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Background: Cross-sectional screening programs are used to detect and refer individuals with
non-communicable diseases to healthcare services. We evaluated the positive predictive value
of cross-sectional measurements for Diabetes Mellitus (DM) and hypertension (HTN) as part of
a community-based disease screening study, ‘Vukuzazi’ in rural South Africa.
Methods: We conducted community-based screening for HTN and DM using the World Health
Organization STEPS protocol and glycated haemoglobin A1c (HbA1c) testing, respectively.
Nurses conducted follow-up home visits for confirmatory diagnostic testing among individuals
with a screening BP above 140/90 mmHg and/or HbA1c above 6.5% at the initial screen, and
without a prior diagnosis. We assessed the positive predictive value of the initial screening,
compared to the follow up measure. We also sought to identify a screening threshold for HTN
and DM with greater than 90% positive predictive value.
Results: Of 18,027 participants enrolled, 10.2% (1,831) had a screening BP over 140/90 mmHg.
Of those without a prior diagnosis, 871 (47.6%) received follow-up measurements. Only 51.2%
(451) of those with completed follow-up measurements had a repeat BP>140/90 mmHg at
the home visit and were referred to care. To achieve a 90% correct referral rate, a systolic BP
threshold of 192 was needed at first screening. For DM screening, 1,615 (9.0%) individuals had
an HbA1c > 6.5%, and of those without a prior diagnosis, 1,151 (71.2%) received a follow-up
blood glucose. Of these, only 34.1% (395) met criteria for referral for DM. To ensure a 90%
positive predictive value i.e. a screening HbA1c of >16.6% was needed.
Conclusions: A second home-based screening visit to confirm a diagnosis of DM and HTN
reduced health system referrals by 48% and 66%, respectively. Two-day screening programmes
for DM and HTN screening might save individual and healthcare resources and should be evaluated carefully in future cost effectiveness evaluations.
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Introduction

Type 2 diabetes mellitus (DM) and hypertension (HTN) are increasing in prevalence worldwide and are major
contributors to the rise in the global burden of non-communicable diseases (NCDs) [1]. It is estimated that
raised systolic blood pressure caused 10.4 million deaths worldwide in 2017 and was the leading risk factor
for all-cause mortality [2]. Similarly, the number of people living with DM is expected to increase to 700
million in 2045 from 463 million in 2019 [3]. Low- and middle-income countries are shouldering an increasing burden of DM and HTN morbidity and mortality [4]. For example, the recent South African demographic
health survey estimated that 13% of women and 8% of men had diabetes and 46% of women and 44% percent of men suffered from hypertension [5]. Moreover, that survey found that approximately 70% of people
with either hypertension or diabetes were unaware of their diagnosis. Consequently, after tuberculosis, DM
and cerebrovascular disease are now the second and third-leading causes of death in the country [6].
In response to the growing burden of undiagnosed DM and HTN in South Africa, there are increased efforts
to enhance disease detection through screening. This includes routine clinic-based screening for NCDs [7],
but also community-based or community healthcare worker-led screening for those not captured by the
formal healthcare system [8–14]. Such initiatives are often implemented using cross-sectional screening followed by referral to local primary healthcare clinic services for individuals with abnormal results. However,
the impact on both patients and health services of referring people based on a single measurement is not well
established. Such programs must weigh the benefits of establishing care for those previously undiagnosed
against overburdening the healthcare system with unnecessary referral of individuals without established
disease, and the additional costs and burden to individuals who may also be inconvenienced or exposed to
nosocomial infection by avoidable clinic visits.

Methods

Study Setting
From May 2018 to Dec 2019, the Africa Health Research Institute (AHRI) conducted a community-based survey, named ‘Vukuzazi’ that screened individuals for infectious (HIV and TB) and non-communicable diseases
(hypertension and diabetes) [15] in its Demographic and Health Surveillance (DHS) catchment area located
in the uMkhanyakude district of KwaZulu-Natal across an area of approximately 850 km2. The area is one
of the lowest ranked in terms of health and socioeconomic status and is catered to by 11 government-run
public health clinics [16, 17]. A central element of the study was referral of participants with new or uncontrolled disease to local clinics for establishment or re-engagement in care. To prevent overburdening the
local health system with potentially unnecessary referrals, the program included a second, home-based visit
by a study nurse to confirm diagnosis of DM and HTN in those who screened positive at the initial health fair.
In this analysis, we aimed to assess the positive predictive value of a single screening measurement for DM
and HTN compared to sequential testing with repeated measures across two separate days. We hypothesized
that a significant proportion of individuals who would have been referred based on measures from a single
day would no longer meet the criteria for referral during their second visit. Our over-arching aim was to
assess the value of repeated measures of NCD screening prior to health system referrals in rural South Africa.

