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Marc J. Richard®, Sara L. Eppler?(?), and Robin N. Kamal'?

Abstract

Background: Surgical outreach trips to low- and middle-income countries have been increasing. Outcome collection
on these trips, however, has been inconsistent and often incomplete. We conducted a qualitative study of surgeons,
administrators, and patients to identify the barriers and facilitators to outcome collection on hand surgery outreach
trips to Hospital 175 in Ho Chi Minh City, Vietnam. Methods: A purposive sample of surgeons, administrators, and
patients from Hospital 175 were interviewed about their beliefs regarding outcome collection. We used a semi-structured
interview guide based on the Theoretical Domains Framework to systematically explore barriers and facilitators. Interviews
were recorded, transcribed, and analyzed using content analysis. Beliefs underlying similar responses were identified and
aggregated to describe barriers and facilitators of outcome measurement. Results: Twelve surgeons and administrative
staff (3 visiting and 9 local) and 5 patients were interviewed before saturation was achieved. All stakeholders believed
outcome collection on hand surgery outreach trips is important. Barriers identified were primarily related to environmental
context and resources (eg, cost of returning) and memory, attention, and decision process (eg, difficulty in remembering
patient follow-up intervals). The most commonly identified barriers address the distance patients live from the hospital/
clinic, the resources required for them to return, and the lack of an organized system to assist in follow-up. Conclusions:
Multiple barriers to outcome collection exist at Hospital 175 in Vietnam. Understanding these barriers informs context-
specific implementation approaches to collect outcomes on hand surgery outreach trips, which may improve the safety
and quality of care provided.

Keywords: global surgery, outcome measurement, outreach trips

Introduction care provided during an outreach trip is of high quality are
paramount to prevent loss of function and unnecessary pain
from surgical intervention.

It was more than 100 years ago that E.A. Codman con-
tended that the measurement and study of a patient’s “end

The global surgical burden is exemplified by the 5 billion
people who lack access to safe and affordable surgical and
anesthetic care and the notion that an additional 143 million
surgical procedures are needed in low- and middle-income
countries (LMICs) annually to prevent disability and save
lives.! As global surgical outreach, the practice of surgeons 'Sustainable Global Surgery, Palo Alto, CA, USA
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important for organizations to assess postoperative patient 5Duke University, Durham, NC, USA

outcomes. For example, it has been estimated that poor-

quality he?‘lth sys.t.ems result in mpre than 8 m1111.0n deaths Lauren M. Shapiro, VOICES Health Policy Research Center, Department
annually; in addition, “poor-quality care” has since been of Orthopaedic Surgery, Stanford University, 450 Broadway Street,
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results” were entrenched in our professional role.* Although
initially ostracized for his views,** outcome measurements
have become standard in countries with robust resources.®
Today, collecting patient outcomes postoperatively is
central to ensuring patient safety, improvement in patient
function and pain, and informing improvement efforts. For
example, you cannot improve what you do not measure.
Outcome collection, however, is challenging, even in
robust health care systems where collection mandates exist
and reimbursements are rewarded or withheld based on
collection.”!” These challenges are magnified on surgical
outreach trips to LMICs where resources are scarce and the
context of care delivery varies. Prior work has demonstrated
that outcome collection is lacking not only in quantity but
also in quality as LMICs and organizations sponsoring out-
reach trips collect few outcomes and those that are collected
are of poor quality (eg, lack of follow-up period or type of
facility reported).!!

While all stakeholders recognize the importance of
ensuring patients demonstrate an improvement in their
health after treatment through outcome collection, imple-
mentation of such collection remains low on outreach trips.
This may be due to several barriers (eg, cost constraints,
difficulty in locating patients) or influenced by facilitators
(eg, short surveys, electronic survey implementation).>!!"1>
As such, identifying determinants of behavior that influ-
ence the collection of outcomes is a recommended step to
develop interventions and tools to ensure patient safety and
high-quality care.'®'® Our purpose was to describe this pro-
cess to inform quality improvement efforts, in addition to
developing methods for other organizations similarly pri-
oritizing patient outcome collection. To this end, we used a
qualitative approach to explore surgeons’, administrators’,
and patients’ beliefs about the collection of outcomes on
hand surgery outreach trips to Hospital 175 in Ho Chi Minh
City, Vietnam.

