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ABSTRACT

Objectives To critically appraise the scope, content and
outcomes of community health worker (CHW) interventions
designed to reduce blood pressure (BP) in low-income and
middle-income countries (LMICSs).

Method We performed a database search (PUBMED,
EMBASE, CINAHL, PsycINFO, OpenGrey, Cochrane Central
Trials Register and Cochrane Database of Systematic
Reviews) to identify studies in LMICs from 2000 to 2020.
Eligible studies were interventional studies published in
English and reporting CHW interventions for management
of BP in LMICs. Two independent reviewers screened the
titles, abstracts and full texts of publications for eligibility
and inclusion. Relevant information was extracted from
these studies using a tailored template. Risk of bias was
assessed using the Cochrane collaboration risk of bias
tool. Qualitative synthesis of results was done through
general summary of the characteristics and findings of
each study. We also analysed the patterns of interventions
and their outcomes across the studies. Results were
presented in form of narrative and tables.

Results Of the 1557 articles identified, 14 met the
predefined criteria. Of these, 12 were cluster randomised
trials whereas two were pretest/post-test studies. The
CHW interventions were mainly community-based

and focused on behaviour change for promoting BP
control among hypertensive patients as well as healthy
individuals. The interventions had positive effects in the
BP reduction, linkage to care, treatment adherence and in
reducing cardivascular-disease risk level.

Discussion and conclusion The current review is limited
in that, a meta-analysis to show the overall effect of

CHW interventions in the management of hypertension
was not possible due to the diversity of the interventions,
and outcomes of the studies included in the review.
Summarised outcomes of individual studies showed CHW
enhanced the control and management of hypertension.
Further studies are needed to indicate the impact and
cost-effectiveness of CHW-led interventions in the control
and management of hypertension in LMICs.

INTRODUCTION
Globally, hypertension is a leading modifiable
risk factor for cardiovascular disease (CVD)

,' Karani Magutah,? Jennifer Pellowski®

Strengths and limitations of this study

» This is the first systematic review with focus on
approaches and outcomes of community health
worker (CHW) interventions in the management
and prevention of hypertension in low-income and
middle-income countries.

» We conducted a comprehensive search of databas-
es to ensure that all the relevant publications were
identified.

» Potential bias in the conduction of this review was
minimised by having the authors independent-
ly screen the search results and extract the data
autonomously.

» Due to diversity of the study participants, interven-
tions and outcomes of the studies included in the
review, a quantitative synthesis (meta-analysis) to
show the overall effect of CHW interventions was
not possible and therefore this review has reported
summarised outcomes for individual studies.

and premature death,' * with an estimated
1.13billion people worldwide living with it.
Two-thirds of this burdened population live
in low-income and middle-income coun-
tries (LMICs).?> The WHO targets to have a
worldwide 25% reduction in the prevalence
of hypertension by the year 2025.* Due to
an ageing population and increase in life-
style risk factors such as lack of physical
activity, unhealthy diet, smoking and alcohol
consumption, the global prevalence of hyper-
tension 1is increasing.2 However, there are
disparities in these changes of prevalence of
hypertension worldwide. While high-income
countries experienced a modest decrease
(2.6%) in hypertension prevalence in the
last two decades, the LMICs experienced
significant increase of 7.7%.° The proportion
of controlled hypertension is also low, espe-
cially in LMICs with only 7.7% of patients
with hypertension having controlled blood
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pressure (BP) (<140/90mm Hg) in LMICs.® Concerted
efforts are urgently needed to combat the emerging
hypertension burden in LMICs.

Health workers are critical to addressing this emerging
burden. In light of critical shortages in the health work-
force in LMICs, community health workers (CHWs) are
increasingly recognised as an essential part of the health
workforce needed to achieve public health goals.®""
However, the concept of CHWs has no universal defi-
nition and has evolved to suit specific contexts, norms
and cultures.'’ In their systematic review ‘Who is a
Community Health Worker?’'" Olaniran et al concluded
that a single definition may not project the diversity of
this group of health workers and emphasised that these
are ‘individuals with an in-depth understanding of the
community culture and language, have received stan-
dardised job-related training which is of shorter dura-
tion than health professionals, and have a primary goal
of providing culturally appropriate health services to
the community’.'" In this review a CHW will refer to ‘lay
health worker carrying out functions related to health-
care delivery; trained in some way in the context of
the intervention and having no formal professional or
paraprofessional certificate or degree in tertiary educa-
tion”.'* Use of CHWs has been identified as an important
strategy in the delivery of culturally relevant programmes
for hypertension control in different settings. The CHWs
approach is not only affordable and sustainable but
also enhances cultural relevance of health information,
providing an important linkage between community and
healthcare system.

