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ABSTRACT: Hypertension is the leading preventable risk factor for cardiovascular diseases and disability globally. In low- and
middle-income countries hypertension has a major social impact, increasing the disease burden and costs for national
health systems. The present call to action aims to stimulate all African countries to adopt several solutions to achieve better
hypertension management. The following 3 goals should be achieved in Africa by 2030: (1) 80% of adults with high blood
pressure in Africa are diagnosed; (2) 80% of diagnosed hypertensives, that is, 64% of all hypertensives, are treated; and (3)
80% of treated hypertensive patients are controlled. To achieve these aims, we call on individuals and organizations from
government, private sector, health care, and civil society in Africa and indeed on all Africans to undertake a few specific high
priority actions. The aim is to improve the detection, diagnosis, management, and control of hypertension, now considered to
be the leading preventable killer in Africa.
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THE NEED OF THIS CALL TO ACTION

Arterial hypertension, defined as an average accurately
and repeatedly measured office systolic blood pressure
(BP) >140 mmHg and diastolic BP >90 mmHg, or pres-
ence of treatment with antihypertensive medications, is
the leading preventable risk factor for cardiovascular
diseases (CVD) in the world, including low- and middle-
income countries (LMICs)."? Moreover, arterial hyperten-
sion is one of the main causes of disability around the
globe, which dramatically adds to the importance of its
control worldwide.

In recent years, a significant increase in BP levels has
been observed in LMICs, where only 1 in 3 are aware of
their hypertensive condition, and only roughly 8% have
their BP controlled. The growth of this health burden has
a major impact not only on mortality rates, but also on

relevant social issues, contributing to widen the health
equity gap, and importantly increases the cost of health
care for national health systems.?

For many years, World Hypertension League has
been active to promote better hypertension manage-
ment in LMICs and has gathered considerable experi-
ence in this field, as documented in a previous call to
action for hypertension control including observations
derived from Latin American countries.® In Africa, nearly
half of those aged 25 years and above are hyperten-
sive (150 million adults), and an estimated 50 million
adults have very substantively increased BP (>160/100
mmHg)."*® Obesity at least doubles the risk of hyper-
tension among Africans.®

Hypertension prevalence significantly varies in dif-
ferent African countries, ranging from 37% to 75%.
Akpa et al® have provided a general overview of the
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Nonstandard Abbreviations and Acronyms

BP blood pressure

CVvD cardiovascular disease

LMIC low- and middle-income countries

MOCCA  Management of Chronic Conditions in
Africa

NCD noncommunicable disease

PLWH people living with HIV

SSA Sub-Saharan Africa

prevalence of hypertension across Africa. These authors
have clearly shown that, according to an age-adjusted
analysis, hypertension is significantly more prevalent in
men than in women, with some regional variation. Africa
now appears to have the highest prevalence of hyper-
tension in the world, amounting to roughly 46% for both
sexes combined in individuals over 25 yrs of age, with
important regional differences. These differences in
hypertension prevalence across regions may depend on
different factors, such as methodological limitations of
individual studies in terms of power and coverage, or real
differences in hypertension mechanisms among differ-
ent regions and between rural and urban settings. The
latter include differences in age-adjusted prevalence of
obesity as well as difference in socioeconomic, lifestyle,
nutritional, and environmental risk factors, as well as in
genetic factors. Indeed, while population-based crude
prevalence of hypertension was highest in southern
Africa, age-adjusted hypertension prevalence was high-
est in Western Africa, and among older people across
all regions with additional geographic differences across
different African countries. On such a complex back-
ground, Akpa et al® have also estimated the prevalence
of hypertension in Africa by separately considering the
140/90 mmHg cutoff proposed by the European Soci-
ety of Cardiology/European Society of Hypertension
2018 and the ISH 2020 hypertension guidelines,”® and
the 130/80 mm Hg cutoff proposed by the 2017 Ameri-
can Heart Association/American College of Cardiology
guidelines® In 21512 individuals from different African
countries, hypertension prevalence in males was 42.2%
(41.3-43.1) and 58.2% (57.3-59.0), respectively, for the
140/90 and 130/80 mmHg cutoffs, while the corre-
sponding figures were 41.8% (40.8-42.8) and 60.8%
(569.8-61.8) in females. Thus, the study by Akpa et al®
clearly shows, by considering data from 13 African coun-
tries, that the burden of hypertension in Africa is substan-
tially higher using the 2017 American Heart Association/
American College of Cardiology BP cutoff as compared
with the hypertension definition proposed by European
Society of Cardiology/European Society of Hyperten-
sion and ISH guidelines. Moreover, this study confirms
that hypertension prevalence in Africa is characterized
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by important regional differences, is strongly associated
with obesity and is significantly affected by sex-depen-
dent differences, the prevalence of hypertension being
significantly higher in women than in men in eastern
Africa, Northern Africa, and Southern Africa (Table).

