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Abstract

Background

Noncommunicable diseases (NCDs), especially hypertension and diabetes, are rapidly ris-
ing in sub-Saharan Africa, necessitating health systems transformations. In Tanzania, cur-
rent policies aim to improve control of hypertension and diabetes, but information is still
needed to assess the gaps in treatment.

Methods and findings

We conducted a cross-sectional household survey of 784 adults in two districts in Tanzania
from December 2020 to January 2021, capturing the cascade-of-care for hypertension and
diabetes. The ages of the respondents ranged from 18 to 89 years. Of those screened posi-
tive for these conditions, we measured the proportion in each step of the cascades: aware-
ness, care engagement, treatment, and control. We conducted multivariable logistic
regression analyses for all four steps along the hypertension care cascade with the indepen-
dent variables of social health protection schemes, and prior diagnosis of comorbid diabe-
tes, and demographic information. In our sample, of the 771 who had their blood pressure
measured, 41% (95% confidence interval (Cl): 38% to 44%) were screened positive for
hypertension, and of the 707 who had their blood sugar measured, 6% (95% Cl: 4% to 8%)
were screened positive for diabetes. Of those with hypertension, 43% (95% Cl: 38% to
49%) had a prior diagnosis, 25% (95% CI: 21% to 31%) were engaged in care, 21% (95%
Cl: 3% to 25%) were on treatment, and 11% (95% CI: 8% to 15%) were controlled. Of the 42
respondents with diabetes, 80% (95% CI: 69% to 93%) had a prior diagnosis. The diabetes
care cascade had much less drop-off, so 66% of those with diabetes (95% CI: 52% to 82%)
were engaged in care and on treatment, and 48% (95% Cl: 32% to 63%) had their diabetes
controlled at the point of testing. Healthcare fee exemptions were independently associated
with higher odds of being previously diagnosed (OR 5.81; 95% CI [1.98 to 17.10] p < 0.005),
engaged in care (OR 4.71; 95% CI [1.59 to 13.90] p 0.005), and retained in treatment (OR
2.93; 95% CI [1.03 to 8.35] p < 0.05). Prior diagnosis of comorbid diabetes was highly asso-
ciated with higher odds of being engaged in care for hypertension (OR 3.26; 95% CI [1.39 to
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7.63] p < 0.005). The two primary limitations of this study were reliance on screening at a
single time point only of people available at the village at the time of the sample and depen-
dence on self-report for to inform the three cascade steps of prior diagnosis, healthcare vis-
its for engagement in care, and treatment use.

Conclusions

The high burden of hypertension and low levels of control in our study underscores the
importance of improving the awareness and treatment of hypertension. The differences in
the care cascades for hypertension and diabetes demonstrates that chronic NCD treatment
is possible in this setting, but efforts will be needed across the entire care cascade to
improve hypertension control.

Author summary

Why was this study done?

o The rising prevalence of noncommunicable diseases (NCDs), especially cardiovascular
disease and diabetes, in sub-Saharan Africa (SSA) requires transformations in health
systems.

o As effective chronic NCD treatment requires diagnosis and care continuity, a care cas-
cade can be used to monitor the effective management of hypertension and diabetes.

o In Tanzania, recent studies have found low levels of diagnostic tools, training of health-
care providers, and availability of essential medicines for NCDs across all levels of the
health system.

What did the researchers do and find?

o This study used a cascade of care approach to quantify engagement across the continua
of chronic care and examined the correlates of hypertension awareness, engagement in
care, retention on treatment, and control.

o We sampled 784 people in two rural districts of Tanzania and found that of the 771 who
had their blood pressure measured, 316 people had hypertension, and of the 707 who
had their random blood sugar measured, 42 had diabetes.

« In addition to blood pressure measurements, the rest of the care cascade was informed
by respondents’ reports of prior diagnosis of hypertension and diabetes, most recent
visit to a health facility for hypertensive or diabetic care, and medications taken in the
last 7 days.

« Only 11% of those with hypertension had their condition controlled, due to low levels of
awareness, engagement in care, and access to treatments. Almost half of those with dia-
betes had their diabetes controlled at the point of testing, with 66% of them engaged in
care and on treatment.
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« Predictors of progress along the hypertension care cascade included older age, more
education, and exemptions for healthcare fees.

What do these findings mean?

o These study findings indicate major gaps in the health system capacity to provide care
to people with hypertension and diabetes in Tanzania.

The substantial drop-off at each step of the hypertension care cascade shows that
approaches focused only on single health system barriers to hypertension control are
not enough as full control would require interventions for increasing awareness,
engagement in care, and retention in treatment.

« While the number of people with diabetes in our sample is small, the higher proportion
of people with diabetes, compared to those with hypertension, in each level of the care
cascade suggests that improving chronic care is possible through efforts to improve care
seeking and adherence to care.

Introduction

The prevalence of noncommunicable diseases (NCDs), especially cardiovascular disease and
diabetes, is rising sharply in sub-Saharan Africa (SSA) where the burden has increased 67%
since 1990 [1]. It is estimated that over 125 million adults have hypertension, and 24 million
adults have diabetes as of 2021, resulting in 2 million premature deaths every year in SSA [2,3].

This rapid epidemiological transition in SSA requires transformations in health systems.
There is a need to strengthen primary care and address the long-standing constraints of under-
funding and focus on episodic care for acute conditions [1,4]. While diabetes and hypertension
can be effectively controlled with treatment, many health systems are currently underprepared
to provide this care [5,6]. The persistently low levels of awareness and treatment for these con-
ditions throughout SSA results in low levels of control, particularly in rural areas [7,8].

As effective chronic NCD treatment requires diagnosis and care continuity and coordina-
tion, a care cascade can be used to monitor the effective management of hypertension and dia-
betes [9]. The cascade-of-care, originally developed for chronic communicable diseases like
HIV and tuberculosis, is a relevant framework for evaluating the health systems effectiveness
for hypertension and diabetes care [10-12]. This method defines the proportion of people with
a specific disease across steps of treatment, from screening to control. A cascade-of-care pro-
vides both a measure of disease control and identifies steps along the cascade with high pro-
portion of loss to guide development of interventions and future policies.

In Tanzania, the Strategic and Action Plan for the Prevention and Control of NCDs was
developed in 2016 to strengthen the health system capacity to provide appropriate chronic dis-
ease care [13]. However, current findings on the readiness to provide care have found low lev-
els of diagnostic tools, training of healthcare providers, and availability of essential medicines
for NCDs across all levels of the health system [14]. There are very low levels of hypertension
and diabetes awareness and control across the country, with lower awareness in rural areas
[15]. Poor adherence to care for those who have been diagnosed is driven by a combination of
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challenges including long waiting times, and poor point of care communication and patient
understanding of the disease, availability of medication, and also high costs of care with regular
visits, especially medication costs [16,17].

To identify the unmet needs in the care continuum for hypertension and diabetes, we have
reported the prevalence of these conditions and used a cascade of care approach to quantify
continued engagement across the continua of chronic care and examined the correlates of
hypertension awareness, engagement in care, retention on treatment, and control. Our study
aims to provide further insight into the barriers to control of hypertension and diabetes by
incorporating three novel components along the steps of the care cascade. First, social health
protection, such as health insurance, or waiving of healthcare fees, can address issues of direct
healthcare costs. Separating the different insurance types and fee exemptions provides addi-
tional insight as coverage for medications differ. Relatedly, because of challenges in access to
medicines both due to costs and stockouts, we differentiate between patients who are seeking
care for their hypertension and diabetes, which is reflected in the care cascade step “engaged in
care,” and those who are both engaged in care and on treatment, which includes accessing
medicines if needed. Lastly, as we measured diabetes and hypertension in the same population,
we can examine the differences in progression along the cascades of these two conditions, and
the association between comorbid diabetes along the hypertensive care cascade. This is an
important comparison because despite similar requirements of chronic care for both hyperten-
sion and diabetes, hypertension symptoms are less likely to be noticed by patients, which
might impede patient demand for care or adherence to treatment, especially in the long term.