Previously, systematic reviews have assessed the effec-
tiveness of CHW community-based programmes in the
management and prevention of non-communicable
diseases (NCDs)7 1416 hut few have focused on the care
of people with hypertension speciﬁcally.]7 '® Evidence
from systematic reviews of community-based randomised
controlled trials (RCTs) and cluster randomised trials
from LMICs show that CHWs are effective in altering
the risk factors for NCDs and demonstrated their effec-
tiveness in modification of physical parameters such as
BP and cholesterol levels.” Although CHW delivered
community-based BP screening and education initia-
tives are recommended for management and preven-
tion of hypertension in LMIC," there are few systematic
reviews focused in this area. Reviews have demonstrated
the effectiveness of training programmes for CHW?* and
task-sharing with non-physician health workers* in the
management of hypertension in LMICs. Similarly, in their
systematic review examining implementation strategies
for the control of BP,22 Mills et al found that multilevel
and multicomponent strategies such as team-based care
involving non-physician healthcare workers™ were the
most effective in the management of hypertension. The
purpose of this systematic review was to critically appraise
the scope, content and outcomes of CHW interventions
designed to reduce BP in LMICs.

Review question/objective

The objective of this systematic review was to identify
studies reporting on CHW interventions for hypertension
management and control and determine the approaches
and outcomes of such interventions in LMICs. Specifi-
cally, we asked: (1) what are the types of CHW interven-
tions in the management and control of BP in LMICs and
(2) what are the outcomes of CHW interventions on the
management and control of BP in LMICs?

METHODS

We carried out a systematic review of literature and a
descriptive review of studies reporting CHW interventions
for hypertension management and control. The review
followed the recommended methodological framework
of conducting a systematic review of healthcare inter-
ventions®! and the reporting adhered to the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
2020 guidelines for reporting such reviews.”

Eligibility criteria

We identified peerreviewed literature—RCTs, quasi-
experimental and pretest/posttest studies published
between January 2000 and September 2020. We included
studies that were available in English language and
focused on the management and control of high BP
among adult population in LMICs.

Inclusion criteria
Studies were included in the analysis if they met the
following;

Population: Studies focusing on management or
control of BP among the general population or among
pre-hypertensive or hypertensive patients.

Intervention: CHW interventions focused on manage-
ment and control of hypertension. In the current study,
CHW referred to a lay health worker who is not formally and
professionally trained, either paid or working on voluntary
basis, and carrying out functions associated with healthcare
delivery in the management and control of hypertension.

Comparison: Studies had a comparison control arm
of either no intervention, usual care or another inter-
vention. However, pretest/post-test studies with a well-
defined intervention were also included.

Outcomes: Reduction in BP, proportion of patients with
controlled BP, engagement in hypertension care, adherence
to hypertensive drugs and reduction in cardiovascular risk.

Study designs: RCTs, quasi experimental and pretest/
post-test studies were included.

Setting: Only studies conducted in LMICs (as defined
by the World bank) were included.

Exclusion criteria

Studies whose intervention was not adequately described
or whose outcomes were not clearly described were
excluded from this analysis.
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Information sources

We searched for relevant studies in electronic databases:
PUBMED, EMBASE, CINAHL, PsycINFO, OpenGrey,
Cochrane Central Trials Register and Cochrane Database
of Systematic Reviews. This comprehensive search was
needful to identify interventional studies meeting the
eligibility criteria in LMICs.

Search strategy

The relevant studies were identified using different search
strategies. The basic search string used towards this review
was “Community Health Workers”[Mesh] OR “community
health volunteers” OR “lay health workers”) AND “Hyper-
tension”[Mesh]) OR “Cardiovascular Diseases”[Mesh])
OR “Blood Pressure”’[Mesh]) AND “Developing Coun-
tries”[Mesh] OR “low and middle income countries”) AND
(“Randomized Controlled Trials as Topic”[Mesh] OR “Non-
Randomized Controlled Trials as Topic”[Mesh]). Other alter-
native terms were added during the search. The full search
strategies for each of the databases included are provided in
online supplemental appendix 1.

Study selection

We employed Covidence, an online software (Covidence,
Roende, Denmark) to extract and screen for articles to
be included in the study. The inclusion criteria described
above informed the study selection. Two reviewers (GM
and KM) assessed all retrieved lists of citations and
abstracts independently. The full texts of all potentially
eligible studies were retrieved and critically examined
to ensure they met all the inclusion criteria. Discrepan-
cies between reviewers about the eligibility of retrieved
studies were resolved by discussion. The reference lists of
the selected publications were also searched for identifi-
cation of additional studies.

