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ABSTRACT
Background: Chronic kidney disease (CKD) is increasing public health concern globally.

Chronic kidney disease is asymptomatic in its early stages, leading to delayed diagnosis,
late presentation, and late referral. Despite the high prevalence of chronic kidney disease,
early screening and timely referral practices at the primary health care (PHC) level remain
limited in Ethiopia.

Objective: This study aims to explore the health system related barriers of chronic kidney
disease screening and referral practices in PHC settings, 2026.

Methods: A descriptive qualitative study was conducted in selected public health centers
of Addis Ababa from January to March 2026. A total of 24 in-depth interviews were
conducted with healthcare providers and managers selected purposively, along with 2
focus group discussions with high-risk chronic kidney disease patients. Audio-recorded
data were transcribed, translated, and analyzed thematically using ATLAS.ti 9.

Result: The study identified six thematic barriers to chronic kidney disease screening and
referral. Service delivery barriers included neglected screening, weak referral pathways,
and poor continuity of care. Workforce and information system barriers were inadequate
chronic kidney disease training, staff shortage, communication challenges: documentation
problems, limited awareness of chronic kidney disease both health providers and patients,
respectively. Stock out and service interruption were diagnostic challenge. High out-of-
pocket costs, and insufficient budget: absence of chronic kidney disease specific guideline,
weak referral coordination, were financial and governance challenges.

Conclusion: Chronic kidney disease (CKD) screening and referral are hindered by service
delivery, health information system, diagnostic, health work force, finance and
administrative barriers. This cause decreased early detection, obstacle for continuity of
care. Therefore, if there is no solution, chronic kidney disease will remain underdiagnosed
and poorly managed at the primary care level.

Recommendation: Chronic kidney disease-specific guidelines should be developed, staff
training should be increased, diagnostic services, and health information systems should be
improved. Dedicated financing and stronger referral coordination are essential to ensure

equitable access and continuity of chronic kidney disease care

Keywords: Chronic kidney disease; Screening; Referral; Health system barriers; Primary

health care; Ethiopia.



1. INTRODUCTION

1.1. Background

Chronic kidney disease (CKD) is defined as kidney damage or glomerular filtration rate
(GFR) of <60 mL/min/1.73 m2 for three months or more, regardless of cause. Kidney
damage in many kidney diseases can be identified by the presence of albuminuria, defined
as albumin-to-creatinine ratio >30 mg/g in at least two of three spot urine specimens (1).
There are five stages of CKD based on the level of GFR. Stage 1 and 2(GFR 60-
89mL/min/1.73 m2) are mild CKD, characterized by normal or mild decreased GFR with
clue of kidney damage. Stage 3(GFR30-59 mL/min/1.73 m2) indicate moderate CKD, in
which kidney function is impaired and symptom of kidney failure may begin to appear.
Stage 4 and 5 (GFR<30 mL/min/1.73 m2) are severe CKD, with advanced/complete failure
(2). The most common causes of CKD include disorders such as hypertension, diabetes
mellitus, glomerular disease, polycystic kidney disease (PKD) as well as genetic nephrotic
syndrome, focal segmental glomerulosclerosis, APOL1-related kidney disease and atypical
hemolytic uremic syndrome) (3). CKD is often asymptomatic in its early stages,
awareness is low, and usually unnoticed till advanced stages; therefore, early detection and
timely referral in primary health care (PHC) settings are important to prevent progression

to end-stage renal disease and associated complications (4).

According to a systematic study of the Global Burden of Disease, approximately 788
million adults aged 20 years and above were affected by chronic kidney disease (CKD) in
2023, which is nearly double compared to 2019, when 378 million people were affected.
The global prevalence of CKD was 14.2% in 2023 and 3.5% in 2019. The high prevalence
of CKD aligns with global population growth and ageing. In 2023, CKD was the ninth
leading cause of death, the twelfth leading cause of disability-adjusted life years (DALYS),
and the seventh leading cause of cardiovascular mortality, ranking behind high systolic
blood pressure and dietary risks and ahead of high blood glucose and high body mass
index, all of which are also risk factors for CKD (5). These data support the World Health
Organization’s decision to advance kidney disease as a non-communicable disease of
increasing global priority, alongside cancer, cardiovascular diseases, diabetes, respiratory
diseases, and mental health conditions, which are recognized as major causes of death and
disability worldwide (6).



In Africa, the pooled prevalence of CKD was 15.8% in general population, and it was more
prevalent in high-risk population such as patients with diabetes, hypertensive and HIV.
This suggest that CKD is highly prevalent across Africa, inviting efforts into prevention,
early detection and control of CKD in adults living on the African continent, which is

particularly important in a resource limited environment (7).

The pooled estimate of chronic kidney disease among patients with chronic illnesses in
Ethiopia is 21.71%. In hypertensive patient, the risk of CKD is tripled compared to
normotensive individuals (8). More than one-third of diabetic patients have developed
CKD (9). The main risk factor of CKD in Ethiopia are being hypertensive, have DM, being
male in gender and presence of kidney stone (10).

Primary Health Care is a people-centered and equitable approach to health that addresses
the health needs of individuals and communities across the full continuum of care, from
health promotion and disease prevention to treatment, rehabilitation, and palliative care. It
emphasizes delivering essential health services as close as possible to where people live
and work (11).Evidence shows that many health system barriers hinder CKD screening and
referral. These obstacles include inadequate laboratory capacity, lack of provider
awareness of CKD guidelines, fragmented referral systems, and inadequate incorporation
of CKD care into PHC services (12). There are limited studies in Ethiopia, and no
qualitative study specifically shows health system barriers to CKD screening and referral.
Therefore, this descriptive qualitative study was identified real operational and
organizational problems, inform context-appropriate interventions, and support early
detection and referral systems in Addis Ababa public health centers, which will improve

CKD outcomes in Ethiopia.



1.2.  Statement of the problem

According 2024 report, chronic kidney disease affects about 850 million people ( nearly
10% of the world’s population) globally, making it a major and growing global public
health concern (1). It is increase from 788 million cases in 2023 to 850 million in recent
estimates, which is attributed to population growth, population ageing, and the rising
prevalence of hypertension and diabetes mellitus (5). The burden of this disease is
disproportionate higher in developing countries, mainly in Africa, where pooled prevalence
of 15.8% in general population (7). In Ethiopia the burden of CKD is high among high risk
group(patient with diabetes, patients with hypertension), with 21.71% pooled prevalence
(8). It is forecasted that CKD may become the fifth leading cause of years of life lost
globally by 2040 (13). These findings stress need of early screening and timely referral in
resource-limited settings.

The role of primary care physicians (PCP's) in CKD management is vital and
multidimensional, including the entire spectrum from early detection to ongoing
management and coordination of care. Early detection of CKD in primary health care level
is realistic, as primary care physicians are on the front line and facing many patients with
major CKD risk factors like diabetes, hypertension, cardiovascular disease and family
history. PCPs also educate patients on lifestyle modifications and ensure timely referrals to
nephrologists when advanced CKD or complications arise (14).

Early referrals of CKD patients have many positive sides, including reduced disease
progression, better patient outcome and decreased cost of treatment. Strong referral
practices can also reduce unnecessary referral of low-risk CKD patients, thereby lessening
the load on nephrology services. In contrast, late referral of high risk CKD patient can

result accidental dialysis, with its likely harmful consequences (15).

According to mixed methods systematic review reports from sub Saharan Africa, barriers
of chronic kidney disease care include capability barriers (such as fatigue and
comorbidities), economic barriers (such as Financial constraints, unavailability of drugs,
care facility inaccessibility), access related barriers ( such as health facility inaccessibility
and long distance) and motivational barriers ( like Depression and uncertainty) (16).
Efforts to scale up CKD screening are still being dragged behind by economic challenges,
deprived health seeking behaviors, inadequate knowledge and awareness, work overload,

lack of laboratory supplies, lack of guidelines, and poor medical record keeping (17).



Consistently, qualitative study conducted in Ethiopia indicate that patient misconception, low
patient and healthcare provider awareness, dearth of health workforce, knowledge gaps among
junior healthcare providers, limited resources, high out-of-pocket costs, absence of registries for
CKD, weak referral systems, inconsistent access to medicines and diagnostics, lack of structured
training, and conflict-related disruptions are barriers of CKD care (13). Late referrals can result
in unplanned dialysis, with potentially deleterious consequences. There is a pressing need
to make referral criteria universally available to primary care physicians. In addition, the
lack of clarity regarding the definition of early referral needs to be resolved, and policies

should be developed to tackle late referral (15).

Despite rising burden of CKD, many high-risk patients, mainly those with diabetes and
hypertension, remain unscreened until they present with advanced CKD, when therapeutic
options are limited, more expensive, and less effective (18). Research shows that a
majority of CKD patients are diagnosed only in late stages, leading to increased morbidity,
higher mortality, and substantial out-of-pocket financial burden for families in Ethiopia
(19).This situation makes tertiary hospitals overloaded. CKD prevalence is high, PHC
screening systems are weak, and referral pathways are poorly coordinated, which noted to
identify and address health-system barriers to CKD screening and referral in Addis Ababa.
Therefore, the aim of this study was to evaluate health system related barriers of chronic
kidney disease (CKD) screening and referral practices in primary health care (PHC)
settings in Addis Ababa, Ethiopia, 2026.



1.3.  Significant of the study

This study was significant because CKD was an increasing public health concern mainly in
middle and low-income countries like Ethiopia. Yet early detection and referral systems
were not well practiced in PHC settings. It was important to understand the health system
barriers that affected CKD screening and referral. Which are used to reduce disease
complications, tackle disease in early stage, decrease health care cost and improve patient
outcomes. This study offered an inclusive analysis of service delivery gaps, workforce
limitations, supply-chain constraints, financing challenges, and governance-related
problems that influenced CKD screening and referral, from purposive included study
participants.

Practical, context specific factors that affected effective CKD screening and timely referral
were the main findings and will be used by policymakers, district health offices, and PHC
administrators. They will support early detection of high-risk patients at primary health
centers and enhance the use of national NCD strategies. In addition, it improves referral
coordination, improves the availability of essential diagnostics, enhance provider training,
and develop sustainable health system interventions. Finally, gained insight will guide
evidence-based decision-making and resource allocation aimed at decreasing the burden of
late-stage CKD, improving patient outcomes, and supporting the advancement of

integrated NCD care in Ethiopia.



2. LITERATURE REVIEW

2.1.  Burden of chronic kidney disease

According to a chronic disease control report, CKD is common among adults in United States.
Greater than 1 out of 7 adults, approximately 15% (37 million), have CKD, of whom 9 in 10 do not
know their status. In United States, common causes of CKD in adults are Diabetes and high
blood pressure, and regular test and pre learning from primary care doctor or nephrologist
is important to better understand treatment options and protect the kidneys (20). A 2017
survey in southern Brazil indicated that prevalence of CKD was 11.4%, with main risk
factors of diabetes and hypertension. Early identification and treatment decrease CKD
complication. To improve patient outcomes, People-centered, physician-centered, and
healthcare institution-centered actions are important. Training should be given for primary

care clinicians and nonspecialists to screen and manage high risk patients properly (21).