A systematic review and meta-analysis of 33 surveys
involving 110414 participants in Sub-Saharan Africa
(SSA) with a mean age of 40 years® showed that in
2015 average hypertension prevalence was 30% (95%
Cl, 27%—-34%), varying widely across the studies and at
different ages (range 15%-70%). Of those with hyper-
tension, only 27% (95% ClI, 23%-31%) were aware
of their hypertensive status. Overall, about two-thirds
of those diagnosed with hypertension were treated,
accounting for 18% (95% ClI, 14%-22%) of all hyper-
tensive patients. Effective BP control was obtained only
by 7% (95% Cl, 5%-8%) of all individuals with hyper-
tension (Figure 1A). SSA is among the regions of the
world with lowest rates of hypertension detection, treat-
ment, and control, and several countries in this region
have seen little improvement in these outcomes over the
past 30 years' A recent study by Ture et al'' reports
a 26.9% prevalence of hypertension (systolic BP =140
mm Hg, diastolic BP 290 mmHg, or use of antihyperten-
sive medication within the previous 2 weeks) in adults liv-
ing in Guinea-Bissau. In those with hypertension, 51.4%
reported they were already aware of their diagnosis and
51.8% of those who were aware reported use of anti-
hypertensive drug therapy within the previous 2 weeks.
In those who were being treated with antihypertensive
medication, 49.9% had a BP below 140/90 mmHg,
yielding a 7.6% rate of systolic/diastolic BP control to
<140/90 mmHg.

The need to change this situation is related to the
high risk for disabling and life-threatening CVDs (such
as stroke) associated with hypertension also in Africa. In
2019, in North Africa, high BP was the leading risk fac-
tor for death accounting for over a quarter (25.9%) of all
deaths while it is the fourth leading risk factor account-
ing for >1in 12 (8.8%) of deaths in Sub Saharan Africa.
There were over 1 million cardiovascular deaths in Sub
Saharan Africa in 2019. These findings emphasize the
need for urgent implementation of appropriate strategies
for hypertension diagnosis, control, and prevention.

NEED OF INTEGRATING CHRONIC
CONDITIONS (DIABETES,
HYPERTENSION, AND HIV) CARE IN SSA

As mentioned above, in recent years there has been a
sharp rise in the prevalence of diabetes and hyperten-
sion in Africa, where these 2 conditions account for
around 2 million premature adult deaths annually."'7 In
spite of the availability of effective treatments for dia-
betes and hypertension, only 10% to 20% of persons
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Table. Crude and Age-Adjusted Proportion of Hypertension Stratified by Hypertension Definitions

Per Sex, Age Group, Country Geographic Region, BMI, and Obesity in the CHAIR Study PC

Hypertension defined as Hypertension defined as
>140/90 mmHg >130/80 mmHg
n=21512 n=21512
Factor Proportion (95% CI) Proportion (95% CI) P value
Sex
Male 42.2 (41.3-43.1) 58.2 (57.3-59.0) <0.001
Female 41.8 (40.8-42.8) 60.8 (59.8-61.8) <0.001
Age, meantSD 53.0+11.2 51.1£11.7
<40y 22.0 (20.7-23.4) 42.9 (41.4-44.6) <0.001
40-44 29.5 (28.0-31.1) 49.1 (47.4-50.8) <0.001
45-49 36.2 (34.6-37.8) 54.6 (52.9-56.2) <0.001
50-54 44.6 (43.1-46.2) 62.5 (60.9-64.0) <0.001
55-59 51.7 (50.1-53.4) 67.3 (65.7-68.8) <0.001
60-64 65.9 (63.6-68.2) 76.9 (74.8-78.9) <0.001
>65 75.4 (73.3-77.3) 86.3 (84.6-87.8) <0.001
Country
Burkina Faso 16.4 (14.9-18.1) 30.7 (28.8-32.8) <0.001
Cameroon
Ghana 45.9 (44.6-47.3) 60.7 (59.4-62.0) <0.001
Guinea
Kenya 24.7 (22.9-26.5) 46.8 (44.8-48.8) <0.001
Mozambique 34.1 (275-41.4) 53.9 (46.6-61.1) <0.001
Namibia 25.0 (20.6-29.9) 45.5 (40.2-50.9) <0.001
Nigeria 51.7 (50.3-53.1) 67.0 (65.7-68.4) <0.001
South Africa 50.3 (48.9-51.6) 69.4 (68.2-70.6) <0.001
Sudan 11.9 (7.8-17.9) 39.5 (382.4-47.1) <0.001
Tanzania
Uganda 14.6 (10.4-19.9) 44.1 (37.6-50.9) <0.001
Zambia 19.1 (14.4-24.8) 45.5 (39.0-52.0) <0.001
Region
East Africa 23.8 (22.2-25.5) 46.6 (44.6-48.5) <0.001
Central Africa
North Africa 11.9 (7.82-17.9) 39.5 (82.4-47.1) <0.001
Southern Africa 475 (46.3-48.7) 66.9 (65.8-68.1) <0.001
Western Africa 43.3 (42.4-44.1) 58.2 (57.3-59.0) <0.001
BMI, kg/m?, meantSD 28.0+17.2 27.4+16.5
Underweight (<18.5) 23.2 (21.3-25.1) 38.1 (35.9-40.3) <0.001
Normal weight (18.5-24.9) 32.6 (31.6-33.5) 50.4 (49.4-51.4) <0.001
Over weight (25.0-29.9) 50.1 (48.8-51.5) 68.5 (67.2-69.8) <0.001
Obese (>30) 60.0 (58.6-61.5) 76.6 (75.3-77.8) <0.001
Overall crude proportion 42.0 (41.4-42.7) 59.3 (68.7-59.9) <0.001
Age-adjusted proportion of hypertension 32.0 (80.9-33.0) 51.1 (49.6-52.5)

