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Introduction

Mental health is a condition of  well‑being in which each 
person reaches their maximum capabilities, deals with daily 
problems, works effectively, and gives back to their community 
(Roberts, 2018). Mental health is a crucial element of  total 
health, but healthcare institutions have not adequately addressed 
the issue.[1] Most of  the population with mental health issues, 
such as anxiety disorders, behavioral and emotional disorders in 

children, bipolar affective disorder and depression in low‑ and 
middle‑income countries (LMICs) do not receive their mental 
health support due to defined and undefined barriers.[2] This 
review refers to anxiety, depression, and psychiatric illness like 
schizophrenia, bipolar disorders, and substance abuse‑related 
mental health disorders as mental health issues. These mental 
health problems increase the disease burden in LMICs. It is 
anticipated that by 2030, schizophrenia, depressive disorders, 
bipolar, and health‑related issues in LMICs will account for 
19.1% of  the mental health disorders.[3] On the other hand, 
cultural and social factors such as stigmatization, discrimination 
and some beliefs in superstitions contribute significantly to the 
burden of  mental health disease in the population. Our review 
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demonstrates that LMICs receive inadequate resources, and there 
is a need to address funding issues for mental health education.

It is an understatement that COVID‑19 has disrupted global 
activities as we know it (international travel, workplace ethics, 
food supply and distribution, and corporate protocols, among 
others) with its various impacts still unclear at this point.[4‑6] It 
is more than ever important to improve and implement mental 
health services in primary care in LMICs as COVID‑19 is having 
a significant impact on the mental health of  our communities. 
Stress levels have increased significantly; people are in fear 
and uncertainty about their own and their loved ones’ health. 
Employment issues are rising, leading to increased poverty 
and substance abuse cases resulting from social isolation and 
depression.[7] This study will help identify the current obstacles 
as studies from the 2000s are included here.

Family physicians and primary care workers also have several 
impediments to effectively work within LMIC institutions. Some 
recent studies have reported several barriers (Kamvura et al., 
2022)[8] but are still poorly understood. These professionals 
provide critical healthcare services to a range of  patients 
regardless of  resource shortages (Pokhrel et al., 2021).[9] The lack 
of  existing literature on the primary care practitioners’ abilities 
and knowledge in mental health and competencies in LMICs 
can lead to severe impairment and a significant health burden 
on LMICs as a post‑pandemic consequence, as recently posited 
in this review.[10] This submission uses the PCIO framework to 
assess this area of  interest. It anticipates that LMIC governments 
and policymakers will take critical steps in a post‑COVID 
world toward mitigating the adverse effects  and increasing the 
productivity of  primary care professionals.

Materials and Methods

Data collection and search strategy
The systematic review was done in June 2021, and the results were 
updated in November 2021 using a search strategy developed by 
the student and with the supervisor’s assistance. Three databases, 
namely, PubMed, Springer Link, and Cochrane, were .searched 
and the originality of  the project was ensured [Appendix 1]. The 
search strategy was conducted using the following approach:

a. Identifying key terms and keywords

Keywords and key terms were identified in searching the 
identified databases following a previous study[11] [Table 1a]. 
Boolean operators were used in combining the search terms, 

Table 1a: Keyword identification for this study
Concept 1 Concept 2
Various free tests and vocabularies
In search terms such as:
Mental health, schizophrenia, 
anxiety, bipolar and depression

Low‑ and middle‑income countries
Mental health treatment
Substance abuse

Table 1b: Detailed search engine algorithms used in this 
review

MeSH Searches=Sn
PubMed Mental health 

illness, Mental 
health treatment, 
Primary care 
physicians, GP, 
Primary care, 
Doctors, Barriers, 
Low‑income 
countries, Low 
middle‑income 
countries

S11 S3 AND S6 AND S10 Search 
modes Boolean/Phrase
S10 S7 OR S8 OR S9
S9 ((“mental health” n3 service*) OR 
counseling)
S8 (MH “Gaps, barriers, hurdles, issues 
faced+”)
S7 (MH “Mental Health Services+”) 
OR (MH “Community Mental Health 
Services”)
S6 S4 OR S5
S5 “overdose*” or “substance abuse”
S4 (MH “Drug Abuse”) OR (MH 
“Substance Abuse, Intravenous”) 
OR (MH “Substance Abuse, Oral”) 
OR (MH “Alcohol‑Related Disorders”)
S3 S1 OR S2
S2 (“Primary care*” OR “GP*” OR 
“Family physician*”)
S1 (MH “Low Middle Income 
Countries, LMIC, Low Income, Middle 
income”)