Methods
Study setting

Our study took place in the Kilombero district in the Morogoro region, and Same district in
the Kilimanjaro region. Both districts are primarily rural with a town center at Ifakara and
Same town, respectively. While these towns have populations under 100,000, town residents
and those in peri-urban areas outside the town have closer access to the highest levels of care
due to the hierarchical structure of the health system [18]. Village-level dispensaries provide
basic care and are generally staffed with a nurse as the highest-level providers who treat lower
complexity conditions and are able to prescribe medications for a limited range of treatments.
This does not often include hypertension and diabetes. The next level is health centers, which
are staffed by mid-level providers including clinical officers, nurses, and midwives, and can
therefore provide care for more complex conditions and dispense for a wider range of treat-
ments. Health centers are increasingly providing care for hypertension and diabetes on desig-
nated NCD days when a medical officer trained in this care is available, though they may also
provide hypertension and diabetes care on other days. The next level is the district hospital,
which provides both inpatient and outpatient services and are staffed by medical doctors,
including some specialists and others who can provide hypertension and diabetes care for
both straightforward and complex cases. The hospitals also provide NCD treatment days for
hypertension and diabetes, similar to the health centers. The structure is intended to allow for
patients with more complex conditions to be referred up the hierarchy, while primary care can
be delivered at the local level, but the referral pathway is unenforced. The Same District hospi-
tal is located in Same Town, and St. Francis Referral Hospital is located in Ifakara.
Out-of-pocket payments to access health services are still very common, but efforts to
increase social health protection to improve access to healthcare are underway in Tanzania.
The improved Community Health Fund (iCHF) is a public insurance option aimed at the
informal sector and provides coverage for care and medications at public health centers [19].
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However, in the event of a stockout in public pharmacies, medicines are purchased in the pri-
vate sector paying out of pocket. The National Health Insurance Fund (NHIF) provides com-
prehensive coverage including in private pharmacies but generally covers the formal sector
and is mandatory enrollment within the civil service [20]. Healthcare fee exemptions are waiv-
ers granted for some elderly people, those with very low income, or for disease-specific health-
care needs such as HIV care. These waive all costs of care and medications at public facilities
but do not require a premium payment to be enrolled like the health insurance programs do.

Sampling and data collection

We conducted a population household survey from November 2020 to January 2021 using
multistage cluster randomized sampling as part of a larger project investigating health expen-
ditures and use of chronic disease care in Tanzania. The cascade-of-care analysis from the
household surveys is included in the prospective protocol submitted for IRB (see S1 Protocol).
Sample size was calculated based on a hypertension prevalence of 19.9% (95% confidence
interval (CI): 17.1 to 22.9) and diabetes prevalence of 14.8% (95% CI: 12.4 to 17.6) for rural
Tanzania adults, population estimates for Kilombero and Same districts from the Tanzania
2012 census, and a benchmark mean annual household health expenditure of 30,000 Tanza-
nian shillings [21]. Using a modified Cochran sample size calculation (power of 0.80, signifi-
cance level of 0.05), we found a minimum sample size of 202 households per district is
required. However, due to the limited information on the care cascades, we increased the total
sample size to 390 households per district. We collected data in 26 village clusters per district,
randomly sampling the cluster proportional to ward population size. As the Ifakara and Same
Town Councils form their own administrative wards, street names were randomly selected as
clusters, rather than village. Within each cluster 15 households were randomly selected. In the
villages, households were selected by simple random sampling using a list of households pro-
vided by the village head. In Ifakara and Same Town, the randomly selected street names from
the town councils served as the starting point for sampling, and each third household counter-
clockwise of the block was sampled. Village leaders (village executive officer or hamlet leader)
assisted to introduce the research team to the households. The field worker explained the pur-
pose of the visit was to ask about healthcare use and health expenditures in the household.
She/he requested the consent to participate in the survey to one household representative over
the age of 18 who would be available at some point during the day of data collection in the vil-
lage either the head of household or a deputy who would be able to answer questions on house-
hold expenditures. To reduce the possibility bias if people concerned about their hypertension
or diabetes status due to their age or symptoms would request to be the respondent, the focus
on the explanation to the household head was on information about healthcare utilization.
Furthermore, anyone in the household who was interested in being screened for hypertension
and diabetes could be tested without inclusion in the sample. The field worker gave the respon-
dents the option to have the written informed consent read to them, and those that could not
write signed their assent with a fingerprint stamp.

The survey included demographic and socioeconomic questions and questions about
healthcare utilization, as well as measurements of blood pressure and random blood sugar.
Healthcare utilization questions included prior diagnosis of a chronic condition, past health-
care visits, and their current medications. Blood pressure was measured using a validated and
calibrated digital blood pressure monitor (OMRON M6 Comfort HEM-7321-E). Respondents
were seated and blood pressure was measured 3 times at least 5 minutes apart following WHO
guidelines on the screening of blood pressure. The average of the second and third blood pres-
sure measurements were used to determine blood pressure. We measured random blood
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glucose (RBG) using a point-of-care glucometer (On-Call Plus EZ IT) and a blood draw from
the second or third finger. If respondents had blood sugar or blood pressure above normal cut-
offs, they were advised that their readings were elevated and they should follow up for further
testing with a healthcare provider.

Definition of the care cascade

A care cascade is defined as the share of people with a health condition along different steps of
a treatment cascade. The cascades are restricted to patients who screened positive for hyper-
tension or diabetes. Respondents were classified as having screened positive for hypertension
if they have a prior diagnosis of hypertension and are in treatment, or if their mean systolic
blood pressure (SBP) >140 mm Hg and/or mean diastolic blood pressure (DBP) >90 mm Hg,
using the hypertension definition in use by the Republic of Tanzania and by WHO [22].
Respondents were classified as having diabetes if their RBG measurement was above 11 mmol/
L or if they reported a diagnosis of diabetes and are in treatment with a RBG measurement
below 11 mmol/L. Fasting status was assessed by asking time since last ate or drank any sweet-
ened beverage, and for those who were fasted, we used the fasting blood glucose (FBG) cutoff
of 7 mmol/L for diabetes. Those that reported a prior diagnosis and had normal biometric
readings but were not on medication nor had they ever been engaged in care for the chronic
disease they reportedly were diagnosed with were not considered to have the disease. This is to
account for recall bias that might be caused by prior screening of elevated blood pressure or
blood sugar, without an actual diagnosis, whitecoat syndrome for hypertension, resulting in
prior high measurement that would have to have been confirmed with follow-up measure-
ments, or general medical advice to be aware of blood pressure or blood sugar, since these peo-
ple would not be accessing the health system for hypertension or diabetes and therefore should
not be in the cascade. Some people have controlled hypertension or diabetes without medica-
tion, but since appropriate diagnosis requires several visits to a health facility, they would have
been engaged in care at some point in the past, and they are still included as having the condi-
tion reported.

We categorized four levels in the cascade of care for this analysis: diagnosed, engaged in
care, retained in treatment, and controlled chronic condition (Fig 1).

Diagnosed respondents reported that a healthcare provider has diagnosed him or her with
hypertension or diabetes.