Prevalence was estimated as a function of the frequency of hypertension and the category total. BMI indicates body mass index;
CHAIR, Cardiovascular H3Africa Innovation Resource; and PC, population controls. Adapted from Akpa et al® with permission. Copy-
right ©2020, Wolters Kluwer Health, Inc.

living with these conditions are under regular care,'>'®"®  Resolving this issue represents a major public health
which is mainly due to lack of effective health care ser-  challenge in Africa, where health care is mainly orga-
vices.2"22 This emphasizes the need of approaches  nized to deal with acute infections, with limited experi-
aimed at increasing access to health services for the  ence in management of chronic diseases,?® except for
management of diabetes and hypertension in Africa. HIV infection which requires long-term management. In
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2015: Hypertension Burden

> 150 millions
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Figure 1. Hypertension Burden in Africa in year 2015 and target changes proposed for year 2030.

Eastern and Southern Africa 83% of people affected
by HIV infection are in regular care, with 90% of these
virally suppressed.?*% In fact, HIV-associated mortality
has been markedly reduced from >2 million to less than
half a million per year?* Similar levels of retention and
control should thus be achieved also for hypertension
and diabetes, to obtain a significant reduction in mortality
needed to meet the Sustainable Development Goals.?’
One possible explanation for the success in fighting
HIV is related to the early organization of HIV services
in stand-alone clinics in most African countries as soon
as effective antiretroviral drugs were made available.
African health systems should consider re-organizing
their services to manage hypertension and diabetes in a
similar way. Managing multiple chronic conditions in the
same clinics could optimize use of health care resources,
allowing the application of what was learnt in HIV treat-
ment programs to control hypertension and diabetes.
There is some theoretical concern that integrating care
of HIV with that of other chronic diseases might deter
patients with diabetes and hypertension from seeking
care due to fear of contact with patients affected by
HIV infection or perceived to have HIV.%2° |n Tanzania
and Uganda, Birungi et al®® conducted a cohort study
(MOCCA [Management of Chronic Conditions in Africa])
to evaluate a program based on integrated care for HIV
infection, diabetes, and hypertension in terms of feasibil-
ity, acceptability, retention, treatment and control of high
BP and diabetes. Integrating care for HIV infection, dia-
betes and hypertension achieved high levels of retention
for people living with diabetes or hypertension in Africa.
This improvement was not at the expense of HIV control,
as retention in all 3 groups of people with single condi-
tions was similar, and the proportion of patients with an
HIV viral suppression was close to 90%. Thus, the study
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suggests that an integrated approach could achieve
excellent retention for diabetes and hypertension.3'-33
Achievement of high retention rates improved BP and
glycemia control. However, it still was associated with a
high percentage of patients continuing to have uncon-
trolled BP and glycemia, in contrast to the situation with
HIV for which most patients continued to have excellent
control of viraemia. This further emphasizes the impor-
tance of the present call to action, aimed at identifying
and promoting interventions which might improve BP
and diabetes control to effectively reduce mortality from
noncommunicable diseases.

The importance of exploring the possible integration
of HIV and hypertension management is related to the
evidence that SSA is affected by the highest burden of
infectious diseases worldwide, including 70% of global
HIV burden.3* Antiretroviral therapy has led to the reduc-
tion in new HIV infections, a decrease in deaths due to
HIV/AIDS, and dramatic improvement in the survival and
quality of life among people living with HIV (PLWH).%
The importance of providing integrated care covering
both HIV and noncommunicable diseases (NCDs), such
as hypertension is emphasized as PLWH are at increased
risk of NCDs, in particular CVD®% and both HIV infec-
tion and antiretroviral therapy are involved in determining
the increased prevalence of CVD among PLWH.?"

Indeed, several SSA countries are facing an epide-
miological transition, in which NCDs are contributing
more than infectious diseases to the overall burden of
disease.® CVDs are of particular concern because of the
large number of people with HIV. Lubega et al*® stud-
ied the prevalence of hypertension, and the association
of antiretroviral therapy and hypertension among PLWH
on treatment in Uganda and showed a highly frequent
association of HIV with hypertension among PLWH. This
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association was at least in part related to modifiable risk
factors such as body mass index and Nevirapine based
regimen, the reduction of which resulted in a reduction
of hypertension prevalence among PLWH, which further
emphasizes the need for improving hypertension man-
agement in these patients.