A Cross sectional study conducted in India showed that the general prevalence of CKD
among T2D was 34% and main risk factors were included age > over 60, duration of T2D,
SBP, HbAlc, and comorbidities (HF, ASCVD, retinopathy, and neuropathy), tobacco use
and a non-vegetarian diet and Macroalbuminuria (22).

A Retrospective, community-based observational study conducted in Australia revealed
that prevalence of CKD in general population was 3.1% and there was a comorbid burden
in patients, such as coronary heart disease, type 2 diabetes and heart failure by definition
number 3, which was two consecutive eGFR measures <60 mL/min/1.73m2 at least 90
days part and/or two consecutive UACR measures > 2.5 mg/mmol for males and >3.5
mg/mmol for females at least 90 days apart (23). One systematic review conducted in
Africa reported pooled prevalence was 10.1%, 5.6%, 5.6% , 24.7% and 34.5% in general
population, patients with HIV , patients with diabetes, patients with hypertension
respectively, and which indicate high risk condition with hypertension and diabetes (24). A
systematic review and meta-analysis of sub Saharan Africa also indicated that estimated
prevalence of CKD among hypertension patients was found to be 29.01% and age above
60 years old, uncontrolled blood pressure, comorbidity with diabetes mellitus, being
overweight, and proteinuria were significantly associated with developing CKD among

patients with hypertension (25).



Another cross-sectional study conducted in Kenya supported the above studies: from
sample size 293 hypertensive patients, 133 had CKD, which was 45.4%, and age, gender,
education, and employment status, family history of CKD and difficulty in medication
compliance are associated with CKD (26). A cross-sectional study report from Ghana
stressed highest prevalence of CKD among patients with both hypertension and diabetes
(31.34%), compared to those with only diabetes (15.31%) or hypertension (11.91%). Sixty
percent, 30%, 10% of them were living with low-risk factors, mild risk factors, and high-
risk factors of CKD respectively. The knowledge level about CKD was generally poor,
with about 11% who had not even heard about CKD and as high as 50% having poor
knowledge about the functions of the kidneys, and the two main risk factors were obesity

and non-compliance with medications (27).

According to recent report of a systematic review and meta-analysis, the estimated pooled
prevalence of CKD among patients diabetes mellitus in Ethiopia was 18%, and age > 60
years, rural residence, duration of DM > 5 years, proteinuria, HDL-C level < 40 mg/dL and
family history of CKD were factors significantly associated with the prevalence of CKD
among patients with DM (28). Another a systemic review and meta-analysis in Ethiopia
found that the pooled burden of CKD among patients with diabetes was 18.22% and
associated factors were being hypertensive, types of DM and duration of DM. In both
analysis, prevalence of CKD among DM was approximately similar (29). Meta-analysis
indicated that pooled prevalence of CKD among hypertensive patients in Ethiopia was
21%, with risk factors such as uncontrolled hypertension, age > 60 years, duration of

hypertension >=10 years and having diabetes mellitus (30)

2.2.  Role of primary health care (PCH) in CKD screening and referral

Primary health care (PHC) is “awhole-of-society approach to effectively organize and
strengthen national health systems to bring services for health and wellbeing closer to
communities”. It emphasizing disease prevention, treatment, rehabilitation, palliative care
and works for social equity (31). Despite the high burden of CKD, the KDIGO 2024 report
indicates that awareness of kidney disease is low, and globally only 6% of the general
population and 10% of the high-risk population are aware of their CKD status. Therefore,
CKD should be detected early and managed in the community and primary care settings
based on risk stratification to prioritize people, particularly in settings with limited

economic resources (1). There should be referral guidelines that use risk prediction tools to
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refer CKD patients who truly need specialist care are referred at the right time, while
avoiding unnecessary referrals. A clear and widely accepted definition of early referral is
needed to make referral decisions more consistent and timely (32). Research has shown
early identification of CKD in individuals at risk, quick integrated management between
primary and secondary CKD care, and patient participation are included under primary
care. Early referral from primary care and consultation with a nephrologist can provide a
better chance for different dialysis procedures and minimize the rate of hospitalization and
mortality (33).

Proposal developed in the Kingdom of Saudi Arabia indicates that CKD services such as
screening the high-risk group(mainly patients with diabetes and hypertension),
management of early stages, and referral of advanced stages to secondary hospitals in PCH
are important with the ultimate goal of reducing the costs, decreasing morbidity and
mortality rate and obtaining favorable the long-term outcomes (34). A Qualitative study
conducted in Ethiopia showed that, to improve CKD care, strengthening workforce
capacity, awareness, referral systems, and integration into national strategies is necessary
(13)

2.3.  Health system barriers to CKD screening and referral

2.3.1. Service delivery barriers

CKD screening and referral are limited by service delivery barriers which are affect
effective, timely and continuity of care. In developed world such as UK, disjointed care
between primary and specialist services, under-diagnosis, and difficulties incorporating
CKD-related tests into routine workflows were challenges of primary care services (35). In
low-income countries, mainly in sub-Saharan Africa, delivery service barriers such as
inadequate facility access and care fragmentation are common. In this area due to resource
scarcity in health system patients often experience delays in referral and inconsistent

follow-up, which end up with disorganized and uncoordinated CKD services (16).

Evidence from Ethiopia also show timely and continuous CKD care was hindered by weak
referral systems, poor diagnostic capacity, and limited availability of structured services. In
most of health facilities there were no comprehensive CKD services, including necessary

equipment and support tools, which further limit service quality and effectiveness (36).



Overall, effectiveness, quality, and timeliness of CKD care were affected by service
delivery barriers such as fragmented care, limited access to diagnostics, weak referral

pathways, and insufficient infrastructure.

2.3.2. Health Workforce Barriers

Globally chronic kidney disease screening and referral are hindered by limitation and mal-
distribution of work force. The Global Kidney Health Atlas reports wide inequities in the
availability of trained nephrologists, renal nurses, and allied health professionals across
countries. Particularly low- and middle-income countries have inadequate work force,
limited training, and lack of opportunity to develop their profession. As a result, primary
healthcare providers often lack the skills and confidence required to identify early CKD,
stratify risk, and initiate timely referrals to specialist care. This make directly to delayed
diagnosis and late presentation of CKD (12).

A systematic review conducted in sub-Saharan Africa indicates lack of skilled healthcare
providers, heavy workloads among existing staff, and minimal availability of renal
specialists outside major urban centers, significant knowledge gaps among existing
healthcare providers, particularly junior staff and primary care professionals, regarding
CKD guidelines and management. This all constrain make health workforce barriers of
CKD screening and referral (16). Health workforce barrier is still know a day continue a
obstacle to effective CKD care, in Ethiopia. Inadequate Pre-service education and in-
service training for screening and referral contribute to low provider awareness of CKD
risk factors and inconsistent screening practices. In addition, the focus of nephrology
services in a few tertiary hospitals strains the limited specialist workforce. Result in delays
referral and follow-up for patients from peripheral areas. Together, these factors decrease

early CKD detection and cause to late-stage presentation countrywide (13).

2.3.3. Health Information System Barriers

Evidence shows that information related CKD screening is often poorly communicated,
inconsistently documented, and inadequately linked to follow-up care. Global review
reported weaknesses around documentation and communication of test results, patients
were not clearly informed meaning of their kidney test results, inconsistence follow-up,
incorrect patient’s data recording (35). This all contributes to limited continuity of care,
delayed referrals and patients uncertain about their health status and future care needs. In

developing countries health information system barriers of CKD early detection are the
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absence of functional CKD registries and weak health information infrastructure. Many
health setting were relying on paper-based records which lead to loss of information,
fragmented patient histories, and difficulty following individuals over time (37). A mixed
methods review found that many individuals were unaware they had been screened for
kidney disease or did not understand the results when screening occurred. Patients describe
even though repeated health facility visit no clear with their health status. This reflects
weak information flow within the health system (16).

Study from Ethiopia also report shortage of standardized reporting formats for laboratory
results, absence of CKD-specific registers, and limited mechanisms for tracking screened
individuals over time. During referral patients’ health information is often fragmented
which make continuity of care difficult (13). Overall, health information system barriers
range from poor communication of screening results to inadequate record-keeping and

follow-up mechanisms, and addressing these gaps is essential.

2.3.4. Medical Products, Diagnostics, and Technology Barrier

Study from India showed that early CKD screening was difficult particularly in primary
care facilities as a result of lack essential laboratory tests, diagnostic equipment, and a
continuous supply of medicines. Delayed referrals and fragmented care were due to
investigation was not feasible locally. Patients lack of interest to go far for investigation
and result in poor follow-up and late presentation of CKD (38). Consistently A facility-
based study in Uganda found that delaying in diagnosis and monitoring of CKD was due to
lack of essential kidney function tests, reliable laboratory equipment, and consistent
supplies in health facilities. Early confirmation of CKD was challenging in most health
facilities, because the laboratory was not available. Patient was not cooperate when asked
to seek testing elsewhere lead to delayed care and poor follow-up in CKD management
(39).

A broader analysis of renal care in developing settings more validated that scarce
diagnostic infrastructure and limited access to essential technologies, including imaging
and standardized kidney function testing, remain widespread problems. Dependence on
external testing facilities often created uncertainty and anxiety among patients and
increased the risk of loss to follow-up (40). Together, these studies show that gaps in
medical products, diagnostics, and technology substantially weaken CKD screening and

referral pathways
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2.3.5. Financing Barriers

In low- and middle-income setting finance was key challenge for CKD screening and
referral. According to global review, screening was hindered by the direct costs of kidney
function tests, laboratory fees, transportation, and follow-up visits which resulted in
delayed diagnosis and missed referral opportunities. Individual avoid pretesting due to
financial problem, even though they know risk (37). Similarly, findings from systemic
review showed that reduced utilization of CKD services and poor continuity of care related
to financial loss. These problems lead to limited preventive screening and follow up in
household which lead to late presentation of disease (41). In the same way review of sub-
Saharan Africa found cost of diagnostics, medications, and repeated visits remains a major
deterrent to CKD screening and referral. Patients consistently reported that free or
subsidized screening services would significantly improve their willingness to undergo

testing and engage in early CKD care (16).

2.3.6. Leadership and Governance Barriers

The strength of leadership and governance of the country have direct relation with CKD
screening and referral. According to a global survey on kidney care policies many
countries lack committed national strategies for CKD and kidney disease was not in non-
communicable disease frameworks. This lead to indistinct accountability, practice without
guide line, and poor coordination between levels of care result in limitation of screening
and referral (42).

These governance gaps are more noticeable in low- and middle-income countries. In many
countries there were no formal leadership structures, national CKD registries, and
monitoring mechanisms, reflecting limited institutional commitment to kidney health (12).
In our country study report that absence of robust policy direction, inadequate government
focus on CKD and weak regulatory oversight contribute to fragmented services, late
referrals, and unfair access to care (13). All findings indicate weakness in leadership and
governance undermines the effectiveness and sustainability of CKD screening and referral

programs.