Material and Methods

Participants

We conducted a qualitative study of 12 surgeons and admin-
istrative staff (9 local and 3 visiting) and 5 patients from a
hand surgery outreach trip to Ho Chi Minh City, Vietnam, in
February 2020 (n = 17). As a quality improvement initia-
tive, institutional review board approval was not necessary.
Local and visiting surgeons and administrative staff were
identified as those participating in patient care on the surgi-
cal outreach trip. Patients were identified as those receiving
surgical care by the visiting and local surgeons on the surgi-
cal outreach trip. Surgeons, administrative staff, and patients
were approached for enrollment and invited to arrange an
interview. Interviews were conducted with the assistance of
a certified interpreter when English was not the primary

language of the surgeon, administrative staff, or patient. We
assured physicians, administrators, and patients that their
participation and responses would not affect patient care or
an organization’s willingness to return.

Data Collection

We used the Theoretical Domains Framework (TDF) to
develop an interview guide to understand the targeted
behaviors on collecting patient outcomes at Hospital 175.
The TDF is a conceptual model developed to identify influ-
ences on the behaviors of health professionals and provides
a theoretical lens through which to view various behavioral
influences.'® It is commonly used to explain implementa-
tion problems and inform the development of theory-based
behavioral change; it has been applied to the field of ortho-
pedic surgery (eg, to identify factors influencing compli-
ance of diagnostic imaging guideline recommendations, to
identify barriers and facilitators of orthopedic surgeons’ use
of decision aids)'??' as well as in the implementation of
electronic health records in LMICs.

Semi-structured interview questions were generated
based on each domain of the TDF in consultation with
experts in TDF, hand surgery outreach, and outcome
collection and were informed by previously published
research®®11,1520:22° (Table 1). These questions were
adapted to apply to each stakeholder group. Open-ended
follow-up questions and probing questions were used when
necessary for further clarification.'®? Interviews were
prefaced by stating that the researchers were interested in
understanding barriers and facilitators of outcome measure
collection on hand surgery outreach trips. We did not select
a specific outcome measure, nor did we define what kind of
outcomes we were inquiring about. When questioned, we
described outcomes as any type of follow-up after surgical
care on a hand surgery outreach trip. Table 1 illustrates the
interview outline, which was adapted for administrative
staff and patients.

Interviews were conducted by 2 members of the team
with experience in qualitative interviewing (L.M.S. and
S.L.E.). Interviews of each stakeholder (surgeons, adminis-
trative staff, and patients) were conducted until saturation
was reached, meaning no new beliefs or attitudes had been
elicited, and in accordance with accepted methodology.'>1%24
All transcripts were transcribed for data analysis; patient
identifiers were removed, and all records and transcripts
were stored ensuring Health Insurance Portability and
Accountability Act compliance.

Data Analysis

Three stages of data analysis were conducted in accor-
dance with an implementation approach using a deduc-
tive process.? In phase 1, 2 researchers (L.M.S. and S.L.E.)
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Table I. Theoretical Domains Framework Interview Outline.

Domain Questions
Knowledge What are outcome measures?

What does outcome measurement mean to you?

What are your thoughts on measuring outcomes?

What are the intended purposes for measuring outcomes?
Skills Were you trained to measure outcomes?

Social/professional role and identity
Beliefs about consequences

(anticipated outcomes)
Intentions

Memory, attention, and
decision processes

Environment context
and resources

Social influences (norms)

Emotion

Behavioral regulation
Beliefs about capabilities
Optimism

Goals

Reinforcement

What skills are needed to measure outcomes?

In what ways do you prepare to measure outcomes?

How do you measure outcomes?

Do you feel that measuring outcomes is part of your job?

What are the disadvantages of outcome measurement?

Does outcome measurement affect care?

How important is outcome measurement?

How likely are you to measure outcomes in the future?

If it were mandatory to collect outcome measures, what would you do?

How did you remember (or remind yourself) to measure outcomes?

Does anything make this easier or harder?