Cochrane Mental health 
illness, Mental 
health treatment, 
Primary care 
physicians, GP, 
Primary care, 
Doctors, Barriers, 
Low‑income 
countries, Low 
middle income
countries

S10 S7 OR S8 OR S9
S9 ((“mental health” n3 service*) OR 
counseling)
S8 (MH “Counseling+”)
S7 (MH “Mental Health Services+”) 
OR (MH “Community Mental Health 
Services”)
S6 S4 OR S5
S5 “overdose*” or “substance abuse”
S4 (MH “Drug abuse”) OR (MH 
“Substance Abuse, Oral”) OR (MH 
“Alcohol‑Related Disorders”)
S3 S1 OR S2
S2 (“Primary Care*” OR “Primary 
Care Providers*” OR “General 
Practitioners*”)
S1 (MH “Gaps, Barriers to Treatments, 
Hurdles”)

Springer 
Link

Mental health 
illness, Mental 
health treatment, 
Primary care 
physicians, GP, 
Primary care, 
Doctors, Barriers, 
Low‑income 
countries, Low 
middle‑income 
countries

S4
S1 AND S2 AND S3
S3
(DE “Mental Health Services” OR 
DE “Community Mental Health 
Services” OR DE “Psychological 
First Aid” OR DE “Counseling” OR 
DE “Community Counseling” OR 
DE “Cross Cultural Counseling” OR 
DE “Group Counseling” OR DE 
“Multicultural Counseling” OR DE 
“Psychotherapeutic Counseling” OR 
DE “Rehabilitation Counseling”) 
OR ((“mental health” n3 service*) OR 
counseling)
S2
(DE “South Asian Cultural Groups”) 
OR (“South Asian*” OR “Asian 
American*” OR “Asian Canadian*”)
S1

Contd...
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and it was useful in combining specific search terms and 
broadening or narrowing them. For example, the search for 
MeSH terms [Table 1b] using search tools used the field section 
to identify the terms and search for title, abstract and keywords.

Search filters
After identifying search terms, we applied additional search 
filters (inclusion and exclusion criteria) to narrow down the search 
and make it easier to locate relevant articles. We used the filter 
slide bar on the left side of  the screen to refine our search in the 
PubMed database, such as article type, publication year, language, 
and so on. We narrowed our search by including and excluding 
criteria such as “qualitative studies”, “English publishing” from 
2000 onwards, “mental health treatment gaps”, “primary care”, 
and so on [Table 2]. A similar filter using inclusion and exclusion 
strategy was also used for Springer Link and Cochrane database 
search. The inclusion and exclusion criteria that guided the 
filtering process was carried out following the method set by 
Patino and Ferreira.[12]

Search limits in the databases
Once the final search was done, the researcher combined all of  
the ideas with AND; we improved the search outcome further 
to focus on the date of  publication and the study design.[13] The 
search was also limited to only studies about mental health and 
focusing on LMICs [Figure 1]. This study had other limitations, 
including only three databases (PubMed, Springer Link and 
Cochrane) being used and searched, leaving other credible and 
reliable databases such as Embase and MEDLINE due to lack 
of  available resources and limited time available to conduct 
the research. Secondly, the articles were only limited to those 
published after 2000, which locks out recorded information 
before then due to focus on COVID‑19 that required the latest 
study articles. Lastly, all of  the pieces selected for this study 
were published in English to avoid the challenges that can occur 
because of  translation.

Data extraction and synthesis
After applying screening filters through inclusion eligibility, 
the remaining articles were imported into EndNote. After 
further screening for duplicates and of  abstracts and titles, the 
remaining articles were transported into Covidence software 
for data extraction purposes.[14] Research titles and types with 
the year of  publication and where the study was conducted, 

along with population, barriers and challenges to mental health 
in LMICs were highlighted in the research studies for data 
extraction through the Covidence data extraction tool [Table 3].

Data analysis strategy
The data was analyzed using the “best fit” framework synthesis 
and the Preferred Reporting Items for Systematic Reviews 
and Meta‑Analyses (PRISMA) checklist [Figure 2]. The steps 
in the best fit framework are a systematic identification of  
relevant primary research studies, the identification of  relevant 
publications using search strategy, the extraction of  data based on 
characteristics identified in the appraisal for quality, coding of  the 
evidence, creation of  new themes by conducting thematic analysis 
on the evidence and producing a new framework composed of  
a prior and new themes supported by the evidence. The key 
study also used main articles selected in the scanning search and 
created an all‑inclusive search strategy that involved appropriate 
text‑word and therapeutic subject[15] [Figure 1].

