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Abstract

Background

Fewer than 10% of people with hypertension in sub-Saharan Africa are diagnosed, linked to

care, and achieve hypertension control. We hypothesized that a one-time financial incentive

and phone call reminder for missed appointments would increase linkage to hypertension

care following community-based screening in rural Uganda and Kenya.

Methods

In a randomized controlled trial, we conducted community-based hypertension screening

and enrolled adults�25 years with blood pressure�140/90 mmHg on three measures; we

excluded participants with known hypertension or hypertensive emergency. The interven-

tion was transportation reimbursement upon linkage (~$5 USD) and up to three reminder

phone calls for those not linking within seven days. Control participants received a clinic

referral only. Outcomes were linkage to hypertension care within 30 days (primary) and

hypertension control <140/90 mmHg measured in all participants at 90 days (secondary).

We used targeted minimum loss-based estimation to compute adjusted risk ratios (aRR).

Results

We screened 1,998 participants, identifying 370 (18.5%) with uncontrolled hypertension and

enrolling 199 (100 control, 99 intervention). Reasons for non-enrollment included prior

hypertension diagnosis (n = 108) and hypertensive emergency (n = 32). Participants were

60% female, median age 56 (range 27–99); 10% were HIV-positive and 42% had baseline

blood pressure�160/100 mmHg. Linkage to care within 30 days was 96% in intervention

and 66% in control (aRR 1.45, 95%CI 1.25–1.68). Hypertension control at 90 days was 51%

intervention and 41% control (aRR 1.22, 95%CI 0.92–1.66).
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Conclusion

A one-time financial incentive and reminder call for missed visits resulted in a 30% absolute

increase in linkage to hypertension care following community-based screening. Financial

incentives can improve the critical step of linkage to care for people newly diagnosed with

hypertension in the community.

Introduction

Hypertension is the largest driver of morbidity and mortality globally and can be treated with

low-cost, readily available medications; however, less than 10% of people with hypertension in

sub-Saharan Africa are diagnosed, linked to care, and have controlled hypertension [1–4].

Community-based diagnosis and linkage to care are critical steps to improving hypertension

control in sub-Saharan Africa, however, linkage to care following diagnosis has not surpassed

50% in several studies [5–7].

High transportation costs, long distances from clinic, opportunity costs associated with

missed work, and medication costs may all contribute to low rates of linkage to care [8–10].

Lack of awareness of the consequences of hypertension or competing priorities may also

reduce motivation to seek hypertension care [11]. Incentives may address both financial barri-

ers and provide extrinsic motivation to overcome initial barriers to engaging with hyperten-

sion care. Promising findings from a prior single-arm pilot study showed very high levels of

linkage to care with a small conditional financial incentive at a single site in Uganda [12].

Though literature on incentives for linkage to hypertension care in sub-Saharan Africa is

limited, there is evidence from the HIV literature that financial incentives are effective for

improving HIV testing and to a lesser extent linkage to HIV care [13]. McNairy et al. showed

that a combination intervention including a nonfinancial incentive (mobile airtime) increased

joint linkage and retention in care after 12 months following a new HIV diagnosis [14]. We

have also shown high levels of linkage to HIV care following community-based screening with

a combination intervention including introduction to a clinic staff member, provision of a

“hot line” to answer questions about linkage, a small transportation reimbursement condi-

tional upon linkage, and reminder calls for missed linkage appointments [15].

Our study was motivated by the very low levels of linkage to hypertension care seen in

other studies of hypertension linkage interventions in sub-Saharan Africa to date and the

promising data from the HIV literature on effectiveness of one-time incentives for improving

linkage to care. We conducted a randomized controlled trial to test the hypothesis that a one-

time financial incentive and phone call reminder for missed appointments would increase

linkage to hypertension care following community-based screening in rural Uganda and

Kenya.