2.4.  Conceptual framework

The conceptual framework, adapted from the World Health Organization health system

building blocks, illustrates how weaknesses in service delivery, health workforce, health
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information systems, access to essential medicines and diagnostics, health financing, and
leadership and governance contribute to barriers in chronic kidney disease screening and

referral at the primary health care level (43).

Service delivery barriers:

Health workforce barriers:

=  Gaps in CKD screening
and early detection

. Inadequate CKD training and

challenges

Referral and access

Limited availability and

workforce competency
Shortage of specialized
professionals and staffing

constraints;
Provider communication
challenges

Leadership and governance
barriers:

.

|

Health information system
= Absence of CKD Health system barriers:
guidelines, and strategic ; =  Weak documentation
direction —> barrler_s of CKD and information
= Weak coordination and screening management
referral governance =  Health system = Limited CKD awareness
= Low institutional priority barriers of CKD Andinfarmation
for CKD .
referral practice
I Medical products, diagnostic, and
. . . technology barriers:
Flnant?lng t?a”'ers; = Diagnostic and infrastructure
= Financial barriers to CKD limitations

screening and referral
= Budget and resource allocation
constraints

Stock-outs and service

interruptions

V

= Poor CKD detection
Delayed referrals
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1L ~

Missed diagnoses Disease progression

\r, - -
Increased complications

=

Figure 1 illustrates a conceptual framework based on the WHO health system
building blocks, showing how gaps in key system components create barriers to CKD

screening and referral practices.
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3. OBJECTIVES

3.1. General Objective

The aim of this study was to explore health system related barriers of chronic kidney
disease (CKD) screening and referral practices in primary health care (PHC) settings in
Addis Ababa, Ethiopia, 2026.

3.2.  Specific Objectives

= To explore health system related barriers of chronic kidney disease (CKD)
screening in primary health care (PHC) settings in Addis Ababa, Ethiopia, 2026.
= To explore health system related barriers of chronic kidney disease (CKD) referral

practice in primary health care (PHC) settings in Addis Ababa, Ethiopia, 2026.
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4. METHODS AND MATERIALS

4.1.  Study area and study period

The study was conducted in four selected public health centers of Addis Ababa from
January to March 2026. Addis Ababa is the capital city of Ethiopia, with estimated
population of 8,938,683 in an area of 540 square kilometers (44). This town has latitude
9.03°N and longitude 38.74°E with average elevation of 2400 above sea level. There are 11
sub cities which are further divided in to woredas (districts) in Addis Ababa (45). Public
health system of Addis Ababa city is under Addis Ababa City Administration Health
Bureau. In Addis Ababa, Primary health care is provided mainly via health centers, which
are first entry to health care and referral. The city has over 100 functional public health
centers (46).

Four public health centers were purposively selected for this study to represent different
sub-cities of Addis Ababa and to capture variations in primary health care settings. With
this, Bole Bulbula, Teklehaimanot, Churchill, and Akaki health centers were included.
Bole Bulbula health center is in the bole Sub city and serves the local community with
primary health services. It was established in 2004, and is now provides outpatient and
basic primary care services typical of Ethiopian health centers (OPD, maternal and child
health, immunization, pharmacy (47). Teclehaimanot health center is located on Gaston
Guez Street in Addis Ababa. The health center’s main services are outpatient care,
maternal and child health services, immunizations, disease prevention, basic diagnostics,
and referrals to higher-level hospitals when needed (48). Churchill Health center is located
Churchill area of Addis Ketema Sub-City serves the surrounding community. It was
established by the Addis Ababa City Administration Health Bureau and currently provides
outpatient services, maternal and child health care, immunization, basic laboratory services,
and pharmacy services. Akaki health center is located in Akaki kalitiy sub city. The health
center’s main functions are outpatient services, maternal and child health care,
immunization, basic diagnostics, and pharmacy services. Addis Ababa city was selected as
there is high burden of NCDs in the area (49).
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4.2.  Study design

Descriptive qualitative study design was employed to assess health system related barriers
to chronic kidney disease (CKD) screening and referral within primary health care (PHC)

settings.

4.3.  Source of population

The source population of this study was all relevant stakeholders including: PHC providers
such as medical doctors, nurses, public health officers and medical laboratory technicians),
PHC managers, referral coordinators, and service users including diabetic patients,
hypertensive patients and HIV/AIDS patients involved in CKD screening and referral
within public primary health care settings in Addis Ababa. The estimated sample size for

this study was 30 participants for IDIs and 4 FGDs.

4.4.  Study population

The study population for this study was purposely selected stakeholders and service users
involved in CKD screening and referral within public primary health care settings in Addis
Ababa.

4.5.  Sampling and participants recruitment

Participants were selected using purposive sampling method. Eligible participants included
PHC providers (nurses, health officers, medical laboratory technicians and general
practitioners), PHC managers, referral coordinators as key informants, and high-risk
patients attending PHC services in selected health centers (Bole Bulbula, Teklehaimanot,
Churchill, and Akaki). High-risk patients were identified based on clinical criteria and
referral history. Participants were distributed across all selected PHCs to ensure
representation. A total of 24 health providers, PHC managers, and referral coordinators
were included, distributed as follows: 9 from Churchill Health Center, 8 from
Teclehymanot Health Center, 5 from Akaki Health Center, and 2 from Bulbula Health
Center. For the focus group discussions (FGDs), 9 high-risk patients participated in an
FGD at Teclehymanot Health Center, and 8 high-risk patients participated in an FGD at

Akaki Health Center. Each FGD ensured diversity in age, sex, and referral experience
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Recruitment was conducted through multiple strategies. Initial contact was made with PHC
managers and district health bureau officials to facilitate access. Participants were invited
using formal letters/ posted information sheet and personal communication. High-risk
patients were recruited with support from PHC staff during routine visits. All participants
received detailed study information and informed consent forms. Sample size adequacy
was guided by the concept data saturation

4.6.  Eligibility Criteria

4.6.1. Inclusion criteria

= PHC workers including nurses, laboratory technicians, health officers, and general
practitioners who work in chronic care services and CKD screening or referral

= Referral coordinators

= PHC managers work at planning, supervision, or management of PHC services and
referral systems.

= Patients aged 18 years and older with at least six months of follow-up in the
chronic care service.

= High risk CKD patients including hypertensive patients, DM patients, HIV
infection based on clinical criteria and referral history.

= Willingness and ability to provide informed consent

4.6.2. Exclusion criteria
= Critically ill patients

4.7. Data collection tools and procedure

Data was collected by using semi structured in-depth interview guides and focus group
discussion (FGD) (50). These guides were developed in line with study objectives and the
WHO health system building blocks (43). Purposively selected PHC providers, referral
coordinators, and PHC managers were in-depth interviews, and high-risk patients were
included under FGD. Both questions of interviews and FGD guides focus on service
delivery, health workforce, health information systems, medical products and technologies,
financing, and leadership and governance. Data collection was carried out by the primary
investigator by using audio recorders and field notes. Both interviews and FGD were
conducted in Amharic language; data collection was continued until information saturation

is achieved. During the interviews, favorable, non-threatening, and relaxed environment

16



was created. With the participants’ permission, the principal investigator recorded and took
written notes during the interviews. Field notes were taken on his or her body language and
mood, and any informal conversation that took place before or after the interview. The

time for audio-record interviews and FDG was ranged from 45-60.

4.8. Data analysis process

The primary investigator was conducting data analysis simultaneously with data collection.
Thematic analysis was used to analyze the data obtained from the participants’ interview.
The data were analyzed by using ATLAS. ti 9.0 software. The analysis was carried out in
accordance with the thematic analysis approach developed by Braun and Clark, which
includes: familiarization with the data, generating initial codes, searching for themes,
reviewing the themes, defining and renaming the themes, producing the final report (51).
Therefore, analysis was both a deductive, exploring issues found in previous research, and
inductive process, identifying unanticipated issues raised by the participants. All interviews
and field notes were transcribed in the Ambharic language and translated to English
conceptually by the principal investigator. Data was transcribed by PI, read several times,
critically evaluated to get the concept and group into themes based on the concept it
contains. After familiarization with the data, code was assigned based on the context of the
sentence line by line. After assigning code for each data with similar meaning collected to

the same to categorize and it forms sub-themes and then major themes were developed.

4.9. Trustworthiness

The rigor of the study was maintained based on Lincoln and Guba’s criteria of

dependability, credibility, transferability, and confirm ability (52).

4.9.1. Credibility

Credibility can be defined as confidence in the truth of the findings. It was upheld through
various measures throughout the research process. Firstly, adequate time was allocated for
data collection and analysis. This was ensured that the interviews were thorough and
comprehensive, allowing for a more holistic understanding of the participants' experiences.
Additionally, this allowed for deeper engagement with the participants, fostering good
relationships and building trust. Prolonged engagement in the field, meaning spending an

extended duration of time in the research setting, was further enhance credibility. This
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immersion allowed the researcher to develop a deeper understanding of the context,

participants, and their experiences.

4.9.2. Dependability

Dependability indicates that the findings are consistent and could be replicated by future
researchers. To enhance dependability of this study, peer debriefing and feedback from
colleagues was used in managing the data and detailed documentation of the research
process, including sampling procedures, data collection methods, and analysis techniques,

demonstrated.

4.9.3. Transferability

Transferability means that the findings are also applicable in other contexts or generalized
(transferred) to other similar contexts or settings or groups. It was ensured by purposefully
selecting study participants who meet the inclusion criteria, and the transferability of this
study was ensured by clearly and in detail describing the research context, setting, sample,
and data collection procedure and assumptions that was central to the research to enable
the reader to assess the findings’ capability of being transferable. The interviews were

conducted with the aid of audio recordings and field notes.

4.9.4. Conformability

Conformability describes the degree of neutrality or, in other words, the extent to which
the findings of a study reflect the respondents’ opinions and experiences rather than the
researchers’ biases, motivations, or interests. It was ensured by providing rich quotes from
the participants and maintaining an unbiased approach, establishing an audit trail in the
process of choosing methods, recording each activity of the participant at the time of the
interview, and documenting every procedure of the study such as data analysis and

interpretation of results.

4.10. Ethical consideration

Approval was obtained from the Institutional Review Board (IRB) of Addis Ababa
University, College of Health Sciences, School of Nursing and Midwifery. Written
permission (authorization) was obtained from selected public health centers of Addis
Ababa city administration to conduct the study on their premises. The proposed study
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insured by obtaining informed consent from each participant. They may need full
information about the study including reason they have been chosen to participate, so that
brief explanation and objectives of study was given to each participant by researcher and
was done on voluntary basis. Confidentiality of the information assured, and privacy of

each respondent maintained throughout the data collection process.
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5. RESULTS

5.1.  Socio-demographic Characteristics of Participants

A total of 24 healthcare providers participated in the in-depth interviews, with participants
ranging from 25 to 55 years of age. The majority (83.3%) were aged 25-35 years. Males
constituted 66.7% of the sample. Participants included medical doctors, health officers,
nurses, medical laboratory, referral liaison officers, and medical directors from the four
public health centers in Addis Ababa. In addition, two focus group discussions were

conducted with high-risk CKD patients.