In the analysis, we employed two approaches, the SURE and 
COM‑B models, as complementary frameworks to achieve 
the study’s aims. The Seemingly Unrelated Regression 
Equations (SURE) model is used to validate the identification of  
barriers to mental health treatment, but it fails to offer procedures 
for addressing those barriers.

On the other hand, the Capability, Opportunity, and Motivation 
Model of  Behavior (COM‑B) offers a model of  understanding 
the behavior of  the communities and primary healthcare 
providers. Therefore, we used this model [Figure 3], which 
connected the two frameworks and enabled the identification of  
the barriers previously used in another similar study [Additional 
File 2] Wakida et al. 2018.[10] Shows classification of  the barriers 
in line with the COM‑B attributes and actionable options, which 
makes sense compared to when looked only with the SURE 
framework. In this approach, we found a comparable survey 
to identify challenges to mental healthcare services in LMICs.

Result

Study selection
The internet and database search resulted a total of  1,792 studies 
from PubMed (n = 1,120), Cochrane (n = 457), and Springer 
Link (n = 215). Other additional materials from the World Health 
Organization (WHO) (n = 13) and grey sources were included 
(n = 23). Therefore, the total number of  articles searched in this 
process were 1,828. A total of  109 articles were removed because 
of  duplication and the remaining (n = 1719) were screened.

Further screening of  the 34 articles after database filters was 
based on the abstract and the title through Covidence data 
extraction, which yielded in the removal of  20 articles; the 
primary reason for elimination was that these articles were not 
directly related to mental health issues or mental health treatment 
or its barriers, or its studies were not conducted in a primary 
healthcare setting. The research remained with only 14 articles 

Table 1b: Contd...
MeSH Searches=Sn

((DE “Substance Use Prevention” OR 
DE “Substance Abuse and Addiction 
Measures” OR DE “Drug Abuse” 
OR DE “Substance Use Treatment” 
OR DE “Drug Overdoses” OR DE 
“Alcoholism”) OR (overdose* OR 
“substance abuse” or alcohol*)

The Boolean operator was used to differentiate the concepts or the search terms using “OR” and 
“AND”, combine all the individual search terms for concept 1 with OR other concepts; alternatively, 
combine all the individual search terms for concept 1 AND concept 2
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that met all of  the inclusion criteria. The selection is explained 
in the PRISMA flowchart [Figure 4].

Study characteristics
Finally, 14 articles were selected for the analysis, and it included 
qualitative and cross‑sectional studies, which combined both the 
qualitative and quantitative design. The analysis of  the qualitative 
studies was done using a descriptive approach and thematic 

analysis[16] [Figure 4]. These studies were from LMICs, including 
India, Tanzania, Nigeria, Mongolia, China, South Africa, Nepal, 
Lebanon, and Jordan. These articles described the primary care 
providers, social, economic, and cultural barriers to mental health 
issues treatment in LMICs. These articles were published after 
2000 to provide the most relevant information, including our 
interest in the COVID‑19 context.

Quality of articles included
All of  the articles included in the study were quality and were 
assessed using the Critical Appraisal Skills Programme (CASP) 
Systematic Review checklist [Additional File 1]. They had clear 
research objectives and research designs, and the strategies 
used in the recruitment were appropriate in addressing the 
aims of  the research. In these studies, the most common 
method was qualitative, and others used cross‑sectional data 
analysis methods, except two articles that had no specific target 
population or a country and one article from the WHO that 
focused on general LMICs.[17] The primary community obstacle 
in mental health was stigma and a lack of  community health 
education (n = 7) [Figure 3].[18] Affordable and cost‑effective 
mental health therapies may be offered via collaborative care 
interventions in primary care, resulting in improved overall health 
outcomes and cost‑effectiveness (n = 8). The WHO designed the 
SURE framework, containing 28 areas, to achieve health reforms in 
Africa (World Health Organization, n.d.). These areas are divided 
into five categories: (a) care recipients, (b) care providers, (c) other 
stakeholders, (d) health system restrictions, and (e) social and 
political restrictions[19]; these areas complimented with COM‑B 
to find the desired objectives of  this study.