WHAT SHOULD BE DONE

Given that currently there are limited effective strate-
gies and resources to screen and control hypertension
in Africa and other LMICs, a major paradigm shift is
required to reduce the burden of hypertension-related
death and disability at a population level. The way to this
paradigm shift was clearly outlined by the 2017 Pan Afri-
can Society of Cardiology roadmap to reduce the burden
of hypertension in Africa* but received very little political
attention so far.

Several acknowledged risk factors would need to be
adequately managed also in Africa to face this situation,
including unhealthy diet (with high salt and low fruit and
vegetable intake), physical inactivity, tobacco and alcohol
use, and obesity.26 To this aim, African countries should
consider reframing their response in line with the recom-
mendations of the Lancet Diabetes and Endocrinology
Commission on Diabetes in SSA, by adopting an inte-
grated person-centered approach as part of what must
be done*’ Among the interventions to be implemented
to reduce the burden of hypertension in African coun-
tries, a great emphasis must be given to salt reduction
policies. Indeed, roughly 30% of hypertension prevalence
can be associated to high dietary sodium worldwide.*>4®
The INTERSALT study and several experimental studies
in animals suggest that high dietary sodium consumption
might have a much larger impact on BP all over a life
course than is identified in the currently available relatively
short-term sodium reduction trials and suggest that, at
least in part, its effect on increased BP might be irrevers-
ible.**4® In addition, patients of black ancestry may have
greater increases in BP when excess salt is consumed.*®
This emphasizes the need of effective and early inter-
vention in young people before permanent harm occurs.
Meta-analyses of randomized controlled trials demon-
strate that reducing dietary sodium intake decreases BP
in both those with and without hypertension, at all ages
and in all ethnic groups,*”~*" which calls for strong inter-
ventions in this direction by health care systems in Africa.
In such a context, in addition to reducing the addition of
sodium during food processing and preparation, use of
salt substitutes has been demonstrated to provide a safe
and effective approach to prevention of CVD.>

Another important problem to face in relation to
uncontrolled hypertension is the high mortality in child-
bearing women due to preeclampsia. Maternal mortality
is high in LMIC 5354 SSA is the most affected region, with
66% of maternal deaths, with hypertensive disorders
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during pregnancy being identified as the second lead-
ing cause, after hemorrhage, of maternal and perinatal
death, accounting for 14% and 27.1%, respectively.5®
According to the World Health Organization (WHO), 16%
of maternal deaths in SSA are attributable to hyperten-
sive disorders during pregnancy, with preeclampsia and
eclampsia being the leading causes.®® The incidence of
preeclampsia ranges from 3% to 5% and can reach
10%,%® being higher in LMIC. Preeclampsia increases
maternal and perinatal mortality through both fetal and
maternal complications. Several risk factors have been
reported to play a role in preeclampsia prevalence, includ-
ing advanced age, multiple pregnancies, nulliparity, per-
sonal history of preeclampsia and prepregnancy medical
conditions such as chronic high BF, type 2 diabetes, and
renal failure."*®° Cardiovascular risk factors have been
reported to be involved in the onset of preeclampsia.®'-%*
This may represent a problem in Africa, in particular in
SSA, where women have been reported to be character-
ized by a high prevalence of cardiovascular risk factors.
According to a review of available studies,9-54 the most
prevalent ones are hypertension (29%), diabetes (7%),
overweight (35%), obesity (11%), alcohol consumption
(13%), tobacco (29%). In particular, chronic hyperten-
sion can increase the risk of developing preeclampsia
during pregnancy by 3- to 10-fold. Thus, given the evi-
dence that cardiovascular risk factors, and in particular
chronic hypertension, may predispose to occurrence of
preeclampsia, screening of women at risk could help
reducing mortality related to hypertensive complications
of pregnancy, in particular preeclampsia. This is another
important reason for the present call to action for a bet-
ter hypertension control in this continent.

On top of these well-known problems, there are also
emerging risk factors in Africa that need to be addressed
and further investigated. These include ambient pollu-
tion, massive urbanization, systematic deforestation,
low birth weight, childhood undernutrition, prevalent
chronic infection such as HIV and several social and
commercial issues shown to affect population health,
including the very high number of refugees and other
forced migrants escaping from African regions affected
by poverty, war, and terrorism.?

Facing this situation in Africa requires urgent imple-
mentation of several actions. These include: (1) exten-
sive implementation of the WHO HEARTS technical
package (made by modules spanning Healthy lifestyle,
Evidence-based treatment protocols, Access to essential
medicines and technology, Risk-based CVD manage-
ment, Team-based care, and Systems for monitoring,
HEARTS); (2) engagement to aim at health-promoting
environments through salt-reduction policies and sugar
and alcohol tax; (3) implementation of cost-effective
screening and simplified treatment protocols to over-
come treatment inertia by physicians and poor patients’
adherence to prescribed treatment?; (4) decentralization
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of hypertension care of the primary health care systems
and communities to increase the access to care, within a
context of integrated care, while ensuring competencies
to enhance care of conditions for which LMIC cannot
afford to promote verticalized care.