Table: 1 Demographic and professional characteristics of study participants in public
health centers in Addis Ababa, 2026.

Participant code | Professional Gender Age category
P1 Medical doctor Male 25-35
P2 Medical doctor Male 25-35
P3 Health officer Female 25-35
P4 Health officer Male 25-35
P5 Medical laboratory technician | Male 25-35
P6 Nurse Female 25-35
P7 Nurse Female 25-35
P8 Medical director Male 36-45
P9 Liaison officer Male 25-35
P10 Medical doctor Male 25-35
P11 Medical doctor Female 25-35
P12 Health officer Male 25-35
P13 Medical laboratory technician | Male 25-35
P14 Liaison officer Male 25-35
P15 Medical director Male 36-45
P16 Nurse Male 25-35
P17 Nurse Female 46-55
P18 Health officer Male 25-35
P19 Medical laboratory technician | Male 36-45
P20 Medical doctor Female 25-35
P21 Nurse Male 25-35
P22 Liaison officer Female 25-35
P23 Health officer Male 25-35
P24 Medical doctor Male 25-35
FDG 1 Mixed chronic disease patient | Not specified | Not specified
FDG 2 Mixed chronic disease patient | Not specified | Not specified
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5.2.

Thematic Analysis

We analyzed the data using Braun and Clarke's six-step method. It is mixing deductive and

inductive approaches. The WHO's six building blocks guided the initial coding, and we

also let new ideas come up from what participants said. From the 24 interviews and 2 focus

groups, six main themes emerged regarding screening CKD: service delivery, workforce,

information systems, medical products, financing, and leadership barriers. Each theme had

several sub-themes that together show what gets in the way of CKD screening. Under

referral barriers, three sub-themes under themes are additionally identified.

Table: 2 Barriers of CKD screening and referral at PHC

Themes Sub-themes for CKD screening Sub-themes for referrals
Service  Delivery 1. Gaps in CKD screening and | 1. Referral and access challenges
Barriers early detection.
2. Limited availability and
continuity of CKD services.
Health Workforce 1. Inadequate CKD training | 1. Inadequate information regarding
Barriers and workforce competency. | referrals
2. Shortage of specialized | 2. Limited Provider communication
professionals and staffing | regarding diagnosis, test and outcomes.
constraints.
3. Provider  communication
challenges.
Health Information 1. Weak documentation and
System Barriers information management.
2. Limited CKD awareness
and information
dissemination.
Essential Medical 1. Diagnostic and
Products and infrastructure limitations
Technologies 2. Stock-outs and service
Barriers interruptions.
Health  Financing 1. Financial barriers to CKD | 1. Financial barriers to referral cases
Barriers screening  Budget and
resource allocation
constraints.
Leadership and 1. Absence of CKD npolicies | 1.Weak coordination and referral
Governance guidelines and strategic | governance
Barriers direction.
2. Low institutional priority
for CKD.
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5.3.  Service Delivery Barrier

Many problems of CKD screening and referral were identified under this barrier in
selected PHC. These were screening ignorance, poor referral services and transportation
related problems. Gaps in CKD screening and early detection, referral and access
challenges, and limited availability and continuity of CKD services are three sub-themes
identified.

5.3.1. Gaps in CKD Screening and Early Detection

In selected primary health care settings many gaps of CKD screening and early detection.
CKD screening was neglected, with inadequate screening practices and little attention

given to early identification among high-risk groups. In one of the responses, it has said as:

"I think kidney disease screening is generally ignored." (p23, Health Officer)

The asymptomatic state of CKD was another challenge. Due to CKD patients’ haves no
symptoms during the early stages, reducing opportunities for timely diagnosis and

referrals. A medical doctor from one of the healthcare settings said:

"To tell you the truth, early detection is not common. It is not common to detect

early because a CKD patient is asymptomatic in the early stages." (P24)

CKD was commonly identified incidentally during investigations for another condition
rather than through organized screening programs. Although some facilities had screening
services, participants noted that these services were poorly utilized for early CKD

detection. A medical laboratory professional included in this study said:

"Availability but underutilization... the decisive thing is Creatinine. As long as we have

Creatinine and ultrasound, it is sufficient." (P13)

5.3.2. Limited Availability and Continuity of CKD Services

Most of the participants reported limited availability of CKD-related services within
primary health care settings. It was explained clearly that CKD screening, and follow-up
services were not adequately available at most of the health centers included. This created
difficulties for the patients seeking care. Health care providers included in the study

stressed the need for accessible local CKD screening services and expansion of specialized
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services at the health center level. In responses discussed by participant of the study, it has
been said clearly:

"If the government makes what is needed available at every health facility, if many
‘referrals out' are not required... there is no reason they won't come here." (P1,
Medical doctor)

"If all treatments were here, meaning if there were no referrals... because when

there is a referral, there will be crowding when they go there.” (FGD)

The findings also showed a perceived lack of local CKD diagnostic services and shortage

of dedicated CKD health care professionals. Participants from the FGD said:

"l don't believe CKD diagnostic services are fully available at this health
center." (FGD)

Participants further described limited kidney-related services and lack of organized kidney
care within primary health care facilities. A laboratory technician discussed regarding

service availability in his/her health center as:

"Regarding the service... currently, there might not be people who are treated
permanently as kidney patients in this compound because the facility is a health
center." (P5)

5.3.3. Referral and Access Challenges

Participants described several challenges related to referral processes and access to CKD
screening and diagnostic services. Most explained that there were problems particularly
when services were unavailable within primary health care facilities and patients had to

seek care elsewhere. One of the participants of the study told us:

"When the patient returns... they blame that they haven't got any service at that
referral site... they tell me the hospital sends them after giving them blood pressure
medicine™ (p23, Health Officer)
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Participants said out their dissatisfaction with referral services outside their facilities.
Medical doctor included in this interview explained:

"l send them to private centers for investigations. This requires a lot of

money." (P2)

Some reported poor service and negative experiences at referral hospitals, which reduced
trust in the referral system and affected continuity of care for patients requiring CKD
screening and follow-up. In one of the FGD, the participants agreed that there were

challenges as stated commonly as:

“There is a lot of trouble, especially at Beijing, regarding the hospitality (service);
there is a big problem... I've seen a lot of exhaustion.” (FGD 2)

Transportation-related problems were there during referral to better hospitals. Participants

from one of FGD discussed the encounter they faced with referral as:

"Since the available ambulance is only one, it is not proportional to the number of

patients; so many people go on referral on foot." (FGD 2)

5.4. Health Workforce Barriers

This theme focuses on human resource issues that hinder CKD screening. Under this theme
we get three sub-themes. These were inadequate CKD training and workforce competency,
shortage of specialized professionals and staffing constraints, and provider communication

challenges.

5.4.1. Inadequate CKD Training and Workforce Competency

This sub-theme focuses on the training challenges that make early kidney disease detection
not adequate. Most health-care providers who work at NCD face a absence of formal and
CKD-specific training. A medical doctor included in this study clearly said:

“There has been no training provided so far for specific CKD screening.” (P2)
Another nurse working in the area of NCD follow up clinic has also said:

"l don't think so; it's not there, there is a gap... specifically for CKD, | don't know

of any training that came specifically for CKD." (P17)
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There was knowledge gap in between health providers working at NCD. One of the
respondents said that he/she did not know the interpretation:
"The interpretation of estimated GFR and such needs a little bit of... I don't know

how much the facility health care staff is trained in that." (P10, medical doctor)

5.4.2. Shortage of CKD trained professionals and general staffing constraints

Under this theme we focus on human resource deficiencies and staff shortage.
"There are no specialists or trained healthcare providers of CKD. Since this is a

health center, when we need specialists or trained providers, we refer patients to

better health facility such as Black Lion specialized Hospital." (P1, Medical doctor)
Another study participant added that health care provider turnover is affecting NCD care
and related problems such as CKD care as it is discussed as:

"There are a lot of professional turnovers. For example, in our NCD clinic, it's run

by two GPs and a nurse. GPs usually stay for about six months to a year." (P23,

Health officer)
Healthcare providers’ turnover is creating workload. However, fellow is much higher as
hypertensive and diabetes conditions rising in the community. The study participants
claimed the shortage of health care providers. The health care providers say was supported
by participants included in the FGD as follows:

"There is also a shortage of professionals. At the health center level, there is a

shortage of professionals and a shortage of doctors.” (P13, Medical laboratory

technician)

"The number of staff and the number of people served are not proportional. One

person cannot serve a hundred people.” (FGD 1)

Patients also experience extreme compounding delays including standing in lines

for over an hour and making multiple frustrating trips just to retrieve medical

records. One FGD participant said:

"We come in the morning, get the treatment, but because of the payment process,

our time is wasted and we return home exhausted." (FGD 1)

5.4.3. Provider Communication Challenges and/or Limited information

Participants’ unclear communication about referral, diagnosis, tests and outcomes from
healthcare providers considered as a significant barrier affecting both CKD screening and
referral services in primary health care settings. FGD participants discussed clearly that

there was limited communication about CKD screening, and it has been said:
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"Most of the time, the talk is about pressure and sugar. | have never even heard
about kidney matters. (FGD 2)

On the other hand, both FGD participants reported receiving limited explanations about the
reasons for referral, the referral process, and the meaning of laboratory test results, which
created confusion and reduced understanding of their condition and required follow-up

care.

Participants also noted that unclear communication from doctors often leave patients
uncertain about their diagnosis treatment pathways and final outcomes. It has been said

clearly:

"They say/do something for a certain amount of time... However, we don't

understand it; we don't have the knowledge.”" (FGD)

In addition, problems related to recording and sharing patient information were commonly
mentioned, as incomplete documentation and failure of staff to share clinical information
during referrals disrupted continuity of care and forced patients to repeatedly explain their

medical history at different facilities. Medical doctor from one of the centers said:

"Sometimes it gets lost. Sometimes it might be forgotten; they might even forget

that it came stapled; if it's like that, it can get lost; that's true." (P1, Manager).

5.5.  Health Information System Barriers
Here we focus on problems with patient records and health information management.

Facilities still rely on paper-based records that get lost or damaged. No educational
materials about CKD. Two sub-themes were identified. These were weak documentation

and information management, and limited CKD awareness and information dissemination.

5.5.1. Weak documentation and information management

Weak documentation and information management were barriers to effective CKD
screening within primary health care settings. Facilities rely on paper face challenges in the
recording and transferring of patient information during screening and referral processes.

One health center leader said:
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"Patient information can sometimes be lost because it is paper based. Secondly,
they come in a hurry, and because of redundancy... new cards are issued, so the

previous history might be lost." (P7, Manager).

Human errors in record keeping including incomplete documentation and challenges of
multi-stage paper recording were identified. One of the respondents’ discussions, it has

been said:

"In recording, everyone's state is not equal; they might not record correctly.” (P5,

Laboratory).
The physical degradation and loss of paper records were happened .

"Sometimes what happens is results get lost; results are not properly attached

inside the card.” (P5, Laboratory).