Engaged in care respondents were previously diagnosed and they reported a healthcare visit
for their chronic condition within the prior 3 to 6 months based on the Tanzanian standard
treatment guidelines and practice for hypertension and diabetes, and the Tanzanian NCD
Desk Guide [22,23]. Per the recommendation, people with uncontrolled hypertension should
receive a healthcare visit every 3 months. Once hypertension is controlled with or without
medication, it is recommended to visit a health center every 6 months. Therefore, we classified
respondents as engaged in care for hypertension if those with a hypertension diagnosis
reported having healthcare for their condition within the last 3 months, or within the last 6
months if their measured blood pressure was below 140/90 mm Hg. People with uncontrolled
diabetes are recommended to have a healthcare visit every month. Those with controlled dia-
betes have a recommended follow-up schedule of every 3 months. Respondents with a diabetes
diagnosis were considered engaged in care if they had reported accessing care for diabetes
within the last month or within the prior 3 months if their RBG measured below 11 mmol/L in
our survey.

Retained in treatment respondents were diagnosed, engaged in care, and reported taking
prescribed medicine for hypertension or diabetes within the last 7 days. Because lifestyle
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Population with Hypertension
or Diabetes
Hypertension: BP>140/90mmHg
Diabetes: RBS>11, FBS>7
or Prior Diagnosis

Ever Diagnosed

Previously told by a
healthcare provider
respondent has
hypertension or diabetes

Engaged in Care

Attended treatment
within the last 3 months
if uncontrolled or 6
months if chronic
condition is controlled

(Retained in Treatment:

Controlled and retained
but not on medication

or

On Treatment: Took
medicine for chronic
‘\_condition in the last 7

Controlled
BP<140/90mmHg with

prior diagnosis of
hypertension.

RBS<11 with prior
diagnosis of Diabetes

Fig 1. Cascade of care used for hypertension or dabetes. Progressing from the population with the chronic
condition, to diagnosis, engagement in care, retained in treatment with either lifestyle or pharmaceutical treatments,
and control of the chronic condition. BP, blood pressure; FBS, fasting blood sugar; RBS, random blood sugar.

https://doi.org/10.1371/journal.pmed.1004140.9001

modifications as directed by healthcare providers is also a treatment for both hypertension
and diabetes, we also considered respondents as retained in treatment if they were engaged in
care, and had not taken medication in the last 7 days for their condition, but had normal bio-
metric measurements at the time of testing. For respondents with both hypertension and dia-
betes, they were considered retained in treatment for hypertension if the medications they
reported taking included medications intended to treat hypertension, or they were engaged in
care and not taking hypertension medicine but had normal blood pressure measurements at
the time of testing.

Respondents had Controlled hypertension or diabetes if they were classified as having a
prior diagnosis, and biometric measurements were within the normal range for their disease.
As a chronic disease, throughout the life course individuals can conceivably move from diag-
nosed, to treated, retained, or controlled and back as their engagement with the health system
changes. Our research only captures the point along the cascade at the time the individual
completed the survey.

Explanatory variables

Residential location was defined as rural or urban/peri-urban. Marital status was classified as
married or living together, compared with those that were divorced, widowed, or single. Edu-
cational attainment was divided into three groups: did not complete primary school, primary
school was the highest level of education completed, or Secondary School completed. Occupa-
tion was classified as formal sector employment through the civil service or in the private for-
mal sector, farming, self-employed or employed at a small business, working for the home
including caring for children, retired, and unemployed. Social health protection includes
enrollment in either public health insurance option, iCHF or NHIF, enrollment in private
health insurance, or receiving a healthcare fee exemption. Prior diagnosis of diabetes was for
all respondents who reported that a healthcare provider had given them a diagnosis of diabetes
or high blood sugar in the past.
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Data analysis

We evaluated the sociodemographic breakdown of our sample along our explanatory vari-
ables. We conducted bivariate analysis for each of the explanatory variables for the outcomes
of screened positive for diabetes and screened positive for high blood pressure. We evaluated
the prevalence of hypertension and diabetes, and proportion of those screened positive
throughout the rest of the care cascade for each condition, both for the total sample and for
subgroups by age, sex, and social health protection status. To test the hypothesis that social
health protection was associated with engagement along the care cascade, we conducted multi-
variable logistic regression for each of the four stages of the hypertensive care cascade control-
ling for sociodemographic factors, and comorbid diabetes with prior diagnosis with clustered
standard errors to account for the sampling strategy. We conducted sensitivity analysis on the
definition of engagement in care (presented in S4 Table). We planned to include a separate
multivariable logistic regression for the diabetes care cascade, however, as the sample size of
those screened positive for diabetes was insufficient for this analysis. Data were cleaned and
analyzed using Stata/IC 16. This study is reported as per the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) guideline (S1 ChecKklist).

Ethics

Ethical clearance for this study was obtained from the Ifakara Health Institute (IHI) Institutional
Review Board (IHI/IRB/EXT/No:35-2020) and the Tanzanian National Institute for Medical
Research (NIMR/HQ/R.8a/Vol.IX/3518). While the screening of elevated blood pressure and
blood sugar could not count as a diagnosis of hypertension or diabetes, we did provide counseling
to those that screened as positive that their results indicated they needed medical care, and they
were referred to their nearest health facility that provided hypertension and diabetes care. Addi-
tional information regarding the ethical, cultural, and scientific considerations specific to inclusiv-
ity in global research is included in the Supporting information (S2 Checklist).

Results

Of the 784 people in the sample, 771 had complete blood pressure measurements, and 707 had
agreed to test their blood sugar. In our sample, 316 of the 771 who had their blood pressure
measured (41%) screened positive, and 42 of the 707 screened for diabetes (6%) screened posi-
tive for diabetes, and 32 of the 699 who were screened for both (4%) were classified as having
comorbid hypertension and diabetes (Table 1). When the age and gender profile of the survey
was adjusted to fit the underlying Tanzanian population, the prevalence of hypertension in
this population was 24%, and the age-adjusted prevalence of diabetes was considerably lower
than national estimates, at 2% (See S1 Table for population-adjusted estimates). Respondent
who screened positive for diabetes were more likely to be from Kilombero district, older,
retired, and enrolled in a social health protection program compared to those who were not
screened positive. Those screened positive for hypertension were older, more likely to be
retired, enrolled in a social health protection program, and have lower educational attainment
than those who were not screened positive for hypertension. Of the 42 who screened positive
for diabetes and had their blood pressure measured, 32 had comorbid hypertension (78%),
while that reflected only 11% of the 317 who screened positive for hypertension.

Fig 2 shows the percentage of those screened positive for hypertension or diabetes in each
step in the care cascades. Of the 316 people screened positive for hypertension, 138 (43%, 95%
CI: 38% to 49%) had no prior diagnosis of hypertension and 82 (25%, 95% CI 21% to 30%)
were engaged in care. The next step, 66 of the 316 screened positive for hypertension were on
treatment meaning they were on medication or retained in care and controlled without

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1004140 December 5, 2022 8/17


https://doi.org/10.1371/journal.pmed.1004140

PLOS MEDICINE

Care cascades for hypertension and diabetes: Cross sectional evaluation of rural districts in Tanzania

Table 1. Baseline characteristics of study participants.