Discussion

The studies were reviewed to investigate the challenges and 
the measures that should be implemented to increase access 

Figure 2: PRISMA Checklist

Figure 1: Medical subject headings and search database and search 
terms chart
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to mental health treatment.[10,20,21] From this systematic review 
process, it was also established that several studies that 
examined the challenges to mental healthcare services[22‑25] and 
the importance of  addressing these problems had been done. 
However, it was also evident that some gaps in the barriers 
needed to be explored, especially for LMICs.[10] Hence, we 
focused on the main factors that affected access to mental 
healthcare services, specifically in LMICs. The identified 
barriers to a community’s access to mental healthcare include 
the attitude toward mental health issues, the acceptance of  
the problem’s existence, and the credibility of  the healthcare 
centers. Again, it was established that knowledge and skills 
concerning mental health contribute significantly; a lack 
of  sufficient knowledge about mental health issues results 

in stigmatization. The motivation to change, the financial 
resources and management and leadership are the main themes. 
These barriers and facilitators are discussed below.

Social‑cultural factors
The main barriers to accessing mental healthcare treatment 
under the sociocultural community context are community 
mental health knowledge, attitudes toward the mental health 
program, and motivation to change. These factors are 
closely related to each other and are critical in behavioral 
change. The barriers under the healthcare systems are also 
grouped as those that relate to financial resource allocation; 
and leadership and management.[18,26,27] The community 
responses regarding appropriateness, acceptability, and 

SURE Framework Barriers and gaps reported COM-B Model Assessment

Acceptability, denial to mental disorders
especially children and young girls,

supernatural beliefs

Community mental Health knowledge
resulting in stigma, shame and fear of being
judged if seeking mental health treatment  

Mental health is not a part of primary-care
Lack of Communication skills, over referrals,

limited staff and resources available

Family Physicians, PCWs lacked mental
health knowledge leading to non to very

limited mental health service availability in
the communities and little interest to change

Inability to prescribe medications,
misdiagnosis, Lack of mental health
interventions-Primary carePractice

Lack of community mental health literacy
and health promotion-Community issues

Lack of in-service training for Family
Physicians, Lack of coordination between
different health departments, low mental

health treatment and prevention
prioritization, lack of health policy in

governance

Lack of funding for mental health, lack of
mental health promotion and interventions in
communities, lack of staff and incentives due

to limited budgeting

Response and
attitudes of

communities
and Primary

Care Providers
regarding

mental health
programs
available,

Motivation to
Change or not

Skills and
knowledge:

Communities
and Primary

Care Providers

Healthcare
leadership and
management

issues/Financial
resources

Motivation:
intentions,

Desire to improve,
to change

Opportunities:
Time,

resources,
Availability,

positive
influences

Capabilities:
Knowledge,

skills,
talent,

Engagement,
stamina to do what

we want

Figure 3: SURE/COM-B hybrid framework developed by the authors
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credibility toward mental health services in primary health 
centers (PHCs) were identifiable in all of  the eligible studies 
except in one[17] [Figure 5]. The barriers within the community 
context include (a) beliefs about mental illness as a punishment 
from God or the ancestors and not a disease (most of  the 
communities lack knowledge on mental health and do not 
know that people living with the disorder should be taken 
for treatment) [Figure 5][10,22,28,29]; (b) cultural beliefs about the 
dangers of  people with mental illness has caused stigmatization 
and avoidance of  these people [Figure 5].[18,20,25‑27] It was also 
established that most people avoid seeking medication because 
it looks shameful. After all, they will be labelled as mad or 
crazy.[8,15,18] The communities are also not satisfied with the 
level of  knowledge possessed by the family physicians. They 
are, therefore, discouraged to continue seeking treatment. 
Additionally, it was found that negative attitudes toward mental 
health in primary care settings in LMICs is a big hurdle against 

achieving maximum care[8,19,21,22,26,28] [Figure 4]. Primary care 
physicians (PCPs) responded that mental healthcare services 
are not part of  primary care practices, demonstrating a lack of  
knowledge and limited consultation skills.[8,17,26,28]

In this systematic review, the barriers associated with acceptability, 
credibility, and appropriateness in the SURE model were 
categorized as “Motivation” in COM‑B and classified under 
the theory of  behavior change since they all concern intentions 
and beliefs, and they can be barriers or facilitators. The barriers 
associated with appropriateness, acceptability, and credibility of  
mental healthcare settings, seven developing countries had the 
highest challenges and six developed states [Table 3].

Knowledge and skills
In all of  the studies, barriers associated with knowledge and skills 
were identified[18,21,30‑33] [Figure 5]. The significant issues include 
low level of  diagnosis and treatment of  mental illness because 
of  lack of  adequate facilities that results in many referrals and 
inability to recognize an antipsychotic medication, insufficient 
knowledge about psychosocial intervention,[18] lack of  training 
and awareness concerning mental health issues, lack of  enough 
screening tools,[10,25,28,33] lack of  education and skills related to 
health structures and processes in the management of  mental 
health [Figure 5]. These factors were classified as “Capability” 
in the SURE framework and behavioral factors under COM‑B 
because they involve knowledge, skills, and strength. When 
examining the primary care setting in the context of  knowledge 
and skills, these issues were identifiable in all LMICs [Figure 4].