Is this something you do routinely?

What do you need to measure outcomes?

Where do you measure outcomes?

How do you get there?

How convenient is this for you?

Are there any barriers to getting there?

Are there any facilitators to getting there?

What resources do you have to support outcome measurement!?

How is your environment favorable or unfavorable to outcome measurement?
What would the ideal outcome measurement collection system look like?

Was there anything that facilitated outcome measurement?

Was there anything that got in your way of measuring outcomes?

Are there people, organizations, and so on that influenced your decision to arrange
for measuring outcomes?

Do you know other (people, companies, etc) that measure outcomes?

What does your community or your peers (people or organization) think about
measuring outcomes?

How do you feel about measuring outcomes?

How do you feel after outcome measurement?

How did any beliefs or values you have influence your decision to measure outcomes?
Were there any things you had to do in preparation for measuring outcomes?
Are there things in your life/organization that make outcome measurement difficult?
How confident are you that you can measure outcomes for your patients?
What are the benefits of outcome measurement?

How often is doing something else a higher priority than measuring outcomes?
What are your goals for measuring outcomes?

What are the incentives (or disincentives) to measuring outcomes?

independently coded interview transcripts by classifying
each response into 1 of the TDF domains (based on prede-
termined, literature-based definitions adapted to the study
context).?® Pilot coding consisted of an independent coding
of 5 transcripts. The 2 coders compared their results, and
domain definitions were refined. The 2 coders subsequently
coded all transcripts independently.

In phase 2, belief statements were generated based on the
coded interview responses (eg, adequate technological sup-
port tools or lack thereof affect outcome collection) such
that statements could describe similar responses from

different stakeholders. Belief statements were reviewed by
a third researcher (R.N.K.).

In the final phase, domains and belief statements most
likely to influence behavior were identified based on the
frequency of domains and beliefs across transcripts and the
perceived strength of the belief in influencing the behavior.

Results

On our second trip to Hospital 175, we interviewed 9 local
surgeons and administrative staff, 3 volunteer surgeons, and
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S patients. Across the 17 interview transcripts, 319 phrases,
representing 31 specific beliefs, were coded into the 14
domains, according to the TDF. All the 14 domains were
identified as relevant. Table 2 illustrates the domains of the
TDF with belief statements, example quotes, and frequency
counts. Table 2 summarizes the specific beliefs that were
identified within each theme, if each belief represented a
barrier, facilitator, or both (depending on how it was
viewed), and the frequency of each domain and specific
belief was mentioned.

The most common domains driving behavior included
the environmental context and resources, memory attention
and decision processes, and goals. The most frequently
cited beliefs that affect the ability to collect outcomes
include the availability of staff and resources, the goal of
outcome collection (being to improve the health and well-
ness of patients), and the presence or absence of adequate
technological support. Other commonly cited beliefs
included that the doctor, patient, or family member has to
remember to follow up, the presence or absence of interpre-
tation services or cultural differences, the resources avail-
able to the patient (eg, social support, insurance), and the
distance the patient lives from the location of follow-up.
Specific quotes that serve as examples to illustrate these
beliefs are illustrated in Table 2.

Discussion

Despite the known importance of measuring postoperative
surgical outcomes for the purposes of accountability, pro-
viding high quality, safe care, and improvement efforts, the
execution of such collection is challenging in LMICs. This
study identified barriers and facilitators of outcome collec-
tion that can inform future efforts to implement structures
and processes for outcome collection at Hospital 175. While
the results of our study are not generalizable to all LMICs,
many of the noted barriers to outcome collection are likely
a common theme in other LMICs (eg, lack of adequate tech-
nological support tools). Moreover, the methods we used to
understand barriers/facilitators within this local context can
be applied by other organizations participating in outreach
in other LMICs.