GOALS OF THIS CALL TO ACTION

On such a background, we need a quantum leap in
the fight against hypertension and its dreadful conse-
quences, in support of WHO HEARTS programme.®

It is, therefore, mandatory that African countries accel-
erate the implementation of all necessary changes in
health care management that might lead to an improved
prevention and control of NCDs and to a quick reduc-
tion in the level of cardiovascular risk associated with
hypertension.

This could be done through several specific interven-
tions which include, among others: (1) enhanced detec-
tion and treatment of hypertension using low-cost single
pill drug combinations,®® (2) implementation of home BP
monitoring, with easier access to telehealth and mobile
health solutions whenever feasible5” (3) step down care,
with implementation of team-based care by health care
workers, (4) reduction in cost of drugs, and (5) availability
of cheap but accurate BP monitoring devices.

There is also a need for setting national targets for
hypertension control. We believe that, while promoting
better health care, targets can be set which are ambi-
tious but realistic as per the national context, and our aim
is to promote titrated targets as per country context.

Indeed, target setting is a critical element for any pro-
gram implementation. Targets are needed for the different
elements in the care continuum. When promoting better
hypertension control, targets to be defined include the
indication of the proportion to be diagnosed among those
expected to have hypertension; the proportion to be treated
out of those diagnosed, and the proportion to be controlled
at a given time point among those who are treated.

The present call to action thus aims to stimulate all
African countries to fight hypertension by adopting the
proposed solutions and to achieve the following 3 goals
in Africa by 2030:

1. Eighty percent of adults with high BP in Africa
are diagnosed. This would mean an almost 3-fold
improvement from current awareness rate and
could be obtained though: (1) Expansion of the
scope of practice, skill and capacity of commu-
nity health workers, public health practitioners,
nurses, and pharmacists and trained lay people to
screen for, diagnose and treat hypertension. (2)
Empowerment of all adults to take responsibility for
their health and wellbeing, seeking for BP screen-
ing, treatment, and control and adopting healthy
lifestyle under supervision and according to agreed
protocols and referral systems. An important step
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in this direction is to have BP measured accurately
and regularly in all adults in Africa.

2. Eighty percent of diagnosed hypertensives, that is, 64

% of all hypertensives, are treated. This would mean
a 3.5-fold improvement from current rate. To achieve
this ambitious target, countries should implement
patient-friendly and health system-sustainable models
of care, including task sharing and multi-month pills
refills for stable patients. Prices of antihypertensive
medicines can also be reduced through increased
demand, local production, and quality control, consoli-
dating treatment algorithms and price negotiations.

3. Eighty percent of treated hypertensive patients,

that is, 51.2% of all hypertensives, are controlled.
This would mean a > \7-fold improvement from
current rate (7%; Figure 1B).

As an intermediate step, we stimulate African Coun-
tries to have the current awareness, treatment and con-
trolled rates doubled by 2025. This would mean a shift
from 27% to 54%, from 18% to 36%, and from 7% to
14%, respectively.

We acknowledge the complexity of health care in
Africa, where, in the context of a very high impact of the
social determinants of health, there are different aware-
ness, treatment, and control rates in different countries,
given the huge diversity not only in their cultural and reli-
gious background but also in health care systems and
in their policies across the African Continent. Thus, we
know that our goals are very ambitious. However, we
know that choosing ambitious targets helps to acceler-
ate actions and give a sense of purpose in health-related
campaigns. Moreover, evidence is available that relatively
fast progress is possible early when starting from a very
low level, as in the case of Africa.

SPECIFIC ACTIONS TO IMPLEMENT

As with all such calls to action, the implementation plan is
critical. To achieve the above listed aims, we thus call on
individuals and organizations from government, private
sector, health care and civil society in Africa, and indeed
on all Africans, to undertake the following high priority
actions to improve the detection, diagnosis, management
and control of hypertension, to be considered the leading
preventable killer in Africa (Figure 2).

1. Actions for African governments to improve hyper-

tension control in their populations:

() Increase the diagnosis, treatment, and con-
trol of hypertension. This should be achieved
through the following actions:

(a) Adopt a robust national strategic plan for
NCD that prioritizes and calls for resources
for effective hypertension prevention and
control. In this regard, politicians charged
with prioritizing resource decisions related
to malaria, HIV, or hunger due to poverty,