Methods

Setting and participants

Between April and June 2021, we conducted community-based hypertension screening in two

rural communities in western Kenya and one rural community in southwestern Uganda. A

study nurse and local lay health workers conducted the screening at central locations in the

community (e.g. markets, places of worship, schools) and through household screening when

COVID-19 measures precluded screening at community gathering points.
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Participants were eligible if they were�25 years of age with elevated blood pressure (BP)

on community-based screening (systolic blood pressure [SBP]�140 mmHg or diastolic blood

pressure [DBP]�90 mmHg on each of three measurements performed by a trained study

nurse using standardized procedures). BP was measured once using an automated BP machine

after the participant had been seated for five minutes; those with SBP�140 or DBP�90

mmHg had two additional measurements taken at 1–2 minute intervals. Participants were

excluded if they had a prior known diagnosis of hypertension, current pregnancy, or hyperten-

sive emergency (BP�180/110 mmHg and signs/symptoms of target organ damage). Persons

with a known diagnosis of hypertension were excluded because the intervention was designed

to evaluate first-time linkage to hypertension care, rather than re-engagement. Pregnant

women with hypertension or those with hypertensive emergency were immediately trans-

ported to a health facility for further management. Those with known hypertension were

counseled on risks of untreated hypertension and referred to re-engage in hypertension care if

needed. The study received Institutional Review Board approval from Makerere University,

the Kenya Medical Research Institute, and the University of California San Francisco. Partici-

pants provided written informed consent prior to study participation. The study is registered

at ClincialTrials.gov (NCT04810650).

Study design and procedures

We conducted an individually randomized controlled trial of a one-time financial incentive

and phone reminder calls to facilitate linkage to hypertension care among eligible participants

with uncontrolled hypertension. Eligible participants were randomized to the intervention or

control by selecting a sequentially numbered scratch card, revealing the arm only when

scratched by the participant. The computer-generated randomization sequence was stratified

on site and sex and implemented with a stratified block design with random block sizes of 2

and 4. Participants were not blinded to the randomization arm, but the study statistician

(LBB) was blinded until trial completion and analysis. Based on a two-sample test for propor-

tions, we estimated 100 participants/arm would provide 80% power to detect a 20% absolute

increase in the primary outcome of linkage within 30 days from 50% in the control.

All participants received post-test counseling and were scheduled for an initial hyperten-

sion care visit at a nearby government health facility within three days if BP�160/100mmHg

and within seven days if BP was 140-159/90-99. Intervention participants received a transpor-

tation voucher and were informed that the voucher was redeemable for ~$5 USD upon linkage

to hypertension care. If intervention participants did not link to care by their scheduled

appointment date, they received up to three phone call attempts to encourage linkage. Control

participants did not receive a linkage incentive or follow-up phone calls.

Hypertension care was delivered at Ministry of Health clinics within each community using

country standard hypertension guidelines [16, 17] and a patient-centered HIV care model

with multi-disease integration (chronic HIV, hypertension, and/or diabetes care) for both

intervention and control participants [5]. Care was provided in collaboration between study

clinicians and Ministry of Health clinicians at each government clinic. Medications were pro-

cured by the clinics and were supplemented by the study when clinic-procured medications

were not available. All medications were provided to participants free of charge.

Measurements

We conducted baseline surveys (i.e., at time of community-based hypertension screening) to

record participant demographics, medical co-morbidities, and perceived barriers and facilita-

tors of hypertension care engagement. Barriers and facilitators were assessed with an open-
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ended question about factors that would make it easier/more difficult to go to the clinic for

hypertension care. Responses were coded with a structured set of answer choices that could be

used as prompts when participants were unsure. We recorded clinical data from all hyperten-

sion care visits, including date of visit, blood pressure measured, and medications prescribed.

At three months post-enrollment, we conducted follow-up study visits for all participants,

regardless of linkage to hypertension care. We collected data on self-reported linkage to any

alternative clinical sites for hypertension care and any barriers/facilitators that participants

experienced to accessing hypertension care using the same method described above. We mea-

sured blood pressure, conducting three measures in all participants using an automated BP

machine and correctly sized cuff after the participant had been seated quietly with back and

arm supported for five minutes, with repeat measurements made after 1–2 minute intervals.