Data extraction and risk of bias assessment

Data extraction was done using a tailored data extraction
template that was created using guidelines outlined in the
Cochrane Handbook for Systematic Reviews of Interven-
tions.”” Relevant data including the author, year of publi-
cation, type of publication and journal published in, study
location, study design, sample size and baseline characteris-
tics, intervention features, outcome measurements and key
findings were extracted into an Excel sheet template.

The quality of the studies that met all the inclusion
criteria was assessed using the Cochrane collaboration risk
of bias tool.”’ Specifically, the risk of bias in generation
of the randomisation sequence, allocation concealment
and blinding (participants, personnel and outcome asses-
sors), incomplete outcome data and selective reporting
were assessed as high, low or unclear. Two authors (GM
and KM) assessed the risk of bias and disagreements were
resolved by consensus.

Synthesis of the results

Qualitative synthesis of all the studies that met the inclu-
sion criteria described above was done by summarising
the characteristics and findings of the individual studies.

The study characteristics and findings were summarised
in form of a table. We used text to describe different strat-
egies used in the recruitment, training of CHW and in the
implementation of interventions for control of hyperten-
sion. We characterised the CHW intervention by exam-
ining the recruitment process for CHW—whether drawn
from government employees or not and the duration of
training offered in readiness for the implementation of the
interventions. We also categorised the CHW interventions
depending on the content and place where interventions
were offered. The content of the CHW interventions was
focused on either behavioural communication for lifestyle
change or the role of CHW as a mediator between patient
and healthcare system. The interventions were either
home/community based or clinic based. We also catego-
rised studies based on whether they had reported signif-
icant reduction in BP or improvement in the number of
participants with controlled BP. The patterns for different
CHW interventions and outcomes across different studies
was described in the narrative.

Patient and public involvement

We did not involve patients or members of the public in
the design, or conduct, or reporting, or dissemination
plans of this research.

RESULTS

The search strategy identified 1557 records through
database searching (n=1525) and reference lists (n=32).
After excluding duplicates, a total of 1383 records were
reviewed (figure 1). Out of these, 1346 were excluded
because information provided in the title and abstract
did not meet the inclusion criteria leaving 36 potentially

I Identification of studies via databases I | Identificationofstudiesl

Records identified from
data base searching
(n=1525)

Additional records
identified from
reference list (n= 32)

Records removed before
screening Duplicates
removed (n=34);

By endnote n=102)

By Covidence (n=38)

Records after duplicate removed n=1383 |

Titles and abstracts excluded
n=1347

Records screened
n= 1383

Full articles assessed Full articles excluded n=22

for eligibility ==| Notbeing interventional study (n=06)
n=36 Not based in LMICs (n=9)
Wrong study population(n=3)
Jl Not reporting BP as outcome (n=3)

Articles included in Being study protocols(n=2)

the review n=14
Figure 1 PRISMA flow chart. BP, blood pressure; LMICs,
low-income and middle-income countries; PRISMA, Preferred
Reporting Items for Systematic Reviews and Meta-Analyses.
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eligible studies for full text review. Of these, 22 did not
meet all the inclusion criteria and were excluded for
reasons(some more than one), that included not being
interventional studies,%_g?’ not based in LMICS,34_43 being
protocols of studies,* * wrong study population**™*® and
not reporting on BP as an outcome.” * * Thus, a final
14 studies were used for final data extraction, twelve
being cluster randomised trials®* *** and the other two
being interventional pretest and posttest studies.’’ *
The summary characteristics of the included papers is
included in table 1. The study populations were hyperten-
sive patients in six studies,?*** > % had at least one CVD
risk factor in two studies”* and in six studies the partici-
pants involved the general population.”® 7786162 A]] the
studies involved adult populations except one study that
involved children and young people aged 3-39 years.”*
The duration of the interventions ranged from 3 months
to 2 years. Geographically, nine studies were from South
Asia,52—54 561 {hree from sub-Saharan Africa® %' % and
one from East Asia® and one from South America.*

Risk of bias for the included studies

The risk of bias of the included studies is shown in figure 2.
The risk of selection bias as result of sequence generation
and allocation concealment was low in 12 (86%) of the
studies and high in 2 (14%). The risk of performance bias
and reporting bias due to lack of blinding of participants,
personnel and outcome assessors was low in eight (57%)
and high in one, but unclear in five (36%) of the studies.
The risk of attrition bias (lost to follow-up) was low in 11
(79%), high in one and unclear in two studies while risk
of bias due to selective outcome reporting was low in 11
(79%) of the studies and unclear in 3 (21%).