The most frequently identified barriers were related to
environmental context and resources as well as memory,
attention, and decision processes. Our findings not only
support previously described barriers®!'!*!° but also provide
an organizational framework within which to understand
outcome measure collection and implement change. Com-
monly cited barriers included the lack of resources of both
surgeons (eg, time, administrative support) and patients
(eg, time, money, insurance, health, social support) and the
lack of an organized, standardized data collection protocol
and/or system. Representative phrases describing the lack
of resources include “[some patient] live like 1000-2000
miles away,” “some patients are very poor so they can’t

come to the hospital,” and “I have to do that [outcome col-
lection] on my own.” Many quotes describe how patients
receive a piece of paper on discharge with their follow-up
information or how surgeons have to remember a specific
patient’s procedure, contact information, and follow-up
intervals.

Notably, all stakeholders described outcome measure
collection on hand surgery outreach trips as important. Rep-
resentative quotations to illustrate this include “I think that
following patients after the operation very important. It
contributes to the success of the operation” and “I think the
measuring outcomes, besides operation, measuring out-
comes play an important role in the treatment for the
patient.” Despite these ideas being universal throughout
stakeholders interviewed, outcomes were not consistently
measured on outreach trips to this specific hospital and are
not routinely collected on outreach trips in general. In a sys-
tematic review of literature on the quality of essential surgi-
cal care in LMICs, Saluja et al found that studies related to
orthopedic surgery were unlikely to report on any process
measures (odds ratio [OR]: 0.08), mortality (OR: 0.38),
safety (OR: 0.27), and equity (OR: 0.54), in reference to
those studies evaluating “multiple categories of surgery”
illustrating the gap in outcome collection.

The lack of a centralized, searchable, and semi-auto-
mated system to assist with outcome collection represents
an opportunity. Accordingly, many surgeons mentioned the
role technology could play in facilitating outcome collec-
tion, “So in the future we will have digital data and when
we can easily tie to them the observation and we will tack
on the information and observation, it is good for us to
follow the patient.” In developed countries, the implemen-
tation of an electronic health record system has been dem-
onstrated to increase the rate of outcome measure collection.”
Although not only for the collection of outcome measures,
Quinn et al developed the Surgical Quality Assurance Data-
base (SQUAD) to collect patient-reported data (throughout
an entire episode of care) in Uganda.”’ In a validation study,
93% of patients were captured by SQUAD over a 2-week
period. Tools, such as an electronic health record, may rep-
resent a potential solution for many of the barriers identified
in this study.

While not mutually exclusive from the above barriers,
many phrases discussed the lack of a team or surgeon
extenders that may assist with outcome collection (both in-
person and remotely)—“We don’t have much general prac-
titioner. But to my way of thinking, the general practitioner
is very important because the patient can get close to the
GP, more than the specialist, after the surgery.” Solutions
that connect and encourage integration of members of the
health care system and/or task shifting (eg, delegating
responsibilities that are typically assigned to higher special-
ized workers to lower specialized workers and/or the use of
an electronic health record system) may improve access to
care for the purpose of outcome collection.?®?’