Characteristic Total Sample Screened Positive for Diabetes Screened Positive for Hypertension
N/Mean (SD/%) N/Mean (SD/%) | P Value® N/Mean (SD/%) | P Value®
Respondents 784 707 771
Screened Positive for Chronic Condition 42 (6%) 316 (41%)
Kilombero District 392 (50%) 16 (38%) | <0.05 155 (49%) | 0.7268
Same District 392 (50%) 26 (62%) 161 (51%)
Male 273 (35%) 18 (43%) | 0.1793 102 (32%) | 0.248
Female 511 (65%) 24 (62%) 214 (68%)
Age—years 47 (14.3) 61 (8.8) | <0.005 54 (12.8) | <0.005
Rural 544 (69%) 27 (64%) | 0.507 212 (67%) | 0.3271
Marital Status
Married/Living Together 583 (82%) 28 (67%) | 0.297 218 (69%) | <0.005
Divorced/Widowed/Single 201 (28%) 14 (33%) 98 (31%)
Highest Level Education Completed
Did Not Complete Primary School 150 (22%) 8 (19%) | 0.6956 77 (24%) | <0.005
Primary School 522 (67%) 30 (71%) 213 (67%)
Secondary School or Higher 112 (74%) 4 (10%) 26 (8%)
Occupation
Formal Sector (Civil Servant/Private Formal) 25 (4%) 1(2%) | <0.05 7 (2%) | <0.005
Farming 558 (79%) 28 (67%) 227 (72%)
Self-Employed/Small Business 139 (20%) 6 (14%) 50 (16%)
Retired 31 (4%) 6 (14%) 22 (7%)
Other including Care for Home or Children 30 (4%) 1(2%) 10 (3%)
Social Health Protection®
No Social Health Protection 634 (81%) 27 (64%) | <0.05 238 (75%) | <0.005
iCHF Health Insurance® 33 (4%) 4 (10%) 13 (4%)
NHIF Health Insurance® 74 (9%) 8 (19%) 36 (11%)
Other Health Insurance® 11 (1%) 1(2%) 8 (3%)
Healthcare Fee Exemption 38 (5%) 2 (5%) 24 (8%)
Screened Positive for Comorbid Hypertension and Diabetes 32 (4%) 32 (78%)% | <0.005 32 (11%)! | <0.005

2P value from y” to compare t tests of samples with and without diabetes, and with and without hypertension.

"Respondents can both be enrolled in health insurance and have a fee exemption, so does not sum to 784, as 6 respondents had both.

“iCHF is the improved Community Health Fund.
INHIF is the National Health Insurance Fund.

°Other Health Insurance can be privately bought nonpublic health insurance options.

fOf all screened positive for diabetes.
80f all screened positive for hypertension.

https:/doi.org/10.1371/journal.pmed.1004140.t001

medicine (21%, 95% CI: 16% to 24%). At the far end of the cascade, 36 (11%, 95% CI: 8% to
15%) of those screened positive had their hypertension controlled at the point of testing. Of
the 42 who screened positive for diabetes, 34 had prior diagnosis (81%, 95% CI: 69% to 93%)
had no prior diabetes diagnosis while 28 (66%, 95% CI: 52% to 82%) engaged in care. All of
those who were diagnosed and engaged in care were also retained in treatment. Of the 42 peo-
ple screened positive for diabetes 50 (48%, 95% CI: 32% to 63%) had their diabetes controlled
at the point of testing. The care cascades also differ across gender, age, and social health protec-
tion schemes, which can be used for further priority setting (see S1, S2, S3, and S4 Figs, dem-
onstrating care cascade by these variables).
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Fig 2. Care cascade for hypertension or diabetes, showing the percentage of all people who screened positive for
the condition in each of the levels of the cascade: diagnosed, engaged in care, retained on treatment including
lifestyle changes and pharmaceutical interventions, and controlled.

https://doi.org/10.1371/journal.pmed.1004140.g002

Fig 3 shows the mean prevalence in each step of the cascade as a share of the prior step. For
people with hypertension, 45% (95% CI: 38% to 49%) had a previously been diagnosed with
hypertension by a healthcare professional, 55% (95% CI: 47% to 64%) who had a prior diagno-
sis were engaged in care. Of those engaged in hypertensive care, 71% (95% CI: 61% to 81%)
were actively retained in treatment, meaning they took medicine for their hypertension in the
prior 7 days or they were controlled without medicine. Of those who were retained in hyper-
tensive treatment, 43% (95% CI: 31% to 55%) were controlled. For those with diabetes, 86%
(95% CI: 75% to 98%) had previously been told by a healthcare professional they had diabetes,

Care Cascades as a Share of Prior Level
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Fig 3. Steps in the care cascade by percent of prior level for hypertension and diabetes. This shows the share of
people who were previously diagnosed with the condition if they screened positive, the percent who were engaged in
care if previously diagnosed, the percent retained in treatment if they were engaged in care, and the percent that had
their condition controlled if they were retained in treatment.

https://doi.org/10.1371/journal.pmed.1004140.9003
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78% (95% CI: 63% to 93%) of people with a prior diagnosis were engaged in care, and 100% of
those engaged in care were retained. Of the people engaged and retained in care, 69% (95% CI:
50% to 88%) had controlled diabetes at the point of testing.

Table 2 provides the odds ratios from the multivariable regression analysis for each of the
four steps of the hypertension care cascade. Males had much lower odds of being previously
diagnosed for hypertension (OR 0.29; 95% CI [0.15 to 0.56] p < 0.005) compared to females.
Increasing age was associated with increased odds of being previously diagnosed for hyperten-
sion (OR 1.05; 95% CI [1.02 to 1.07] p < 0.005), engaged in care (OR 1.04; 95% CI [1.01 to
1.07] p < 0.05), and retained in treatment (OR 1.03; 95% CI [1.01 to 1.05] p < 0.05). Complet-
ing primary school was also associated with higher odds of being diagnosed, engaged in care,
and retained in treatment compared to not completing primary school. People with hyperten-
sion who had a prior diagnosis of diabetes had considerably higher odds of being engaged in
care (OR 3.26; 95% CI [1.39 to 7.63] p < 0.005). Controlling for the demographic characteris-
tics included in Table 2, and the prior diagnosis of diabetes, the NHIF enrollment was associ-
ated with higher odds of retention in treatment (OR 3.18; 95% CI [1.08 to 9.36] p < 0.05).
Respondents with healthcare fee exemptions had higher odds of being previously diagnosed
(OR 5.81; 95% CI [1.98 to 17.10] p < 0.005), engaged in care (OR 4.71; 95% CI [1.59 to 13.90]
p < 0.005), and retained in treatment (OR 2.93; 95% CI [1.03 to 8.35] p < 0.05). Ps are derived
from the Wald y* test.

Discussion

The increasing burden of NCDs such as hypertension and diabetes is one of the major chal-
lenges for contemporary health systems especially in low-resource settings. This study shows
that controlling hypertension and diabetes requires broad systemic approaches to strengthen
both prevention and treatment especially in rural settings.

Narrow interventions focused only on single health system barriers to hypertension control
are not enough, as indicated by the substantial drop-off at each step of the hypertension care
cascade. As 59% of those screened hypertensive were unaware of their condition, screening
efforts to improve awareness are potentially very important to improve control. However,
screening efforts alone would be insufficient to improve health outcomes as other studies have
found that linkage to care after a hypertension diagnosis is very low in Tanzania [24]. This is
supported by our findings that 39% of those who were aware of their hypertension were not
engaged in care, and 29% of those engaged in care were not on any treatment. The difference
between engagement in care and on treatment provides a subtle but crucial distinction of peo-
ple seeking care that are not accessing the treatments needed to control their condition, under-
scoring limitations in accessing medicines for hypertension. While other studies on
antihypertensive drugs have reported high costs of medicines being a substantial barrier, 84%
of the respondents in our survey who did not obtain all of their medications at the last health
facility visit for their chronic condition reported that their prescribed medication was out of
stock at the health facility (see S3 Table) [25]. This points to the importance of investments not
only in medicines procurement but also in improving the efficiency of the whole medicines
supply chain system. Additionally, even of those on treatment 57% are uncontrolled, meaning
that less than 8% of people with hypertension have the condition under control.

Males had much lower odds of being previously diagnosed with hypertension, consistent
with other research showing that men have lower engagement in the health system compared
to females [26,27]. Older adults were more likely to be diagnosed, engaged in care, and
retained in treatment, which may be related to perceptions of risk for cardiovascular events.
While the 10-year cardiovascular disease risk is higher for older adults, younger people are still
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Table 2. Multivariable regression analysis' for each of the four steps of the Hypertension care cascade.