Hypertension. 2022;79:1949-1961. DOI: 10.1161/HYPERTENSIONAHA.121.18884
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Increase the diagnosis, treatment and control of " Keep up to date with and implementing evidence-based
hypertension guidelines
Implement evidence-based prevention policies, = Provide adapted care and patient education A
|mpr0ve including those that reduce sodium intake and other risk ) 5 Del[ver
N factors for hypertension ® Adopt a culture of data use and continuous quality )
hype rtension . e . impravement to improve patient outcomes. effective
Include hypertension control as a key indicator in health
cont I’Ol information system and measure blood pressure and * Implement team-based care care
salt intake in national health surveys Healthcare *  Promote low-cost single-pill combination
Initiate and fund national hypertension Governments - therapy and facilitate access to mobile health
programmes -
- Actors i
-
. . -
® Work with governments to support practical D I C itie .
guidelines and training programs for health workers y o™ * Demand quality health care, with BP checks and
S A partners and individuals and free or low-cost provision of quality medicines
* Target resources, including funding to achieve Academia civil socief
Support hypertension control in the entire population v/ e byindne D ociecandhiel Sl SUPPDrt
. screening, diagnosis and treatment of hypertension
hvperten sion * Support community education to reduce hypertension M ' . h t i
control risk and demand appropriate screening, diagnosis and = Advocate for access |nA I?Eélthy food, by strong public ypertension
o treatment for hypertension for all adults food procurement policies control
initiatives = Conduct research to identify effective interventions to " Support aEA““"iels‘hat _i"c’ease awareness of importance
prevent, detect, treat and control hypertension of prevention, diagnosis, treatment and control of
. hypertension
* Educate and conduct implementation research

Figure 2. Specific actions to implement, to improve hypertension control in Africa.

(b)

(©

(d)

(e)

(f)

(9
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should also address the silent killer, that is,
hypertension, which is a major contributor
to burden of illness in Africa.

Issue appropriate orders and define health
facilities reference staff, to ensure that
BP measurement, diagnosis of hyperten-
sion, and management as per protocol is
an essential service of primary health care
and in ongoing programs such as HIV and
tuberculosis. Allow nonphysician health
providers with adequate education and
training to diagnose and manage hyper-
tension, under supervision and according
to agreed referral systems.

Ensure accurate measurement of BP at
all routine adult clinic visits at all levels of
health care and using all other opportunities
such as markets, religious congregations,
social events, vaccinations, political events,
population census, elections etc, supported
by massive awareness campaigns.

Develop and implement hypertension diag-
nosis and treatment guidelines by adopting
the WHO's HEARTS package.

Ensure all hypertension medicines included
in national guidelines are on the national
essential medicines list, are procured from
quality-assured providers, and are avail-
able free of cost or at affordable cost at all
health facilities.

Introduce regulations to ensure procure-
ment of BP measurement devices that are
validated for accuracy according to WHO
and international and national societies of
hypertension recommendations.

Integrate hypertension detection, treat-
ment, and control within existing health

services, such as HIV care or diabetes care

units and indeed in all health facilities.

Make care patient-friendly, by decentraliz-

ing care and treatment of stable patients

to the primary care level and by supporting
visit spacing and extended drug refills for
stable patients.

(i) Promote availability of low-cost single-pill
combination therapy.

() Adopt strategies to improve access to care.
Mobile-health, telehealth, decentraliza-
tion of care to the bottom of health sys-
tems may be different options in different
contexts

(h)

(i) Implement evidence-based prevention policies,

including those that reduce sodium intake and
other risk factors for hypertension, such as:

(a) Design and implement regulations requir-
ing packaged foods to include easy-to-
interpret front of package labeling, such
as warning labels, that enable consumers
to avoid foods high in sodium and other
unhealthy ingredients.

Adopt sodium targets for different catego-
ries of packaged food.

Enact public food procurement policies to
address dietary risk factors for hyperten-
sion and CVD, by establishing nutritional
standards.

Support public health awareness cam-
paigns on salt intake reduction, including
through mass media campaigns aimed at
educating people not only to control the
salt content in packaged food, but also to
avoid adding too much salt during cooking
in foods such rice and other staple foods
and to increase use of low sodium salts

(b)
(©)

(d)
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@iii)

(that have some of the sodium replaced by
potassium).

(e) Scale up tobacco and alcohol control, follow-
ing the WHO's MPOWER (monitor tobacco
use and prevention policies, protect peo-
ple from tobacco smoke, offer help to quit
tobacco smoking, warn about the dangers
of tobacco, enforce bans on tobacco adver-
tising, promotion and sponsorship, and raise
taxes on tobacco) and SAFER (strengthen
restrictions on alcohol availability; advance
and enforce drink driving counter mea-
sures; facilitate access to screening, brief
interventions and treatment; enforce bans
or comprehensive restrictions on alcohol
advertising, sponsorship, and promotion; and
raise prices on alcohol through excise taxes
and pricing policies) frameworks.

(f) Promote physical activity, including provi-
sion of safe environments and incentives
for exercise. Education on the favorable
effects of regular physical exercise should
be provided.

(g) Scale up obesity control across the life course
through education, exercise and diet.

(h) Establish intersectoral collaboration with
the agricultural, food industry, educational
and private sectors to control the food
value chain and make healthy food avail-
able at homes, schools, and at work.

Include hypertension control as a key indicator

in health information system and measure BP

and salt intake in national health surveys.