(panunuod)
juaiyed
33 MOJ||0} 03 SN 10} PoO3 SI I ‘UOIIBAIDSGO PUB UOIIBULIOJUI SY3 UO D€}
[|IM 9M pUB UOIBAISSQO 3 WY) 01 33 A|ISEd UBD dM USYM pue eIep [edIp
SABY |[IM 9M 3J4NINJ BY Ul OS "N J10J 199)49d AISA 3G pjnom 3| “Sulyakiand
‘A103s1Y IN0GE ‘YA ‘1D "423ndwod ay3 uo juaied e IJnOge UOIIBWLIOUI |[& JO) "UOI123[|0D SWOIINO 1D3YE JORUdY]
3 Suiyoaeas ‘uaned ay3 uo Youeas ued am ji| SUIYIBWOS WIISAS B Op 01 dAO] | 39| Jo sjoo3 1ioddns [es18ojouyda) a3enbapy
pJaey AJaA s 31 pue ‘llom Buijaay aue
/ 10BIUOD JJO IND A3Y1 ‘JUBM A3U3 UOIDUNY JBYM dASIYDE sjualed uaym Sulyl | Aaya j1 Auessadauun si dn-moj|oy |99} saualred
SJOM [|IM 3] SUOIIBPUSWIWODA S10120p 03 Jueldwod ‘Juelidwoduou sswswWos aJe siusned (551) s@24nosau pue
/ aJow 3q ued syuaned pue juaned ay3 d8einodus ued [edsoy ay3 ji 3qAel 9sned3q NP S| SaWodIN0o 3ud3||0D) IX3JU0D JUSWUO.IIAUT
‘dn-mo||o} 1o} Juaned
PaJaquIaWaJ SI 31 3JNS B O SIANE|D a3 ||ed Jo dn MO||0) 01 UBYM JaqUIBWAI O
0€ AW |21 ||IM | OS[e 91 Joquiawiad ued | os [[9m A132.4d Supjiom si Alowaw Aw og sey Jaquiaw Ajiwey Jo ‘quaned ‘ojdop oy (5¢) sessad0.d
Jaquinu 3Iqow Y3 JaqUIBWJ JOUURD ING Jaquinu S9WO023IN0 133|102 01 uolsI>ap pue
S suoyd ajiqow ay31 sw aAIZ Asy1 pue [eadsoy ay1 o1 o3 jusied syl sswnsWog elep uaned JoquiswaJ o a8eurwW 01 dARY | ‘uonuamne ‘Auows|y
sisay3 s Jasew Aw
4 'sIsayy AW Ysiuly 03 SSWODINO0 pauanseawl | ‘A3sJaAlun 3y ysiuy asnf | usaym og Joj pauinbau si 31 asnedaq saWw02IN0 323|0d |
Aj3uipJodoe syuawnsnipe
9>ew pue 3upjJom 30U a4 A3 JayIaym pue Sunom 3,43yl AYm ssasse pue Sujuaes|
z 91BN[BASJ ‘BUD|JOM J0U S,JBYM PUB SUDIIOM SIBUM JO SIDUBNU SYI UJBD| dM S ueisAyd yam djay suonasjjod swodnQ
sjuaiyed