CHARACTERISTIC PREVIOUSLY DIAGNOSED ENGAGED IN CARE RETAINED TREATED CONTROLLED
EVENTS IN STAGE N=138 N=282 N =66 N =36
OR | Pvalue OR | P value OR | Pvalue OR | Pvalue
[95% CI] [95% CI] [95% CI] [95% CI]
KILOMBERO Reference Category Reference Category Reference Category Reference Category
SAME 1.02 [0.55,1.89] | 0.985 1.20 | 0.486 1.55 | 0.187 1.92]0.111
[0.71,2.03] [0.81,2.97] [0.86,4.30]
FEMALE Reference Category Reference Category Reference Category Reference Category
MALE 0.29 | <0.005 0.51 | 0.089 0.48 | 0.101 0.46 | 0.077
[0.15,0.56] [0.23,1.11] [0.20,1.15] [0.19,1.09]
AGE 1.05 | <0.005 1.04 | <0.05 1.03 | <0.05 1.02 | 0.336
[1.02,1.07] [1.01,1.07] [1.01,1.05] [0.98,1.05]
URBAN/PERI-URBAN Reference Category Reference Category Reference Category Reference Category
RURAL 0.74 |1 0.353 0.69 | 0.207 0.70 | 0.281 0.81 | 0.563
[0.39,1.40] [0.39,1.23] [0.36,1.35] [0.40,1.64]
MARITAL STATUS
MARRIED/LIVING TOGETHER Reference Category Reference Category Reference Category | Reference Category
DIVORCED/ 0.49 | <0.05 0.48 | <0.05 0.50 | 0.097 0.52 | 0.146
WIDOWED/SINGLE [0.25,0.94] [0.25,0.93] [0.22,1.14] [0.21,1.26]
HIGHEST LEVEL EDUCATION COMPLETED
DID NOT COMPLETE ANY SCHOOL Reference Category Reference Category Reference Category Reference Category
PRIMARY SCHOOL 1.91 | <0.05 2.02 | 0.058 2.56 | <0.05 1.93 | 0.257
[1.04,3.50] [0.98,4.18] [1.01,6.53] [0.62,6.03]
SECONDARY SCHOOL OR HIGHER 3.27 1 0.058 2.17 | 0.348 2.74 | 0.124 2.8510.179
[0.96,11.1] [0.43,10.9] [0.76,9.87] [0.62,13.1]
OCCUPATION
FORMAL SECTOR Reference Category Reference Category Reference Category Reference Category
(CIVIL SERVANT/PRIVATE FORMAL)
FARMING 2.16 | 0.506 0.98 | 0.987 1.12 1 0.927 0.45 | 0.420
[0.22,21.0] [0.059,16.3] [0.11,11.4] [0.066,3.12]
SELF-EMPLOYED/ 2.70 | 0.423 0.86 | 0.921 1.15 | 0.908 0.50 | 0.472
SMALL BUSINESS [0.24,30.5] [0.043,17.2] [0.10,13.1] [0.074,3.34]
CARE FOR HOME/CHILDREN 2.510.488 2.61 | 0.572 3.31 | 0.416 1.24 | 0.880
[0.19,33.6] [0.093,72.7] [0.19,59.1] [0.078,19.5]
RETIRED 12.2 1 0.063 3.2210.470 1.40 | 0.786 0.38 | 0.348
[0.87,169.0] [0.13,77.2] [0.12,16.2] [0.051,2.85]
SOCIAL HEALTH PROTECTION
NONE Reference Category Reference Category Reference Category Reference Category
ICHF HEALTH INSURANCE* 0.39 | 0.334 1.07 | 0.936 1.81 | 0.423 1.71 | 0.590
[0.057,2.64] [0.21,5.36] [0.42,7.79] [0.24,12.1]
NHIF HEALTH INSURANCE® 1.87 | 0.217 2.00 | 0.214 3.18 | 0.036 1.35 | 0.618
[0.69,5.07] [0.67,5.93] [1.08,9.36] [0.42,4.33]
OTHER PRIVATE INSURANCE 0.85 | 0.864 0.68 | 0.661 1.37 1 0.716 1.24 | 0.841
[0.14,5.25] [0.12,3.87] [0.25,7.34] [0.15,9.99]
HEALTH FEES EXEMPTION 5.81 | <0.005 4.71 | <0.005 2.93 | <0.05 2.4810.138
[1.98,17.1] [1.59,13.9] [1.03,8.35] [0.75,8.26]
DIAGNOSIS OF COMORBID DIABETES 2.32|0.091 3.26 | <0.05 2.01 | 0.099 1.78 | 0.268
[0.87,6.14] [1.39,7.63] [0.88,4.62] [0.64,4.96]

"This multiple variable analysis controls for all variables included in this table: district, gender, age, urban/rural, marital status, highest level of education completed,
occupation, social health protection, and diagnosis of comorbid diabetes. For categorical variables, the reference category is the baseline against which the other
categories are compared.

*iCHF is the improved Community Health Fund.

PNHIF is the National Health Insurance Fund.

https://doi.org/10.1371/journal.pmed.1004140.t002
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at risk for premature mortality. Risk also increases based on length of time that people are
hypertensive without control, meaning that increasing diagnosis and treatment of people
under 60 would further improve health outcomes. Despite the higher odds of treatment for
older adults, they did not have higher levels of control, which is consistent with other research
in SSA [28]. This might indicate poor quality of care received, especially regarding counseling,
or need for additional caregiver support for older adults, as forgetfulness has been cited as a
key barrier to medication adherence [25].

A higher level of education was also associated with higher odds of progressing along the
care cascade, which might be associated with either higher levels of health literacy or higher
socioeconomic status. We found no significant rural-urban differences in the care cascade.
However, the urban wards were considerably smaller than many other cities in Tanzania, so
the differences between lifestyle and proximity to healthcare facilities may be less extreme than
other settings.

Low numbers of people with health insurance means it is hard to draw any conclusions
regarding the associations between insurance on hypertensive care cascade (number of events
for each covariate along the hypertensive care cascade is shown in S2 Table). NHIF coverage
was associated with higher odds of being on treatment, but not associated with awareness,
engagement in care, or control. One possible driver of this could be the comprehensive bene-
fits of the NHIF including purchasing medications at private pharmacies. This would reduce
the barrier of pharmacy stockouts and the higher prices of private pharmacies. Those with
healthcare fee exemptions had higher odds of being diagnosed, engaged in care, and on treat-
ment, suggesting that they work to improve access to care. Further research into the policies
around healthcare fee exemptions, the population that receives them, and the other benefits
associated with these exemptions would provide useful insight to direct policy changes to max-
imize the effect of these fee waivers. The respondents in our sample had higher levels of diag-
nosis, treatment, and control compared to other estimates of the hypertensive care cascades in
SSA and were comparable to the mean level of diagnosis and control for other low- and mid-
dle-income countries (LMICs) [4]. However, this is still below the so-called “rule of halves”
used to conceptualize the large proportion of people with undiagnosed, untreated, and uncon-
trolled hypertension, and very far below the WHO Global Action Plan for the Prevention and
Control of NCDs target of 50% of eligible people receive drug therapy and counselling to pre-
vent heart attacks and strokes [29,30]. Engagement in the care cascade for diabetes was much
higher. Only 14% of those who screened positive for diabetes were unaware, and only 12% of
those who had previously been diagnosed were not engaged in care. All of those engaged in
care for diabetes were also on treatment, which is very different from those engaged in care for
hypertension. Of those in care and on treatment, only 29% were uncontrolled, resulting in an
overall control of diabetes of 54%. The differences of the care cascade for diabetes and hyper-
tension may come from differences in patient demand, as hypertension is generally asymp-
tomatic and recent health literacy campaigns in Tanzania have emphasized the threat of
diabetes, which may result in more people seeking care and then adhering to treatment plans
[31]. This possible driver is also suggested in research that found a common barrier in aware-
ness and management of hypertension in Tanzania was the poor understanding of the
chronicity of the diseases and associated long-term treatment [17]. The benefits of the
increased engagement with the health system among people with a prior diabetes diagnosis in
our sample also carried over to those with comorbid hypertension. When examining the mul-
tivariable analysis for the hypertensive care cascade, a diagnosis of comorbid diabetes is also
strongly associated with higher odds of awareness, engagement, treatment, and control.

