community engagement interventions were provided to the
intervention group over one year. Existing community groups were
utilized through trained facilitators to explore the service delivery gap.
The service utilization rate and health resources were not improved, but

there was a significant improvement in leadership and accountability
(Coefficient 10.4; p < 0.05) and staff competency (coefficient 7.1; p <
0.05). A descriptive study in South Africa described by Barker et al.
explored and evaluated the level of community participation in PHC
projects [27]. This study highlighted that community participation
would not be much effective until they were engaged in the
decision-making process, planning, and resource mobilization.
Mahmood et al. conducted a qualitative pilot study in Bangladesh to
explore the feasibility and acceptability of implementing CSC at com-
munity clinics that provide primary healthcare [22]. The study focused
on the feasibility, acceptability, initial results, and problems of applying
CSC in community clinics. The scorecard process resulted in some pos-
itive changes in different dimensions, including quality and account-
ability in health service delivery, community participation in health,
revenue generation for health, and raising community awareness, over
the course of three cycles over a ten-month period. As an outcome, the
community scorecard is a practical and accepted method to engage
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Table 1

Characteristics of included studies.
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Author and Country Health focus Intervention and target Outcome Lessons learned

Publication population

Year

Alhassan Ghana Patient safety Systematic community 1. Efforts towards increasing patient safety SCE increased patient safety and reduced
etal., 2015 and quality of engagement (SCE) - both and reduced risk improved significantly risk reduction.

[17] care in PHC gender, 18 years and older

Barker et al., South Africa  PHC Community participation in 1. Community participation was broadened. = Community participation increased
2007 [27] PHC projects to both gender, 2. There was minimal shift in power over community engagement.

all age group decision making and resources.

Mahmood Bangladesh PHC Community based 1. The community scorecard is a practical Community scorecards have the potential
et al., 2020 community scorecard (CSC) and accepted method for including the to improve health service delivery at the
[22] intervention to both gender, public and healthcare providers in the community level, especially in countries

all age group monitoring and management of health where health systems confront issues in
facilities. 2. In order for CSC to be effective ~ terms of accountability, quality, and
at scale, proper contextualization, coverage.
institutional capacity building, and policy
integration will be necessary.
Sakeah et al., Ghana PHC Community members and 1. By organizing communities for health The involvement of self-motivated
2021 [23] health professionals’ initiatives and providing basic healthcare community health volunteers and health
participation in PHC projects  services in rural places, the CHPS program professionals are Strengthening health
to both gender,18 years and plays a vital role in primary health care. service at community level
older
Makaulaetal.,  Malawi PHC Community-directed 1. The CDI strategy may be used in rural Strengthening the primary health care

2019 [25]

Tomlinson
et al., 2014
[18]

Maluka et al.,
2020 [26]

Eboreime
et al., 2019
[24]

El-Galili et al.,
2002 [29]

Atif et al.,
2016 [19]

Meiring et al.,
2017 [20]

Tran et al.,
2018 [21]

Kironde et al.,
2002 [28]

South Africa

Tanzania

Nigeria

Sudan

Pakistan

South Africa

Burkina
Faso, DRC

South Africa

Maternal and
newborn HIV
care

Maternal and
child health

Maternal Health
and Early Infant
care

Mental Health

Maternal Mental
Health

Mental health
care

Family Planning

Tuberculosis

intervention (CDI) approach
both gender, all age group
among villagers

CHW home visit to Pregnant
‘women,
17 years and older

Community based maternal
and child health education to
male participants

Community based maternal
and child health education to
pregnant woman

Community based mental
health education to both
gender, all age group

Peer volunteers for maternal
mental health care to
mother’s, 21 years and older
Student facilitated
community-based support
group for both genders,

23 years and older

N/A;
Pregnant or post-partum
women, of reproductive age
group

Community based DOT to
Confirmed TB patients both
gender,

locations and is feasible, acceptable, and
effective. 2.CDI has been shown to increase
LLIN in children under the age of five and
pregnant women.

1. Level of exclusive and appropriate breast
feeding.

2. Level of HIV free survival. 3. Uptake of
post-natal clinic visit. 4. Coverage of care
and behavioral indicators. 5. Level of post
intervention maternal depression

1. The participatory approach to male
involvement can help the treatments last
longer than the project’s lifespan.

2. Men rarely attend health facilities,
although women have access to health
education at ANC clinics.

1. Using a participatory action research
(PAR) approach to execute the Diagnose-
Intervene-Verify-Adjust (DIVA) model could
be a useful way for managing the challenges
of planning and delivering health
interventions in similar situations.