(@) Annually monitor and report the detection,
treatment and control rates of hyperten-
sion, with clear targets of improvement like
the ones proposed in this call to action by
2025 and 2030. Achievement of these
goals might be facilitated using the WHO
stepwise surveillance approach in all coun-
tries, and ensuring that health information
systems are in place and. where applicable.
that they are inclusive of NCD indicators,
which are lacking in most LMICs.

(b) Initiate and fund national hypertension
programs

9. Actions for all African health care workers to deliver
effective care:

0]

1956
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Keep up to date and implement evidence-based
screening, diagnosis, and treatment guidelines.
In particular, health care providers should be
taught the correct procedures for BP measure-
ment in the office, at home and over the 24 hours
as outlined in the American Heart Association/
American College of Cardiology BP measure-
ment guidelines®® and in the ESH Practice BP

(i)

@iii)

(iv)
v)

(vi)

Call to Action Against Hypertension in Africa

measurement guidelines.®® Implementing accu-
rate BP measurements was also recommended
by the Pan-African Society of Cardiology task
force on hypertension which in 2018 published
a roadmap for better hypertension control in
Africa.™ Practical recommendations for accurate
BP measurement are shown in Figure 3.
Provide patient-friendly and culturally adapted
care and hypertension patient education and
empowerment.

Adopt a culture of data use and continu-
ous quality improvement to improve patient
outcomes.

Implement team-based care and promote task
shifting to lower levels of care.

Promote availability of low-cost single-pill com-
bination therapy and facilitate easier access to
telehealth and mobile health.

Promote and standardize the role of pharmacists
in both measuring BP and in being part of the
team providing hypertension treatment. This pos-
sibility deserves a special mention, given that in
many regions of Africa, health facilities are often
distant, difficult to reach and poorly resourced,
while itis easier to find a pharmacy in every village.

3. Actions for African communities, individuals and
civil society to support hypertension control:

0]

(ii)

@iii)

(iv)

Demand quality health care, including BP checks
at least for all adults at clinic visits and the free
or low-cost provision of quality medicines to
reach hypertension control. Communities should
create demand for high quality hypertension
services, favoring the organization of a supply
and demand model for hypertension services
in Africa. Moreover, given that most of the rural
SSA population will not go to a clinic nor will be
available for any other form of routine medical
visits unless they are seriously sick, rural com-
munity based ‘know your numbers” campaigns
or outreach should be organized, with health care
personnel going to the community door-to-door
to measure BPF, weight and other relevant clinical
parameters, and providing training and education
at the same time.

Advocate for adequate resourcing and funding
(including from implementation partners, donors,
insurance companies, etc) to support access to
free and high-quality screening, diagnosis, and
treatment of hypertension to all who need it.
Advocate for policies that support access to
healthy food, such as strong public food pro-
curement policies for schools, hospitals, and
public workplaces.

Support activities that (1) increase community
awareness of the importance of sodium reduction
and obesity prevention to prevent hypertension

Hypertension. 2022;79:1949-1961. DOI: 10.1161/HYPERTENSIONAHA.121.18884
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STEPS FOR ACCURATE BLOOD PRESSURE (BP) MEASUREMENT

Patient preparation

%+ No caffeine, smoking or alcohol for
preceding 30 min

A quiet warm setting is required

Bladder and bowel should be emptied
No exogenous adrenergic stimulants e.g.
nasal decongestants or eye drops for
papillary dilatation

Patient should be calmly seated for 5 min

2,
o

3

*

o,
o

x3

*

—_——

Legs uncrossed
Feet supported to
the ground

Do not speak during
the measurement

Put cuff on bare arm,
3cm above the elbow

AN
e
I

Arm supported at the level

¥ of the heart

Be seated, with back
supported on the chair

BP Measurement
“* Prepare the patient

https.//www.youtube.com/watch ?v=-LgKmrmaHsk

Validated automated BP measuring devices should be preferred.
If auscultatory method is used, more info on technique can be sought at

*

&

» Choose the appropriate cuff size

+“* Place the cuff and check that the tightness
of the cuff is appropriate

Press the start button

The cuff will inflate and deflate, at the end
of the measurement systolic, diastolic BP
and pulse rate will be displayed

Record the readings

Repeat the measurement after 1 min

“+ Take two readings and obtain the average

.
o

*
oo

L
g e

e

Figure 3. Recommendations for blood pressure (BP) measurement, thresholds, and action required following appropriate

office measurement.

Modified from Stergiou et al®® with permission. Copyright ©2020, Wolters Kluwer Health, Inc. Modified from Dzudie et al™ with permission.

Copyright ©2020, Elsevier.

and (2) emphasize the importance of early diag-
nosis, treatment and control of hypertension, and
the disastrous consequences of uncontrolled
hypertension. Given that rural adult population in
SSA are not as well educated, health care officers
should consider the possibility of using school
going children as a means for education or out-
reach to their parents and grandparents. Faith
based gathering may also be helpful in this regard.

(v) Support the diffusion of community-based
organizations focused on hypertension, as
done for HIV.