Study population
All residents aged 15 years and above in the DHS were eligible for participation. Study staff visited all households in the surveillance area and invited eligible household members to attend a mobile health screening
fair, which traversed the surveillance area over the course of an 18-month period to conduct study procedures.

Study Measures
Study staff administered standardized questionnaires to collect current and past medical history, including
participation in care and medication use for DM and HTN during the health screening fair. Blood pressure was
recorded using Omron portable electronic sphygmomanometer (Omron Global, Kyoto Japan) using the World
Health Organization STEPs protocol [18], three measures on the same upper-arm in the seated position were
done, with the first measure being done after the participant had been seated for 15 minutes, during which
time the questionnaire was administered. The subsequent second and third measurements were then taken
with three minutes between each reading. When the standard cuff size (22–32 cm) was too small a large cuff
size (33–43 cm) was used. Whole blood was collected into ethylenediaminetetraacetic acid (EDTA) tubes for
measurement of glycated haemoglobin (HbA1c, VARIANT II TURBO, Bio-Rad, Marnes-la-Coquette, France).
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Study Definitions
We calculated BP using the average of the last two of three measurements collected. Elevated BP was defined
as a systolic BP ≥140 mm Hg and/or diastolic BP ≥90 mm Hg, based on South African Department of Health
Primary Care Guidelines [19]. For participants with systolic BP ≥180mmHg or diastolic BP ≥110mmHg at the
initial primary health fair, symptoms of hypertensive emergency were assessed, and if present referral for
urgent clinical care was arranged. A study nurse conducted a home visit for confirmatory testing in those
with elevated blood pressure at the health fair, who were not currently on treatment. If the blood pressure
was again elevated at the home visit, the participant was referred to the local primary healthcare clinic for
management of hypertension. All participants were given lifestyle advice by the study nurse.
Individuals with an HbA1c > 6.5% at the health fair and not currently on diabetes treatment were also
seen at their homes by a study nurse for a point-of-care blood glucose measurement. Blood glucose testing
using a portable capillary sample was used in place of HbA1c for the home-based confirmation measurement because it is the standard of care for diabetes diagnosis in South Africa [20]. Participants were asked
to fast before the follow up measure but only a minority of participants reported doing so. If blood glucose
was raised above 7.0 mmol/L (fasting) or above 11.0 mmol/L (non-fasting) the participant was referred to a
local primary healthcare clinic for management of diabetes.

Statistical Analysis
For this analysis, we included individuals attending the Vukuzazi health fair who 1) screened positive for
elevated BP or elevated HbA1c at the health fair and did not report being on therapy for HTN or DM,
respectively; and 2) were visited at home by a study nurse for confirmatory disease measurement. Study
analytic samples were divided it into sub-samples of those with elevated BP and those with elevated HbA1c
at the health fair. We graphically depicted and correlated initial and confirmatory systolic and diastolic
BP measurements and glucose tolerance measurements between the health fair and confirmatory visits.
We then estimated the positive predictive value of the initial screen for elevated BP (elevated diastolic or
systolic) and HbA1c measures by comparing them to a reference standard defined as sequentially positive
screens at both the health fair and at the home visit). We then fitted a logistic regression model with a positive sequential screen at both the health fair and the home visit as the outcome of interest, this allowed
us to predict marginal probabilities and to estimate how changes in BP and HbA1c at the screening visit
increased the probability of a confirmed diagnosis after two visits. Finally, we determined the threshold of
initial screening BP and HbA1c that would result in >90% of those being referred as having a confirmed
disease after a second measure. In a sensitivity analysis, we excluded individuals from the DM sample with
a confirmatory non-fasting blood glucose between 7.0–11.0 mmol/L, who might have a diagnosis of diabetes that cannot be determined by their non-fasting status. All data analysis was conducted using R version
4.0.2 [21].

Ethics Statement
The Vukuzazi Study protocol was reviewed and approved by the Biomedical Research Ethics Committee at
the University of KwaZulu-Natal (BE560/17), by the Ethics Committee of the London School of Hygiene
(#14722) and by the Partners Institutional Review Board (2018P001802). All study participants gave written
informed consent.