1. Modify community concept, attitude and
practice regarding mental health. 2. Ensure
community participation in mental health
service delivery. 3. Extend mental health
service delivery involving PHC settings and
traditional healing centers. 4. Train the staff
in PHC settings. 5. Research in community
needs and demands

1. Acceptance of peer volunteers as service
delivery staff.

1. The support group offered the
participants a sense of belongingand a
means of social and emotional support. 2.
The support group created opportunity
forlearning, encouraged mental and
physical mobilization and stimulation. 3.
The support group served as anadditional
link to professional services.

1. Identified a common package of six low-
cost, low-technology, and easily-scalable
interventions that addressed the main
service delivery obstacles related to PPFP.
1. Community-based DOT was equivalent to
clinic based and self-administered treatment
for new patients. 2. Community based DOT
is superior to self-administered treatment
for re-treatment patients.

system in rural areas is aided by the
introduction of CDI.

CHW home visit increases level of uptake,
coverage of health care and changed
behavior of community.

By developing culturally acceptable
strategies can increase male involvement in
MCH. Improving couple relationships will
increase male participation in MCH.

Including PAR in maternal and child health
intervention can improve the quality of the
health service.

Community based mental health education
changed community concept, attitude and
practice, ensured community engagement
in MH services from PHC and developed
capacity.

Volunteers may contribute substantially
and reduce workload of the health worker.

Support group involved participants
socially and emotionally, created
opportunity for learning, encouraged
mental, physical mobilization and most
importantly served as an additional link to
professional services.

Community participation is important for
contextualization of interventions to
address the bottlenecks.

Community based program saves
commutation, reduces patient load at
health facility and empowers community to
take responsibility of own health.
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community and healthcare providers in the monitoring and manage-
ment of health facilities.

Another qualitative study has recently been done by Sakeah et al. in
Ghana that represented the participation of community members and
health professionals in PHC projects [23]. Focus group discussions
(FGDs) and in-depth interviews (IDIs) with health professionals and
community stakeholders were done for this study. A total of 33 focus
groups with pregnant women, nursing mothers, and men and women, as
well as 51 individual interviews, were held. Females accounted for 63%
of the IDIs respondents. This research demonstrated that by organizing
communities for health initiatives and providing basic healthcare ser-
vices in rural places, the CHPS (Community-based Health Planning
Services) program plays a vital role in primary health care.

In addition, a quasi-experimental study represented by Makaula et al.
to determine the community-based CDI (Community-Directed In-
terventions) approach for Strengthening primary health care at the
district level in Malawi [25]. This was 12-month comparative inter-
vention research involving four health centers and 16 villages having a
total population of 20,438 people. The intervention components of this
study included home management of malaria (HMM) and fever in
children under the age of five, distribution of long-lasting insecticide--
treated nets (LLIN) to children under the age of five and pregnant
women, vitamin A distribution to children under the age of five, and
treatment of urinary schistosomiasis with Praziquantel (PZQ) in those
over the age of five. Differences between intervention and control
groups were statistically significant for LLIN distribution in children
under 5 years of age (p-value 0.003) and pregnant women (p-value
0.0075) but not for the remaining four intervention components. For
successful implementation, the study revealed several essential aspects
that must be evaluated and tailored to local situations. Overall, the CDI
strategy in rural areas is practicable, acceptable, and effective at the
community level, resulting in improved PHC service delivery.

4.2. Interventions to improve care for the mother and newborn

A cluster-randomized effectiveness trial in South Africa by Tomlin-
son et al. evaluated the integrated community-based package for
maternal and newborn care [18]. Women in neighboring areas were
recruited as community health workers and trained to provide the
intervention package including home visits for maternal care, newborn
care, and lactation counseling. Mothers in the intervention arm received
seven home visits in antenatal and postnatal periods with two extra
visits if the newborn was low birth weight. The control arm received one
antenatal visit and two post-natal visits where home-based education
and assistance were provided for administrative services. As an
outcome, the percentage of exclusive breastfeeding increased in the
intervention arm (28.6%) in comparison to the control arm (15%) which
was statistically significant (Relative risk 1.92; 95% CI: 1.59-2.33).
There were no significant differences between intervention and control
groups in terms of other outcomes except increased preparation for birth
and increased knowledge of newborn danger signs among mothers in the
intervention group.