While the number that screened positive for diabetes is considerably smaller than for hyper-
tension, the high levels of awareness, treatment, and control for diabetes suggests that
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improvements along the entire cascade are also possible for hypertensive treatment in this
same setting with targeted interventions. Compared to other LMICs, especially in SSA, the
respondents in our sample were more likely to have a prior diagnosis, be on treatment, and
have control of their diabetes [32]. Our sample also had considerably lower prevalence of dia-
betes compared to other samples in Tanzania [21,32,33]. We relied primarily on a random
blood glucose test as out of the 707 people who had their blood sugar tested, only 39 were in a
fasted state. As a result, there may be people with diabetes in the population that were not
included in this analysis, thereby biasing the sample to those with more extreme cases of diabe-
tes or who were already in care. The low prevalence in our sample may be reflective of regional
differences in prevalence. In a sample of three sites in eastern Africa, the prevalence varied sig-
nificantly from 16% in rural Uganda to 8% in urban Tanzania [34]. Taking into account these
limitations and the small sample of people with diabetes in our study, we must interpret the
findings on diabetes care with caution.

This study has some other limitations that are important to consider in the interpretation
of the results. We are reliant on patient self-report that a healthcare provider had given them a
prior diagnosis of an NCD, and the timing of the most recent healthcare visits for a chronic
condition, and current treatment use. Patient records from health facilities might have pro-
vided more detailed records of diagnosis or care engagement, but that would not be possible
nor comprehensive in this setting. We also estimated the spacing of follow-up visits to classify
engagement in care, rather than follow-up schedules tailored to individual patients. Our defi-
nition of hypertension and diabetes is also limited as it was measured at a single time point.
While this is standard protocol for screening, actual diagnosis in health facilities relies on sev-
eral separate measurements at different visits. Diabetes diagnosis, in particular, would gener-
ally require an additional fasting blood sugar measurement or hemoglobin A1C. Our reliance
on sampling the self-identified household head who was available on the day the data collectors
were in the town may bias the sample towards older respondents and may be the cause of the
imbalance of the genders. Therefore, as this study was conducted in two districts in Tanzania
that are mainly rural and overrepresent women and older people compared to the underlying
population, the generalizability of the results is limited.

Despite these limitations, this study is, to our knowledge, the first study that measured the
care cascade for both hypertension and diabetes among adults of all ages in Tanzania. The care
cascades for hypertension and diabetes demonstrate differences in drop-off for each step.
Understanding differences in care delivery, health education, and patient demand between the
two conditions could help designing policies to improve awareness, engagement in care, reten-
tion in treatment, and control of hypertension. These policies will have to promote a systemic
approach to strengthen the whole social health protection system to address all barriers to
hypertension and diabetes control.
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S1 Fig. Hypertensive care cascade divided by age groups and gender. This shows the propor-
tion of those who screened positive for hypertension in the farthest point along the hyperten-
sion care cascade at the point of measurement, disaggregated by age group and gender.

(TIF)

S2 Fig. Diabetic care cascade divided by age groups and gender. This shows the proportion
of those who screened positive for diabetes in the farthest point along the diabetes care cascade
at the point of measurement, disaggregated by age group and gender.

(TIF)

S3 Fig. Hypertension care cascade by social health protection schemes. This shows the pro-
portion of those who screened positive for hypertension in the farthest point along the hyper-
tension care cascade at the point of measurement, disaggregated by social health protection
status.

(TIF)

S4 Fig. Diabetes care cascade by social health protection schemes. This shows the propor-
tion of those who screened positive for diabetes in the farthest point along the diabetes care
cascade at the point of measurement, disaggregated by social health protection status.

(TIF)

Author Contributions

Conceptualization: Brianna Osetinsky, Fabrizio Tediosi.
Data curation: Grace Mhalu.

Formal analysis: Brianna Osetinsky.

Investigation: Sally Mtenga.

Methodology: Brianna Osetinsky, Fabrizio Tediosi.
Project administration: Brianna Osetinsky, Sally Mtenga.
Resources: Grace Mhalu.

Supervision: Fabrizio Tediosi.

Validation: Brianna Osetinsky, Grace Mhalu.
Visualization: Brianna Osetinsky.

Writing - original draft: Brianna Osetinsky.

Writing - review & editing: Grace Mhalu, Sally Mtenga, Fabrizio Tediosi.

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1004140 December 5, 2022 15/17


http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s004
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s005
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s006
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s007
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s008
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s009
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s010
http://journals.plos.org/plosmedicine/article/asset?unique&id=info:doi/10.1371/journal.pmed.1004140.s011
https://doi.org/10.1371/journal.pmed.1004140

PLOS MEDICINE

Care cascades for hypertension and diabetes: Cross sectional evaluation of rural districts in Tanzania

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

Gouda HN, Charlson F, Sorsdahl K, Ahmadzada S, Ferrari AJ, Erskine H, et al. Burden of non-commu-
nicable diseases in sub-Saharan Africa, 1990—2017: results from the Global Burden of Disease Study
2017. Lancet Glob Health. 2019; 7:e1375-e1387. https://doi.org/10.1016/S2214-109X(19)30374-2
PMID: 31537368

Stanaway JD, Afshin A, Gakidou E, Lim SS, Abate D, Abate KH, et al. Global, regional, and national
comparative risk assessment of 84 behavioural, environmental and occupational, and metabolic risks
or clusters of risks for 195 countries and territories, 1990-2017: a systematic analysis for the Global
Burden of Disease Study 2017. Lancet. 2018; 392:1923—-1994. https://doi.org/10.1016/S0140-6736(18)
32225-6 PMID: 30496105

Home, Resources, diabetes L with, Acknowledgment, FAQs, Contact, et al. IDF Diabetes Atlas 2021 |
IDF Diabetes Atlas. [cited 2022 Apr 13]. Available from: https://diabetesatlas.org/atlas/tenth-edition/.

Geldsetzer P, Manne-Goehler J, Marcus M-E, Ebert C, Zhumadilov Z, Wesseh CS, et al. The state of
hypertension care in 44 low-income and middle-income countries: a cross-sectional study of nationally
representative individual-level data from 1-1 million adults. Lancet. 2019; 394:652—662. https://doi.org/
10.1016/S0140-6736(19)30955-9

Albelbeisi AH, Albelbeisi A, El Bilbeisi AH, Taleb M, Takian A, Akbari-Sari A. Public Sector Capacity to
Prevent and Control of Noncommunicable Diseases in Twelve Low- and Middle-Income Countries
Based on WHO-PEN Standards: A Systematic Review. Health Serv Insights. 2021;
14:1178632920986233. https://doi.org/10.1177/1178632920986233 PMID: 33597808

Assessing national capacity for the prevention and control of noncommunicable diseases: report of the
2019 global survey. Geneva: World Health Organization; 2020. Available from: https://apps.who.int/
iris/handle/10665/331452.