8 aJed judired Joj 491399 sI 31 ‘syudined nok Mo||0) NOA USYM duIys | JO 2ued 33 dA04dwi 03 SAWOIINO 323|0D | (z1) suonuauy
aids 239 ‘s||pjs Aw
v Aw pue ||pjs Aw aAoadwl ued | ‘sl SAWOIINO UNSESW JO S3LIUBAPE I MUY | aroadwi sw sdjay eyep swodno undajjod)
-3u3i3ed SY3 18D DM ||IM MOY ‘Op M ||IM Moy Judlzed (81) (sswomno
92 WJIOJul 03 AUSWIBAI] DY) ‘UOIIBWIIOJUI BYI DAIDIJ JOUUED M ‘DUWOIINO pa3jedidiaue)
9y 2Jnseaw 3,Uop aM §| "Jualied ay3 40} JUSWILAI] DY Ul djod Jueliodw ue S$3|NSaJ pUE SWOINO JUBWIE.I) saouanbasuod
¥l Aejd sawod3no 3urinseaw ‘uonesado sapisaq ‘saWodINO SuLINSEaW Y3 MUY | 3Y3 $309y)e BIEp SWO2INO0 3Und3||0D) noge sja1jag
*3]0J uoaguns (5) Anuapi pue sjou
S ‘qol Jo120p a3 jo 1ued si 3| *10320p Y3 jo Ajiqisuodsad ay st dn mojjo} ay | J0 10320p & jo 3Jed S| UONDD||0d BWOINO [eUOISS)0.d/[BI20S
‘38 SUP|OO| 34,N0A SBWODINO JO puD)|
JeYM UO spuadop eyl SW O3 OS pue 10U 10 33pa|MOoUD] [BdIpaW Aue spasu S9WO021N0 129||0d O3 papaau
| uosJad ey3 JaYIaym si uonsanb ay| ;29 01 pasu 13s ||DfS JIBYI SIOP IBYAA 3JE S||D|S JeyMm puelsIapun 03 jueltodull si 3
"Ajisea Anaud S2WO023IN0 129||0
S SUOp 9q P|NOD 31 Julyl | ‘Uone|sue.) d3en3ue| 3Y3 JO [|D|S SYI WO} SPISE MUIY] | 03 pasn aJe 9dualIRdxa pue 93pajmoud| Jolid (9) sipis
‘[eaidsoy siya *MOU| A|3Ua.4Nd 3 UOp | JBYI UOIIID||0D
| ui 31 Aldde 03 Juem | 31 A13 03 JUBM | USYM pue sanbluydal Mau Y3 AJ1 01 BAO| | 9WO023IN0 JO SPOYIDW MU UIED| O) JUBM |
TN 4o Aed X aya ‘BuiSew ay3 ‘poos si uonow jo a8ued J1dY3 ‘pood si uonduny
JI3Y3 783 23D 03 dARY | ‘9SJNOD JO "IUSWIBIIY YDIYM JO D.UNIDE.) UDIYMm S9WO0D3INO 323||0d O3 pUE d.UNseaw
Sl uo spuadap 11 puy 's3nsaJ Suidew! pue [BUOIIdUN) 3G P|NOM I A|[BULIOU [|DAA 01 SJUSWIS[S JBYM MOU| JOU Op .10 MOW)| | (91) 28pajmouyy
Aousnbauy s|dwexg Jo119q dy1dadg urewop 4L