5.5.2. Limited CKD awareness and information dissemination

CKD screening and referral services in primary health care settings are affected by loss of
awareness about CKD and lack of full health information. There was no enough
educational and awareness materials related to CKD. For example, one of the respondents

said:

"l don't know if anything related to CKD has been posted. But there are posters
and interventions that focus on DM and Hypertension; however, | am not sure if

there is anything regarding CKD there.” (P1, Medical doctor)

Existing health education materials primarily focused on other communicable and non-
communicable diseases. The need for accessible awareness materials to improve

understanding of CKD is discussed.

"Banners, like the ones we post for cardiovascular disease, if we had CKD banners
to post, it would remind you as you go, so | think that would be better."(P4, Health
officer)

5.6. Essential Medical Products and Technologies Barriers.
Infrastructure, supplies and diagnostic tool shortages are all included in this theme. Power

failures frequently disrupt laboratory services, health centers lack basic equipment, and
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reagents run out for months. Infrastructure and diagnostic challenges, as well as stock-outs

and service disruptions, become two sub-themes.

5.6.1. Diagnostic and Infrastructure Limitations

Participants described diagnostic and infrastructure limitations affect effective CKD
screening and referral services in primary health care settings. The limited availability of
advanced diagnostic technologies made it difficult to identify CKD early and refer patients

appropriately at the primary care level. As one doctor states:

"Regarding diagnosis, it's only in our country... when pathology biopsy is taken;

most Ethiopian health facilities don't have it." (P1, Medical doctor)

Participants also reported that many facilities did not have kidney-related services,
treatment infrastructure, or adequate space and resources to support CKD care. Health

officer from selected study participants said as:

"It’s primary health care; it's not very advanced. The things required for CKD
won't be there. | don't think it's sufficient.” (P12, Health officer)

One of the study participants also noted that the absence of local diagnostic services all

times and needs work on this.

"Kidney is a sensitive thing now. Therefore, more than any equipment, if kidney
equipment were found here" (FGD2)
5.6.2. Stock-outs and Service Interruptions
There is stock-outs which result in service interruption in primary health care settings.
Participants described stock-outs and service interruptions as common challenges affecting
CKD screening and referral services in primary health care settings. Many explained that

shortages of laboratory supplies, and diagnostic materials frequently occurred. One nurse

from the study participants described as:

"There will be stock out; it's not that there isn't. But it might stay for a month or
two." (P6)
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Delayed in laboratory services due to restricted testing schedules, and long waiting times.
It was occurred most of the time during busy morning hours. From FGD participants one

client noted as: one FGD participant said:

"In the diabetes lab, we diabetic patients get hungry. At that time, they don't attend
to us quickly in the morning." (FGD)

Due to limited laboratory capacity and supply chain problems patients to seek services
from other facilities. Health profession explains it as:

"Reagents are what can be interrupted. If that is interrupted, it's a problem.

Because we can't provide the type of care we want." (p21, Nurse)

Power interruptions were identified problem, because it affected laboratory investigations

and delayed service delivery. FGD participant said:

"Another problem is that the power goes out. Then they say the system has
stopped.” (FGD1)

5.7.  Health Financing Barriers
Under this sub-theme financial constraints at both patient and facility levels was identified.

These were out-of-pocket costs and no dedicated budget for CKD activities. Two sub-
themes including financial barriers to CKD screening and referral, and budget and resource

allocation constraints were identified.

5.7.1. Financial Barriers to CKD Screening and Referral

Participants described financial barriers as a key constraint to accessing CKD screening
and referral services in primary health care settings. The findings indicated that many
patients faced economic limitations that restricted their ability to seek timely screening and

follow-up care. One medical doctor participant described the situation as:

"Most people living around here in the shanty areas... They don't have the
capacity. When you tell them the cost, they say they don't have money." (P2,
Medical doctor)
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Essential monitoring services and diagnostic tests were often unavailable within health
centers. Because of these challenges the patients expose to external services, which was

high price. One medical doctor and one FGD participant shared as:

"Even if they are covered by health insurance... these things are not tests available
here; they are tests from outside... many patients don't have money, so there is a
challenge there.” (P1, Medical doctor) "If it is ordered outside, we spend ‘over' an

excessive amount... it is a heavy burden.” (FGD1)

Many patients experienced financial problems, which limited their ability to pay
investigation or complete recommended referrals. It is described by one of the liaison

officers and one FGD participants as follows:

"The issue of cost itself, financially if that person doesn't have the financial cost
for the expenses of the investigation that can be a barrier for them™ (P9, Liaison
officer), "It has a cost, and it is very high. You become exposed to other
expenses.” (FGD 2)

Low socioeconomic status was also contributing factor to unequal access, with
affordability varying widely among patients. In one the FGD the participants discussed

clearly as:

"Still, there are fellow citizens who cannot even afford 30 (thirty) birr for a card.
There are many fellow citizens who want to be treated but leave without being
treated.” (FGD?2).

5.7.2. Budget and Resource Allocation Constraints

Participants described budget and resource allocation constraints as important barriers to
CKD screening and referral services in PHC. They reported that there was no specific
budget allocated for CKD activities, which hinder early screening and referral services.

"l don't have CKD specific finance, but as a facility, these inputs are required not
just for CKD but in general.” (P20, Medical doctor)
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CKD services were also seen as receiving limited attention within the broader non-
communicable disease funding structure, resulting in inadequate and inconsistent

allocation of financial and material resources. One participant explained it as:

"If we compare them, it is not sufficient. The budget is allocated to infectious
things." (P9, Liaison officer)

Participants explained that this shortage of dedicated funding affected the availability of
basic inputs and reduced the capacity of health facilities to strengthen CKD-related

services. One of the respondents has stated her/his says as:

"Among communicable diseases... TB and HIV have their own programmed
drugs... Organizations like WHO and CDC provide support... there is no
organization working on NCDs, and there are no resources specifically coming for
them." (P12, Health officer)

5.8.  Leadership and Governance Barriers

This theme focuses on guideline and referral coordination problems. There are no CKD-
specific guidelines. Referral coordination is weak with no feedback from hospitals, and
CKD is not a priority for the government. Sub-themes under theme include absence of
CKD specific guidelines, weak coordination and referral governance, and low institutional
priority for CKD.

5.8.1. Absence of CKD specific guideline, and strategic direction

Participants described the absence of CKD-specific guidelines, and strategic direction as a
key barrier to effective CKD screening and referral services in primary health care settings.

One doctor said as:

"There is no specific budget just for CKD." (P2, Medical doctor)

CKD-specific guidelines and registry systems were not available. Their discussion

reflected in the following quotes:

"There are no guidelines specifically for CKD." (P1, Medical doctor)

"We do not have a separate register specifically for CKD." (P4, Health officer)
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Absence of CKD-specific training was mentioned. The study participants’ explanation is:

"l haven't taken training on that manual... I haven't done training on that
manual.” (P3, Health Officer) "There is nothing updated; it's the old guideline. It is

almost from 2021, a guideline from five years ago." (P12, Health officer)

5.8.2. Weak Coordination and Referral Governance

Weak coordination and referral governance were identified as a key barrier to effective
referral services in PHC settings. A deficient referral feedback system, where health

centers rarely received timely feedback from referral hospital. One leader explains it as:

"There is a gap in feedback, which is a challenge raised by many institutions at
meetings. Feedback is not being received to the extent it should be." (P15, Medical

director)

Poor coordination between health facilities and weak inter-facility communication were

identified. It is stated as:

"l wouldn't know that because we give them the paper and send them. We don't
have information on whether they arrived or not; there is no communication with
Tikur Anbessa like that.” (P2, Medical doctor)

Two-way communication failures and Lack of cross-level patient tracking systems were

mentioned. One medical doctor noted it as:

"After we refer to the patient, we don't track them. We have handed over
that patient to the next facility. They don't come back to us.” (P20)

Limited understanding of referral coordination processes among staff. One medical doctor

said:

"We don't have that kind of system. Such a system should probably be
prepared, but once they are referred to, it is that hospital that follows up
with them.” (P1).
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5.8.3. Low Institutional Priority for CKD

Low institutional priority for CKD was stated as a barrier to effective screening and
referral services in primary health care settings. One laboratory technician said

"The government focuses on communicable diseases. This is the country's
policy." (P19)

CKD was considered a non-emergency condition. No follow-up for CKD patients at

primary care level. It is clearly stated in one of the responses as:

“CKD cases are not... since they are chronic kidney disease, they are not
emergency cases. If it is advanced CKD, they do not follow up here. We send them
to the hospital. Additionally, patients with CKD... are not found much." (P1,
Medical doctor)
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6. DISCUSSION

The study looked at what gets in the way of CKD screening and referral at primary health
centers in Addis Ababa. We found six main themes of screening barriers that match up
with the WHO health system building blocks: service delivery, workforce, information
systems, medical products, financing, and leadership. Four sub-themes regarding referral
pathways under the same themes. The next section will discuss both CKD screening and

referral challenges under identified themes.

6.1.  Service Delivery Barriers

This study found that CKD screening was often neglected and that early detection was not
common because CKD patients are asymptomatic in the early stages. This finding is
supported by a study conducted in the UK, which reported that difficulties incorporating
CKD-related tests into routine workflows were challenges of primary care services(35).
This similarity may be because high patient loads, limited consultation time and
prioritization for acute infectious diseases leave little opportunity for screening of
asymptomatic conditions like early-stage CKD. This study also reports that incidental
identification of CKD during investigations for other conditions rather than through
organized screening programs. This finding is consistent with literature from low-income
countries mainly in sub-Saharan Africa, which reported inadequate facility access and
care fragmentation as common service delivery barriers (16). The consistency may be
because most of the low-income countries there are no nationally organized CKD
screening protocols, and providers rely on opportunistic case findings when patients
present with other complaints such as hypertension or diabetes. Some facilities had
screening services such as creatinine testing and ultrasound, but these were poorly utilized.
This finding differs from literature from Ethiopia, which reported poor diagnostic capacity
and limited availability of structured services (36). This difference may be explained by the
fact that the current study was conducted in Addis Ababa city administration, where basic
laboratory equipment was available, possibly because it is the capital city where get more
government support and external donations are received, whereas the other Ethiopian

study may have included facilities with limited government support and external donations.

Decrease services at referral hospital, dissatisfaction with referral services, and negative

experiences at referral hospitals were identified. These findings are in line with sub-
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Saharan African studies, which reported that patients often experience delays in referral
and inconsistent follow-up, leading to disorganized and uncoordinated CKD services
(16). This similarity may be due to the fact that in many sub-Saharan African health
systems, referral pathways are poorly formalized, and communication between primary
and referral facilities is weak, with overcrowded hospitals. This was also found by another
study from Ethiopia, which reported weak referral pathways and insufficient infrastructure
(36). This is due to reality that most Ethiopian primary health care settings have only one
ambulance serving a large catchment area. In this study, CKD screening, diagnostic and
follow-up services were not adequately available at health centers, and there was a lack of
organized kidney care within primary health care facilities, indicates limited availability
and continuity of CKD services. This is similar to study done in Ethiopia, which reported
that in most health facilities lacked comprehensive CKD services (36). This similarity is
may be because most Ethiopian health care settings, mainly in PHC, have not fully
incorporated CKD services. This study also found a shortage of dedicated CKD health care
professionals and that patients were not treated permanently as kidney patients at health
centers because the facility was a health center. This finding is consistent with study done

in UK, which reported disjointed care between primary and specialist services (35).