Recruitment and training of CHW

Given the nature of CHW intervention for management
of hypertension, the CHW acted as both provider and
recipients of the intervention. We, therefore, examined
the recruitment and training requirements for CHW
applied in different studies. While all the studies met
the inclusion criteria of CHW defined as a lay health
worker with basic training to supply community members
access to health and social services, the recruitment and
training of the same was different across the studies. In
all of the studies CHW were persons with at least 8-10
years of education drawn from the local community
but in some of the studies®™ ®' the CHW were specifi-
cally female. Most of the studies™ ™" * used government
CHW already working in the healthcare system while
other studies’™**®* ® recruited CHW specifically for the
study following same criterion used in recruiting the
Government CHWs. There was no standard training for
the CHW across the different studies in this review. The
CHW underwent various forms of training to be able to
carry out their roles in the studies. The training period
ranged from 2 days to 6 weeks with ongoing support from
the healthcare workers. In some of the studies the train-
ings were shorter ranging from 2 to 5days* *°*** while

others ranged from 4 to 6 weeks.”*>* % ®! In some of the
studies the training period was staggered throughout the
study period.”®*” %" In one of the studies the length of the
training period for CHW was not specified.”

Similarly, the content of the training was different across
the studies. The content of training included, home
health education on CVD risks and behaviour change
communication strategies,” *” * % basics of hypertension
and assessments of CVD risk factors to include measure-
ments technique for BP monitoring and anthropometric
measurements,” > 7% 56 98 9961 55 well as referral proce-
dure for hypertensive patients™ and survey methods.”
The recruitment and the CHW training details was not
reported in 2 of the studies.”’ "'

Content and approaches of the GHWs interventions

The CHWs intervention were designed to promote
BP control mainly for hypertensive patients and those
with CVD risks but also targeted prevention of high BP
in healthy individuals. The interventions were either
home based or community based with an exception of
one study,”" which incorporated the use of CHWs in the
primary health clinic to assist nurses in the management
of hypertension.

The content of the activities implemented by the CHWs
during the interventions was similar across many of the
studies. In addition to the screening or monitoring of
hypertension through BP measurements and audits
which was the main outcome measure in this review, the
CHW were also involved in other activities geared to the
management and control of hypertension. First, the major
activity in the CHW interventions as outlined in table 1
was health promotion through home-based health educa-
tion and lifestyle counselling® **° 575860 and community
level behaviour change communication.” *® ®' % Health
education included teaching about hypertension, moti-
vation to engage in care and support for healthy lifestyle
change such as reduction in salt intake. Second, in one of
the studies™ CHW were involved in CVD risk assessment
using a mobile tablet-based CVD risk assessment tool.
Third, in addition to the health education and BP moni-
toring, one trial incorporated physical activity component
of 60 min of heart exercise three times a week for a period
of 3 months.”” Fourth, the CHWs provided follow-up for
hypertensive patients and supported patients by moni-
toring treatment adherence in one of the trials.”® Finally,
in some studies CHWs were used as mediators between
patients and the healthcare system by providing referral
and encouraging linkage to care for those requiring
hypertensive treatment.” >’ %!

Outcomes and main findings of the studies

The outcomes for the CHWs interventions were different
forvarious studies as shown in table 1. The reported primary
outcome in most of the studies™ * **7° 5758 yas changes
in mean systolic BP (SBP) while other studies®! %6 5 61
reported proportion of participants with controlled BP
(SBP <140mm Hg and diastolic BP (DBP) <90mm Hg)

4

Mbuthia GW, et al. BMJ Open 2022;12:2053455. doi:10.1136/bmjopen-2021-053455



panuiluo)

)
7
[
3]
3]
@
c
[
o

©)

“ueoyubisul

sooualaylp dnoit — sjuedioiped jo
%92 Ul PanaIyde (06/0% 1>) [041U00 dg
Jueoyiubisul @ouasayip INg (26— SA BH
wuwi g |-) sdnoub aseod [ensn uey} suoyd
HeWws Ul 4gs ul Juswanoidwl }1sepoy
‘Alonoadsal ‘BH Ww 8’06 PUB 6617 ) 91om
d9a pue 4gs dn-moj|oy [|eiono abeleny
'swJe suoydyews pue ased

[ensn ayj ul abexul| Jeyealb Ajueoiubls
‘aJeo

0} abexul| (%61) Wuswanoidwl ||elsn)

