
[bookmark: _Hlk150092585]Supplementary Material
Strategies to promote adherence to clinical recommendations for chronic diseases in primary healthcare


Supplementary Material

Detailed Methods	2
National context	2
Primary health care	2
Secondary and tertiary care	2
Key health system reforms	2
Table S1. COREQ (COnsolidated criteria for REporting Qualitative research) Checklist	4
Table S2: Recommendations for the Conducting and Reporting of Delphi Studies (CREDES).	7
Table S3. Stage 1 questions: patient focus group.	9
Table S4: Stage 1 questions: health professional focus group.	11
Table S5. Sociodemographic characteristic of participants in focus group.	13
Table S6. Sociodemographic characteristics of primary healthcare professionals participating in the focus groups	13
Table S7. Synthesis Stage 1: Focus group analysis among health professionals and patients.	14
Table S8: Representative quotes illustrating barriers and facilitators to adherence, organised by Tanahashi model dimensions.	21
Table S9. Stage 2: Results of the Delphi rounds.	23
Table S10. Summary eligibility screening and participation status of individuals recruited through REDCap platform. PS: professionals, US: patients	29
Figure S1: Geographic distribution of Delphi participants (Stage 2) across the macro-regions of Chile.	31



[bookmark: _Toc229009843]Detailed Methods

[bookmark: _Toc229009844]National context
Chile has a mixed public-private healthcare system organized intro three levels of care: primary, secondary and tertiary services. Health insurance coverage in mainly provided through the public national health fund (Fondo Nacional de Salud, FONASA), which covers approximately 75-80% of the population, while a smaller proportion of individuals are insured through private health insurance institutions (Instituciones de Salud Previsional ISAPRE). Public healthcare services are organized through geographically defines health service networks that coordinate care delivery across different levels of the system and are administrated by the Ministry of Health (MINSAL) through regional health services. 
[bookmark: _Toc229009845]Primary health care
This level represents the first contact with the health system and plays a central role in health promotion, disease prevention, and the long-term management of chronic conditions. Primary health care services are mainly provided through municipal health centers, including family health centers (Centro de Salud Familiar, CESFAM), Community Health Centers (CECOSF) and rural health centers. There facilities provide comprehensive care across the life course, including preventive services, diagnosis treatment, rehabilitation, and follow-up chronic diseases. These services are organized through multidisciplinary teamwork, community participation, and coordination between primary health care and higher level of care within integrated health service networks.
[bookmark: _Toc229009846]Secondary and tertiary care
Both are provided through hospitals of varying levels of complexity, where specialized consultations, advances diagnostic procedures, and hospital-based treatment are delivered. 
[bookmark: _Toc229009847]Key health system reforms
Chile has also implemented national policies aimed at improving access an quality of care for priority health conditions. One most relevant is the Explicit Health Guarantees system (Garantías Explícitas en Salud, GES) introduced a part of the health reform in early 2000’s with the propose to establishment public policies to access, timeliness, quality, and financial protection for a defines set of priority diseases including several chronic conditions. 
Most recently, Chile has initiated a policy reform aimed at expanding the role an accessibility of primary health care through the Universal Primary Health Care strategy (APS universal) and created to expand coverage beyond individuals insured in FONASA and improve coordination of care across the health system. In this context, despite substantial progress in expanding access to healthcare services, important challenges remain in achieving optimal disease control. Chile and other health systems indicates that while access to diagnosis and medications has improved, long-term management of chronic conditions remains suboptimal, partly due to low adherence to treatment and lifestyle recommendations. This gap between treatment availability and effective disease control represents a major challenge for health systems and highlights the importance of strengthening strategies that promote treatment adherence within primary health care settings. (1)(2)(3)
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[bookmark: _Toc229009848]Table S1. COREQ (COnsolidated criteria for REporting Qualitative research) Checklist

	Topic
	Item No.
	 Guide Questions/Description
	Reported on
Page No.

	Domain 1: Research team
and reflexivity

	Personal characteristics

	Interviewer/facilitator
	1
	Which author/s conducted the interview or focus group?
	5

	Credentials
	2
	What were the researcher’s credentials? E.g. PhD, MD
	1

	Occupation
	3
	What was their occupation at the time of the study?
	1

	Gender
	4
	Was the researcher male or female?

	5

	Experience and training
	5
	What experience or training did the researcher have?
	5

	Relationship with
participants

	Relationship established
	6
	Was a relationship established prior to study commencement?
	5

	Participant knowledge of
the interviewer
	7
	What did the participants know about the researcher? e.g. personal
goals, reasons for doing the research
	
5


	Interviewer characteristics
	8
	What characteristics were reported about the inter viewer/facilitator?
e.g. Bias, assumptions, reasons and interests in the research topic
	
5


	Domain 2: Study design

	Theoretical framework

	Methodological orientation and Theory
	9
	What methodological orientation was stated to underpin the study? e.g. grounded theory, discourse analysis, ethnography, phenomenology,
content analysis
	


5 - 6


	Participant selection

	Sampling
	10
	How were participants selected? e.g. purposive, convenience,
consecutive, snowball
	
4 – 5 


	Method of approach
	11
	How were participants approached? e.g. face-to-face, telephone, mail,
email
	
4 – 5 


	Sample size
	12
	How many participants were in the study?
	           Fig. S1.

	Non-participation
	13
	How many people refused to participate or dropped out? Reasons?
	            
S5.

	Setting

	Setting of data collection
	14
	Where was the data collected? e.g. home, clinic, workplace
	5

	Presence of non-
participants
	15
	Was anyone else present besides the participants and researchers?
	NA


	Description of sample
	16
	What are the important characteristics of the sample? e.g. demographic
data, date
	

NA

	Data collection

	Interview guide
	17
	Were questions, prompts, guides provided by the authors? Was it pilot
tested?
	5 and S3.


	Repeat interviews
	18
	Were repeat inter views carried out? If yes, how many?
	NA.

	Audio/visual recording
	19
	Did the research use audio or visual recording to collect the data?
	5

	Field notes
	20
	Were field notes made during and/or after the interview or focus group?
	5

	Duration
	21
	What was the duration of the inter views or focus group?
	5

	Data saturation
	22
	Was data saturation discussed?
	NA.

	Transcripts returned
	23
	Were transcripts returned to participants for comment and/or correction?
	NA.