Mills KT, Bundy JD, Kelly TN, Reed JE, Kearney PM, Reynolds K, et al. Global Disparities of Hyperten-
sion Prevalence and Control. Circulation. 2016; 134:441—-450. https://doi.org/10.1161/
CIRCULATIONAHA.115.018912 PMID: 27502908

Atun R, Davies JI, Gale EAM, Béarnighausen T, Beran D, Kengne AP, et al. Diabetes in sub-Saharan
Africa: from clinical care to health policy. Lancet Diabetes Endocrinol. 2017; 5:622—-667. https://doi.org/
10.1016/S2213-8587(17)30181-X PMID: 28688818

Beaglehole R, Epping-Jordan J, Patel V, Chopra M, Ebrahim S, Kidd M, et al. Improving the prevention
and management of chronic disease in low-income and middle-income countries: a priority for primary
health care. Lancet Lond Engl. 2008; 372:940-949. https://doi.org/10.1016/S0140-6736(08)61404-X
PMID: 18790317

Perliman DC, Jordan AE, Nash D. Conceptualizing Care Continua: Lessons from HIV, Hepatitis C Virus,
Tuberculosis and Implications for the Development of Improved Care and Prevention Continua. Front.
Public Health. 2017:4. https://doi.org/10.3389/fpubh.2016.00296 PMID: 28119910

Gardner EM, Young B. The HIV care cascade through time. Lancet Infect Dis. 2014; 14:5-6. https://doi.
org/10.1016/S1473-3099(13)70272-X PMID: 24076276

Berry KM, Parker W, Mchiza ZJ, Sewpaul R, Labadarios D, Rosen S, et al. Quantifying unmet need for
hypertension care in South Africa through a care cascade: evidence from the SANHANES, 2011-2012.
BMJ Glob Health. 2017; 2:e000348. https://doi.org/10.1136/bmjgh-2017-000348 PMID: 29082013

Strategic and Action Plan for the Prevention and Control of Non Communicable Diseases in Tanzania
2016-2020. Dodoma, Tanzania: Tanzania Ministry of Health, Community Development, Gender,
Elderly and Children; 2016 May. Available from: https://extranet.who.int/nutrition/gina/sites/default/
filesstore/TZA-2016-2020-NCD%20Strategic%20Plan.pdf.

Bintabara D, Ngajilo D. Readiness of health facilities for the outpatient management of non-communica-
ble diseases in a low-resource setting: an example from a facility-based cross-sectional survey in Tan-
zania. BMJ Open. 2020; 10:e040908. https://doi.org/10.1136/bmjopen-2020-040908 PMID: 33177143

Tanzanian NCDI Poverty Commission. Tanzania Non-communicable Diseases and Injuries Poverty
Commission: Findings and Recommendations. 2020 Aug. Available from: https://static1.squarespace.
com/static/55d4de6de4b011a1673a40a6/t/5fa1a9b36bfa9f3f92aee951/1604430263353/Tanzania_
NCDI_Poverty_Commission_report.pdf.

Rwegerera GM. Adherence to anti-diabetic drugs among patients with Type 2 diabetes mellitus at
Muhimbili National Hospital, Dar es Salaam, Tanzania- A cross-sectional study. Pan Afr Med J. 2014;
17:252. https://doi.org/10.11604/pam;j.2014.17.252.2972 PMID: 25309652

Galson SW, Staton CA, Karia F, Kilonzo K, Lunyera J, Patel UD, et al. Epidemiology of hypertension in
Northern Tanzania: a community-based mixed-methods study. BMJ Open. 2017; 7:e018829. https:/
doi.org/10.1136/bmjopen-2017-018829 PMID: 29127232

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1004140 December 5, 2022 16/17


https://doi.org/10.1016/S2214-109X%2819%2930374-2
http://www.ncbi.nlm.nih.gov/pubmed/31537368
https://doi.org/10.1016/S0140-6736%2818%2932225-6
https://doi.org/10.1016/S0140-6736%2818%2932225-6
http://www.ncbi.nlm.nih.gov/pubmed/30496105
https://diabetesatlas.org/atlas/tenth-edition/
https://doi.org/10.1016/S0140-6736%2819%2930955-9
https://doi.org/10.1016/S0140-6736%2819%2930955-9
https://doi.org/10.1177/1178632920986233
http://www.ncbi.nlm.nih.gov/pubmed/33597808
https://apps.who.int/iris/handle/10665/331452
https://apps.who.int/iris/handle/10665/331452
https://doi.org/10.1161/CIRCULATIONAHA.115.018912
https://doi.org/10.1161/CIRCULATIONAHA.115.018912
http://www.ncbi.nlm.nih.gov/pubmed/27502908
https://doi.org/10.1016/S2213-8587%2817%2930181-X
https://doi.org/10.1016/S2213-8587%2817%2930181-X
http://www.ncbi.nlm.nih.gov/pubmed/28688818
https://doi.org/10.1016/S0140-6736%2808%2961404-X
http://www.ncbi.nlm.nih.gov/pubmed/18790317
https://doi.org/10.3389/fpubh.2016.00296
http://www.ncbi.nlm.nih.gov/pubmed/28119910
https://doi.org/10.1016/S1473-3099%2813%2970272-X
https://doi.org/10.1016/S1473-3099%2813%2970272-X
http://www.ncbi.nlm.nih.gov/pubmed/24076276
https://doi.org/10.1136/bmjgh-2017-000348
http://www.ncbi.nlm.nih.gov/pubmed/29082013
https://extranet.who.int/nutrition/gina/sites/default/filesstore/TZA-2016-2020-NCD%20Strategic%20Plan.pdf
https://extranet.who.int/nutrition/gina/sites/default/filesstore/TZA-2016-2020-NCD%20Strategic%20Plan.pdf
https://doi.org/10.1136/bmjopen-2020-040908
http://www.ncbi.nlm.nih.gov/pubmed/33177143
https://static1.squarespace.com/static/55d4de6de4b011a1673a40a6/t/5fa1a9b36bfa9f3f92aee951/1604430263353/Tanzania_NCDI_Poverty_Commission_report.pdf
https://static1.squarespace.com/static/55d4de6de4b011a1673a40a6/t/5fa1a9b36bfa9f3f92aee951/1604430263353/Tanzania_NCDI_Poverty_Commission_report.pdf
https://static1.squarespace.com/static/55d4de6de4b011a1673a40a6/t/5fa1a9b36bfa9f3f92aee951/1604430263353/Tanzania_NCDI_Poverty_Commission_report.pdf
https://doi.org/10.11604/pamj.2014.17.252.2972
http://www.ncbi.nlm.nih.gov/pubmed/25309652
https://doi.org/10.1136/bmjopen-2017-018829
https://doi.org/10.1136/bmjopen-2017-018829
http://www.ncbi.nlm.nih.gov/pubmed/29127232
https://doi.org/10.1371/journal.pmed.1004140

PLOS MEDICINE

Care cascades for hypertension and diabetes: Cross sectional evaluation of rural districts in Tanzania

18.

19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Ministry of Health and Social Welfare (MoHSW) [Tanzania Mainland], Ministry of Health (MoH) [Zanzi-
bar], National, Bureau of Statistics (NBS), Office of the Chief Government Statistician (OCGS), and ICF
International 2015. Tanzania Service Provision Assessment Survey (TSPA) 2014—15 Key Findings.
Dar es Salaam, Tanzania, and Rockville, Maryland, USA: MoHSW, MoH, NBS, OCGS and ICF Interna-
tional; 2015.

Kigume R, Maluka S. The failure of community-based health insurance schemes in Tanzania: opening
the black box of the implementation process. BMC Health Serv Res. 2021; 21:646. https://doi.org/10.
1186/s12913-021-06643-6 PMID: 34217278

Lee B, Tarimo K, Dutta A. Analysis of Cost Escalation at the National Health Insurance Fund in Tanza-
nia—Policy Brief. Health Policy Plus. 2018 Nov. Available from: http://www.healthpolicyplus.com/ns/
pubs/10271-10491_TZAnalysisofCostEscalation.pdf.