(100" 0>d) sdnoub uonuanelul

ou Jo ‘Aluo-gHH ‘“Ajuo-do 8y ui ueyy (BH
wwggl 01 68 10 %S6) BH wwgoL)
dnoub 4o pue JHH Ul 8sesiosp 49S

sBuipuly Aoy

‘abueyo

d9Q—»swooino Arepuodes
dgS ul ebueyo (g pue ‘esed 0}
abexul| (| - sswoono Arewld

(sseah g) dn

-MoJ|0} IsE| Je dgd BH ww 06>
pue dgs BH ww oy 1> yim

9% - 8WOIN0 Alepuooasg
*(s1eah g) usin dn-mojjoy

1S€| 8y} 0} duljeseq wolj 49S
ul 8Bueyd —awo2iNo Alewld

juswainseaw awodnNQ

‘soyoeoidde

paseq-auoydpews, pue paseq-iaded,
Buisn sp\AHD AQ UOIIEDIUNWILLIOD [BINOIABYSQ
paJojie} ybnoly} uoljuaAidiul a1ed 0} abexur

‘Juswabeuew uoisuapadAy
ul do jo Bujuresy fenuue pue ‘JHH Alyuow-g
'SMHO Ag (JHH) uonednps yyesy swoH

uBisap uonuaAIRU|

‘Alonioadsal dga pue d4gs 40} (G°L1¥2°68
pue G'8LFE L91) dUOUd HEewWS pue
(L'21L¥7°06 PUE £'02FE "8G 1) paseq Jaded
‘(€'21L¥0°68 PUB 9'6LF'8GL) Ie0 [ensn
"BH wwgLF/'68

dgqd ‘BH ww 651 dgs duljeseq pajood
'(69%) suoydyews pue ‘(00G) peseq-ieded
uonUAAId| ‘| BY (94BD [BNSN) |opU0D
‘(erew %z ‘slewsy 9%8S) sjuedioled 09t

(s1eah oy pabe (e pue
anisuspadAynue uo Jo BH ww e 49d
Jo BH ww oY1z 4dgS) eAisuepedAy Lyel

solsuaoeIRyD 9|dwes auljeseg

[el} PasIWOopUEl J8isn|o

[el} PasIWOpUEI J8isn|o

uBisap Apmig

soBAUBY UisIseM ‘0gunL
(12 100)

ABojoipsen jo abs|j0D
ueouaWwy Jo [eudnop
610¢ ‘/e 10 UeyjuEpap

ogueIshied ‘1yoesey
(LG 1A BUIIPB
[BUJBIU] JO S[RUUY
6002 /e 10 Jejer

Bumes pue
Jeuanol “eak oyiny

Mbuthia GW, et al. BMJ Open 2022;12:6053455. doi:10.1136/bmjopen-2021-053455



Open access

panuiluo)

‘sioyows 'sieak g'6F/ |G -obe ueay

pue soljegelp ‘seAlsuapadAy 906G -dnoib josu0)

Buowre uoiuanisiul-}sod Aunwwoo sJeak 9'6F | gG abe ues|y

0} SUO JSIA WoJj SepaIedIo 8y} Ul 8J1eod [ensn paAleoal dnoib [04juod 9¢/ -dnoub uonuaniaiu| (005

‘BupoWsS UO 108Y8 B|geJISUoWap ou pue  Ajiep Jo Jaquinu papodai-jlos  8y] "Sieak g Joj syluow g Aians 9ouo SHSIA - Buijows ‘/ |g se1egelp ‘0G9 uoisuapadAy)
‘S9}19gEIP Ul HF UO }08}48 SAISN|OUODU| pue g4 dgs ulebueyo  awoy sp\HD Jeinbai ybnoayy Buioyuow 4g 10308} 4SU AAD | ISEd| 1B YUM SI9lsn[o Z|
pue ‘uoisuapadAy ul 4gS panoiduw) aJam sawooino Aewid pue uoljesluNWWod abueyod [einoireyag wioJ} UMeJp sJeak 0/ 01 GE) SHNpe gigl

2cBIPUl ‘BlOW[ea
[el] psjjonuo) [eunol pesH [eqoj9
pasiwopuey Je1sn|g v 6102 ‘& 18 uelayy

pue uaip|iyo ul 8be yum 4g ui asu [ensn dn-moj|o} sJeak g Jaye 49S

%8¢l

JHH Uou Ul ‘%G’ L | AoetoM| IHH "LLF1.
Os|e [0J1U0D Ul ‘| | F/ JHH Ul 490 uesw
‘WEFGLL [04U0O Ul ‘BH WW L FyLL JHH W

sieal g 1e ddS uesw (€26 ‘@) %8°Gi |04U0D Ul Sole|N
pue suljsseq usemieq 4gqa ul (626 ‘0l) %£°9¥ IHH Ul Se[eW ‘8'6F0'61
*s)npe BunoA sbuey)— swooINo Alepuoossg SBM G| 0g=U |0J}UOD JO} ‘'6F6 8| SeM