Furthermore, Local availability of services increases patient attendance, whereas referrals
make receiving hospitals crowded. These findings are similar to study done sub-Saharan
Africa, which described care fragmentation and uncoordinated CKD services (16).This
similarity reflects the reality that patients prefer local, accessible care because the receiving
hospitals become overcrowded.

6.2. Health Workforce Barriers

No formal training focused specifically on CKD was reported. This lack of training creates
a gap in managing the disease. This finding is similar to study done in Ethiopia, which
reported limited CKD in pre-service education and inadequate in-service training as
contributors to low provider awareness of CKD risk factors and inconsistent screening
practices (36). This similarity may be due to the fact that CKD is not being included in
national training curricula for primary care providers, and no dedicated CKD training
programs have been implemented at this level. Difficulties in interpreting estimated GFR
were reported. This finding is consistent with the Global Kidney Health Atlas, which
reported that primary healthcare providers in low- and middle-income countries often lack
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the skills and confidence required to identify early CKD and initiate timely referrals to
specialist care (12). This may be the result of limited training of health care provider and
no structured continuing education to compensate. Primary health centers lack specialized
professionals and patient’ who need specialist care are referred. Another study in Ethiopia
also found that the concentration of nephrology services in a few tertiary hospitals strains
the limited specialist workforce and delays referral and follow-up for patients from
peripheral areas (36). This similarity exists because Ethiopia's health policy concentrates

specialist training and placement only at teaching and tertiary hospitals.

High professional turnover and workload pressures were also main problems. These
findings were consistent with a systematic review from sub-Saharan Africa, which reported
heavy workloads among existing staff and minimal availability of renal specialists outside
major urban centers (16). The consistency may be due to the fact that GPs in Ethiopian
public health centers often use these positions as temporary posts before they find better
options, diabetes and hypertension are the most common NCDs seen in primary care across

sub-Saharan Africa, and the patient-to-provider ratio is extremely high.

Poor communication from healthcare providers was reported as a significant barrier. This
finding is similar to study in the Amhara region, which reported low provider awareness of
CKD risk factors and inconsistent screening practices (13). This similarity may be because
of providers focus health education on conditions they are trained to manage. Limited
explanations about reasons for referral, the referral process, unclear communication from
doctors and the meaning of laboratory test results created confusion and reduced patient
understanding. This is supported by the Global Kidney Health Atlas report, which stated
that primary healthcare providers lack the confidence required to initiate timely referrals to
specialist care and that there are significant knowledge gaps among existing healthcare
providers regarding CKD guidelines and management (12). This is may be because when
providers themselves are uncertain about CKD, they cannot confidently explain referral

reasons or lab results to patients, leading to minimal information sharing.

6.3.  Health Information System Barriers

Weak documentation and information management hinder CKD screening and referral. In
paper-based systems patient information is lost as new cards are frequently issued due to
redundancy; previous medical history is routinely lost. Similar findings came from studies

in middle-income and low-income countries, where paper-based records remain common
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and lead to lost information, fragmented patient histories, and difficulty tracking
individuals over time (37). This pattern persists because electronic health information
systems are not yet fully implemented at primary care level in most low-resource settings.
Human errors in record keeping were also common. A global review reports the same
issues, including incorrect patient data recording and poor documentation of test results
(35). Similarity is may be due to the fact that multi-step paper-based recording creates
multiple opportunities for error at each stage and health workers under heavy patient loads

often rush through paperwork.

Physical degradation and loss of paper records further compromised patient follow-up and
referral continuity. This matches what has been documented in Ethiopia, where fragmented
patient information during referral makes continuity of care difficult (13), and in other
developing countries , where paper-based systems routinely result in lost information (37).
The efficiency and coordination of CKD screening and referral are hindered by weak
documentation and poor information management. This aligns with a global review noting
weaknesses around documentation and communication of test results, patients were not
clearly informed of meaning of their kidney test results, inconsistent follow-up, incorrect
patient’s data recording (35). Incompleteness of patient information can affect decisions
about follow-up or referral. Limited CKD awareness and poor information dissemination
were appeared as important barriers. There was a lack of educational materials for CKD in
health facilities. Studies from Amhara region and a mixed reviewed of Sub-Saharan Africa
were reported similar findings: a shortage of standardized reporting formats and limited
mechanisms for tracking screened individuals: many people did not even know they had
been screened for kidney disease or could not understand their results respectively (13,16).
This gap may be because national NCD programs in Ethiopia and across sub-Saharan
Africa have historically prioritized hypertension and diabetes over CKD. The existing
health education materials mainly focus on other diseases. This is supported by a mixed
reviewed of Sub-Saharan Africa describing patients who, even after repeated health facility
visits, had no clear understanding of their health status, reflecting weak information flow
within the health system (16). This gab may be because national NCD programs in
Ethiopia and across sub-Saharan Africa have historically prioritized hypertension and
diabetes over CKD.
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Awareness materials and evidence-based information are required to enhance
understanding for both patients and providers. These ideas are consistence with the studies
from Amhara region and a mixed reviewed of Sub-Saharan Africa which reported the
absence of CKD-specific registers and limited mechanisms for tracking screened
individuals over time and that patients were often not clearly informed about what their
kidney test results meant, leading to uncertainty about their health and future care needs

respectively (13,16).

6.4.  Essential Medical Products and Technologies Barriers.

Diagnostic and infrastructure limitations obstruct CKD screening and referral. In most
Ethiopian health facilities, even pathology biopsy is unavailable. The same problem
appears in other low-resource settings. Studies from India and Uganda found that primary
care facilities there also lack essential laboratory tests, diagnostic equipment and basic
kidney function tests, and reliable equipment were missing, respectively, making early
CKD screening and diagnosis delayed (38,39). What ties these findings together is the way
primary health care is designed in low- and middle-income countries. In primary health
care settings insufficiently advanced and lack essential resources remains. This is similar
with analysis in low resource settings, which found that scarce diagnostic infrastructure
and limited access to essential technologies like imaging and standardized kidney function
tests remain widespread problems (40). This may be due to limited resources and

prioritization of basic services.

People were discouraged that local diagnostic services don not exist. This statement is
supported by studies in India and Uganda describing: when investigation is not feasible
locally, patients lose interest in going far away for testing, and patients refuse to cooperate
when asked to seek testing elsewhere respectively (38,39). Stock-outs and service
interruptions were everyday challenges. Shortages of laboratory supplies and diagnostic
materials disturb screening and referral. This statement is supported by studies in India and
Uganda describing: a lack of continuous medicine supply makes early CKD screening
difficult, and inconsistent supplies delay both diagnosis and monitoring of CKD
respectively (38,39). The common thread here is weak supply chain systems. In many low-

resource settings procurement is unreliable and inventory management is poor.

Laboratory delays and slow service delivery during busy morning hours were common. It

makes patients frustrated. The broader analysis of renal care in developing settings
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similarly noted that depending on external testing facilities creates uncertainty and anxiety
for patients, which increases the risk that they will not come back for follow-up (40).
Limited laboratory capacity and supply chain problems also forced patients to seek
services elsewhere. The Uganda study found that patients did not cooperate when asked to
go elsewhere for testing (39), and the India study reported that patients lost interest when
investigations were not feasible locally (38). When a health center cannot run a test
because of a stock-out or broken equipment, the only option is to tell the patient to try
another facility. System is disrupted by laboratory function issues with power
interruptions. The Uganda study reported that reliable laboratory equipment was lacking
(39).

6.5.  Health Financing Barriers

Financial barriers exist due to the community low socioeconomic status. A global review
reports the same findings: direct costs of kidney function tests, lab fees, transport, and
follow-up visits delay diagnosis and cause missed referrals. People avoid testing even
when they know they are at risk (37). This happens because in low-income settings,
patients pay most healthcare costs out of pocket, and CKD testing is rarely covered by
insurance. The health centers lack essential tests and forcing patients to go elsewhere. But
the patients cannot afford else where’s prices. These findings are consistent with a
systematic review which found financial loss leads people to use fewer CKD services,
upsets continuity of care, and means patients show up late with advanced disease (16).
When public health centers lack basic diagnostic equipment, patients have no choice but to

pay private labs or hospitals, where fees are much higher.

Completing the referral process and laboratory investigations was hindered by financial
challenges. A review of sub-Saharan Africa confirms this, which identified that the price of
diagnostics, medications, and repeated visits keeps people away from screening and
referral (16). This pattern is common across the region because no universal coverage
exists for CKD diagnostics, and repeated visits for testing. Socioeconomic disparity causes
unequal health access. The sub-Saharan Africa review and the global review both report
that were cost deters people from screening, and those with the least money are the most
likely to avoid testing, which is consistent with our findings (16,42). Even small fees

become impossible for the poorest patients and these individuals simply drop out of care.
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No specific budget exists for CKD activities. The global review and the sub-Saharan
Africa review both highlight financial constraints at the health system level as
major(16,42). CKD gets very little attention within the broader funding structure for non-
communicable diseases. The global review and a systematic review both report financial
barriers at individual and system levels, with limited funding leading to poor preventive
screening and follow-up (37,41). This may be due to the fact that international donors and

national programs have long focused their money to infectious diseases.

6.6. Leadership and governance barriers

Absence of CKD-specific guidelines and strategic direction existed in PHC settings. A
global survey on kidney care policies supports this with finding noting that many countries
lack committed national strategies for CKD and kidney disease is often not included in
non-communicable disease frameworks (42). Guidelines and registry systems are not
available too. Studies from Literature from low- and middle-income countries and the
Ambhara region both reports similar gaps which were no formal leadership structures, no
national CKD registries, no monitoring mechanisms and no robust policy direction and
inadequate government focus on CKD respectively (12,13). There is also problem with
training. No formal training, outdated or unavailable guidelines and Poor staff preparation.
The global survey and Amhara region findings both confirm that practice often happens
without any guidelines and weak regulatory oversight and inadequate government focus
(13,42).

Weak coordination and poor Communication is there between health centers and referral
hospitals. Health centers rarely get timely feedback from referral hospitals and
communication between facilities is weak too. The global survey and Amhara region both
support our finding which were poor coordination between levels of care due to
governance gaps, which limits screening and referral and weak regulatory oversight leads
to fragmented services and late referrals (13,42). These coordination and governance
challenges affect continuity of care and reduce the effectiveness of CKD screening and
referral. The global survey confirms governance gaps limit screening and referral (42). The
Ethiopian study concludes that weak leadership and governance weaken the effectiveness
and sustainability of CKD screening programs. Leadership and governance are the
foundation of any health service (13). When that foundation is weak for CKD, everything
other is compromised. Low institutional priority for CKD came through as a essential
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barrier. Participants explained that infectious diseases have always gotten more attention,
while CKD and other NCDs receive very little focus. The Ethiopian study found the same
inadequate focus on CKD (13). The global survey reports that kidney disease is often
excluded from non-communicable disease frameworks (42).The lack of a preventive health
culture and low institutional priority for CKD weaken early detection efforts. They also
block the development of structured screening and referral systems. The global survey
found that a lack of committed national strategies limits screening and referral (42). The
Ethiopian study concludes that inadequate government focus contributes to fragmented

services and late referrals.