Results

Study Sample
Of the 18,007 participants who had their BP measured at the Vukuzazi health fair, 1,831 (10.2%) had high BP
defined as either a systolic BP at least 140 mmHg or diastolic BP over 90mmHg (Figure 1). Of these 45.1%
already carried a diagnosis of HTN and were referred to clinic for optimization of treatment, 7.3% were
unable to be recontacted/LTFU. 871 (47.6%) completed their second screening visit at home with a study
nurse and comprised our elevated BP study sample. Of the17,952 participants who completed HbA1c testing
at the Vukuzazi fair, 1,615 (9%) had a HbA1c > 6.5% (Figure 1). Of these 20.9% already carried a diagnosis
of DM and were referred to clinic for optimization of treatment, 7.8% were unable to be recontacted/LTFU.
One thousand one hundred and fifty-one (71.3%) had follow-up blood glucose measurements, of which 178
(11.0%) were fasting and 973 (60.2%) non-fasting measures. Participant characteristics with elevated BP and
HbA1c at the health fair are shown in Table 1 compared to the overall population. Supplementary Table 1
shows the characteristics of those who completed home visits compared to those LTFU.
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Figure 1: Flow diagram of participants included in the analysis with initial and repeated elevated measures
of blood pressure and HbA1c.
Table 1: Cohort Demographics.
Elevated blood
Pressure

Elevated blood
sugar

N = 8711

N = 1,1511

N = 18,0271

58 (45, 68)

60 (51, 68)

37 (23, 56)

15–24

36 (4.1%)

26 (2.3%)

4,967 (28%)

25–44

172 (20%)

123 (11%)

6,000 (33%)

45–64

374 (43%)

628 (55%)

4,593 (25%)

65+

289 (33%)

374 (32%)

2,467 (14%)

Male

277 (32%)

196 (17%)

5,800 (32%)

Female

594 (68%)

955 (83%)

12,227 (68%)

30 (25, 36)

33 (28, 38)

26 (22, 32)

147 (141, 159)

125 (114, 138)

114 (103, 125)

91 (82, 97)

76 (68, 83)

70 (63, 78)

5.80 (5.50, 6.20) 7.10 (6.60, 10.20)

5.70 (5.40, 6.00)

Characteristic
Age

Overall
population

Age categories

Sex

BMI
Systolic BP
Diastolic BP
HbA1c %
1

Median (IQR); n (%).

Hypertension Screening
We found a moderate correlation between initial and confirmatory BP screening (diastolic r = 0.46, P < 0.01;
systolic BP r = 0.53, P < 0.01, Figure 2). However, of the 871 people who completed a home BP measurement by the nurse, only 451 (51.8%) had a repeated BP measurement meeting the criteria for raised BP. This
corresponds to a positive predictive value of single screening versus two–day screening of 51.8% (95%CI
48.4–55.1). In a logistic regression model with elevated BP at the home visit as the outcome of interest, each
10mmHg increase in systolic BP above 140 and diastolic BP above 90 at the screening visit increased the
probability of confirmatory BP above those thresholds by 8% (95%CI 6.5–10.0) and 4% (95%CI 2.0–6.6),
respectively. However, to achieve a 90% positive predictive value to correctly identify elevated BP in two consecutive visits, the BP thresholds at the screening visit would be a systolic of 192 mm Hg and a diastolic of
123 mm Hg, respectively (Figure 3A–B). Using these thresholds would result in missing over 90% of those
with confirmed elevated BP at the confirmatory measure.

Diabetes Screening
There was a high correlation between HbA1c and the follow up blood glucose measures (fasting blood
glucose r = 0.74, P < 0.01; random blood glucose r = 0.74, P < 0.01, Figure 2). However, only 395 (34.3%)
of the 1,151 participants who completed home screening had either a fasting blood glucose of >7 mmol/L

Olivier et al: Pitfalls of Single Measurement Screening for
Diabetes and Hypertension in Community-Based Settings

Art. 79, page 5 of 9

Figure 2: Distribution and correlation of blood pressure and HbA1c with blood glucose measures done at
initial screening and confirmatory follow-up visit.