	Domain 3: analysis and
findings

	Data analysis
8

	Number of data coders
	24
	How many data coders coded the data?
	6 - 7

	Description of the coding
tree
	25
	Did authors provide a description of the coding tree?
	6

	Derivation of themes
	26
	Were themes identified in advance or derived from the data?
	6

	Software
	27
	What software, if applicable, was used to manage the data?
	6

	Participant checking
	28
	Did participants provide feedback on the findings?
	NA.

	Reporting

	Quotations presented
	29
	Were participant quotations presented to illustrate the themes/findings?
Was each quotation identified? e.g. participant number
	

NA.

	Data and findings consistent
	30
	Was there consistency between the data presented and the findings?
	7

	Clarity of major themes
	31
	Were major themes clearly presented in the findings?
	7

	Clarity of minor themes
	32
	Is there a description of diverse cases or discussion of minor themes?
	7


NA: No applicable. 


[bookmark: _Toc229009849]Table S2: Recommendations for the Conducting and Reporting of Delphi Studies (CREDES).

	Topic
	Item
	Reported on page

	Purpose and rationale 
	The purpose of the study should be clearly defined and demonstrate the appropriateness of the use of the Delphi technique as a method to achieve the research aim. A rationale for the choice of the Delphi technique as the most suitable method needs to be provided.
	3

	Expert panel
	Criteria for the selection of experts and transparent information on recruitment of the expert panel, socio-demographic details including information on expertise regarding the topic in question, (non)response and response rates over the ongoing iterations should be reported.
	4 - 6

	Description of the methods
	The methods employed need to be comprehensible; this includes information on preparatory steps (How was available evidence on the topic in question synthesized?), piloting of material and survey instruments, design of the survey instrument(s), the number and design of survey rounds, methods of data analysis, processing and synthesis of experts’ responses to inform the subsequent survey round and methodological decisions taken by the research team throughout the process.
	6 and Supplementary material S3.

	Procedure
	Flow chart to illustrate the stages of the Delphi process, including a preparatory phase, the actual ‘Delphi rounds’, interim steps of data processing and analysis, and concluding steps.
	Fig. 3

	Definition and attainment of consensus
	It needs to be comprehensible to the reader how consensus was achieved throughout the process, including strategies to deal with non-consensus.
	6

	Results
	Reporting of results for each round separately is highly advisable in order to make the evolving of consensus over the rounds transparent. This includes figures showing the average group response, changes between rounds, as well as any modifications of the survey instrument such as deletion, addition or modification of survey items based on previous rounds.
	7 - 9

	Discussion of limitations
	Reporting should include a critical reflection of potential limitations and their impact of the resulting guidance.
	9 - 11

	Adequacy of conclusions
	The conclusions should adequately reflect the outcomes of the Delphi study with a view to the scope and applicability of the resulting practice guidance.
	11 - 12

	Publication and dissemination
	The resulting guidance on good practice in palliative care should be clearly identifiable from the publication, including recommendations for transfer into practice and implementation. If the publication does not allow for a detailed presentation of either the resulting practice guidance or the methodological features of the applied Delphi technique, or both, reference to a more detailed presentation elsewhere should be made (e.g. availability of the full guideline from the authors or online; publication of a separate paper reporting on methodological details and particularities of the process (e.g. persistent disagreement and controversy on certain issues)). A dissemination plan should include endorsement of the guidance by professional associations and health care authorities to facilitate implementation
	NA.






[bookmark: _Toc229009850]Table S3. Stage 1 questions: patient focus group.

	Category
	Patients

	Introductory questions
	1. What do you understand by cardiovascular disease risk factors?
2. What do you understand by adhering to a treatment when it comes to chronic conditions or diseases such as hypertension (HTN), type 2 diabetes (T2DM), among others?
3.  In your experience, how easy or difficult has it been to follow, or achieve adherence to, the treatment indicated for your chronic conditions in primary healthcare?

	Availability (presence and quantity of health services for a specific health problem)
	Barrier
	Have you experienced difficulties in following a treatment because the necessary resources were not available (for example, medications, appointments, healthcare professionals, etc.)?

	
	Facilitator
	In these situations, what factors helped you maintain your treatment despite not having access to the required resources? 

	
	Suggestion
	What aspects do you think could be implemented to promote treatment adherence in relation to availability, even when resources are limited? 

	Technology (perception of its use as a facilitator)
	Do you consider that the use of technologies has facilitated, or could facilitate, the availability of health services in primary healthcare?

	Accessibility (ease of access to health services)
	Barrier
	What do you consider to be the main difficulties in accessing the primary healthcare center when you need care or need to collect medication, undergo tests, or receive other services? 

	
	Facilitator
	In those situations, what aspects or strategies have helped you maintain your treatment despite difficulties in accessing care? 

	
	Suggestion
	What measures would you suggest could be implemented to help patients maintain their treatment despite difficulties in accessing services? 

	Acceptability (perceptions of health services and the people who use them)
	Barrier
	During consultations with the healthcare team at the CESFAM, do you feel that your beliefs, customs, or way of life are taken into account when your treatment plan is discussed?
During consultations with the healthcare team at the CESFAM, do you feel comfortable asking questions or raising concerns? Is there any healthcare professional with whom it is easier for you to discuss these issues? 

	
	Facilitator
	What aspects of the care provided by the healthcare team regarding treatment for chronic conditions at the CESFAM have facilitated communication? 

	
	Suggestion
	What improvements would you propose to enhance the experience of receiving care for your chronic health conditions? 

	Contact
(individuals who use health services)
	Barrier
	During healthcare consultations, what aspects make it difficult for you to understand the agreements, recommendations, or treatments provided, or to resolve doubts after the consultation?

	
	Facilitator
	What aspects have helped you understand the recommendations or treatment instructions during healthcare consultations? 

	
	Suggestion
	What measures would you suggest could be implemented to facilitate communication with healthcare teams in order to promote adherence to treatments for health conditions?  

	Technology (perception of its use as a facilitator)
	Do you consider that the use of technologies (such as automated reminders, virtual consultations or monitoring applications) has facilitated, or could facilitate, improved adherence to treatment for chronic conditions in primary healthcare?

	Effective coverage (people who receive effective healthcare services)
	Barrier
	Do you think that regular health check-ups and treatment in general help improve your health?

	
	Facilitator
	What factors do you consider have been essential or helpful in supporting adherence to your treatment and improving your health? 