Ploth DW, Mbwambo JK, Fonner VA, Horowitz B, Zager P, Schrader R, et al. Prevalence of CKD, Dia-
betes, and Hypertension in Rural Tanzania. Kidney Int Rep. 2018; 3:905-915. https://doi.org/10.1016/j.
ekir.2018.04.006 PMID: 29989050

Tanzania Ministry of Health and Social Welfare, Tanzania Diabetes Association. Chronic Non Commu-
nicable Diseases Case Management Desk Guide: Cardiovascular Disease, Type 2 Diabetes, Cancer,
and COPD in Adults. Dar es Salaam; 2013 Dec. p. 44. Available from: https://www.
worlddiabetesfoundation.org/sites/default/files/NCD%20Desk%20Guide%20Tanzania.pdf.

Tanzania Ministry of Health, Community Development, Gender, Elderly and Children. Standard
Treatmnt Guidlines and Essential Medicines List Fourth Edition. Dar es Salaam; 2017. p. 464. Available
from: https://hssrc.tamisemi.go.tz/storage/app/uploads/public/5ab/e9b/b21/
5abe9bb216267130384889.pdf.

Galson SW, Stanifer JW, Hertz JT, Temu G, Thielman N, Gafaar T, et al. The burden of hypertension in
the emergency department and linkage to care: A prospective cohort study in Tanzania. PLoS ONE.
2019; 14:e0211287. https://doi.org/10.1371/journal.pone.0211287 PMID: 30682173

Edward A, Campbell B, Manase F, Appel LJ. Patient and healthcare provider perspectives on adher-
ence with antihypertensive medications: an exploratory qualitative study in Tanzania. BMC Health Serv
Res. 2021; 21:834. https://doi.org/10.1186/s12913-021-06858-7 PMID: 34407820

Gu Q, Burt VL, Paulose-Ram R, Dillon CF. Gender differences in hypertension treatment, drug utiliza-
tion patterns, and blood pressure control among US adults with hypertension: data from the National
Health and Nutrition Examination Survey 1999-2004. Am J Hypertens. 2008; 21:789-798. https://doi.
org/10.1038/ajh.2008.185 PMID: 18451806

Alsuwaida A, Alghonaim M. Gender disparities in the awareness and control of hypertension. Clin Exp
Hypertens N'Y N. 1993; 2011(33):354-357. https://doi.org/10.3109/10641963.2010.531857 PMID:
21529315

Okello S, Muhihi A, Mohamed SF, Ameh S, Ochimana C, Oluwasanu AO, et al. Hypertension preva-
lence, awareness, treatment, and control and predicted 10-year CVD risk: a cross-sectional study of
seven communities in East and West Africa (SevenCEWA). BMC Public Health. 2020; 20:1706. https://
doi.org/10.1186/512889-020-09829-5 PMID: 33187491

Wu AS, Dodhia H, Whitney D, Ashworth M. Is the rule of halves still relevant today? A cross-sectional
analysis of hypertension detection, treatment and control in an urban community. J Hypertens. 2019;
37:2470-2480. https://doi.org/10.1097/HJH.0000000000002192 PMID: 31397682

Gilobal Action Plan for the Prevention and Control of NCDs 2013-2020. [cited 2022 Sep 12]. Available
from: https://www.who.int/publications-detail-redirect/9789241506236.

Metta E, Haisma H, Kessy F, Geubbels E, Hutter |, Bailey A. “It is the medicines that keep us alive”:
lived experiences of diabetes medication use and continuity among adults in Southeastern Tanzania.
BMC Health Serv Res. 2015; 15:111. https://doi.org/10.1186/s12913-015-0768-5 PMID: 25890162

Flood D, Seiglie JA, Dunn M, Tschida S, Theilmann M, Marcus ME, et al. The state of diabetes treat-
ment coverage in 55 low-income and middle-income countries: a cross-sectional study of nationally rep-
resentative, individual-level data in 680 102 adults. Lancet Healthy Longev. 2021; 2:e340—351. https://
doi.org/10.1016/s2666-7568(21)00089-1 PMID: 35211689

Stanifer JW, Cleland CR, Makuka GJ, Egger JR, Maro V, Maro H, et al. Prevalence, Risk Factors, and
Complications of Diabetes in the Kilimanjaro Region: A Population-Based Study from Tanzania. PLoS
ONE. 2016; 11:e0164428. https://doi.org/10.1371/journal.pone.0164428 PMID: 27711179

Chiwanga FS, Njelekela MA, Diamond MB, Bajunirwe F, Guwatudde D, Nankya-Mutyoba J, et al.
Urban and rural prevalence of diabetes and pre-diabetes and risk factors associated with diabetes in
Tanzania and Uganda. Glob Health Action. 2016; 9:10.3402/gha.v9.31440. https://doi.org/10.3402/
gha.v9.31440 PMID: 27221531

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1004140 December 5, 2022 17/17


https://doi.org/10.1186/s12913-021-06643-6
https://doi.org/10.1186/s12913-021-06643-6
http://www.ncbi.nlm.nih.gov/pubmed/34217278
http://www.healthpolicyplus.com/ns/pubs/10271-10491_TZAnalysisofCostEscalation.pdf
http://www.healthpolicyplus.com/ns/pubs/10271-10491_TZAnalysisofCostEscalation.pdf
https://doi.org/10.1016/j.ekir.2018.04.006
https://doi.org/10.1016/j.ekir.2018.04.006
http://www.ncbi.nlm.nih.gov/pubmed/29989050
https://www.worlddiabetesfoundation.org/sites/default/files/NCD%20Desk%20Guide%20Tanzania.pdf
https://www.worlddiabetesfoundation.org/sites/default/files/NCD%20Desk%20Guide%20Tanzania.pdf
https://hssrc.tamisemi.go.tz/storage/app/uploads/public/5ab/e9b/b21/5abe9bb216267130384889.pdf
https://hssrc.tamisemi.go.tz/storage/app/uploads/public/5ab/e9b/b21/5abe9bb216267130384889.pdf
https://doi.org/10.1371/journal.pone.0211287
http://www.ncbi.nlm.nih.gov/pubmed/30682173
https://doi.org/10.1186/s12913-021-06858-7
http://www.ncbi.nlm.nih.gov/pubmed/34407820
https://doi.org/10.1038/ajh.2008.185
https://doi.org/10.1038/ajh.2008.185
http://www.ncbi.nlm.nih.gov/pubmed/18451806
https://doi.org/10.3109/10641963.2010.531857
http://www.ncbi.nlm.nih.gov/pubmed/21529315
https://doi.org/10.1186/s12889-020-09829-5
https://doi.org/10.1186/s12889-020-09829-5
http://www.ncbi.nlm.nih.gov/pubmed/33187491
https://doi.org/10.1097/HJH.0000000000002192
http://www.ncbi.nlm.nih.gov/pubmed/31397682
https://www.who.int/publications-detail-redirect/9789241506236
https://doi.org/10.1186/s12913-015-0768-5
http://www.ncbi.nlm.nih.gov/pubmed/25890162
https://doi.org/10.1016/s2666-7568%2821%2900089-1
https://doi.org/10.1016/s2666-7568%2821%2900089-1
http://www.ncbi.nlm.nih.gov/pubmed/35211689
https://doi.org/10.1371/journal.pone.0164428
http://www.ncbi.nlm.nih.gov/pubmed/27711179
https://doi.org/10.3402/gha.v9.31440
https://doi.org/10.3402/gha.v9.31440
http://www.ncbi.nlm.nih.gov/pubmed/27221531
https://doi.org/10.1371/journal.pmed.1004140