6.7.  Strengths and limitation of the study

Including participants from multiple health centers, professional backgrounds and focus
group discussions of patient’s provided a broad perspective that enriched the findings. The
focus on primary health care is important. Because this area is the level where early
detection should occur but is often neglected. The limitations of the study include the
following things. The first is research was conducted only in Addis Ababa, so findings may
not represent rural areas or other Ethiopian regions. The next is scope is limited to
screening and referral, not long-term CKD management. Lastly no comparison with rural

settings or other cities was made.
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7. CONCLUSIONS AND RECOMMENDATIONS

7.1.  CONCLUSIONS
The study explored barriers to chronic kidney disease (CKD) screening and referral within

primary health care settings in Addis Ababa, Ethiopia. Service delivery, health workforce,
diagnostic, health information system, health financing, and leadership and governance
barriers were identified as a theme. Different sub-themes identified under both CKD
screening and referral pathway. CKD screening and referral in Addis Ababa's primary
health care settings were undermined by multiple interconnected barriers. Without a
coordinated national strategy that prioritizes CKD at the primary care level, early detection

will remain rare, and most patients will continue to be diagnosed late.
7.2. RECOMMENDATIONS
Based on the findings of this study, the following recommendations are proposed.

For Policy Makers:

= National primary healthcare CKD screening and referral guidelines should be
developed.

= A dedicated CKD budget for primary care should be allocated.

= A national CKD registry and mandated referral feedback mechanisms should be
established.

= Paper or electronic record-keeping systems should be strengthened.

= Referral CKD diagnostic tests should be covered under health insurance.

= Donor funding for NCDs should be advocated.

For Practitioners:

= Areferral tracking system and feedback mechanism should be established.

= CKD educational materials should be available for both health care providers and
patients.

= Staff should be trained on clear patient communication about referrals and lab results.

= Health centers should be equipped with on-site diagnostics to avoid costly private labs.
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For Educators:

= Regular CKD training for primary providers should be provided.
= CKD educational materials should be available for both health care providers and

patients.

For Researchers:

= Large scale mixed method studies on the barriers of CKD across Ethiopian regions
should be considered.

= Medical record audits should be conducted as part of monitoring and evaluation
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9. ANNEXES

Annex 1: Consent statement

My name iS.................. I am from Addis Ababa University College of health sciences
department medical-surgical nursing. We would like to know health system barriers of
CKD screening and referral in your setting. The information you provide will be useful to
draw some conclusions, get lessons and possible recommendations to improve the
practices of CKD screening and referral in study area and in Ethiopia. Your kind
cooperation with honest responses to the questions will be vital for the overall success of
the study.

You have been selected to participate in this study because you are a [healthcare
provider/facility manager/policy maker working in this setting and high risk patient. To
answer the interview questions, it may take about 45 minutes and discussion group take 1
hour of your time. We will audio-record the interview or group discussion with your
permission and also take notes to make sure we capture your responses accurately. There
are no physical risks linked to taking part. However, some questions might cause slight
discomfort or prompt you to reflect on challenges you face in your work, so you are free to
skip any question or stop participating at any time. You will not receive any direct personal
benefit from this study, but your involvement will help generate evidence that can inform

improvements to CKD screening and referral policies and practices in Ethiopia.

Your participation in the study is voluntary, and you will not be affected in any way if you
decide not to participate. If you agree to participate, you can skip any question you do not
want to answer without any consequence. You may also withdraw from the study at any

time without any penalty or loss of benefits to which you are otherwise entitled.

Your responses will be kept completely confidential and any personal identifying
information will not be used in any of the dissemination materials that will be produced
under this study. The data collected and results drawn from the study will not be used for
any other reason than the study’s purpose. We will protect the anonymity and
confidentiality of respondents in this study. If you have any questions or concerns
regarding the study and the interview, we welcome you to contact Simbo Tafa via email:
simbotafa5@gmail.com or phone: 0917463785
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Annex 2: Interview Guide: Health System Barriers to CKD Screening and Referral in PHC

Date: / / Name of research assistant:

Item Code: Name of health institution:

Socio-demographic characteristics

Instructions: Provide responses as per the item raised to you during the interview. For each
open ended question provide freely your response, and your responses will be audio-
recorded for better understanding your say. We are trying to understand what makes it
easier or harder for people to get screened for kidney disease. Your experiences are very

important, and there is no right or wrong answers.

s.n item response
1 Institution
2 Age |- years
3 Gender as observed 1 male

2 female
4 Educational status
5 Profession

Part I: Service Delivery

1. What do you think about the burden of CKD on high-risk patients (DM, HTN) in
your health facility? Probes: Do you often see patients with advanced kidney
disease? Do you think that early detection is common in patients who are at high
risk?

2. How important do you think early screening and timely referral are for CKD
management? Probes: What benefits do you see in early detection for the high-risk
patients?

3. How do you describe the referral process for patients suspected or confirmed of
CKD in your facility? What barriers affect smooth referral? Probes: Costs, distance,

poor communication, limited capacity at referral centers?
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Part 11: Health workforce

1.

3.

Are your facility’s healthcare staffs well-trained to do CKD screenings and
understand the results? Probes: Do they know how to use urine dipsticks and
interpret creatinine/eGFR?

Have you or your colleagues received any specific training or updates on the
guidelines for CKD? Probes: When did you last get training?

What challenges do health workers face in providing CKD screening and making
referrals? Probes: Staff shortage, heavy workload, lack of confidence, lack of

specialists?

Part 111: Health Information Systems

1.

How are CKD cases recorded and reported in your facility? Probes: Paper-based?
Electronic?

Is there a reliable system for tracking patients across referral levels? Probes: Do
patients get lost in the system? Are referral forms returned?

What challenges do you face in documenting and sharing patient information?

Probes: Missing forms, lack of IT systems, no feedback from hospitals?

Part IV: Medical Products, Diagnostics, and Technologies

1.

What diagnostic tools and laboratory services are available in your facility for CKD
screening? Probes: Urine dipstick, serum creatinine, eGFR calculators, ultrasound?
Are these tools consistently available and functional? Probes: Frequent stock outs?
Lack of reagents?

How adequate is your facility’s infrastructure to support CKD screening and

referral? Probes: Lab capacity, equipment?

Part V: Financing

1.

How are CKD-related services financed in your facility? Probes: Government,
insurance, out-of-pocket?

Are there financial barriers (for patients or facilities) that hinder CKD screening
and referral? Probes: Cost of tests?

How do resource allocation decisions affect the availability of CKD services?

Probes: Do NCDs get fewer budgets compared to infectious diseases?

Part VI: Leadership and Governance

1.

Are there national guidelines for CKD screening and referral available in your
facility? Probes: Printed copies, posters, digital guidelines?
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2. How well are these guidelines being followed in practice? Probes: Do staff know
them? Do they use them?

3. What challenges make it difficult to implement CKD guidelines? Probes: Lack of
awareness, unrealistic recommendations, workload, lack of support?

4. What policies, leadership support, or administrative issues influence CKD service
delivery? Probes: Role of f managers, district health office, Ministry of Health?

Part VII: Recommendations

1. In your opinion, what changes or improvements are needed in the health system to
strengthen CKD screening and referral in PHC? Probes: Infrastructure, workforce,
supply chain, financing, training?

2. What strategies could make CKD screening and referral more sustainable? Probes:

Integration with other NCD programs, community education, policy change?

52



Annex 3: Focused group discussion with high-risk patients screened for CKD.

Hello: My name iS............ccooiviiiiiiiiiiiiiiiii e I am research data
collector for AAU researchers. My role here is to facilitate and record your discussion on
health system barrier on CKD screening. Your participation is subject to your personal

choice. Participants: High-risk patients (e.g., those with hypertension, diabetes, family

history of CKD, HIV, or older adults).

s.n WHO Health System | Interview Guide Questions and its Probes
Building Block

1 Service delivery Have you ever been screened for kidney disease at your health
center? What was your experience? Are CKD tests (urine, blood
pressure, creatinine) available at your nearest facility? What
challenges do you face in getting these services (distance, waiting
time, lack of tests)?

2 Health workforce Do health workers explain CKD risks and screening to you? Have
you noticed health workers being too busy or unavailable for CKD
checks?

3 Health information | How do you usually receive health information (health workers,

system community meetings, and media)? Have you ever been told about
CKD screening test results clearly? How do you feel about your
health information record and being followed properly?

4 Medical products, | Were all the tests you needed for kidney functions available at your
diagnostics, and | facility? Did you face delays due to lack of equipment, supplies, or
technology lab services? How do you feel when you are told to get tested for

CKD outside the facility?

5 Financing How much does CKD screening and related services cost for you?
Do you or others avoid testing because of high expenses (transport,
lab fees, follow-up)? Would free or subsidized screening make a
difference in your willingness to test?

6 Leadership and | Have you ever been referred to another facility for CKD care?
Governance ( referral | What challenges did you face during referral (unclear directions,
system) paperwork, and transport)? Do you feel there is good coordination

between your health facility and referral hospital?