Figure 5: COVID-19 effects and need for further assessment of mental 
health services in LMIC

Table 2: Inclusion and exclusion criteria for the study
Inclusion Criteria Exclusion Criteria
Published after 2000 Published before 2000
Published in the English 
Language

Published in other languages other than 
English

Qualitative Design Quantitative design‑ Limit the number of  
articles due to lack of  time

Peer‑Reviewed Journals Grey Literature, conferences proceedings, 
reports, Wikipedia.

Target population are people 
with mental disorders/
Primary care providers

Target population are people with illness 
other than mental health‑related/Tertiary 
care providers

The focus is on the LMICs The focus is on the high‑income countries
Relate to search questions 
and concepts

Does not relate to search questions and 
concepts. 

Adopted Inclusion and Exclusion Criteria (Patino and Ferreira, 2018)[12]

Figure 4: Developed PRISMA flowchart 
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Motivation to change
The motivation to change is a barrier yet a facilitator to mental 
healthcare services. Out of  all of  the eligible studies [Figure 4], 
only one did not provide specific motivation[33] [Figure 5]. In the 
review, the critical motivation‑related barriers to accessing mental 
healthcare services include:
•	 Little interest in delivering mental health treatment
•	 Huge workload with little time
•	 Low support from the community and at the district level
•	 Few resources to provide sufficient treatment
•	 The ramification of  charting a diagnosis of  mental healthcare 

issues or caring for the mental health patients [Figure 4]

All the barriers related to the SURE model were categorized as 
the “Opportunity” in COM‑B since they involve resources, time, 
cues, location, interpersonal influence, physical affordance, and 
social and cultural factors [Figure 4].

Health management and leadership
Eight research studies [Figure 5] identified barriers to 
mental healthcare services related to management and 
leadership.[10,27,28,31,34] These barriers include lack of  proper 
planning, organization and coordination between primary 
healthcare providers and the government to design legislation 
and policies[10]; lack of  adequate training in mental healthcare 
services, particularly of  the family physician; lack of  enough 
support from the government to develop knowledge and skills 
in PCPs; lack of  prioritization of  mental healthcare issues; 
little knowledge on system structure and work processes; the 
inability of  the healthcare system to respond to the increase in 
mental health issues; and lack of  interest by the government and 
institutions to develop responsive mental health services. In this 
study, the barriers related to leadership and management were 
categorized as the “Opportunity” domain under the SURE model 
and COM‑B, and the management and leadership barriers were 
found in 9 studies [Figures 4 and 5].

Financial resources
Five of  the selected studies [Figure 5] pointed out the finance 
and resource‑related challenges that primary care settings face in 
integrating mental healthcare services.[20,21,25,27,35] These barriers 
include inadequate allocation of  resources, lack of  employee 
benefits and motivation; no hiring and support staff  to reduce 
the cost of  mental health at the community level; and uncertainty 
regarding the continuation of  funding. The barriers associated 
with financial resources in the SURE framework were categorized 
under the “Motivation” domain [Figure 4].

COVID‑19: An enhancer of barriers to mental 
health treatment in LMICs
Many people suffer severe mental stress due to indiscriminate 
spread of  COVID‑19 worldwide. This includes job loss, food 
hardship, and the inability to manage existing medical conditions 
and maintain preventive measures like social distancing and use 
of  personal preventative equipment (PPE)[7] [Figure 5]. People 

with chronic illness and other autoimmune disorders are among 
the most vulnerable in the COVID‑19 period.[23] According to 
recent studies, stress levels have risen by 30% because of  the 
pandemic.[7] This necessitates enhancing primary healthcare in 
the community for people and families acceptance for affordable 
mental health services. Here we can refer to the WHO[24,32] that 
formally adopted the concept of  primary healthcare as the 
preferred method for providing comprehensive mental health 
services in LMICs. This will help reduce stigma, improve access 
and quality of  primary care, reduce chronicity of  mental illness 
and improve social integration in LMICs[24] [Figure 4].

