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We systematically assessed community-level interventions for improving hypertension control in low—
and middle-income countries. After screening 7125 articles, 18 studies were included in the analysis. The

findings suggest that community-based strategies can effectively address hypertension in these
countries without compromising the quality of care.

Introduction = We analysed 8 RCTs and 11 cRCTs.
» The summary effect of blood pressure control from the meta-analysis

c e . . _ o _ B _
. Non-Communicable Diseases (NCDs): was S|gn|f|can’r: risk I’.aTIO 1.48 (95/3 Cl =1.40 - 1.57, n=12).
» For the RCTs, risk ratio was 1.68 (95% Cl = 1.40 - 2.01, n=5).
" Kills 41 million people each year = For the RCTs, risk ratio=1.46 (95% Cl = 1.32 - 1.61, n=7).
(] opBgeo [ ] [ ] . I I I I I
. 60% of disability-adjusted life years (DALYs) Also, s’rucﬁes that rgpor’rgd individual da’ga for the multicomponent
interventions, the risk ratio was 1.27 (95% Cl = 1.04 — 1.54, n=23).
= 70% of deaths and more than 80% of years lived with
° one Experimental Control Risk ratio Risk ratio
dlsa blll"'y (YLD) Study or Subgroup Events Total Events Total Weight IV, Fixed, 95%ClI IV, Fixed, 95%ClI
= The estimated annual incremental cost is $131 billion per year Comoce ot an sy O DIOCATTESSUTE CON ko 624 1012 12.8% 143[105 122 -
He et al., 2017 517 709 340 648 10.4% 1.39[1.28, 1.51] —.—
M ° Hickey et al., 2022 96 100 66 99 3.7% 1.44 [1.25, 1.66] .
u Hyper'l'ensmn (HTN). Jafarit al., 2009 244 778 70 266  1.5% 1.19[0.95, 1.49]
Jafar et al., 2020 645 1211 509 1164 10.9% 1.22[1.12,1.32] —.—
» Affects 1Billion Pe°P|e g|oba||y Khanal et al., 2021 17 57 23 58  0.3% 0.75[0.45,1.25]
Khetan et al., 2019 225 618 85 376 1.7% 1.61[1.30, 1.99]
. . o Luetal.,, 2015 174 231 50 116 1.6% 1.75[1.40, 2.18] — -
= Prevalence in LMIC is about 22% (225 years) Nguyen et al., 2018 37 78 37 79 07% 101[073,141]
Pan et al., 2018 34 52 23 55 0.6% 1.56 [1.08, 2.26] >
. . o o Qi, Qiu and Zhang, 2016 121 533 127 499 1.6% 0.89][0.72, 1.11]
= 43.6% of the cases are aware of having this condition Vodanthan ot ol 2018 190 751 100 355  18% 0.90[0.73. 110 —
Subtotal (95%Cl) 5577 4727 47.6% 1.24[1.19, 1.29] ¢
= 36.9% receive appropriate treatment [0 evens i 2054
® o PP P Heterogeneity: Chi? = 56.40, df = 11 (P < 0.00001); I? = 80%
Test for overall effect: Z=10.48 (P < 0.00001)
= 9.9% are controlled | |
1.1.2 Randomized Controlled Trial
. . . I Hickey et al., 2022 96 100 66 99 3.7% 1.44[1.25, 1.66] .
= DALYs associated with HTN increased from 95.9 million to Khetan et al., 2019 225 618 85 376 1.7% 1.61[1.30,1.99]
Luetal., 2015 174 231 50 116 1.6% 1.75[1.40, 2.18] — -
emEme® Pan et al., 2018 34 52 23 55 0.6% 1.56 [1.08, 2.26]
143.0 mI"IOn (Forouzanfar et aI., 2017) Qi, Qiu and Zhang, 2016 121 533 127 499 1.6% 0.89[0.72,1.11] '
Subtotal (95% Cl) 1534 1145 9.1% 1.40 [1.28 , 1.54] ‘
Total events: 650 351
Heterogeneity: Chi® = 22.55, df =4 (P = 0.0002); I? = 82%
o BJ ECTIVE Test for overall effect: Z=7.20 (P <0.00001)
1.1.3 Cluster Randomized Controlled Trial
. . . . o Gamage et al., 2020 320 459 624 1012 12.8% 1.13[1.05, 1.22] .
This systematic review and meta-analysis evaluated community-level He ot al., 2017 517 709 340 648 104% 139[1.28 151 .
. . . . . ° o . Jafar et al., 2009 244 778 70 266 1.5% 1.19[0.95, 1.49]
interventions to improve hypertension control among patients living in Jafar ot al.. 2020 645 1211 509 1164 10.9% 122[142 142 T
LM ICS Khanal et al., 2021 17 57 23 58 0.3% 0.75[0.45, 1.25] ¢
. Nguyen et al., 2018 37 78 37 79  0.7% 1.01[0.73, 1.41]
Vedanthan et al., 2019 190 751 100 355 1.8% 0.90[0.73, 1.10] - e