Hypertension was considered controlled if all three measures were <140 mmHg systolic and

<90 mmHg diastolic.

Outcomes and analysis

Our primary outcome was linkage to hypertension care at the local Ministry of Health clinic

within 30 days of referral. In primary analyses, participants without a clinical record indicating

linkage were assumed never to link, while sensitivity analyses incorporated self-report. Sec-

ondary outcomes included hypertension control<140/90 mmHg measured regardless of link-

age at 90 days, linkage to any hypertension care by 90 days (linkage to Ministry of Health

clinic or self-report of linkage to alternative site), retention in hypertension care at 90 days

(linked to hypertension care and not late for most recent appointment by�30 days). We addi-

tionally describe medication initiation by trial arm and fidelity to intervention components.

For primary and secondary outcomes, we used targeted minimum loss-based estimation

(TMLE) to compute adjusted risk ratios (aRR) and 95% confidence intervals (95% CI) (S1

File) [18, 19]. In brief, TMLE combines estimates of outcome risk with estimates of propensity

score and incorporates adjustment for baseline covariates to improve precision [20–22]. We

selected adjustment variables (candidates were age, sex, hypertension severity, and site) with

cross-validation. We also compared by arm the average of the second and third blood pressure

measurements. To explore heterogeneity of intervention effects, we also repeated analyses

within subgroups defined by sex, age group, country, baseline hypertension severity, and HIV

status.

Results

We screened 1,998 participants, identifying 369 (18.5%) with uncontrolled hypertension.

Among 229 eligible persons, we enrolled 199 (100 control, 99 intervention; Fig 1). Reasons for

ineligibility included prior hypertension diagnosis (n = 108) and hypertensive emergency

(n = 32). People with hypertensive emergency at screening were immediately transported to

the clinic for treatment. Among those with hypertensive emergency, mean SBP was 198

mmHg (standard deviation [SD] 15) and mean DBP was 104 mmHg (SD 12); symptoms

included visual disturbances (n = 18, 56%), headache (n = 16, 50%), chest pain (n = 11, 34%),

shortness of breath (n = 9, 28%) and recent lapse in consciousness (n = 6, 19%).

Of the enrolled participants 60% were female, median age was 56 (range 27–99) years, and

87% had completed primary education or less (Table 1). Mean baseline SBP was 161 mmHg

(SD 14) and 42% had baseline blood pressure�160/100 mmHg. Median self-reported direct

cost of transport to the clinic was $0.93 USD (range $0.19 to $4.67) and median transport time

was 45 minutes (range 2 to 300 minutes). Self-reported co-morbid conditions included HIV

(n = 19, 10%) and diabetes (n = 3, 2%). HIV screening was offered to all participants at
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baseline; 100 (50%) were tested, among whom one participant was newly diagnosed with HIV.

Reasons for declining HIV testing included known HIV-positive status (n = 19), having a neg-

ative test in the past 6 months and thus not meeting country guidelines for retesting (n = 41),

declining testing (n = 14), and never linking to the clinic to offer HIV testing (n = 26).

Primary and secondary outcomes

Linkage to care within 30 days was 96/100 (96%) in intervention and 65/99 (66%) in control, a

relative improvement of 45% (aRR 1.45, 95% CI 1.25–1.68; Table 2) and an absolute improve-

ment of 30% (risk difference 0.30, 95% CI 0.20–0.40). The intervention improved linkage to

care within 30 days across strata of age, gender, country, baseline hypertension severity, and

HIV status (Table 3). The largest effect was seen among those with baseline blood pressure

Fig 1. Consort diagram.

https://doi.org/10.1371/journal.pone.0277312.g001
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Table 1. Baseline characteristics.