(vi) Provide feedback to government and health
care workers as to the needs of the community
and the quality of services provided

4. Actions for African development partners and aca-
demia to support hypertension control initiatives:

(i) Work with governments to support the design

and implementation of simple, practical evi-

dence-based policies, guidelines and programs,

and regulated initiatives such as those on salt

reduction, as well as courses and training and

certification programs for health workers.

Academic institutions and associated health care

Hypertension. 2022;79:1949-1961. DOI: 10.1161/HYPERTENSIONAHA.121.18884

(ii)

@ii)

(iv)

(vi)

investigators should specifically play a major role
in developing and or adapting guidelines balanc-
ing best evidence and local resources.

Target sustainable resources, including the pro-
posal to have government officers in charge of
health care management examine innovative
funding platforms (eg, taxation on unhealthy
foods, alcohol, and tobacco) to achieve hyper-
tension control in the entire population.
Support community education to enable individ-
uals and communities to take action to reduce
their hypertension risk and demand appropriate
screening, diagnosis, and treatment for hyper-
tension for all adults.

Conduct focused implementation research
on hypertension to identify effective, scalable
interventions to prevent, detect, treat, and con-
trol hypertension. This should be done also fol-
lowing the example of a few intervention trials
specifically focused on the best treatment to be
implement for black African patients.”
Academia should also play an important role and
collaborate with local governments in organizing
education programs for health care personnel
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African Countries with national HTN guidelines and
10 priority actions to reduce the burden of hypertension in Africa by 2025
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10
INVEST IN
POPULATION-LEVEL
INTERVENTIONS

9

INVEST IN QUALITY
RESEARCH

8
PROVIDE UNIVERSAL
COVERAGE FOR
HYPERTENSION

7
ENSURE AVAILABILITY
OF ESSENTIAL
EQUIPMENT AND
MEDICINES

6
PROMOTE TASK
SHARING / SHIFTING

2015 map of African countries (coloured orange)
with traceable guidelines for the
management of hypertension

1
INCLUDE
HYPERTENSION
IN ALL NCDs
PROGRAMMES

2
ALLOCATE FUNDING
AND RESOURCES

3
WRITE OR ADOPT
CLINICAL GUIDELINES
FOR HYPERTENSION

4
MONITOR & REPORT
'WITH CLEAR TARGET

INTEGRATE
HYPERTENSION WITH
EXISTING POLICIES
SUCH AS HIV/AIDS

Figure 4. 2015 Map of African countries with evidence of existing clinical practice guidelines for hypertension management and

10 actions to reduce the hypertension burden in Africa.

NCD indicates noncommunicable disease. Modified from Dzudie et al” with permission. Copyright ©2020, Elsevier.

focused on hypertension. This should be done
starting from the time of their initial training
through the process of continuing medical edu-
cation up to postdoc educational activities, with
the aim to keep health care workers constantly
updated on progress in knowledge. Also in this
perspective, academia should collaborate with
government in targeting resources to constantly
promote continuous education programmes.
These recommendations follow and expand the
recommendations yielded by the Pan-African Soci-
ety of Cardiology task force on hypertension which in
2018 published a roadmap conceived by a variety of
leaders and stakeholders in the field,® to propose a
strategy aimed at achieving 25% control of hyperten-
sion by 2025. The roadmap identified major barriers to
disease control and priority areas of intervention and
proposed 10 actions to improve hypertension control
by 202b. These actions are summarized in Figure 4,
and are in line with our current recommendations.
We acknowledge that our current recommendations
need to fitinto the NCD control plans and programs already

1968  September 2022

developed in many countries in Africa. To this aim, the cur-
rent recommendations will be followed by another article
specifically focusing on practical implementation of these
recommendations. The writing group of this other article
includes several health care providers specifically involved
in hypertension management in different African countries.

Finally, the importance of the present call to action
should be considered in the context of the COVID-19
pandemic. A meta-analysis by Ben Bepouka et al™ has
shown an increased risk of death in SSA COVID-19
patients with hypertension as compared with their coun-
terparts who did not have hypertension. This finding pro-
vides additional support for the urgent need to achieve a
better control of hypertension across Africa.
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APPENDIX

Global Resources for Best Practices

Knowledge Action Portal:  https://www.knowledge-action-portal.com/.
LINKS Global Community for Cardiovascular Health: https://www.linkscommu-
nity.org/. WHO HEARTS Technical Package: https://www.who.int/cardiovascu-
lar_diseases/hearts/en/. Pan American Health Organization: https://www.paho.
org/hg/index.php?option=com_topics&view=article&id=218&Itemid=40876&Ia
ng=en. PAHO Virtual Campus for Public Health: https://mooc.campusvirtualsp.
org/enrol/index.php?id=92. World Hypertension League: http://www.whleague.
org/. Global Burden of Disease study: https://vizhub.healthdata.org/gbd-com-
pare/. High blood pressure in Sub-Saharan Africa: Why prevention, detection
and control are urgent and important. J Clin Hypertension 2014; doi: 10.1111/
jch12599. Roadmap to achieve 25% hypertension control in Africa by 2025.
Global Heart 2017;13:45-49.
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