‘s3uipuly jo Arewwng °g a|qeL

1223



(panunuos)

S 9|qeuleIIE £|[B30) S 31 dUIYD | JUSPLUOD) "UOI129]|02 SWOIINO INOGE IUSPHUOD |93} |
‘paziue3.os|p We | 9sNed3q UOI3d3||0d (9) sanijiqedes
| *19zjue3.10 poo3 AJ9A B JOU W | "MOU>| 3,UOP | ‘PJeY S| 2WO023IN0 INOGE JUSPLUOD |33} J,UOP | Inoqe spleg
Aeme
Supjjem ,poo3 00| nok,, 3y Sureq waya 3e Sunjooj Isnf sueaw AjpAnesado ‘P32NpuUOd
3sod jusped ay3 uo Sulpunod ‘sa143uUNod JaY3o swos u| ‘AjpAnesado isod Ajpua.und s1 31 Moy wouy 93ueyd 03 pasu (7) uonen3au
14 uaned 3yl YlIM UOIIESISAUOD J93uo| B SulA_Y O) PaIedIPap Sh SpEBW 11 HUIys | [|IM UOI129]|0D SLOIINO IBYI DUBME WE | [eJolARYDg
‘uoid9||od
€ poo3 A1ap "poos 93} | ‘Yea \ awoo1no noqe Addey 1o poos |93} | (g) uonowsg
"UOI123||0d SWOIINO
"aAnJoddns auam Asyy 1eys eapi a9yl 103 | ‘0AnJoddns jou auam Aayy 10948 Aew ‘A|9A130adsad ‘IsOY 01 SJ99IUNJOA (y) (swaou)
¥ Jey3 suBaW 31 SUIYyl J,Uop | Inqg op A|jensn Jou Aew Asy3 Jey3 Suiyaswos s ey | 0 $.J991UN|OA 03 1SOY WO.) SIIUSN|JUI [BIDOS sadUaN|yUI [BID0S
"949A9s 3ulyswos 10u
SJ1 J1 T |2A9] 01 swod 03 9|doad a3einodud JUSWUISA0S 3Y) puUB WISAS a3
mou y3ry "aJ4ay3 [eaidsoy 7 [9A3] Ajuo si a4ay3 pue aduirodd ay3 01 03 ||Im
| A3y Ja1e| INq ‘|9A3| [e1D3ds U0 | [9A3] WOy JusWIBaL) 398 sjuaned Yl UBYAA *UOI123]|0d SWODINO 1d3Yje saldijod Sunsixy
"POO3SJapUN JUS1IEed DYl JOASIBYM 01 SSSWEBUIDIA
J13y3 uay pue ysijSug s>eads oym WeulIdlA Wody Suoawos ol ysijSug "UOI329]|0d SW0odIN0
ST 3upjeads sn jo asoyy wouy Yroq uone|sue.y Jadoud si uariueq 3sa381q ay3 duiyl | 10948 9OUIBYIP [e4NIND Jo/pue uoneldidiaiu)
[eadsoy ay3 03 awod 3 ued Aay3 os Jood AiaA "UOI1D3||0D SWOIINO 1d3Ye (239
w juaned swos ‘uaned sy §| Juaned syl JO SOIWIOUODD dY3 SI JOIDE) JAYIO Y| ‘9ouednsul ‘1u0ddns [e1D0S) S92N0SaJ JuIIRY
A193.ns ayy J93ye sijedads ay3 ueys auow
‘dD 9y3 03 aso)d 198 ued juaned ay3 asnedaq Jueliodwi AJaA si ssuonnde.d
[esauagd aya ‘Bupjuiys jo Aem Aw 01 Ing "Jauonnde.d [easusl yonw aAey
3,UOP SAA "UMO AW uo (UOIID3|Od SWOINO0) JBYI Op O3 dARY | ‘MOU Y31y
‘uonouny juaned ay3 1339|0334 031 djay |IM J031d0p A|iwey 3yl OF Ajiwey J19y3 'S9WOIN0 123|102 01 Al|iqe
01 5deq 08 Asy3 uaym juaied Y3 Jo aJed e [|IM J0ID0P AjIWe) B3 ‘|[IM Y aY3 $309ye d24nosaJ/yels 1ioddns [eadsoy
L€ Jey3 0s .10100p A|iwe) B 3|1 SUIYIBWOS dABY O PISU M 1BY) S| PUODIIS Y | pue ‘uepisAyd ‘suaquiaw weal jo All|Iqe|ieAy
‘leaidsoy aya 03 awod 3,ued Aoy eyl os Jood A4aA aJe syusned swog
"Aeme sa|iw 000Z-000| !] @Al (sauaned sawog) ‘dn mojjo} 01 sh 03 >oeq
W0 01 I NP AISA S31 WEUIBIA U] "dduelsip Suoj & s 31 [eaidsoy uno o3 ddeq uanned & yam dn mojjoy 01 Aljiqe aya
1T awod pue A2 Jayloue aAl| Aa3 Ji ‘sausned Jno jo 10| & Jey) Sulyl aqow sauQ $30944€ d1UI|d Jo [eadsoy Y3 wouy ddueIsiq
Aduanbauy s|dwexg Jo119q dy1dadg urewop 4L