	
	Suggestion
	How could follow-up or support for individuals be improved to help them achieve better health outcomes?
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	Category
	Health professionals

	Introductory questions
	1. What do you understand by adherence to treatment for chronic conditions?
2. In your experience, how easy or difficult has it been to achieve adherence to a treatment indicated in primary healthcare among users with chronic conditions such as hypertension (HTN) or type 2 diabetes (T2DM)?
3. What do you consider to be the main challenges faced by people with chronic conditions in following their treatments in primary healthcare?

	Availability (presence and quantity of health services for a specific health problem)
	Barrier
	Have you experienced difficulties in accessing the necessary resources to ensure that users can maintain their treatment (for example, medications, appointments, healthcare professionals, etc.)?

	
	Facilitator
	In these situations, what factors have helped users maintain their treatment despite not having access to the required resources?

	
	Suggestion
	What aspects do you think could be implemented to promote treatment adherence in relation to availability, even when resources are limited?

	Technology (perception of its use as a facilitator)
	Do you consider that the use of technologies has facilitated, or could facilitate, the availability of health services in primary healthcare?

	Accessibility (ease of access to health services)
	Barrier
	What aspects do you consider make it difficult for users to access the primary healthcare centre when they need care or need to collect medication, undergo tests, or receive other services?

	
	Facilitator
	In this situation, what strategies have you adopted to reduce this gap? 

	
	Suggestion
	What measures would you suggest could be implemented to strengthen access despite these difficulties?  

	Acceptability (perceptions of health services and the people who use them)
	Barrier
	What aspects of users’ beliefs, customs, or ways of life could influence the development of the treatment plan and their adherence to it?  

	
	Facilitator
	What aspects of care provided to users with chronic conditions have facilitated communication?

	
	Suggestion
	What improvements would you propose to enhance the experience of care or consultation for users living with chronic health conditions?

	Contact
(individuals who use health services)
	Barrier
	What barriers do you perceive in communication with users regarding their treatment?

	
	Facilitator
	What aspects have you implemented in your consultations that have facilitated communication with users? 

	
	Suggestion
	What measures would you suggest could be implemented to facilitate contact and communication with users in order to promote adherence to treatments for health conditions?  

	Technology (perception of its use as a facilitator)
	Do you consider that the use of technologies (such as automated reminders, virtual consultations, or monitoring applications) has facilitated, or could facilitate, improved adherence to treatment for chronic conditions in primary healthcare? 

	Effective coverage (people who receive effective healthcare services)
	Barrier
	Based on what we have discussed, what factors do you believe most hinder adherence to treatment for chronic conditions and the achievement of expected outcomes?

	
	Facilitator
	Based on what we have discussed, what factors have been fundamental in facilitating adherence to treatment and improvements in users’ health? 

	
	Suggestion
	More broadly, how could follow-up or support for individuals be improved in order to enhance their health outcomes?























[bookmark: _Toc229009852]Table S5. Sociodemographic characteristic of participants in focus group. 
PS: professionals, US: patients.

	Code
	Sex
	Age
	Nationality
	Health insurance system
	Educational level
	Region
	Area of residence (urban/rural)
	Current paid employment

	US-5
	Male
	33
	Chile
	FONASA
	Profesional universitario
	RM
	Urban
	Sí

	US-8
	Female
	70
	Chile
	FONASA
	Educación media completa
	Coquimbo
	Urban
	No

	US-13
	Female
	57
	Chile
	ISAPRE
	Profesional universitario
	Los Lagos
	Urban
	Sí

	US-32
	Male
	66
	Chile
	FONASA
	Profesional universitario
	O'Higgins
	Urban
	No

	US-33
	Male
	42
	Chile
	FONASA
	Profesional universitario
	Los Ríos
	Urban
	Sí

	US-38
	Female
	71
	Chile
	FONASA
	Profesional universitario
	Valparaíso
	Urban
	No



Abbreviations: FONASA, National Health Fund; ISAPRE, private health insurance institutions; RM, Metropolitan Region; US, anonymised patient participant codes.

[bookmark: _Toc229009853]Table S6. Sociodemographic characteristics of primary healthcare professionals participating in the focus groups.

	Code
	Sex
	Age
	Nationality
	Region of work
	Area of residence (urban/rural)
	Profession
	Nº year of eperience in primary healthcare
	Nº year of experience as healthcare professional

	PS-6
	Male
	33
	Chile
	RM
	Rural
	Pharmacist
	9
	11

	PS-9
	Female
	29
	Chile
	La Araucanía
	Urban
	Physician
	4
	4

	PS- 17
	Female
	33
	Venezuela
	Antofagasta
	Urbano
	Physician
	3
	8

	PS -18
	Female
	26
	Chile
	Valparaíso
	Rural
	Physician
	1
	1

	PS 20
	Female
	33
	Venezuela
	RM
	Urbano
	Physician
	4
	6


Abbreviations: RM, Metropolitan Region; PS, anonymised healthcare professional participant codes.

[bookmark: _Toc229009854]Table S7. Synthesis Stage 1: Focus group analysis among health professionals and patients.
PS: professionals, US: patients

	Category
	PS/US
	Barriers
	Facilitators
	Suggestions

	Availability
	PS
	Limited availability of professional appointments for the population served in primary healthcare.
Insufficient infrastructure for existing professionals; even with more physicians, there is no available space.
Universalisation of primary healthcare and migration to FONASA increase demand without increasing human resources or infrastructure.
The medications delivered in primary healthcare do not always meet the quality expected by users.
Appointments are scheduled three months in advance, which increases the risk of forgetting the visit.


	A medication stock is available that allows coverage for most cardiovascular conditions.
When medications or supplies are out of stock, restocking is managed by coordinating with other health centres in the network.
Incorporation of appointments through telemedicine.
Coordination so that medications prescribed at the secondary care level (hospital/outpatient clinic) can be delivered in primary healthcare, avoiding the need for users to travel long distances to the hospital.
Healthcare provided during extended service hours.

	Home delivery of medications.
Implement appointment reminders a few days in advance to ensure patient attendance.