Figure 3: Predictions from a logistic regression model of the relationship between initial blood pressure
and HbA1c glucose and the probability of having elevated blood pressure or blood glucose during the
confirmatory follow-up visit.
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or a non-fasting blood glucose of >11 mmol/L. This corresponds to a positive predictive value of 34.3%
(95%CI 31.6–37.2) when using a HbA1c threshold of 6.5%. When considering fasting and non-fasting blood
glucose separately, the positive predictive values were 44.9% (95% CI 37.5–52.6) and 32.4% (95% CI 29.5–
35.4), respectively. In logistic regression models, we found a 7% (95% CI 6.0–9.0) increased likelihood of a
confirmed DM diagnosis with each 1% increase in HbA1c. To achieve a 90% positive predictive value to correctly identify participants with confirmed high blood glucose levels an HbA1c of 16.6% would be required
(Figure 3C–D). However, this criterion misses over 95% of those confirmed as having elevated blood glucose during the confirmatory measure. In a sensitivity analysis excluding those with non-fasting blood glucose between 7.0–11.0 mmol/L, the positive predictive value increased from 34% to 45% (95 CI 41.9–48.9).

Discussion

In a large community-based health fair program in South Africa, we found low positive predictive values of
screening measurements of blood pressure and blood glucose to detect HTN and DM, compared to sequential testing on separate days. By instituting repeated BP and glucose measurements, we reduced potential
clinical referrals by 48% for HTN and 66% for DM. For health systems capable of capacitating additional
visits for confirmation (or exclusion) of DM and HTN, single-measure community-based programs might
serve as an efficient prompt for initiating care engagement. However, in settings such as rural South Africa,
where the public health system suffers from significant congestion and limited human resources for health,
cross-sectional NCD screening programs run the risk of overburdening health services and transferring costs
of over-diagnosis from the screening programs to the patient and public healthcare system.
The large and growing burden of HTN and DM in South Africa, along with the increasing appreciation that
the majority of people with these conditions are unaware of their condition, requires urgent attention [5].
Among the most pressing of priorities is raising awareness of disease among those affected. In response to
this realization, multiple prior programs have implemented health system referrals after community-based
screenings for BP and DM [8–14]. Such programs have the benefit of bringing healthcare screenings out
of congested primary healthcare clinics and into communities and individuals who might otherwise rarely
interface with the formal health sector. Quasi-experimental studies following HTN screening programs in
China and South Africa appear to show a benefit in terms of blood pressure control on a population level
[12, 22]. However, such screening programs also have potential drawbacks. Low rates of linkage and retention in care after large community-based screening programs have been reported in Malawi and South Africa
[14, 23]. Similar findings were reported in the United States in a meta-analysis of HTN screening programs
[24]. In contrast, a screening program in Uganda that also included a travel voucher for those referred documented much higher rates of initial linkage [25]. Moreover, the public health care system, and particularly
the NCD care program in South Africa has been shown to suffer from over-burdened clinics, long wait lines,
and under-resourced clinics. Screening programs which result in large referrals (approximately 50% based
on our findings) of individuals who do not meet criteria for treatment initiation runs the risk of burdening
these clinics further and exposing individuals to nosocomial transmitted diseases.
Creative solutions that promote screening and increasing awareness of NCDs, but also prevent over-burdening of healthcare systems are needed. In our program, we provided a follow-up home visit prior to referring into the health system. Although this is likely to increase the accuracy of referral, we have yet to learn
whether it resulted in improved retention in care. The additional costs and time required for second visits to
either the patient or the healthcare system must also be considered. Other programs, such as the ComHIP
program in Ghana, are currently evaluating community-based approaches to HTN care, that extends out of
clinic services to include follow-up measurements and provision of medicines [10]. Effectiveness results of
that program are forthcoming. Studies from southeast Asia and the United States have also shown promise
of non-traditional NCD treatment through nursing led community-based care and provision of care at maleoriented venues [26, 27].
We also sought to investigate whether more restrictive thresholds for referring to HTN and DM after an
initial screen would be beneficial. However, we found that extremely high thresholds for systolic BP (192mm
Hg), diastolic BP (123 mm Hg) and HbA1c (16.6%) were required to ensure that 90% of those referred would
have confirmatory repeat measure on a second day. At these thresholds, we would have missed approximately 92% of HTN and 97% of DM cases who met criteria for treatment after sequential screening. Thus, our
results do not suggest that there is a single higher screening threshold that would improve the positive predictive value of community-based screening without excluding a large proportion of people who do potentially require care. Prior studies have also shown that concomitant HTN screening along with HIV testing
may lead to overdiagnosis of elevated BP due to transient elevations around the time of the HIV testing [28].
Consequently, in keeping with most international guidelines and the South African Primary Care Guidelines,
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two subsequent measurements on different days (excluding those with very high blood pressure or glucose
measurement on first presentation) is required to help ensure accurate diagnosis of these conditions [20].
Our study should be interpreted in the context of a number of limitations. This screening program was
conducted recently, so we do not yet have data on the resulting linkage to and retention care which resulted
from the addition of a nurse home visit to confirm diagnosis and initiate the referral. Due to the nature of
the study, we were not able to assess the number of participants who may have been false negatives at the
health fair as they were not followed up. Furthermore, using the second visit measure as confirmatory raises
the possibility missing legitimate cases with elevated measures who had normal readings at the follow-up
leading under detection of disease. Lacking a gold standard of diagnosis, the current study cannot directly
assess the accuracy of a single measure versus two consecutive measures. Our study was not set up to collect
health system resources and costs, but future studies should carefully evaluate the tradeoffs between mass
NCD screening and referrals, with the additional costs associated with repeated measures prior to referral.
The use of 90% PPV to estimate an optimal threshold was not justified by prior literature and a less stringent
value could have been used, however we feel this does not affect the overall message that a single measurement should not be used to refer individuals to health care settings. Finally, our study used HbA1c as an
initial screen, with a fasting blood glucose as a confirmation of DM to account for South African guidelines
and practice, but only a proportion of the confirmatory tests were done in the fasting state. Nonetheless,
our false positivity rate for an initial screen remained high when we excluded individuals with non-fasting
measures in the range between 7 mmol/L and 11 mmol/L.
Single measurement screening for HTN and DM in South Africa resulted in approximately a 50% rate of
potentially unnecessary or premature referrals into the health sector for these conditions. Careful consideration of the potential benefits and risks of such screening programs will be essential to ensure they achieve
their intended goal of improving NCD awareness and control. Cost-effectiveness and tradeoffs of such strategies versus repeated measure testing and/or community-based delivery of NCD care should be evaluated to
further optimize care in such settings.