Subtotal (95% Cl) 4043 3582 38.5% 1.20[1.15, 1.26] ‘
M ethOds Total events: 1970 1703

Heterogeneity: Chi? = 25.38, df =6 (P = 0.0003); I’ = 76%
Test for overall effect: Z=8.15 (P < 0.00001)

1.1.4 Studies that reported data for the multicomponent intervention

Arterial Pressure [Mesh] OR

Jafar et al., 2009 (GP Training) 93 256 24 89 0.5% 1.35[0.92, 1.97]

Blood Pressure [Mesh] OR Jafar et al., 2009 (HHE and GP Training) 94 256 24 89  0.5% 1.36[0.93,1.99]

4 D) Blood pressure determination Jafar et al., 2009 (HHE) 57 255 24 89  0.5% 0.83[0.55, 1.25]
Deve|oping [Mesh] OR Increased Pressure Lu et al., (2015) Interactive Workshop 101 117 25 58 0.8% 2.00[1.48,2.72] -

. i i Lu et al., (2015) Regular lecture 73 114 25 58 0.7% 1.49[1.07 , 2.06]
COUanleS[MeSH] OR Low ORSD;;:?:;Z:S::SISR Vedanthan et al., (2019) Paper-based 106 395 50 177  0.9% 0.95[0.71, 1.26] '

\Middle Income Countriesj Y Hvbertension Vedanthan et al., (2019) Smart phone 84 356 50 178  0.9% 0.84[0.62,1.13]

YP Subtotal (95% Cl) 1749 738 4.9% 1.20 [1.06 , 1.37] <>
Total events: 608 222

Heterogeneity: Chiz = 24.41, df =6 (P =0.0004); P = 75%
Test for overall effect: Z=2.90 (P = 0.004)

= Nine databases were searched (July 22, 2023) for randomized

. . . Total (95% Cl) 12903 10192 100.0% 1.24 [1.20, 1.27] ‘
controlled trials (RCTs) and cluster randomized control trials (cRCTs). Total events: 5848 4330 - -
. . .. Heterogeneity: Chi2 = 137.40, df = 30 (P < 0.00001); P =78% 0.5 0.7 1 15 2
u STUdleS were |nCIUded based on eXPIICIT fOCUSQd on bIOOd Pressure Test for overall effect: Z=15.10 (P < 0.00001) Favours [control] Favours [experimental]
Test for subgroup differences: Chi? = 8.66, df =3 (P = 0.03), P =65.4%
control.
= Quality assessment was done using the Revised Cochrane Risk of Bias .
tool for randomized trials (ROBS 2). Conclusion
» Results were presented following the provisions in the PRISMA
checklist. * We highlight the need for community-based interventions to address the

» Fixed-effect meta-analysis were conducted for studies that reported

continuous outcome measures. burden of hypertension in LMICs.

* |tis however important to evaluate how these interventions can be

Resul'l's implemented within existing healthcare systems.
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