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L E T T E R  T O  T H E  E D I T O R

The importance of considering cultural and environmental 
elements in an interventional model of care to fight 
hypertension in Africa

To the Editor,
We read with great interest the article by Otieno et al,1 titled 
“Improved blood pressure control via a novel chronic disease man-
agement model of care in Sub-Saharan Africa: Real-world program 
implementation results” which presents a novel hypertension man-
agement model of care to improve blood pressure (BP) control in 
sub-Saharan Africa. This model of care is a real innovation that 
uses smartphones and regular check-ins to ensure optimal patient 
follow-up. This study, implemented in two middle-income countries, 
successfully improved and sustained BP control over 12 months of 
follow-up.

Firstly, this model of care, by standardizing the management of 
hypertension, placed patients at the heart of their care. This model 
of care developed a direct link between the patient, the physician, 
and the pharmacy. However, it did not include a traditional health 
practitioner and it did not seem to take into account the use of tra-
ditional medicine. The World Health Organization defines the use 
of traditional medicine as the sum total of the knowledge, skill, and 
practices based on the theories, beliefs, and experiences indigenous 
to different cultures, whether explicable or not, used in the mainte-
nance of health as well as in the prevention, diagnosis, improvement, 
or treatment of physical and mental illness.2 The use of traditional 
medicine is documented in both African countries and worldwide 
with a prevalence varying between 20% and 80%.3–7 Among African 
hypertensive patients, the use of traditional medicine is common 
without an association with age or educational levels.5 In a recent 
multinational study on sub-Saharan Africa hypertensive patients, 
the use of traditional medicine was shown to be strongly associated 
with poor adherence to conventional treatments.8 It would be an 
interesting and useful addition to include traditional medicine and 
traditional health practitioners in the model of care presented by 
Otieno and colleagues. Although this model of care has greatly im-
proved hypertension management in sub-Saharan Africa, it can be 
improved further by considering other cultural and environmental 
aspects of Africa, particularly the use of traditional medicine and 
health practitioners.9

Secondly, in low- and middle-income countries, access to med-
ication is defined by five dimensions (availability, affordability, 

accessibility, acceptability, and quality of drugs10). In this setting, a 
large proportion of communities do not have access to more than 
one antihypertensive drug and, when they are available, they are 
often not affordable.11 In sub-Saharan Africa, access to medicine is 
an especially crucial element in a model of care performed to im-
prove BP control, and in this intervention, access to medication is 
absolutely deleted.

Finally, this model of care was implemented across rural and 
urban facilities in two middle-income countries, whereas African 
countries are largely classified as low income. It is worth considering 
whether this model could be generalized to low-income countries 
as the wealth index of patients has been associated with different 
levels of hypertension control.12
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