SMHD AQg uoneonpa gpOZ=Uu UoIUSAISIUI 8} ‘JHH Jo} obe uesw

ay} paonpai s\\HO A9 JHH paseq Ajiweq ul abueyd — awooino Arewlid yieay Ajiwey paseq awoy Ajyjuow-g —sJeak gg—g pabe ‘syuedioiped gzoy

wcUBISDEd ‘IyoBIEY|
[e11} POJIOAIUOD  [BUINO [EOIPSIA USIILIE
pasIWOPUERI J8}SN|O 0102 /e 18 Jeyer

sBuipuyy Aoy jusWIaINSEaW BWO09INQ ubisap uonuanIalu| sonsuv)oeIeyo ajdwes auljeseg

uBisep Apmis Bumes pue
Jeuanol “eak “oyiny

Mbuthia GW, et al. BMJ Open 2022;12:2053455. doi:10.1136/bmjopen-2021-053455



panuiluo)

)
7
[
3]
3]
@
c
[
o

©)

‘sanisuspadAy Buowe
(100°0=d ‘00"¢— 03 82", —) BH Ww 06—

pue ‘sjuedioiped anisuapadAyaid anisuapadAy 081
o4 (51.0°0=d ‘65°0— 03 8G°'G—) BH anisuspedAy-aud gz |
wwgo'e— ‘suedioiped aAlsusloWIOU QAISUBIOWIOU GOE
104 (£00°0=d ‘62°0— 0} 22°€— 1D %S6) jonuo)
BH ww gz z—) SHOYOD |[e I0} [0Jju0D By} anisuapadAy g6z
ul uey} dnoJb uonuaAISIUI Y} Ul JOMO) anisuspadAy-aud G/ |
Apueonyiubis sem Jeak | 18 49S uesw oy JeaA | jo pouad SAISUSJOWIOU GZY
‘uonendod [essuab ey} Ul uoisuspadAy e Joj Bunioyuow 4g pue Buijjesunod ajh1say| dnoub uonuanelu|
INOYNM S}NpPe Ul 49 Ul S8Sealoul paje|al 10} sypuow {7 Aiana sysin awoy papinoid ‘AjAnoe [eoisAyd moj pey 9 G pue ‘yjesy

-abe sajeloljowe pue uoisuspadAy SAHOA € "(dnoJb |03u09) 848D [ENSN JO JIBY} O} [NjLULLIBY SJUNOLWE Ul [oyod[e Buiuup agledoN

ULM S[ENPIAIPUI Ul 49 4O Uo1}oNpai yeah | 1e (SAHD4) s4e81un|oA yyesy Ayunwwiod QJOM % | | ‘siexows aiem syuedioiped Jo |eL} pasiwopuel yljesH qojo 1eoue]

JOJ SAI}O9YS SEM UOIJUSAISIUI 8]  dES UBaW -awooino Alewlid olewsay Ag pa| uonuanialul 8ISl Y %9 “BH Ww 08/ZZ | JO dg uesw yum 8oy | -193sn|o ‘|aqel-uado uy 810z ‘/e 18 auednapN

"BIPU| Ul AJUNWIWOD ‘Appeam ‘spAHD pasiniedns sasinu ajiym

|equi} 8)0wai B Ul [04U09 uolsuspadAy uoljESIPSW PUB UOIIEN|BAS [ellul PIP SO

Buinsiyoe Joy wisiueyosw S|qISes) B S| ‘uolsuspadAy

pial 8y} ul \M\HO Ag uoisuspiadAy jo Pa]|0J3UOD-[[oM UM SSOU} 0} 80IAPE SAisay|
Juswabeuew pue ‘sisoubelp ‘Bulussios pue suoles|paw Buinuiuod Jo uoisinoid LgBIPUI
Aq pamoj|0} uoisuspadAy Inoge SpHD pue dg pajj0uooun yim sjusijed Jo [eiaal uJayInos jo uoibai [einy
Buneonps swwelboid Buiyoesy v pue Juswabeuew ‘sisoubelp paAjoAUl ‘%1 JO 9)ed ousesald auIoIpaW [euJalul
‘BH ww 06/0%7 1> 49 pey siusired Jeak | 1e 1By} YBdA | JO} UOIUSAIBIUI AJUNWILLOD uoisuapadAy auljeseq ‘pPausaIos Apnss 1sod [esauab jo [eusnop
anIsuspadAy JO 94871LG Yeah | JaYY  |0JIUOD dg -awooIno Alewd B PaJajo syuow / Joj paurely \\HO a1am Q9 abe sy} Jono sjusired 86G pue aid [euonuBAIBIU| 9102 ‘[e 18 UeJesUES
sBuipuly Aoy JuswaINSeaw awoodNQ uBisap uonuaniau| sonsuaoeIeyo aidwes auljesegq uBisep Apmis Bumes pue