Male participants received community-based mother and child
health education was explored in a quasi-experimental study in two
districts in Tanzania by Maluka et al. as a part of participatory action
research (PAR) [26]. Separately, men and women were asked to identify
impediments to male involvement in antenatal care and delivery, and
then they were aided in developing initiatives to enhance male partici-
pation in local communities. The data were analyzed using thematic
analysis. Engaging health facility committees, employing male cham-
pions and gatekeepers, and using female champions to sensitize and
deliver health information to women were all frequent techniques
devised. These methods were confirmed at stakeholder meetings that
were held in each neighborhood. The use of a participatory approach not
only empowers communities to identify impediments to male partici-
pation and design culturally appropriate strategies but also promotes the
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long-term sustainability of the initiatives.

Another Quasi-Experimental Study conducted by Eboreime et al.
evaluated Community based maternal and child health education for
pregnant women in Nigeria [24]. In a Nigerian sub-national context, this
study showed how incorporating participatory action research (PAR)
into a quality improvement model might aid in navigating the intricacies
of health system bottleneck analysis, planning, and performance
improvement. PAR was incorporated into the DIVA (Diag-
nose-Intervene-Verify-Adjust) quality improvement paradigm, which
was applied to a number of interventions (eMTCT, Antenatal care,
skilled birth attendance, immunization, and Integrated Management of
Childhood Illnesses). PAR was used to identify and analyze bottlenecks
in the healthcare system, as well as establish, monitor, and follow up on
action plans to address them. In the first and second DIVA cycles, mean
improvements were 20.4%, 14.0%, and 10.8%, 11.2%, 7.5%, and 5.5%
(across eMTCT, maternal health, and child health interventions)
respectively. This study focuses on the processes and consequences of
incorporating PAR into quality improvement design and operations in
health intervention programs in Nigeria, with an emphasis on
strengthening health systems.

4.3. Interventions to improve mental health

El-Gaili et al. conducted a study in Sudan and described the impact of
a community-based medical school on mental health [29]. The aim of
establishing the medical school was to the positive transformation of the
community concept of mental health by ensuring community partici-
pation. There was an improved perception of community people
regarding mental health and care. The service utilization,
community-based activities, and scope of research were also increased.
A qualitative study in Pakistan conducted by Atif, N. et al. explored the
barriers to providing maternal mental health care through peer volun-
teers [19]. This qualitative study was embedded in a larger
peer-delivered program where lay women sharing similar sociodemo-
graphic characteristics and experiences acted as peer volunteers. Peer
volunteers were well accepted as they were local, empathetic, and went
through similar experiences. They were self-motivated because of
appropriate training, supervision, incentives, and community recogni-
tion. Still, there were challenges such as social stigma on depression,
cultural norms, lack of autonomy of mothers, and resistance from con-
servative families. A similar qualitative study was conducted by Meiring
et al. in the Tshwane district in South Africa [20]. Psychology students
worked as a support group for the mental health nurses at primary care
centers who provided support to the mental health care users. The
support group could provide emotional support to the participants and
supplemented the available professional services.

4.4. Interventions to improve family planning

A qualitative study as a part of participatory action research was
conducted by Tran et al. in Burkina Faso and the Democratic Republic of
Congo [21]. The barriers and facilitators of post-partum family planning
uptake were explored through the participation of different stake-
holders. This study identified that refresher training and supportive
supervision of service providers could improve the postpartum family
planning uptake.

4.5. Interventions to improve tuberculosis treatment

Treatment of tuberculosis provided by the lay volunteers at the
community level in primary care settings was explored by Kironde et al.
in a descriptive study in South Africa [28]. This study compared the
Tuberculosis treatment options namely clinic-based directly observed
therapy (DOT), community-based DOT, and self-administered therapy.
In this study, treatment outcomes for patients receiving care from lay
health workers were as effective as clinic-based supervision. In the case
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of re-treatment patients, treatment outcome was better than
self-administered medication.

Quality assessment of included studies: Both the RCTs mentioned
randomization, but there was no information regarding allocation
concealment. Treatment groups were similar at baseline in both cases.
Blinding of the participants and outcome assessors was mentioned by
the study conducted in Ghana [17] but was not mentioned in the
cluster-randomized trial [18]. Conversely, implementers were blinded
in the cluster-randomized trial but not in the RCT conducted in Ghana.
Appropriate design, completion of follow-up, appropriate analysis
technique, reliable measurement of outcome, and appropriate statistical
analysis were maintained in both trials.

Congruity between the philosophical perspective and research
methodology was found in almost all the qualitative studies except one
[20]. There was congruity between methodology and research objective,
methodology, and data collection and analysis, methodology, and
interpretation of results in all five studies. No statement was found
regarding the researchers’ position or influence in any of the studies
except in one study conducted by Meiring et al. The participant’s voice
was well represented, ethical approval was obtained and conclusions
were drawn based on analysis and interpretation in all the qualitative
studies.