7 Closing What would make CKD screening and referral easier for you and
others in your health facility?

I have finished my questions. Let me give you a chance if you have anything you want to
add that you did not mention before closing our discussion. | greatly appreciate your

willingness to help with this research. Thanks so much for taking the time to talk with me.
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AN¢ 1: P4 P L77F apoAsk, (Consent Statement)

N £NAQAz PAPMUt NAGA ANN RLACAL PMS ALTN NAE PAPELPT

MT 1CA 79 A&A 10 NACAP +29° @A PADT PHrAAF NAF (CKD) J°CaRs AT
PLALA Y8T AL PA PMA ACYHT ATR4FTT ATIDP ATLAIAY: ACNP PORAM-T
a/8 P+MAE EIPEMPT AR AMREZAT FIRYCETT AGRSAIR AT NMGF AhNND-9°
P71 NATEEP PHRAAT 9RCaRL AG PLLG-A ANGCY ATIARA PaR/8. gRRZ-YANTY
ATIBLN M, LIPTA: AMPEPE PAUAM-T 9% JRAR AT PACNP &7 +NNC AT+
AMPAL ANTF DAT j-:

APA-PMEE M PEPTF JPAN ACPAMT 45 Lo PUAT AD-LL7F &+ L979° 1 ST PUA
1 ADNE 2FAA: NG+ AL MRA+E d-f NA-A NLNP 4SS AL PHRALT jO-E
AMA+E NLLAT NAYIF@M-g° dby7e RRI8.9P: AMRA+E N+AdRaDT  dDADAf
PAHLLATTT MITD-II° MPR PA JRIIR $L:aD (Fi 3 TAG BFAN: PACAP JOAT ap
Na>A NBADC LMNPALI MIFDIIR GAAN PTRAL BZE NHU mFF NG NTLHIE
PGt Mt MADELPT AL MPID AL AEMATC: NG+ PHANANT TRZEPTF A
P+1F OMPTF NG+ GAT M6 AALA ATYITM-I° IONTPF MPIR AL AL M-AJO: PHU
MGE +AFLPTT MYIF AT ANADELPIT ATMNSATE DA DT+ DLIR NA PA-TOM LR
MITm-I° mPE ®LI™ NPt hAPF AN F47 (Simbo Tafa) NATRLLA:
simbotafa5@gmail.com @L9® NNAN: 0917463785 T3 Tt LFAk:

ANZ 2: PPA-ODM LS anan/ f: (MG MNLLPTF PNAAT NAF FOCARL AT LE.-A AL Piv
PMS ACYT ATP4TT

%= // PIRCIC LST Nho™:

Pam AP h e (Item Code): PMg +Eea> Hgo:

TMYNEGP AT NI-UHNP Ao/ 8 PF

anan/ e: NPA-OMLE MPF AT+ DPRPTF IRAR LAM= AALTSTS N&T M P
FPARPT N197F LAARI PPARP N+AA Uid ARZEF ANA NEIRE P+dlR LUPTA:
NPT AMPAAT NAF JoCARL AT8.PLCT PARLPARFER LTS ATP4T POV 170F7
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AGRZE8F APAPNCT 10x: PACNP +9PAC NMTP ANLAT 101 Thhd MLID NU+T PaRNA

aoAN PAGD::

+.¢ A IC anAN
Ptdgn g
g Qani
P ATRHIAR 1M

2 Lt

PrIRUCT BB
ao-p

&4 1: PA74A1F ANMD (Service Delivery)

1.

MG +LBFe AP NE+T +IA6e NP FNPTF (PANC UTRGRE PRI 94 )
AR PAD- PNrAAF NAS (CKD) ehuG 927 RAPAAA?

o MAPT PATFM HPEPTF (Probes): PAP 828 AL PLZA PRAAT NAS
PANFDT FhAPF NNHE POA? N&+T +IAe NP FNTPF AL
NAF@T ANS LR AOAPR PHATDL J0- NAD- PANA?

AP LR GRCARL MEL) AT NDF+ LE.LC &L ANPAAT NAF ALPH o7 PUA
ANEAT £APNAPFA?

o Probes: AN&+& +JAs FhAPF NAFOT ANPEI dPAPT 9P7
MeIeF Ant?

N+tLMFY oA PHrAAT NAZF ATSANTFD A+MIMs MLI® A+ZITMNTFO-
FNOPTF PLLLA LoET ATLT BIARFA? ANAN PL44A 181 AR ATP4T
POU T TRILT TR

o Probes: @eh? CPTi LMY PARIGE HET NLLLA TONAT PAD- @™-N7

h$gR?
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N&a 2: PMs PAM- 324\ (Health workforce)

1. P+RMFU PMG NGHET PRAATY JRLARE ATELT AT B-MkY ATRLST N
NAMET AAF@-?
o Probes: PA7TF goCavs. (dipstick) A&t ATRMAMPA™ AG P4t
($creatinine/eGFRS$) @Mt A8+ AL+ A PO PA?
2. ACNP mLI™ PNs NALLNTFP DA MFAAT NAZF aeans pPF (guidelines) +AP
NAMT MLI° TARL A3 TH3A?
o Probes: A@®ghnZA 1H NAMST P7FF dBF §M-?
3. PMT NEHET PrAAT JPCaRs APLCTH AT L4.4A &S T°T hETT +18CFT
PIMITFPA?
o Probes: PA&tE AT NE+HE PAG BLTT N¢-N R+TIART aYMtT PAR
NAT>PPF AMLT?

A&A 3: PMT a°/8 (9T (Health Information Systems)

1. N+LTU PAAT NAF +MEPT aOLE AT RAPHINA AT L7°CF £82747
o Probes: N@Z$T+ AL P+aRAL+? NhFP T+ (Electronic)?
2. NPT N+HALR PLLLA BLEPT ATPNF+A Pa9PATA ANTTIT ACYTF AA?
o Probes: FhN@PF NYL+t MND EM&A? PLLLd 2T +IPA+D-
RADAAA?
3. PFNMPTY /B NARARHI) AT NMRILT 218 IR ARYT 180T
PIMA™PFA?
o Probes: P$RT MOm&FT PAICCTMAYT HAFAE (IT) NCYT Amt:
NEATHAeF INL-TPAN AATITH?

A&A 4: PANTRT MPTi PIRCADL. APY/PPF AST tNFAEPT (Medical Products,
Diagnostics, and Technologies)

1. ADAAT 9oCave. N+2aqFU 97 ALYT PIRCADZ. dPui/PPF AGT PANGTE
AT T 15 A?
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o Probes: PAYF 9°Cans (Urine dipstick)? P9 Astiy  (serum
creatining)? P $eGFR$ NAFTT AATLAMTL? ATHU dPYlPPF FALH
215Kk AT BWAA?

o Probes: t£997 P9N%F AmlF (stock outs)? Ph.anAT (reagents)
AMLT?

2. PHRMTY Wl H-ATF PHAAT FPCARELT AT LE.4LAT ATPRIE 9P PUA N
;-7

o Probes: PANGTZL hPIRT ADu PP T?

N&A 5: 4.£97N (Financing)

1. N+RMFE NAAT NAZF IC P+PPH A4 T AT NTTHAN £LI4A?
o Probes: N9 +%i NMS a7 (insurance)? hzhaam- hh (out-of-
pocket)?
2. PIPAAT JRCARLT AT 2E.6AT PAPRI®P4 P1THA 1h ATP4PT (AFha P+
MEIP AtLam-) kA2
o Probes: PFRCARLPTF P J?
3. PUNT £AEA @ALPTF NFAAT A1AT APCNT AR ATET +&0F PALLA?
o Probes: +AAL NAUF NAFPF (NCDs) £4% +AAL NAFPT h&et+sd NEF
P15 A?

N&A 6: A0P¢-C AT ANT8LC (Leadership and Governance)

1. Nt-® PRRAAT JPCARL AT PLELA TPARLPPF NHRIGTF 75 A7
o Probes: PF+am> 8 PF: 7A+CF 8,8 ) aOdDL PPF?
2. RIHU aeanZePF N+NC 927 PUA AP++INS 107
o Probes: N +&F PO-2FPA? LMPT>NFPA?
3. PHRAAF aRang PPFTY +oNGP ATIL L TOF ARYT +I8CFTF Ak?
o Probes: PI7HN T9IAT NAD-7F Plk FNZ-YANTE PN ewGT PLI&
AMLT?
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4, PFPE 7ANPT PAORALLC BIRT MEI® PANTSRC 80T NNAAT ATA1AT
ANMM AL +20F PALEA?
o Probes: PANT8ELPTFI PMLE MT RMLF N+ PMT MNP TLNEC
me7?

A&A 7: °nZ-YANTF (Recommendations)

1. NACAP ANHLPH: NMST MNLPT PhAAT JRCARLT AT LE.AT ATIMSNC
NMS ACoY+E O-ND 9°F GL7F ADMT MLI® HARPPT PNLAINA?
o Probes: @W/+-AT9F: PAM JRAT PARCNF ATAATE 425N NAMT?
2. PRAAT FRCARLTY AT LL.LAT HAR ATIELT T2 G27F NATT A TG £TAA?
o Probes: NAAT +AAL AP NAFPTF (NCD) TEILIT IC MPGE+T
PIUNZAN TIRUCTT P7AN AD-M?

ANS 3 PIRAAT JRCARL MR NEHE +IAG FhAPF IC PR PHNCE MET
-2 2% (FGD)

AAgR: g, 2NAA: AL ARSN ANN RLNCA T +aR4TZPTF Pan/E ANAN,

75 PR UG PRRAAT IRCARL AR NAA PMS ACYT AT$P4FT PIRFECTHTT -2 0%
mae FF+ A ST 10 +NFRP NIA TPCHRP AL P+HMAL+ M-

+AFLPF: NEHT +IA6m PP FNTLPTF (ATPAA PRI @14 NLCT PRL+NAT PIFAAT
NAF F20 PAFET AT AR.MA (HIV) PANFE MLIR Al M- P):

+.& | PWHO Pm5 NCYTF | PPA ®PMELP MPEPTF AT MmTNL MPEPF
NCU+ A4

1 A1AAF AP@am | IMS TMOhA @Nm PhrAAF NAZF (CKD) 9PCans.
AECID PM-PA? ATREP oY RADNA INC? NEPCA
N7TM- PMT +29° PCKD JPLaRLPF (PATHE PRI
94+ PhLtLT) AN? ATHUT ATA1A%T AT Tt 907
9Lyt FACT PINA>PFA? (CTE PPN LHT
PIRLADL AT
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PMmS NA™PPF
(Health Workforce)

PMS NAT>PPT AA CKD NI +F AT FPLAR¢ ANEALTT
PNEGAPFA? PMT NAT>PPTF NG NHE IoATPF
DL NAA 9P+ ACKD 9PCaRs. AT2MLTTH
ANTOAPA?

PMS a°/8 ~CYYT
(Health Information

System

PMS ARZEPFT ANHG@T 1H PP FF NPT AOY1L
12 (MG NAT™PPTE NAgYNZAN ANANPT mEN
nag.8 0?) PCKD 9°CaRs MMAP NIAR +i1oCPH
PO-$A? PMT RLEP KPPH AT ATFTA PELINT
Ut AT+ 2ATIPFA?

goCHFs
KAeYF  gRCADLPT
AT FNTAE

Phhgeq

ADFAAT ¢ gocang. P PRLAT AR oINS+
N+ed> @AM LIFA? NARYAPT N9IN%YTF Mg

NANGTS  ATAIRT  AMdT  9°RTPT dRHPY
AIMPPT Pa-PA? PCKD LALLM NHRA™ M-6hs

(AA NF) A18.PECT AT74 Y BATIPFA?

4£257N

ACKD 9RCa0s AT A+PPH ATAIATT 907 PUA Db,
POMA? NN&+E meh, (PHEINTCH PANGPE N&P:
PATTA Ben) TPNTLT PR PARLPLECT NPT
AXR? R1A%eE N19 LI N$PTA NPCN Adeaecaoi
PAPF HINATT LEBTPLA?

AODLCS a7yt

ANt+8LRC

ACKD Mhh9ee M AA +29° +AND (C4LC +NADY)
PO-PA? NLdLA 18F @PF 97 GRYE ForT
AIMMM-PFA? (AR PALT aRan/ Pt PAYL HE+:
FEINTCEF) NMG +20™ 4G NL4A PNTHA aPhhd
PAD- $78F 9o RADNAA?

aeHLe

NMS +£9°P @A PCKD JoCARL AT PLAL4 1R+T
PAN ATIEL TP NLBLT BAAN £AN?
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JC AGRYIC L AANMET NMIR AARA9G A

60