Additional Files

The additional files for this article can be found as follows:
• Supplementary Table 1. Demographic characteristics of complete home visits compared to LTFU.
DOI: https://doi.org/10.5334/gh.1083.s1
• Supplementary Table 2. Vukuzazi Study Team. DOI: https://doi.org/10.5334/gh.1083.s2

Funding Information

This research was funded in whole, or in part, by the Wellcome Trust [Grant number 201433/Z/16/A].
For the purpose of open access, the author has applied a CC BY public copyright licence to any Author
Accepted Manuscript version arising from this submission.

Competing Interests

The authors have no competing interests to declare.

References

1. NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in blood pressure from 1975 to
2015: A pooled analysis of 1479 population-based measurement studies with 19·1 million participants. Lancet. July 2017; 389(10064): 37–55.
2. Stanaway JD, Afshin A, Gakidou E, 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 [Internet]. 2018; 392(10159). Retrieved from: https://ora.ox.ac.uk/objects/uuid:c9067a36836b-4498-bf26-94007dbebdf3 (assessed 29 March 2019). DOI: https://doi.org/10.1016/j.diabres.2019.107843
3. Saeedi P, Petersohn I, Salpea P, et al. Global and regional diabetes prevalence estimates for 2019 and
projections for 2030 and 2045: Results from the International Diabetes Federation Diabetes Atlas, 9th
edition. Diabetes Research and Clinical Practice. 1 November 2019; 157: 107843.
4. World Health Organization. Global status report on noncommunicable diseases 2010 [Internet].
Retrieved from: https://www.who.int/nmh/publications/ncd_report2010/en/ (assessed 27 July
2020).

Art. 79, page 8 of 9

Olivier et al: Pitfalls of Single Measurement Screening for
Diabetes and Hypertension in Community-Based Settings