	
	US
	Users must arrive very early at the health centre on several occasions to obtain an appointment, and repeat the process the following month if they are unsuccessful.
The number of slots for laboratory tests is limited relative to demand from primary healthcare users.
The referral system to secondary care (specialists) functions poorly, with lost referrals and prolonged delays in appointment allocation.
When specialists are unavailable, users opt to pay for private consultations.
Medical appointments in primary healthcare are scarce compared with other professionals.
The medications delivered in primary healthcare do not always meet the quality required by patients, who then have to pay for them privately.
The inability to schedule a medical appointment in a timely manner causes the prescription to expire in the system and medications are not delivered.
The lack of standardisation in clinical records and registration systems nationwide hinders the transfer of information between regions and limits continuity of care.
The timing of primary healthcare service hours makes it difficult for users who are active in the workforce to attend follow-up visits.
	Incorporation of additional services, for example podiatry.
Creation of agreements with the private health system to facilitate service provision and reduce waiting lists.
Incorporation of municipal pharmacies that offer lower-cost medications, especially those not included in the primary healthcare benefit package.
Accessing specialist care through FONASA vouchers makes the service more accessible and available at a lower cost.
	Implement a technological system that allows prescription renewal when a medical appointment cannot be obtained.
Provide primary healthcare services during extended hours and on weekends, for example laboratory test appointments.

	Accesibility
	PS
	Appointments split across different programmes make it difficult for users to adhere to each scheduled visit.

Public transport is infrequent, distances are long and, in some cases, more than one means of transport is required to reach the health centre.

Difficulty attending healthcare appointments independently.

The incompatibility between working hours and CESFAM service hours makes it difficult to attend all appointments with the different professionals.

The economic cost of transport makes travel to the health centre difficult and, in se cases, more than one means of transport is required.

Primary healthcare centres are difficult for users to access because of distance.
	Construction of CECOSF centres or rural health posts.
Provision of rotating services at neighbourhood community centres.
Community health outreach activities.
Telemedicine consultations.

	Implement mobile clinics in remote areas, coordinated with CESFAM and the healthcare network, ensuring continuity in referrals and interventions.

	
	US
	Delays in scheduling appointments at the secondary care level (specialists).

Access difficulties due to the lack of direct transport to the health centre.

Problems in requesting appointments: a limited number of slots, the need to arrive very early to secure an appointment, and the absence of other booking channels (for example, by telephone).

Long waiting times to collect medications, at times requiring users to remain at the health center for the entire day.

Access to specialist appointments is centralised in the Metropolitan Region.
	Improve access to sample collection by offering this service during extended hours.
Coordination between follow-up test dates and medical appointments facilitates users’ access.
	Offer extended service hours, including weekends.

	Acceptability
	PS
	Patients’ negative perceptions of and frustration with public healthcare affect their willingness to participate and adhere to recommendations, even when alternatives are offered to re-establish their link with the health system.
Recommendations agreed upon in primary healthcare may differ from patients’ cultural practices or alternative therapies, which may generate confusion and affect adherence.
Personal, cultural, and family beliefs, including community influence and self-medication, influence adherence.
If the patient does not know their health history or the reason for the consultation, communication and the perception of quality of care may be affected.
	Communication and treatment adherence improve when patients know their conditions, treatment, and follow-up care.
Allocating consultation time to review health history helps the professional become familiar with the patient’s history and reinforces trust between the user and the professional.
Defining the reason for consultation at the beginning of the visit helps focus the consultation and optimise the time available.
Including questions in the anamnesis about beliefs, religion, culture, and personal experiences makes it possible to reach better agreements with the patient.
	The use of short messages adapted to the language and cultural context (e.g., Mapudungun, Creole, sign language) through technologies such as WhatsApp could facilitate understanding of health advice and bring care closer to the population.
Consider differentiated consultation times for patients with multiple health conditions.

	
	US
	Care is often standardised according to the type of condition or service provided, without taking into account the patient’s individual characteristics (age, sex, among others).
Limited consultation time makes it difficult to provide personalised care and to address questions and concerns.
Care may vary according to the disposition and attitude of the healthcare professional.
Limited access to medications outside the primary healthcare FOFAR benefit package.


	Recognising that the patient has the right to clarify doubts and to maintain active and participatory communication during healthcare.

The trust conveyed by the professional facilitates users’ participation in their treatment and helps them resolve doubts.
Consultations with other non-medical professionals (nutritionists, nursing staff, psychologists) allow doubts to be clarified, partly because of greater time availability.
	Provide informational and educational books on diseases and treatments.
Longer consultation times to resolve doubts.

	Contact
	PS
	Limited consultation time reduces the possibility of explaining and clarifying doubts adequately.
The use of technical language can become a barrier to patients’ understanding of their treatment and condition.
Hearing, visual, or cognitive difficulties may constitute a barrier to communication and understanding of health instructions.
Language barriers and the absence of interpreters or intercultural facilitators hinder communication and healthcare.
Manual recording of instructions may generate errors because of loss of information, writing errors in the follow-up booklet, or loss of the booklet itself.
	Involve the patient in their treatment plan during healthcare.
Consider treatment with cultural appropriateness.
Medication collection at the health centre facilitates adherence.
Having a pharmacist available for education and treatment optimisation.
Availability of an intercultural facilitator or interpreter.

	Develop a standardised prioritisation system for people with hearing, visual, or cognitive difficulties so that staff can adapt care and facilitate appointment booking or medication collection.

The use of short messages adapted to the language and cultural context (e.g., Mapudungun, Creole, sign language) through technologies such as WhatsApp could facilitate understanding of health advice and bring care closer to the population.



	
	US
	Information about the disease and its complications is not always communicated in a timely manner during healthcare.
Rotation and turnover of healthcare staff may reduce knowledge of the patients they care for.
The perceived hierarchy between professional and patient may limit patient communication with the professional.
Treatment instructions do not always take into account the patient’s economic resources or access.
	The relationship between the professional and the patient, based on clear information and personal connection, generates trust.
Consultations with other health professionals, for example a nutritionist.
Provision of graphical materials on instructions and treatment.
Considering family or support networks in the process of change, education, and treatment.
	Establish an official communication channel to prevent unwanted calls or possible scams.
Educational workshops with a significant family member.
Talks in waiting rooms.
Generate reminders of the commitments agreed during care.
Groups for users with chronic conditions, led by health professionals (for example, nursing technicians or nurses).

	Effective coverage
	PS
	Repeated failures in appointment allocation and in the availability of professionals or resources generate frustration and disappointment among users, who perceive that they will not obtain an effective response from the public system.
Primary healthcare service hours often coincide with users’ working hours, which hinders access to health services.
Long waiting times for care, appointment allocation, medication collection, among other issues.
	User follow-up strategies so that they re-establish contact with the health centre when they do not receive the service because of lack of resources.
Strengthen the professional–patient relationship.
Implementation of the ECICEP strategy (remote follow-up, timely treatment adjustment).
Promote user autonomy and responsibility in caring for their health.
	Incorporate other professionals into the follow-up care pathway, for example a pharmacist.
Use technology to disseminate educational material.
Use mobile applications to promote healthy habits, for example medication alerts and review of future follow-up appointments.