Implications and future directions
Stigma, human resource shortages, fragmented service delivery 
models and lack of  research capacity for implementation and 
policy change contribute to the current mental health treatment 
gap (Qureshi et al., 2021,[36] Tausch et al., 2022).[37] This review 
describes how health systems in LMICs can address this mental 
health gap and further identify challenges and priority areas, 
particularly after the coronavirus pandemic, for future research. 
General medicine and mental health treatments are accessed 
via family medicine in communities (Johnson et al., 2022).[38] 
Thus, primary care is the first stop for most individuals with 
mental symptoms (Goel et al., 2022).[39] Using our complimentary 
analysis framework, the obstacles and promoters that influence 
the primary care practitioner’s activities offer a practical strategy 
to overcome hurdles linked to mental healthcare services in 
primary care to improve the health outcomes of  LMICs. Our 
review shows that some eligible studies used secondary data 
for their analysis, so we have recommended that primary data 
be the target as they are more credible information sources. In 
addition, we have attempted to use a combined framework to 
assess the eligible studies and the post‑Covid effects on dealing 
with mental health management by primary care workers and 
family practitioners. Future studies should focus on specific 
countries and also use primary data.

Conclusion

The analysis in this review provides evidence of  the lack of  
existing healthcare policies on the identified barriers to mental 
health services. If  not considered, the key barriers will continue 
to compromise care for those with mental diseases. We observe 
that obstacles to the availability of  mental healthcare services in 
primary care settings reflect these communities’ underlying social 
and financial issues. We were able to identify stigma as the prime 
barrier to the social context in 8 out of  14 studies, followed by 
religious and spiritual values influencing decision‑making in 
seeking mental health treatment in LMICs. By understanding 
the inadequate policymaking and health models of  LMICs that 
lack mental health services, we found a reflection of  healthcare 
organizations’ low interest in mental health services. We also 
conclude that corruption in LMICs deviated the available global 
funds to other health issues and did not prioritize mental health 
in these communities. This study notes that the COVID‑19 
pandemic has exacerbated social determinants to health and 
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reinteraties that community stigma significantly impedes 
mental healthcare treatment in LMICs. We conclude that the 
low adoption of  mental healthcare is due to a lack of  family 
physicians’ knowledge and of  mental health services. Keeping 
in mind that the present COVID‑19 pandemic has led to an 
increase of  mental illnesses, we urge further post‑pandemic 
mental health research to identify context‑specific obstacles to 
mental health services in primary care that LMICs encounter. 
Appropriate interventions may be advised to improve mental 
health treatment globally.
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Question Aggarwal 
(2020)

Bhat 
(2020)

Blixen 
(2020)

Brown 
(2019)

Evans‑Lacko (2018) Ezeanolue 
(2020)

Hanlon 
(2017)

Was there a clear statement of  the 
aims of  the research?

Y Y Y Y Y Y Y

Is a qualitative methodology 
appropriate?

Y Y Y Y N/A N Y

Was the research design appropriate 
to address the aims of  the research?

Y Y Y Y Y Y Y

Was the recruitment strategy 
appropriate to the aims of  the 
research?

Y Y Y Y Y Y N/A

Were the data collected in a way that 
addressed the research issue?

Y Y Y Y Y Y Y

Has the relationship between the 
researcher and participants been 
adequately considered?

Y Y Y Y N/A Y N/A

Have ethical issues been taken into 
consideration?

Y Y Y Y N/A N/A Y

Was the data analysis sufficiently 
rigorous?

Y Y Y Y Y Y Y

Is there a clear statement of  findings? Y Y Y Y Y Y Y
Value of  the research? (Contribution, 
new research areas, etc.)

Y Y Y N Y Y Y

Critical appraisal for quantitative 
studies
A. Selection bias
1. Are the individuals selected to 
participate in the study likely to 
be representative of  the target 
population?

Y Y Y Y Y Y Y

2. Percentage of  selected individuals 
agreed to participate indicated

Y Y Y N/A Y Y N/A

B. Study design
1. Indicate the study design Qualitative Qualitative Qualitative Scope Qualitative cross section al‑interventional Scope Policy review
2. Was the study described as 
randomized? If  NO, go to 
component C

N N N N N N N

3. If  yes, was the method of  
randomization described?

N/A N/A N/A N/A N/A N/A N/A

4. If  YES, was the method 
appropriate?

N/A N/A N/A N/A N/A N/A N/A

C. Confounders
1. Were there important differences 
between groups prior to the 
intervention?

N N N/A N/A N N/A N/A

2. If  YES, indicate the percentage 
of  relevant confounders that were 
controlled (either in the design (e.g., 
stratification, matching) or analysis)

N/A N/A N/A N/A N/A N/A N/A

D. Blinding
1. Was (were) the outcome 
assessor (s) aware of  the intervention 
or exposure status of  participants?

N Y Y N/A N Y Y

2. Were the study participants aware 
of  the research question?

N/A Y Y Y Y Y N/A

E. Data collection methods

Contd...