Intervention (N = 100) n (%) Control (N = 99) n (%) Overall (N = 199) n (%) p-value

Country 1.00

Kenya 50 (50.0) 49 (49.5) 99 (49.7)

Uganda 50 (50.0) 50 (50.5) 100 (50.3)

Age (years) 0.63

25–39 15 (15.0) 16 (16.2) 31 (15.6)

40–54 28 (28.0) 31 (31.3) 59 (29.6)

55–69 36 (36.0) 39 (39.4) 75 (37.7)

70–84 18 (18.0) 12 (12.1) 30 (15.1)

>84 3 (3.0) 1 (1.0) 4 (2.0)

Sex 1.00

Female 60 (60.0) 59 (59.6) 119 (59.8)

Male 40 (40.0) 40 (40.4) 80 (40.2)

Marital status 0.67

Monogamous marriage 58 (58.0) 56 (56.6) 114 (57.3)

Polygamous marriage 17 (17.0) 21 (21.2) 39 (19.6)

Widowed, divorced, or separated 22 (22.0) 17 (17.0) 38 (19.1)

Unmarried or cohabitating 3 (3.0) 6 (6.0) 8 (4.0)

Occupation 0.62

Farmer 71 (71.0) 64 (64.6) 135 (67.8)

No job 8 (8.0) 7 (7.1) 15 (7.5)

Teacher 3 (3.0) 5 (5.1) 8 (4.0)

Other 18 (18.0) 23 (23.2) 32 (16.1)

Monthly Income (USD)

Mean (SD) 21 (34) 27 (29) 24 (32) 0.27

Median (Q1-Q3) 11 (5.7–23) 17 (6.6–37) 11 (5.7–34)

Missing 16 (16.0) 16 (16.2) 32 (16.1)

Transport cost to clinic (USD)

Mean (SD) 1.27 (0.70) 1.12 (0.54) 1.19 (0.63) 0.10

Median (Q1-Q3) 1.1 (0.86–1.4) 0.93 (0.86–1.4) 0.93 (0.86–1.4)

Mobile phone access 0.69

No 14 (14.0) 16 (16.2) 30 (15.1)

Yes 86 (86.0) 83 (83.8) 169 (84.9)

Education 0.78

Less than primary 55 (55.0) 62 (62.6) 117 (58.8)

Completed primary 32 (32.0) 25 (25.3) 57 (28.6)

Completed secondary 3 (3.0) 3 (3.0) 6 (3.0)

Completed post-secondary 10 (10.0) 9 (9.1) 19 (9.5)

Baseline diabetes 2 (2.0) 1 (1.0) 3 (1.5) 0.56

Baseline HIV� 6 (6.0) 14 (14.1) 20 (10.0) 0.06

Baseline Hypertension Stage (mmHg) 0.93

140-159/90-99 58 (58.0) 58 (58.6) 116 (58.3)

160-179/100-109 38 (38.0) 38 (38.4) 76 (38.2)

�180/110 4 (4.0) 3 (3.0) 7 (3.5)

SBP at baseline (mmHg)

Mean (SD) 160 (13.1) 161 (14.8) 161 (13.9) 0.77

Median (Q1-Q3) 157 (149–169) 158 (147–171) 158 (149–170)

� Including self-report and one new diagnosis on baseline screening.

https://doi.org/10.1371/journal.pone.0277312.t001
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�160/100 mmHg, among whom the intervention increased linkage by 69% (aRR 1.69, 95% CI

1.31–2.18). After expanding the period to 90 days and incorporating self-reported any health

facility, linkage remained at 96% in the intervention and increased to 77% in the control group

(n = 74 at local Ministry of Health clinic and n = 2 to other self-reported clinic) (aRR 1.24, 95%

CI 1.11–1.40).

Hypertension control <140/90 mmHg at three months was measured independently from

clinical care in 96/100 (96%) of intervention participants and 99/99 (100%) in control); partici-

pants with missing measures were assumed uncontrolled. Hypertension control was 51/100

(51%) in intervention and 41/99 (41%) in control (aRR 1.23, 95% CI 0.92–1.66). Among per-

sons with baseline blood pressure�160/100 mmHg, hypertension control was 46% in inter-

vention and 26% in control (aRR 1.78, 95% CI 0.98–3.22; Table 4). Mean SBP at three months

was 140 mmHg in intervention and 141 mmHg in control.