	
	US
	Users must arrive very early at the health centre on repeated occasions to obtain an appointment and repeat the process the following month if they are unsuccessful.
The lack of human and infrastructural resources generates frustration and anger among users.
Long waiting times for care, appointment allocation, medication collection, among other issues.
	Having treatment and follow-up care available in primary healthcare helps improve health status.
Universalisation of primary healthcare allows ISAPRE users to receive care in primary healthcare.
Construction of CECOSF centres or rural health posts.
Coordinated multidisciplinary work: nursing, medicine, nutrition, laboratory, etc.
Assuming user responsibility in caring for their health.

	Preventive talks in educational establishments.
Educate users about the healthcare network: What is a CECOSF? What is GES?
Health education through workshops.
Incorporate a significant family member into consultations, behaviour changes, and workshops.
Use tracking sheets to promote healthy habits, for example medication alerts and review of future follow-up appointments.
Groups for users with chronic conditions, with community support.

	Technology
	PS
	Incorrect content on treatments, diet, among other topics, is often disseminated on social media, generating confusion and controversy.
The use of technology in care is currently limited to automated systems, such as robots or recordings.

	Health information videos on televisions in waiting rooms.
Dissemination of health centre information through official social media channels.
Satellite connectivity.
Development of informative content with cultural appropriateness and dissemination through messaging services.

	Explore the use of social media for virtual scheduling, treatment follow-up, and medication reminders.
Include older adults in education on the use of technologies.
Allocate resources for the development of informative materials (videos).
Mobile applications for reminders about medications, water intake, etc.

	
	US
	The use of technology is not useful for users with sensory difficulties, such as visual problems.
No education or training has been provided on the use of technologies among older adults, generating frustration when using them.
	Appointment confirmation through telephone calls.

	Consider users’ views in advance before implementing a technological strategy.
Use telephone calls to update prescriptions and allocate appointments.
Mobile applications as reminders for medications, water intake, and daily steps.



[bookmark: _Toc229009855]Table S8: Representative quotes illustrating barriers and facilitators to adherence, organised by Tanahashi model dimensions. 

	Dimension
	
	Quote

	Availability
	Barriers
	‘So when you go to request an appointment, it ends up in nothing because the CESFAM network itself is not synchronised with the referral centres (…) that mechanism sometimes doesn’t work (…) and here in Coquimbo, no one gets medications sent to their homes—older adults, no one—we are not given medications. People have to get up, stand in line; it is very degrading to be here in the regions.’ (US-8)

	
	Facilitators
	‘There is a medication that the doctor told me about—she said, ‘Look, they will give it to you at the hospital, but the one I am recommending is better. If you can afford to buy it, I recommend that you do’ (…) the rest they provide.’ (US-32)

	Accessibility
	Barriers 
	‘In the case of the Puerto Montt Base Hospital, you have to take a number, and to be able to get medication you end up spending the whole day, because people go very early to take a number (…) in the end, medications are being dispensed at around 4 or 5 in the afternoon, and the person may have been there since 8 in the morning, so they basically spend the entire day just to pick up a medication.’ (US-13)

	
	Facilitators
	‘A few months ago, the ECICEP follow-up was implemented at the CESFAM, where they call users based on the commitments one makes, and they have already called me three times to check whether I am following the commitments I agreed on with the doctor and the nutritionist. So I think that is good, because it allows for monitoring and, of course, encourages the user’s commitment to following the treatment guidelines.’ (US-5)

	Acceptability 
	Barriers 
	‘We’re kind of standardised- everyone with diabetes is treated the same, everyone with hypertension the same, everyone with high cholesterol the same (…) they either give you enalapril or losartan; not all bodies are the same, and they don’t all respond in the same way—some people need something a bit more specific, something different.’ (US-38)


	
	Facilitators
	‘Mainly, when patients know the conditions they have and already come in with some understanding, communication becomes much easier, as do the changes we want to make to the treatment or the continuation of it.’ (PS-9)

	Contact
	Barriers 
	‘(…) in 15 minutes it is difficult to see an older adult patient with all their background information and also review their medical record, so I really think that time is a very important issue to address as an area for improvement.’ (PS-17)


	
	Facilitators
	‘In the two centres where I have worked, the pharmacist is used quite a lot, where they have some time—maybe around half an hour—in which they can conduct a pharmaceutical consultation, properly review medications, and clearly explain to patients how to take them and what they are.’ (PS-18)

	Effective coverage
	Barriers 
	‘I think what most affects patients’ adherence to everything -medications or appointments- is this sense of disappointment or frustration with the public system. We have failed so many times that we are unable to provide timely appointments, or supply chains break down, or transport services fail (…).’ (PS-6)

	
	Facilitators
	‘Taking responsibility for our own health as users is essential.’ (US-56)

	Technology
	Barriers 
	‘In Puerto Montt, when your appointment is ready, they call you to let you know that you have an appointment with a specific doctor, for example, or that your appointment is scheduled for an X-ray. They call you, but if you don’t manage to answer and try to call back, there is no return call.’ (US-13)

	
	Facilitators
	‘In waiting rooms, we have televisions where (…) every so often informational videos on different topics are shown. Sometimes, for example, during breastfeeding week, information about breastfeeding is displayed, or on World Day for a specific condition -like stroke- and informational videos about it are shown.’ (PS- 6)




[bookmark: _Toc229009856]Table S9. Stage 2: Results of the Delphi rounds.

	S9a. Recommendations related to the Availability dimension.