Both the descriptive studies clearly defined the criteria for inclusion,
study settings, measurement of exposures, and measurement of outcome
in a valid and reliable way and used appropriate statistical analysis.
None of the studies mentioned confounders or the strategies to deal with
confounders.

All the quasi-experimental studies clearly stated the “cause” and
“effect”, outcomes measured, and appropriate statistical analysis.
Comparison’s participants and treatment were not applicable in any
studies except one study [25]. Out of three studies, one study had a
control group [25]. Almost all studies, except one [26], clearly described
completing the follow-up and multiple outcome measurements both
before and after the intervention. Among three studies two were
measured comparisons and the rest of the study was not applicable for
this statement [26].

The quality assessment of the article by El-Gaili et al. [29] was not
conducted as that was a description of program implementation and
didn’t suit any quality assessment tool.

5. Discussions

This review was undertaken to systematically explore and identify
the available research incorporating implementation research with
participatory approaches in PHC. Identified studies covered both in-
fectious diseases and non-communicable diseases, but mostly focused on
maternal and newborn care and mental health. Most of the studies were
conducted in the Sub Saharan African context and there was no study
from East-Asia and Pacific, Europe and Central Asia, Latin America and
the Caribbean, and the Middle East and North Africa. There are success
stories of PHC in both Latin America and Southeast Asia. Cuba and Chile
have exemplary case studies of effective PHC service [30,31]. Another
successful implementation of PHC strategies is in Kerala, a state of India
[32]. However, no study was found describing any implementation
research incorporating a participatory approach from these regions.

The included studies that focused on non-communicable diseases
(NCDs), described the participatory approaches of IR in mental health-
related programs [19,20,29]. Mental health is very important in to-
day’s world and community-based participatory approaches could
effectively address the challenges of mental health care. The findings
from this review might be replicated in other LMICs including the South
Asian and Latin American regions. Surprisingly, none of the studies
explained the major four NCDs including cancer or diabetes.
Community-based approaches have been proved to be effective in pre-
vious studies [33]. Similar findings have been observed in studies
exploring diabetic care [34]. Field experience from Samoa shared the
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effectiveness of community engagement in a campaign for NCD
screening [8]. Thus, similar approaches could be adapted to the primary
care settings in LMICs. Our findings unveil this gap in available re-
searches on NCDs in LMIC countries. There are some studies in LMIC
settings utilizing community-based approaches [35], but they didn’t
emphasize the PHC perspective.

This review identified the effectiveness of participatory approaches
in improving primary health care [22,23,25,27], maternal and child
care [18,24,26], care for tuberculosis patients [28], patient safety and
quality of care [17], and mental health care [19,20]. It underpins the
importance of the community-based participatory approach in service
utilization, improving access to care, and improved quality of services.
This evidence suggests that similar achievements would be possible in
other fields of PHC by applying the same approach. Again, most of the
research did not focus on governance and accountability. Only one study
reported and demonstrated that despite improved community partici-
pation, the decision-making process and overall control were not
participatory [27]. It reveals the necessity of continued work on
improving accountability and transparency in community-based ap-
proaches. There is still a huge scope of implementation research across
PHC governance and models of care as suggested by recent studies [9,
36]. Most of the identified research was conducted in the African
context. Similar implementation research embedding participatory ap-
proaches in PHC settings can be conducted in other LMICs including
South Asia, and Latin America. The participatory IR can be applied in
different domains of health systems such as service delivery, human
resources, governance, etc. in PHC settings. The findings of this review
have got certain implications at the policy level. Participatory ap-
proaches and community engagement might be incorporated for better
service delivery of mental health, maternal and child care, tuberculosis
care, and family planning. As the approach is found promising, it can be
applied to other domains such as reproductive health care, adolescent
health, geriatric care, infectious disease care, chronic disease care, etc.

The strength of this review is the rigorous methodology following
standard norms of evidence synthesis. However, there are certain limi-
tations. As the articles written in English were considered only, we might
have missed some studies published in Latin or Chinese languages.
Although, only one article was excluded due to language during
screening. Still, there is a possibility that a certain number of articles
were not captured through the search. Only one reviewer screened and
extracted data in this review. This might increase the possibility of bias
in the process. To minimize the possible effect, a second reviewer
randomly checked and validated the screening outcome and data syn-
thesis. Only a few studies were included due to the specific focus of the
study. The combination of all four inclusion criteria possibly has made
the focus very specific and narrowed it down. However, the findings
indicate the limited work conducted in participatory implementation
research in PHC settings in LMICs.
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