Additional File 1: Critical Appraisal Skills Programme (CASP). CASP Qualitative Checklist. Oxford; 2014

YES (Y), Can’t tell (X), NO (N) and Not Applicable (N/A)
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(2020)

Bhat 
(2020)

Blixen 
(2020)

Brown 
(2019)

Evans‑Lacko (2018) Ezeanolue 
(2020)

Hanlon 
(2017)

1. Were data collection tools shown 
to be valid?

Y Y Y Y Y Y Y

2. Were data collection tools shown 
to be reliable?

Y Y Y Y Y Y Y

F. Withdrawals and drop‑outs
1. Were withdrawals and drop‑outs 
reported in terms of  numbers and/
or reasons per group?

N N Y Y N/A N N/A

2. Indicate the percentage of  
participants completing the study (if  
the percentage differs by group, 
record the lowest)

N N/A N/A N/A N/A N/A Y

G. Intervention integrity
1. Percentage of  participants who 
received the allocated intervention or 
exposure of  interest

100% N/A N/A N/A N/A N/A N/A

2. Was the consistency of  the 
intervention measured?

N N N N N N/A N/A

3. Is it likely that subjects 
received an unintended 
intervention (contamination or 
co‑intervention) that may influence 
the results?

N N/A Y N N N N/A

H. Analyses
1. Indicate the unit of  allocation
2. Indicate the unit of  analysis
3. Are the statistical methods 
appropriate for the study design?

Y Y Y Y Y Y Y

4. Is the analysis performed by 
intervention allocation status (i.e., 
intention to treat) rather than the 
actual intervention received?

Y Y Y Y Y Y Y

Question Knap P 
(2006)

Kola 
(2020)

Luitel 
(2020)

Mkabile 
(2020)

Qin (2020) Trop 
(2018)

Was there a clear statement of  the aims of  the research? Y Y Y Y Y Y
Is a qualitative methodology appropriate? N/A Y Y Y N/A Y
Was the research design appropriate to address the aims of  the 
research?

Y Y Y Y Y Y

Was the recruitment strategy appropriate to the aims of  the 
research?

N/A Y Y Y N/A Y

Were the data collected in a way that addressed the research issue? N/A Y Y Y Y Y
Has the relationship between researcher and participants been 
adequately considered?

N/A Y Y Y N/A Y

Have ethical issues been taken into consideration? N/A Y Y Y N/A Y
Was the data analysis sufficiently rigorous? N/A Y Y Y Y Y
Is there a clear statement of  findings? Y Y Y Y Y Y
Value of  the research? (Contribution, new research areas, etc.) Y Y Y Y Y Y
Critical appraisal for quantitative studies
A. Selection bias
1. Are the individuals selected to participate in the study likely to 
be representative of  the target population?

N/A Y N Y N/A Y

2. Percentage of  selected individuals agreed to participate indicated N/A N/A N/A N/A N/A N/A
B. Study design
1. Indicate the study design Policy review Qualitative Qualitative Qualitative Economic review Qualitative
2. Was the study described as randomized? If  NO, go to 
component C

N/A N N N N/A
N

3. If  yes, was the method of  randomization described? N/A N/A N/A N/A N/A N/A

Contd...
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Question Knap P 
(2006)

Kola 
(2020)

Luitel 
(2020)

Mkabile 
(2020)

Qin (2020) Trop 
(2018)

4. If  yes, was the method appropriate? N/A N/A N/A N/A N/A
C. Confounders
1. Were there important differences between groups prior to the 
intervention?

N/A N N N N/A N

2. If  yes, indicate the percentage of  relevant confounders that were 
controlled (either in the design (e.g., stratification, matching) or 
analysis)?

N/A N/A N/A N/A N/A N/A

D. Blinding
1. Was (were) the outcome assessor (s) aware of  the intervention 
or exposure status of  participants?

N/A Y N/A Y N/A Y

2. Were the study participants aware of  the research question? N/A Y Y Y N/A Y
E. Data collection methods
1. Were data collection tools shown to be valid? N/A Y Y Y N/A Y
2. Were data collection tools shown to be reliable? N/A Y Y Y N/A N
F. Withdrawals and drop‑outs
1. Were withdrawals and drop‑outs reported in terms of  numbers 
and/or reasons per group?