	Dimension: Availability
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Ensuring timely appointment scheduling, adequate availability of healthcare professionals, and sufficient resources could strengthen trust in primary healthcare services and improve treatment adherence.
	36
	86
	14
	0
	0
	36
	61
	19
	8
	3
	3
	0
	0
	0
	6
	89
	2,00 (1,97)
	1 (2-1)

	2
	Implementing a nationally standardized electronic health record and clinical documentation system could enhance continuity of care and promote treatment adherence.
	36
	78
	22
	0
	0
	36
	64
	8
	17
	3
	3
	0
	0
	0
	6
	89
	2,06 (2,00)
	1 (3-1)

	3
	Timely coordination between primary healthcare services (e.g., CESFAM, rural health posts) and secondary care (e.g., specialists at diagnostic and treatment centres) could improve access to care and support treatment adherence.
	36
	81
	19
	0
	0
	36
	56
	14
	22
	3
	0
	0
	0
	0
	6
	92
	2,11 (1,92)
	1 (3-1)

	4
	Increasing the availability of appointments with medical professionals could facilitate treatment adherence.
	36
	50
	44
	6
	0
	36
	50
	17
	25
	3
	0
	0
	3
	0
	3
	92
	2,14 (1,73)
	2 (3-1)

	5
	Expanding the availability of medications within the basic pharmaceutical formulary, including newer and higher-quality medications at primary care centres, could help optimise treatment adherence.
	36
	64
	28
	8
	0
	36
	53
	22
	14
	0
	6
	0
	0
	3
	3
	89
	2,14 (1,90)
	1 (2-1)

	6
	Greater availability of fixed-dose combination medications in CESFAM pharmacies could reduce polypharmacy (defined as the use of five or more medications) and consequently improve treatment adherence.
	37
	68
	24
	6
	3
	36
	42
	25
	14
	6
	3
	3
	3
	0
	6
	81
	2,56 (2,17)
	2 (3-1)

	7
	The involvement of psychologists in the follow-up and support of patients with chronic conditions could strengthen patient motivation and promote therapeutic adherence.
	37
	59
	35
	3
	3
	36
	36
	17
	25
	8
	6
	3
	6
	0
	0
	78
	2,61 (1,73)
	2 (3-1)

	8
	Extending the operating hours of primary healthcare centres to include evening hours and weekends could facilitate access to healthcare services and improve treatment adherence.
	36
	56
	36
	6
	3
	36
	36
	25
	19
	3
	8
	3
	0
	3
	3
	81
	2,61 (1,99)
	2 (3-1)

	9
	Improving the infrastructure of primary healthcare centres could facilitate service delivery and contribute to better treatment adherence.
	36
	31
	53
	17
	0
	36
	31
	19
	28
	6
	8
	3
	3
	0
	3
	78
	2,78 (1,88)
	3 (3-1)

	10
	Home delivery of medications to primary care users could enhance treatment adherence.
	36
	42
	42
	17
	0
	36
	22
	11
	25
	17
	14
	8
	0
	3
	0
	58
	3,28 (1,78)
	3 (4-2)


S9b. Recommendations related to the Accessibility dimension 

	Dimension: Accesibility 
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Establishing additional primary healthcare facilities, such as CECOSF or rural health posts, could improve access to healthcare services and enhance treatment adherence.
	36
	58
	39
	3
	0
	
	53
	14
	22
	3
	3
	0
	0
	0
	6
	89
	2,22 (1,97)
	1 (3-1)

	2
	Developing adherence strategies that promote healthy lifestyles and are tailored to users’ occupational characteristics, social roles, and time availability could support greater adherence to these behaviours.
	37
	78
	19
	0
	3
	
	56
	17
	11
	6
	6
	0
	0
	0
	6
	83
	2,22 (2,04)
	1 (3-1)

	3
	Implementing health promotion strategies within CESFAM, including the availability of healthy food options and community spaces for physical activity, could facilitate adherence to therapeutic plans.
	37
	62
	35
	3
	0
	
	39
	22
	19
	6
	6
	0
	3
	0
	6
	81
	2,61 (2,11)
	2 (3-1)

	4
	Developing strategies to optimise appointment scheduling (e.g., telephone requests, mobile applications, among others) could improve access to healthcare services and support treatment adherence.
	36
	53
	42
	6
	0
	
	36
	31
	8
	11
	3
	3
	0
	0
	8
	75
	2,72 (2,30)
	2 (3-1)

	5
	Optimising medication dispensing systems by reducing waiting times for medication collection could promote treatment adherence.
	36
	50
	33
	17
	0
	
	33
	19
	17
	11
	17
	0
	0
	0
	3
	69
	2,75 (1,83)
	2 (4-1)

	6
	Increasing the use of remote health follow-up (via telephone or video consultations) could support continuity of care and improve treatment adherence.
	37
	59
	30
	8
	3
	
	42
	11
	22
	11
	3
	3
	0
	0
	8
	75
	2,81 (2,32)
	2 (3-1)

	7
	Providing medications for periods longer than 30 days could reduce the frequency of visits to CESFAM and waiting times, thereby facilitating access to treatment.
	37
	46
	38
	17
	0
	
	39
	17
	14
	11
	8
	3
	0
	6
	3
	69
	2,86 (2,22)
	2 (4-1)

	8
	Incorporating telehealth services (e.g., teleconsultations, video calls, among others) could improve access to healthcare services and support treatment adherence.
	36
	44
	50
	6
	0
	
	28
	28
	14
	14
	8
	0
	3
	0
	6
	69
	2,92 (2,10)
	2 (4-1)

	9
	Delivering healthcare services outside the health centre (e.g., community centres, mobile clinics, or outreach health campaigns) could improve access to care and consequently enhance treatment adherence.
	36
	50
	33
	17
	0
	
	28
	25
	19
	11
	3
	3
	6
	0
	6
	72
	3,00 (2,20)
	2 (4-1)




	Dimension: Acceptability
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Strengthening trust and dialogue between healthcare professionals and users could improve patient engagement in their treatment plans and promote treatment adherence.
	36
	81
	19
	0
	0
	
	75
	11
	3
	3
	3
	0
	0
	0
	6
	89
	1,81 (1,98)
	1 (1-1)

	2
	Providing clear and timely information about diseases, treatments, and strategies to prevent complications could promote treatment adherence.
	36
	83
	17
	0
	0
	
	72
	14
	3
	3
	3
	0
	0
	0
	6
	89
	1,83 (1,98)
	1 (2-1)

	3
	Ensuring continuity of care through follow-up with the same healthcare professional within the primary care team could enhance acceptability and consequently improve treatment adherence.
	36
	86
	11
	3
	0
	
	72
	8
	6
	3
	3
	3
	3
	0
	3
	86
	1,92 (1,93)
	(1 (2-1)

	4
	Allowing more consultation time during routine health visits could facilitate the resolution of questions about the treatment plan and promote adherence.
	36
	72
	28
	0
	0
	
	64
	11
	8
	6
	6
	0
	0
	3
	3
	83
	2,08 (1,98)
	1 (2-1)