Table 2. Main study outcomes.

Intervention (N = 100) n (%) Control (N = 99) n (%) aRR (95% CI)

Linked to care by 30 days 96 (96) 65 (66) 1.45 (1.25, 1.68)

Linked to care by 3 months � 96 (96) 77 (78) 1.24 (1.11, 1.39)

Retained in care at 3 months † 78 (78) 67 (68) 1.15 (0.97, 1.37)

Started on�1 hypertension medication ‡

Any 48 (48) 40 (40)

1 20 (20) 18 (18)

2 26 (26) 21 (21)

3 2 (2) 1 (1)

Hypertension control at 3 months 51 (51) 41 (41) 1.23 (0.92, 1.66)

Mean SBP at 3 months 140 141 0.99 (0.96, 1.02)

� including self-reported linkage to alternative clinic.

† not late for most recent hypertension clinic visit by�30 days (assessed at 3 months post-enrollment).

‡ Outcome not prespecified and no between arm comparison undertaken.

https://doi.org/10.1371/journal.pone.0277312.t002

Table 3. Linkage to care within 30 days, stratified by baseline participant characteristics.

Intervention (N = 100) Control (N = 99) aRR (95% CI)

Gender

Men 0.95 0.67 1.41 (1.12, 1.77)

Women 0.97 0.65 1.49 (1.24, 1.81)

Age

< 60 years 0.97 0.62 1.56 (1.27, 1.92)

�60 years 0.95 0.72 1.32 (1.08, 1.60)

Country

Uganda 0.94 0.59 1.58 (1.25, 2.00)

Kenya 0.98 0.72 1.36 (1.14, 1.63)

Baseline Hypertension Stage

140-159/90-99 mmHg 0.93 0.71 1.32 (1.1, 1.58)

�160/100 mmHg 1 0.59 1.69 (1.31, 2.18)

Baseline HIV status

HIV-positive 1 0.8 1.26 (0.96, 1.65)

HIV-negative 0.96 0.64 1.49 (1.27, 1.76)

https://doi.org/10.1371/journal.pone.0277312.t003
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Intervention fidelity and delivery of clinical hypertension care

All intervention participants received transport reimbursement upon linkage. Of intervention

participants who did not link to care by seven days and were eligible for a reminder call

(n = 23), 13 (56%) were successfully reached by phone, one (4%) was reached via an informant,

six (26%) linked to care before a phone call could be initiated, and three (13%) could not be

reached by phone. Among those who did not link to care by their initial clinic appointment

date (scheduled within seven days of enrollment), 83% (n = 19/23) of intervention participants

and 26% (n = 12/46) of control participants ultimately linked to hypertension care by 30 days

post-enrollment.

Among those who linked to care (n = 175), 50 (29%) had normal blood pressure (<140/90

mmHg) on their initial clinic visit, 88 (50%) had stage 1 hypertension (BP 140-159/90-99

mmHg), and 37 (21%) had stage 2 or greater hypertension (BP�160/100 mmHg). Among

those with stage 1 hypertension, 58% received lifestyle counseling and 42% were immediately

initiated on antihypertensive medications. Among those with stage 2 or greater hypertension,

84% were initiated on antihypertensive medications at the first clinic visit. After three months,

48% (n = 48) of intervention participants and 40% (n = 40) of control participants had started

at least one antihypertensive medication. Seventy-eight (78%) intervention participants and 67

(68%) control participants were retained in care by three months (aRR 1.15, 95% CI 0.97–

1.37). In sub-group analysis, the intervention increased retention in care in women (aRR 1.34,

95% CI 1.06–1.70), Uganda (aRR 1.55, 95% CI 1.19–2.0), among those with grade 2 or greater

baseline hypertension stage (aRR 1.32, 95% CI 1.02–1.70), and those who were HIV negative

at baseline (aRR 1.17, 95% CI 0.98–1.4) (Table 5).