N/A N N Y N/A N/A

2. Indicate the percentage of  participants completing the study (if  
the percentage differs by groups, record the lowest)

N/A N/A N/A N/A N/A N/A

G. Intervention integrity
1. Percentage of  participants who received the allocated 
intervention or exposure of  interest

N/A N/A N/A N/A N/A N/A

2. Was the consistency of  the intervention measured? N/A N N N N/A N
3. Is it likely that subjects received an unintended intervention 
(contamination or co‑intervention) that may influence the results?

N/A Y Y N N/A N

H. Analyses
1. Indicate the unit of  allocation
2. Indicate the unit of  analysis
3. Are the statistical methods appropriate for the study design? Y Y Y Y Y Y
4. Is the analysis performed by intervention allocation status (i.e., 
intention to treat) rather than the actual intervention received?

Y Y Y Y Y Y
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Question Woods‑Jaeger (2017) Wood (2021)
Was there a clear statement of  the aims of  the research? Y Y
Is a qualitative methodology appropriate? Y Y
Was the research design appropriate to address the aims of  the research? Y Y
Was the recruitment strategy appropriate to the aims of  the research? Y Y
Were the data collected in a way that addressed the research issue? Y Y
Has the relationship between researcher and participants been adequately considered? Y Y
Have ethical issues been taken into consideration? Y Y
Was the data analysis sufficiently rigorous? Y Y
Is there a clear statement of  findings? Y Y
Value of  the research? (Contribution, new research areas, etc.) Y Y
Critical appraisal for quantitative studies
A. Selection bias
1. Are the individuals selected to participate in the study likely to be representative of  the target population? N Y
2. Percentage of  selected individuals agreed to participate indicated N/A N/A
B. Study design
1. Indicate the study design Qualitative Qualitative
2. Was the study described as randomized? If  NO, go to component C N N/A
3. If  yes, was the method of  randomization described? N/A N/A
4. If  yes, was the method appropriate? N/A N/A
C. Confounders
1. Were there important differences between groups prior to the intervention? N N
2. If  yes, indicate the percentage of  relevant confounders that were controlled (either in the design (e.G., 
Stratification, matching) or analysis)

N/A N/A

D. Blinding
1. Was (were) the outcome assessor (s) aware of  the intervention or exposure status of  participants? N/A Y
2. Were the study participants aware of  the research question? N/A N/A
E. Data collection methods
1. Were data collection tools shown to be valid? Y Y
2. Were data collection tools shown to be reliable? Y Y
F. Withdrawals and drop‑outs
1. Were withdrawals and drop‑outs reported in terms of  numbers and/or reasons per group? N/A N
2. Indicate the percentage of  participants completing the study (If  the percentage differs by group, record 
the lowest).

N/A N/A

G. Intervention integrity
1. Percentage of  participants who received the allocated intervention or exposure of  interest N/A N/A
2. Was the consistency of  the intervention measured? N/A N
3. Is it likely that subjects received an unintended intervention (contamination or co‑intervention) that may 
influence the results?

N N/A

H. Analyses
1. Indicate the unit of  allocation
2. Indicate the unit of  analysis
3. Are the statistical methods appropriate for the study design? Y Y
4. Is the analysis performed by intervention allocation status (i.e., intention to treat) rather than the actual 
intervention received?

Y Y
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Additional File 2: Prior SURE (Coding) Framework‑ Best Fit Framework

Note: Chart for reference from previous study titled “Barriers and facilitators to the integration of  mental health services 
into primary health care: a systematic review”

https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/s13643‑018‑0882‑ 7#Sec23

Level Factors affecting implementation
Recipients of  care Knowledge and skills

Attitudes regarding program acceptability, 
appropriateness and credibility
Motivation to change or adapt the new 
behavior

Providers of  care Knowledge and skills
Attitudes regarding program acceptability, 
appropriateness and credibility
Motivation to change or adapt to the new 
behavior

Other stakeholders 
(including other healthcare 
providers, community health 
committees, community 
leaders, program managers, 
donors, policy makers, and 
opinion leaders)

Knowledge and skills
Attitudes regarding program acceptability, 
appropriateness and credibility
Motivation to change or adapt to the new 
behavior

Health system constraints Accessibility of  care
Financial resources
Human resources
Educational system
Clinical supervision
Internal communication
External communication
Allocation of  authority
Accountability
Management and or leadership
Information systems
Facilities
Patient flow processes
Procurement and distribution systems
Incentives
Bureaucracy
Relationship with norms and standards

Social and political 
constraints

Ideology
Short‑term thinking

https://systematicreviewsjournal.biomedcentral
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