	5
	Attending periodic follow-up visits with other non-physician healthcare professionals (e.g., nutritionists, nurses, psychologists) could support treatment adherence.
	36
	72
	28
	0
	0
	
	47
	36
	6
	3
	0
	0
	0
	3
	6
	89
	2,19 (2,11)
	2 (2-1)

	6
	Prevention strategies tailored to specific population groups could improve acceptance of chronic disease diagnoses and adherence to treatment.
	37
	70
	27
	0
	3
	
	58
	11
	8
	6
	11
	0
	0
	0
	6
	78
	2,33 (2,15)
	1 (3-1)

	7
	Considering personal, cultural, and family beliefs when planning treatment could contribute to improved treatment adherence.
	36
	56
	36
	8
	0
	
	53
	19
	6
	3
	8
	3
	0
	3
	6
	78
	2,50 (2,35)
	1 (2-1)

	8
	Disseminating audiovisual and educational materials on diseases and self-care through messaging platforms (e.g., WhatsApp), adapted to different languages and cultural contexts (e.g., Mapudungun, Creole, sign language), could promote treatment adherence.
	36
	61
	36
	3
	0
	
	36
	25
	19
	0
	6
	8
	0
	3
	3
	81
	2,69 (2,10)
	2 (3-1)


S9c. Recommendations related to the Acceptability dimension. 


	Dimension: Contact
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Using clear, simple, and understandable language by the healthcare team could improve patients’ understanding of their treatment and promote treatment adherence.
	36
	83
	17
	0
	0
	
	78
	8
	3
	3
	3
	0
	0
	0
	6
	89
	1,78 (1,99)
	1 (1-1)

	2
	Adapting treatment plan recommendations (e.g., physical rehabilitation, diet, medications) by considering patients’ economic resources and access to services could improve treatment adherence.
	36
	75
	25
	0
	0
	
	53
	28
	8
	0
	6
	0
	0
	0
	6
	89
	2,11 (1,98)
	1 (2-1)

	3
	Improving appointment scheduling systems, as well as implementing reminders for appointments and treatment plans within primary care centres, could promote greater treatment adherence.
	36
	69
	25
	6
	0
	
	53
	25
	6
	6
	6
	0
	0
	0
	6
	83
	2,19 (2,03)
	1 (2-1)

	4
	Including a family member or significant other in the treatment plan could promote treatment adherence.
	36
	72
	28
	0
	0
	
	36
	33
	14
	6
	3
	0
	3
	0
	6
	83
	2,50 (2,06)
	2 (3-1)

	5
	Encouraging patient participation in workshops and educational sessions on prevention, diseases, and treatments could support treatment adherence.
	36
	61
	39
	0
	0
	
	36
	25
	17
	6
	8
	3
	0
	0
	6
	78
	2,67 (2,08)
	2  (3-1)

	6
	Developing follow-up strategies for users who have not been able to receive healthcare services in a timely manner could promote adherence to treatment.
	36
	75
	22
	3
	0
	
	31
	31
	17
	3
	6
	6
	0
	3
	6
	78
	2,86 (2,26)
	2 (3-1)

	7
	Providing language interpreters or intercultural facilitators (e.g., Mapudungun, Creole, sign language) during healthcare consultations could improve communication and treatment adherence.
	36
	56
	42
	0
	3
	
	39
	17
	19
	3
	11
	3
	0
	3
	6
	75
	2,86 (2,29)
	2 (3-1)

	8
	Training healthcare professionals in additional languages could improve communication with users and consequently enhance treatment adherence.
	37
	57
	35
	6
	3
	
	31
	14
	22
	11
	8
	6
	3
	0
	6
	67
	3,14 (2,21)
	3 (4-1)


S9d. Recommendations related to the Contact dimension. 


	Dimension: Effective coverage
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Strengthening resources in remote, rural, and/or socially vulnerable areas could improve health service coverage and consequently enhance treatment adherence.
	37
	84
	14
	0
	3
	
	72
	14
	0
	6
	3
	0
	0
	0
	6
	86
	1,86 (2,00)
	1 (2-1)

	2
	Coordinated multidisciplinary work among healthcare professionals (e.g., nurses, nursing technicians, social workers, physicians, nutritionists, psychologists, laboratory staff) could positively influence treatment adherence.
	36
	83
	17
	0
	0
	
	67
	19
	3
	3
	3
	0
	0
	0
	6
	89
	1,89 (1,97)
	1 (2-1)

	3
	Recognising users as active participants responsible for their own health and treatment plans could promote better treatment adherence.
	36
	78
	22
	0
	0
	
	72
	6
	8
	3
	6
	0
	0
	0
	6
	86
	1,97 (2,06)
	1 (2-1)

	4
	Educating and encouraging users to take responsibility for their own care, thereby empowering them in managing their health, could promote greater treatment adherence.
	37
	86
	11
	0
	3
	
	67
	14
	6
	3
	6
	0
	0
	0
	6
	86
	2,00 (2,04)
	1 (2-1)

	5
	Optimising waiting times for healthcare consultations, appointment scheduling, and medication dispensing could improve the overall care experience and consequently support treatment adherence.
	36
	75
	25
	0
	0
	
	56
	22
	6
	6
	6
	0
	0
	0
	6
	83
	2,17 (2,04)
	1 (2-1)

	6
	User participation in educational workshops about the functioning of primary healthcare and the health system (e.g., understanding programmes such as GES) could strengthen their understanding of the system and promote treatment adherence.
	36
	61
	36
	3
	0
	
	47
	6
	25
	8
	6
	0
	3
	3
	3
	78
	2,61 (2,09)
	2 (3-1)

	7
	Considering and strengthening community networks, such as support groups for individuals with chronic conditions, could positively influence treatment adherence.
	36
	67
	33
	0
	0
	
	25
	25
	28
	6
	11
	0
	0
	3
	3
	78
	2,83 (1,87)
	3 (3-2)


S9e. Recommendations related to the Acceptability dimension. 