(penunuod) ‘g aqeL

1224



-1ouonnoedd jessusd = 4o ‘AydesSowol paandwod = |5 ‘Buidewr durUOSI d1IBUSBW = Y| DMOMIWEL SUlBWO(] [B21RJ0dY | = 1 9I0N

‘Aem |njiamod
ISOW Y3 SI JUIY3 | JBY3 UO paseq YdeauIno anoA jo 3jA1s ay3 asnlpe o1
Suljm 2q 01 pue 1239 aAIIsOd B dABY 3,UOP .10 1033 dAnIsod e aAey 3uiop

"SJOIABYSQ SPENSSIP JO IDI0JUIDI

4 2.,no4 3eya s3ulya sy ey 2433 INO J|3s4noA and o3 ‘pueisiapun A|nay o] PUE 9jBJIOW 123)j8 ABW UONDII||0d dWOINO
padjay noA sausied Auew moy Aes Jo sdiiy sy uo o3 01 Asuow
ay3 asted noA djpy ued Jayie Aem swos ul eIep siy3 SulAey JBY3 SUly3 | puUe
| 2Jaymawos wo.y Asuow s 433 os 3 Suipuny st SunisiA a4,noA [eadsoy ay | *sadueUl AQ USALIP S| W02IN0 8ul3d3|j0D)
¥ Juanred ay1 mojjoy 03 sw aJinbau [eudsoy Aw pue 103dau1p Aw UYL | ‘paJinbau si sawodino 3undajjo)
's [eaidsoy Aw poo3 moy puslly JIdy3 [[93 ued 3y *(219 ‘po03 s a4ed aA19249d B3 I UINIBI
awoy ay3 03 >deq o8 ay uaym juaned ay| sJow pue aiow wayl djpy ued sjuained ‘Yanow Jo pJom) aaniny Yl ul
€ 9M PUE SN 03 >oeq saW02 3udiied Y3 ‘OWOIIN0 POOS BINSBIW IM UBYM OF SWIN|OA 3SBaUDUI ||IM SBWO2INO poos Suimoys (01) 2uswaduopuiey
3uaned ay3 Joj JuswiIea.l Y3 ul 9jo. 3ueltodwi ue Aejd sswodino Surinsesw
‘uonyeJado sapisaq ‘sawodIno Sulinseaw ay3 yuiys | ‘uonetado ay3 jo
$S920NS 33 03 $2INqLIIUOD 3| Jueriodwi 1A uonesado ayy Jayye syuaned
3uimol|oy 3eYa MuIya | “suemisAyd [edo] aya Aq awi JOAO 3|qeuleIsnS S31 JBY)
SUBAW OS[E J'Y3 INq 3J43Y3 3.4,N0A JBY3 >99M 3JBY3 40} Isn[ uraW 3,USSOP I3 ‘sjuaied JoO ssau|[oM pUE YI[eay ay1
9¢ pue |[ed2A0 aJed 3uanned sAocadwi 03 S| Yoea.3Ino dy3 jo [0S d3ewidjn Ay | aAo.dwil 03 S| UOI393||0d SWOdINO Jo [e0s By | (9¢) sjeon
‘Buiuaddey 'sjeo3 urelse djay [[Im pue 3saq Y3
11 st siy3 3eyy pe|8 w,| os Laiunilioddo a3ny e s 31 >uIyl | pue eapl Jeaus e s3| Joj S| sawo23n0 3UNd3||0d JBYI IDUSPHUOD) (11) wsiwndo
Aduanbauy s|dwexg Jo119q dy1dadg urewop 4L

(penunuod) ‘g 9qelL

1225



1226

HAND 17(6)

Notably, many phrases and sentiments represent both
facilitators and barriers depending on how they are framed
(eg, regarding the “distance from the hospital or clinic
affects the ability to follow up with a patient” belief—
patients living close to the hospital represent a facilitator,
whereas patients living far away represent a barrier). An
overwhelming facilitator was that most stakeholders
described the goal of outcome collection as improving the
health and wellness of patients. This facilitator, among oth-
ers, can be leveraged to implement outcome collection on
outreach trips.

This study should be viewed within the context of its
limitations. As this investigation was conducted at a large,
urban hospital serving the general public of Ho Chi Minh
City, Vietnam, and its large bordering referral networks, the
results may not be generalizable. This study, however, was
designed to study 1 health care setting in depth, understand-
ing the significance context plays in each system. It is pos-
sible these broad themes may be similar and transferrable to
those of other LMICs; however, this warrants further study.
If similar, these themes can be used as a lens through which
the barriers and facilitators of other systems may be under-
stood. We aimed to fully understand the issue at hand by
interviewing local and host surgeons and administrative
staff as well as patients. In addition, we understand there
may be other stakeholders involved (eg, patients’ family
members, general practitioners) whose beliefs may have
informed potential solutions. We did however reach satura-
tion with the interviews conducted. Finally, the solutions
presented here represent ideas to improve outcome collec-
tion based on high-frequency beliefs and in the context of
solutions presented or implemented elsewhere in the litera-
ture. These ideas must first be understood and applied in the
context of each setting.

Despite these limitations, the barriers and facilitators
identified provide insight and inform future implementation
efforts. For example, the development and implementation
of an electronic health record system and/or the usage of a
short message system platform to collect patient data may
help circumvent some of the aforementioned barriers and
improve outcome collection. Additional solutions may
include having a dedicated team member (either local or
visiting) who is responsible for outcome collection or the
collection of general practitioner contact information for
future data integration. The implementation of these strate-
gies, however, relies on understanding the context.

Despite the notion that outcome collection is important
for the provision of safe and high-quality care, it is not rou-
tinely performed on hand surgery outreach trips to LMICs.
Many barriers exist, primarily related to environmental
context and resources and memory, attention, and decision
processes. Understanding such barriers and the framework
domains in which they exist allows for the development and
implementation of novel and multifaceted approaches to

enable the collection of outcome measures on hand surgery
outreach trips to ensure safe and quality care delivery.
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