Jeuanof “eak “oyiny

Mbuthia GW, et al. BMJ Open 2022;12:6053455. doi:10.1136/bmjopen-2021-053455



c —
2 3 § £3 7 £ 8 7
= 05 5} g 51 | 32 =
(O =) £ c g a Q = = =
_:a)d)_t' [0} g = "“5@ = @E =)
E££20% 2% 2 3 g%F 98 EE y 20
22235570 o E 2 58 E= 3% E £
83525 E 2257 235 ggf 2%
Sy 2B ELT T .S ._‘g.ﬁaa £§ 8% LR
£EES 38y ws L E 525 23 23 BZ
= .= = c [ =] a @ [ZER =] L B
£E0sLo§E 2.8 £ 8 __%”gg e 5B z 3
c>9cEG . 25 509 8 s 2 39 S g
cO595c2 22 88 Z2..95% 28 8% B3
35028538 88 53 SEHELZ% 888 95
%9_“:’%7;%.“:’-5 fﬂv:‘jvmwo.cmw SSE B8 »n g
o ® G 3+ .
wggwu,g%wg Cappuccio et al 2006 - + + + - +
5o 2o0E 88
ow| O Occ=0 Gamage et al 2020 + + + - + +
L 092CScT
ol €c525=£2a
£ %oQE-EEB% Goudge et al 2018 + + ? ? + +
2 ;‘@gg&,@%_% Heetal 2017 + |+ |+ |+ T
- o - .
Cles,E80888 Joshi et al 2019 T P "
2 EOME%EEC o ~ >
Y| EE€Es5238%5 Jafar 2009 + + + + ?
) ® Jafar 2010 + ? + n - T
S E o 03 c9c Jafar et al 2020 + + + + + +
o i)
08 5% E=l] S oG Khetan et al 2019 + + ? + + +
- = a © o oG
| 28 <o e, Ecof 2 2 ?
0| §5 .60 OB 8% 2 Neupane 2018 + + B ? + ?
o c 2% L
g —S%B;g -9%53%93 Peiris etal 2019 + + + + + +
:% 5,33,257) §_§g§£&85 Setiawan, D & Sargowo, D | - - ? + ? ?
8| EEEE S §cc3<Tco 2018
Q o o 2 =2 50 0]
E| 25285%55°2258%538 Sankran et al 2016 - |- ? ? +
5 2 cc25c2
e o_gggga ;_Egg,g‘a&)gj. Vedanthan et al 2019 + + ? + +
5|l 2Es2= VEOFTES ST
§| EaS58c5235258°8
- o = o =
5| £E8225%35824 82£5% _ High risk of bias
O|laazec—c coacmES=30

+ Low risk of bias
? Unclear risk of bias

Figure 2 Risk for bias assessment.

as a primary outcome. There was significant reduction in
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icant. Two of the RCTs reported a reduction in the usual
rise in BP with age among children and young adults’* and
normotensive adults in the general population.” Similarly,
three studies™ 7 ¢! reported significant improvement in
the proportion of participants with controlled BP as result
of the CHW interventions while three other studies” %’
did not find any significant improvement in the BP control
for participants. It is notable that even for studies which
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communication ** 5254575860 b4 significant reduction
in SBP and significant improvement in the proportion
of participants with controlled BP.”* %" ®* On the other
hand, interventions that focused on the role of CHW
as mediators between patient and healthcare system
through referral, linkage to care and monitoring drug
adherence” *** did not have significant impact on BP
control.

Although the studies lacked a standard requirement for
CHW training in terms of duration and content, training
was an important component of the CHW intervention for
management and control of hypertension. Studies that had
training ranging from 4 to 6 weeks had positive outcomes
with those that staggered the trainings across the entire
intervention period all showing positive outcomes™ > ! in
the control and management of high BP.

DISCUSSION
Weak healthcare systems and a rising burden of CVD calls
for health system innovations in the management of CVD
in LMICs. CHWs have been suggested as a way to achieve
that goal, with their potential ability to quickly integrate into
the healthcare system. With short training periods, CHW
can provide community-based care that is cost-effective and
achieve high-quality outcomes.” Our review examined the
nature and the role CHWs can play in management of hyper-
tension in LMIC. This review found that, in general, studies
that linked CHWs with existing public healthcare infrastruc-
ture enhanced control and management of BP over and
above usual care. The CHW interventions had positive effects
in the reduction of BP, linkage to care, treatment adherence
and in reducing CVD risk level among both hypertensive
and normotensive individuals in LMICs. This underscores
the important role CHWs would play in the management of
hypertension yet at a cheaper cost in countries with leaner
economic muscle.”* The review further showed that CHW
play diverse roles ranging from preventive, therapeutic and
health systems utilisation in management of hypertension.