Self-reported barriers and facilitators of hypertension care engagement

At baseline, 92% of participants cited health concerns as reasons why they were likely to seek

hypertension care (61% cited worry about their hypertension diagnosis and 43% cited feeling

sick and wanting to seek care). Over half (57%) cited transportation difficulties as reasons why

they were less likely to seek hypertension care (50% cited transportation expense and 11%

cited long distance or difficulties with physical mobility) (Fig 2).

Table 4. Hypertension control at 3 months, stratified by baseline participant characteristics.

Intervention (N = 100) Control (N = 99) aRR (95% CI)

Gender

Men 0.46 0.41 1.13 (0.69, 1.84)

Women 0.55 0.42 1.32 (0.91, 1.93)

Age

< 60 years 0.51 0.41 1.23 (0.84, 1.82)

�60 years 0.49 0.44 1.09 (0.71, 1.69)

Country

Uganda 0.42 0.3 1.4 (0.82, 2.38)

Kenya 0.6 0.54 1.12 (0.80, 1.58)

Baseline Hypertension Stage

140-159/90-99 mmHg 0.52 0.55 0.95 (0.69, 1.30)

�160/100 mmHg 0.46 0.26 1.78 (0.98, 3.22)

Baseline HIV status

HIV-positive 0.68 0.49 1.39 (0.64, 3.03)

HIV-negative 0.49 0.42 1.14 (0.85, 1.53)

https://doi.org/10.1371/journal.pone.0277312.t004
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Discussion

Following community-based hypertension screening, a one-time financial incentive and

reminder call for missed visits resulted in a 30% absolute increase in linkage to hypertension

care within 30 days, compared to standard referrals. Increased linkage to care translated to a

greater proportion of participants achieving hypertension control <140/90 mmHg in the

intervention arm, though overall hypertension control remained sub-optimal.

Across sub-Saharan Africa, an estimated 27% of adults with hypertension are aware of their

diagnosis, with only 18% currently on treatment, and 7% with controlled hypertension [2].

Limitations in diagnosis and treatment are similar in East Africa [1, 3, 23], even among those

at greatest CVD risk [24]. We previously showed that patient-centered hypertension care can

improve hypertension control and reduce all-cause mortality among adults with uncontrolled

hypertension identified through population-level screening; however, fewer than half of

patients diagnosed with hypertension linked to care within one year, limiting the full benefits

of treatment [5, 25]. Other studies have identified similar challenges linking patients to hyper-

tension care following community-based screening. In the LARK cluster randomized con-

trolled trial in Kenya, linkage to care within a year was 49% following community-based

screening and referral to hypertension by community health workers (CHWs), with no added

improvement in linkage achieved by training CHWs in behavioral communication and pro-

viding smartphones to facilitate health communication [6]. A mobile multi-disease screening

intervention in South Africa also showed similar rates of linkage to hypertension care of

approximately 50% [7].

Incentives may improve linkage to care by reducing economic barriers, addressing present

bias, and increasing extrinsic motivation [26]. In our study, self-reported round trip transpor-

tation costs for a single clinic visit were approximately 8% of median monthly wages, and

transportation time/cost was the most commonly reported reason for not seeking hyperten-

sion care. The size of our one-time incentive was approximately 5-fold greater than median

transportation costs with the goal of directly reimbursing transportation costs, addressing

opportunity costs associated with clinic attendance, and providing extrinsic motivation. A

recent RCT in Kenya showed small, non-significant reductions in systolic blood pressure

when coupling hypertension care with a microfinance intervention designed to improve

Table 5. Retention in care at 3 months, stratified by baseline participant characteristics.