	Dimension: Technology
	
	Agreement ranking (likert scale)
	
	Priority ranking (1 very important to 9 least important)
	
	
	

	
	N°
	SA(%)
	A (%)
	D (%)
	SD(%)
	N°
	1(%)
	2(%)
	3 (%)
	4 (%)
	5 (%)
	6 (%)
	7 (%)
	8 (%)
	9 (%)
	≤3%
	Mean (SD)
	Median (IQR)

	1
	Implementing a unified technological platform across primary healthcare centres could facilitate access to and use of health services, thereby improving treatment adherence.
	37
	70
	24
	3
	3
	
	56
	19
	19
	0
	6
	3
	0
	3
	3
	86
	2,19 (2,01)
	1 (2-1)

	2
	The use of different digital platforms for appointment scheduling, prescription renewal, and other administrative procedures could enhance communication with healthcare centres and promote treatment adherence.
	36
	64
	28
	8
	0
	
	44
	11
	28
	3
	3
	3
	3
	0
	6
	83
	2,61 (2,17)
	2 (3-1)

	3
	Developing educational content and disseminating it through various technological channels (e.g., social media, messaging services, and telephone communication) could support treatment adherence.
	36
	42
	50
	6
	3
	
	39
	14
	19
	11
	8
	0
	3
	0
	6
	72
	2,81 (2,16)
	2 (4-1)

	4
	Integrating users’ perspectives into the planning and implementation of technological tools could improve acceptance and represent an effective strategy to promote treatment adherence.
	36
	56
	42
	3
	0
	
	36
	17
	17
	14
	6
	3
	0
	6
	3
	69
	2,89 (2,17)
	2 (4-1)

	5
	Broadcasting health-related informational videos or short educational clips in waiting rooms could improve users’ knowledge and contribute to treatment adherence.
	36
	36
	53
	8
	3
	
	33
	19
	17
	3
	11
	3
	6
	3
	6
	69
	3,17 (2,44)
	2 (5-1)

	6
	The use of mobile applications to monitor health-related behaviours (e.g., water intake, daily steps, medication reminders), and reviewing this information during health consultations, could promote adherence to treatment plans.
	36
	53
	36
	8
	3
	
	33
	19
	19
	33
	8
	8
	8
	6
	3
	64
	3,36 (2,53)
	2 (5-1)


S9f. Recommendations related to the Technology dimension. 









[bookmark: _Toc229009857]Table S10. Summary eligibility screening and participation status of individuals recruited through REDCap platform. PS: professionals, US: patients

	REDCap Participant ID
	Group
	Participation status
	Reason

	1
	PS
	No response to contact attempts
	—

	2
	PS
	Participated
	—

	3
	PS
	No response to contact attempts
	—

	4
	PS
	Participated
	—

	5
	US
	Participated
	—

	6
	PS
	Participated
	—

	7
	US
	Participated
	—

	8
	US
	Participated
	—

	9
	PS
	Participated
	—

	10
	PS
	Did not meet eligibility criteria
	Not working in primary healthcare

	11
	PS
	Did not meet eligibility criteria
	Not working in primary healthcare

	12
	PS
	Declined to participate
	Surgery

	13
	US
	Participated
	—

	14
	PS
	Declined to participate
	Lack of time

	15
	PS
	No response to contact attempts
	—

	16
	PS
	Participated
	—

	17
	US
	Participated. (Not available for Delphi rounds)
	—

	18
	PS
	Participated
	—

	19
	PS
	Declined to participate
	Lack of time

	20
	PS
	Participated
	—

	21
	PS
	No response to contact attempts
	—

	22
	PS
	Did not meet eligibility criteria
	Not working in primary healthcare

	23
	PS
	Participated
	—

	24
	PS
	Declined to participate
	Lack of time

	25
	PS
	No response to contact attempts
	—

	26
	US
	Did not meet eligibility criteria
	No chronic conditions

	27
	US
	Did not meet eligibility criteria
	No chronic conditions

	28
	—
	Did not complete questionnaire
	—

	29
	US
	Did not meet eligibility criteria
	No chronic conditions

	30
	PS
	No response to contact attempts
	—

	31
	PS
	Participated
	—

	32
	US
	Participated
	—

	33
	US
	Participated
	—

	34
	US
	Participated
	—

	35
	US
	Declined to participate
	Lack of time

	36
	US
	Did not meet eligibility criteria
	Mental health condition (Alzheimer’s disease)

	37
	PS
	Participated
	—

	38
	US
	Participated
	—

	39
	US
	No response to contact attempts
	—

	40
	US
	Did not meet eligibility criteria
	Not receiving care in primary healthcare

	41
	PS
	Participated
	—

	42
	PS
	Participated
	—

	43
	PS
	Participated
	—

	44
	PS
	Did not complete questionnaire
	—

	45
	PS
	Participated
	—

	46
	PS
	Did not meet eligibility criteria
	Not working in primary healthcare

	47
	US
	No response to contact attempts
	—

	48
	PS
	Participated
	—

	49
	PS
	Participated
	—

	50
	PS
	No response to contact attempts
	—

	51
	US
	Participated
	—

	52
	PS
	Participated
	—

	53
	US
	Participated
	—

	54
	PS
	Did not meet eligibility criteria
	Not working in primary healthcare

	55
	PS
	Participated
	—

	56
	US
	Participated
	—

	57
	US
	Did not meet eligibility criteria
	Duplicate record (participant 56)

	58
	US
	Participated
	—

	59
	PS
	Participated
	—

	60
	PS
	Participated
	—

	61
	US
	Participated
	—

	62
	US
	Did not complete questionnaire
	—

	63
	PS
	Participated
	—

	64
	PS
	Did not meet eligibility criteria
	Less than one year of experience in primary healthcare

	65
	PS
	Did not meet eligibility criteria
	Less than one year of experience in primary healthcare

	66
	US
	No response to contact attempts
	—

	67
	US
	Participated
	—

	68
	US
	Participated
	—

	69
	US
	Did not meet eligibility criteria
	No chronic conditions

	70
	US
	Participated
	—

	71
	US
	Did not meet eligibility criteria
	No chronic conditions

	72
	US
	Did not complete questionnaire
	—

	73
	US
	Did not meet eligibility criteria
	Not receiving care in primary healthcare





[bookmark: _Toc229009858][image: ]Figure S1: Geographic distribution of Delphi participants (Stage 2) across the macro-regions of Chile.
















Macro-regions correspond to territorial groupings of Chilean administrative regions defined by the Ministry of Science as follows: North (Arica and Parinacota, Tarapacá, Antofagasta, Atacama); Centre (Coquimbo, Valparaíso, Metropolitan Region, O’Higgins); Centre-South (Maule, Ñuble, Biobío); South (La Araucanía, Los Ríos, Los Lagos); Austral (Aysén, Magallanes) and Metropolitan Region.
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