With the growing burden of NCDs, primary prevention is
amajor pillars in the control of these diseases in LMICs.” In
light of critical shortages in the health workforce in LMICs,
CHWs provide cheaper alternative that would form the back-
bone of most primary healthcare (PHC) services for manage-
ment and control of both communicable and NCDs.” The
studies in this review demonstrate that task-shifting of roles
such as health education, interpersonal communication
on lifestyle modifications with a focus on primary preven-
tion, screening for early diagnosis and supporting self-
management behaviour can lead to significant reduction
of BP. Studies from developing countries show that CHWs
have high acceptability at local community level which, may
contribute to the dual benefit of providing both cheaper and
acceptable labour in addition to the direct contribution in
BP control.”®

While trained CHW maynotperformin the same capacity
as trained nurses and health educators, with appropriate
and specifically focused training and supervision they can

successfully contribute to the management of hyperten-
sion, as demonstrated by many of the studies reviewed.
In the current review, we did not find any standards in
the training of CHW for management of hypertension.
The training duration ranged from 2 days to 6 weeks and
the content was different across the studies depending on
the focus of the intervention. The reviews showed that
CHWs intervention entailed screening, promotion and
monitoring of BP and its control strategies at both home
and community levels where only basic PHC approaches
were required. The basics required here could be easy
and faster to teach with no need for unnecessary scientific
details and the favourable study results from the current
review show that such training as the CHWSs received is
enough to yield demonstrable behaviour change and BP
modulation outcomes.?***%

There is general agreement in the reviewed literature
that CHWs can contribute to significant reduction of
BP and hypertension as a key modifiable risk factor for
CVD and premature death,' * especially in the LMICs.”
This review shows that enjoining CHWs in the screening
and care of hypertensive patients from such countries
has positive results in care of such patients. Most of the
studies in this review had low risk of selection bias in
both sequence generation and allocation concealment
through randomisation (11 studies), had low perfor-
mance bias because they had both participants and inves-
tigators blinded (8 studies), had blinding of assessors and
so detection bias was minimal (9 studies), and had selec-
tive reporting bias minimised at conceptualisation and
implementation of the protocol as opposed to allowing
a direct influence of the outcomes at dissemination stage
(11 studies) strengthens the evidence of our review. As
such, the evidence deduced on importance of CHWs in
mitigation of hypertension becomes especially critical
for countries with less resources, an ageing population,
an increase in sedentary lifestyles and other lifestyle risk
factors, and a concomitant direct increase in proportions
of the general population who are hypertensive.” The
literature suggests a way out of the increasing incidence
of hypertension in these countries and rising proportion
of persons with poorly controlled BP. The CHWs drawn
from these communities would advance the care needed
and supplement the lean professional workforce avail-
able. CHWs have cultural understanding which is crucial
in providing the necessary linkage between community
and healthcare system."” The current review also demon-
strates that their roles can be diverse yet effective in the
control and management of high BP and other cardiovas-
cular risk factors.

Study limitations and strengths

Our study represents a scope review of approaches and
outcomes specific to CHW interventions in the manage-
mentand control of hypertension in LMICs. The strengths
of the current study are that we conducted comprehen-
sive searches of databases to ensure that all relevant
publications were identified. We also reduced potential
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bias in the review by having the authors independently
screen through the search results and extract the data
autonomously. However, the study is limited in that, due
to diversity of the study participants, interventions and
outcomes of the studies included in the review, a quantita-
tive synthesis (meta-analysis)of the overall effect of CHW
interventions was not possible and therefore outcomes
were summarised for individual studies.

Implications of the results for practice, policy and future
research

This study showed that CHWs drawn from community are
an important resource in the management and control of
hypertension. Preference should be given to CHW inter-
ventions focused on behaviour change communication
and lifestyle counselling for reduction of high BP for both
hypertensive and normotensive individuals. There is a need
for adoption of standard curricula for training of CHW for
the control and management of hypertension to guide trans-
lation of such interventions in different settings in LMICs.
Future reviews should look into the overall effect of the
various components of CHW interventions and their cost-
effectiveness in the management and control of CVDs.

CONCLUSIONS

In conclusion, the review suggests that CHWs interventions
linked with support and/or supervision from healthcare
workers provides a promising avenue for achieving improve-
ments in hypertension control in LMICs. There is need to
adopt this and integrate CHW community-based lifestyle
interventions in PHC for overall reduction of CVD risks.
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