Intervention (N = 100) Control (N = 99) aRR (95% CI)

Gender

Men 0.73 0.77 0.96 (0.75, 1.22)

Women 0.82 0.61 1.34 (1.06, 1.70)

Age

< 60 years 0.78 0.7 1.11 (0.89, 1.38)

�60 years 0.79 0.64 1.22 (0.93, 1.61)

Country

Uganda 0.86 0.56 1.55 (1.19, 2.03)

Kenya 0.7 0.8 0.88 (0.7, 1.11)

Baseline Hypertension Stage

140-159/90-99 mmHg 0.74 0.72 1.02 (0.82, 1.28)

�160/100 mmHg 0.84 0.64 1.32 (1.02, 1.70)

Baseline HIV status

HIV-positive 0.81 0.8 1.02 (0.67, 1.57)

HIV-negative 0.78 0.67 1.17 (0.98, 1.40)

https://doi.org/10.1371/journal.pone.0277312.t005
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Fig 2. Self-reported barriers and facilitators of engagement in hypertension care.

https://doi.org/10.1371/journal.pone.0277312.g002
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financial stability, suggesting that interventions to address poverty may address some of the

financial barriers to care engagement [27]. However, adding a conditional incentive to link to

care may increase linkage more than a similarly valued non-conditional incentive, highlighting

the important role of extrinsic motivation in linkage interventions, particularly for medical

conditions, such as hypertension, where early-stage disease may be asymptomatic [28].

Our incentives were not targeted towards any particular group, though evidence from the

HIV literature also demonstrates that incentives may be particularly useful for promoting

uptake of health services among groups who are less likely to seek healthcare services, particu-

larly men [29–31]. Our one-time incentive had similar effects on linkage among men and

women. However, once the incentive was no longer available (i.e. for follow-up visits), there

was no sustained intervention effect on blood pressure control or retention in care among

men. Future iterations of our intervention may consider a more targeted approach towards

individuals who are less likely to engage with hypertension care on their own or who may be at

higher risk of adverse outcomes if they do not link promptly.

Our intervention was designed to overcome initial barriers to linkage to care but did not

address ongoing transportation challenges that patients may face. Nonetheless, higher linkage

to care in the intervention arm translated to higher short-term retention in care, suggesting

that “getting patients in the door” may overcome the initial activation energy required to

ensure consistent engagement in care, at least in the short term. Upon linkage, patients in both

treatment arms received integrated, patient-centered hypertension care [5] and free antihyper-

tensive medications, which likely attenuated differences in retention and hypertension control

between arms. After three months, one-third of participants cited clinic factors as reasons for

remaining in hypertension care (i.e. high quality of care, short waiting time, kind staff, and

availability of medications), highlighting the value of high-quality care in encouraging

retention.

Our pilot study had several important limitations. First, follow-up time was short and may

not have been enough time to see the full effect of antihypertensive medication up-titration or

to understand whether intervention effects are sustained over time. Further, 30% of partici-

pants did not have sustained elevation of blood pressure on linkage. Guidelines recommend

that a diagnosis of hypertension be made after demonstrating persistent blood pressure eleva-

tion over time [16, 32, 33], therefore many of these individuals may have been overdiagnosed

on initial screening. Future cost-effectiveness analysis will help quantify the resource allocation

trade-offs involved in providing incentives for linkage to care for all individuals with elevated

blood pressure on screening, versus limiting enhanced interventions to those with greater ele-

vations in blood pressure. Future study evaluating smaller incentives may also be needed to

address issues of scalability. As an individual-level randomized trial, there is also the possibility

of contamination between trial arms if participants shared their transportation vouchers,

though this would have biased study findings towards the null. Finally, our study was not

designed to address linkage for individuals with hypertensive emergency. During our commu-

nity-based screening, one out of every 43 individuals screened had hypertensive urgency

(blood pressure�180/110 mmHg) or emergency (urgency + new/severe associated symp-

toms). Given the high morbidity and mortality of this condition in sub-Saharan Africa [34–41]

new intervention approaches are needed to address the urgent and more intensive treatment

needs of this population.

Conclusions

One-time financial incentives and phone-based follow-up to ensure linkage are effective strate-

gies for increasing linkage to hypertension care following community-based screening in rural
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East Africa. Diagnosis and linkage to care are critical first steps to reducing disparities in

hypertension treatment outcomes in sub-Saharan Africa; health system strengthening to

deliver chronic hypertension care is essential to ensuring sustained treatment benefit.
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