5. South Africa Demographic and Health Survey 2016. [Internet]. Statistics South Africa. Retrieved
from: https://dhsprogram.com/pubs/pdf/FR337/FR337.pdf (27 July 2020).
6. Mortality and causes of death in South Africa. 2015. Findings from death notification [Internet].
Statistics South Africa. Retrieved from: http://www.statssa.gov.za/publications/P03093/P030932015.
pdf (assessed 27 July 2020).
7. Thorogood M, Goudge J, Kabudula CW, et al. Time to review policy on screening for, and managing,
hypertension in South Africa: Evidence from primary care. In: Brennan AT (ed.), PLoS ONE. 10 January
2019; 14(1): e0208983. DOI: https://doi.org/10.1371/journal.pone.0208983
8. Madela S, James S, Sewpaul R, Madela S, Reddy P. Early detection, care and control of hypertension
and diabetes in South Africa: A community-based approach. Afr j prim health care fam med [Internet].
20 February 2020; 12(1). Retrieved from: https://phcfm.org/index.php/phcfm/article/view/2160
(assessed 27 July 2020). DOI: https://doi.org/10.4102/phcfm.v12i1.2160
9. Peer N, Balakrishna Y, de Villiers A, Crickmore C, Mungal-Singh V. Effectiveness of a screening
programme in identifying individuals with increased risk of cardiovascular disease in South Africa.
Journal of Public Health. 1 March 2018; 40(1): e34–45. DOI: https://doi.org/10.1093/pubmed/
fdx012
10. Lamptey P, Laar A, Adler AJ, et al. Evaluation of a community-based hypertension improvement
program (ComHIP) in Ghana: Data from a baseline survey. BMC Public Health. December 2017; 17(1):
368. DOI: https://doi.org/10.1186/s12889-017-4260-5
11. Kwarisiima D, Balzer L, Heller D, et al. Population-Based Assessment of Hypertension Epidemiology
and Risk Factors among HIV-Positive and General Populations in Rural Uganda. In: Lima VD (ed.), PLoS
ONE. 27 May 2016; 11(5): e0156309. DOI: https://doi.org/10.1371/journal.pone.0156309
12. Sudharsanan N, Chen S, Garber M, Bärnighausen T, Geldsetzer P. The Effect Of Home-Based
Hypertension Screening On Blood Pressure Change Over Time In South Africa: A home-based hypertension screening intervention in South Africa resulted in important reductions in systolic blood pressure for women and younger men. Health Affairs. 1 January 2020; 39(1): 124–32. DOI: https://doi.
org/10.1377/hlthaff.2019.00585
13. Rheeder P, Morris-Paxton AA, Ewing R-MG, Woods D. The noncommunicable disease outcomes of
primary healthcare screening in two rural subdistricts of the Eastern Cape Province, South Africa. Afr j
prim health care fam med [Internet]. 31 October 2017; 9(1). Retrieved from: https://phcfm.org/index.
php/phcfm/article/view/1466 (27 July 2020). DOI: https://doi.org/10.4102/phcfm.v9i1.1466
14. Musicha C, Crampin AC, Kayuni N, et al. Accessing clinical services and retention in care following screening for hypertension and diabetes among Malawian adults: An urban/rural comparison. Journal of Hypertension. November 2016; 34(11): 2172–9. DOI: https://doi.org/10.1097/
HJH.0000000000001070
15. Wong EB, Olivier S, Gunda R, et al. Convergence of infectious and non-communicable disease epidemics in rural South Africa: a cross-sectional, population-based multimorbidity study.
The Lancet Global Health. 1 July 2021; 9(7): e967–76. DOI: https://doi.org/10.1016/S2214-109X(21)00
271-0
16. Tanser F, Hosegood V, Barnighausen T, et al. Cohort Profile: Africa Centre Demographic Information
System (ACDIS) and population-based HIV survey. International Journal of Epidemiology. 1 October
2008; 37(5): 956–62. DOI: https://doi.org/10.1093/ije/dym211
17. Gareta D, Baisley K, Mngomezulu T, et al. Cohort Profile Update: Africa Centre Demographic
Information System (ACDIS) and population-based HIV survey. International Journal of Epidemiology
[Internet]. 12 January 2021; (dyaa264). Assessed 2 March 2021. DOI: https://doi.org/10.1093/ije/
dyaa264
18. World Health Organization. The WHO STEPwise approach to chronic disesae risk factor surveillance
(STEPS) [Internet]. World Health Organization. Retrieved from: https://www.who.int/ncds/surveillance/steps/STEPS_Instrument_v2.1.pdf (assessed 27 July 2020).
19. Seedat YK, Rayner BL, Veriava Y. South African hypertension practice guideline 2014: Review article.
CVJA. 11 December 2014; 25(6): 288–94. DOI: https://doi.org/10.5830/CVJA-2014-062
20. Standard Treatment Guidelines and Essential Medicines List for South Africa. Primary Health
Care Level. 2018 Edition [Internet]. Retrieved from: primaryhealthcarelevel 2018_online version3.0_
compressed.pdf (assessed 27 July 2020).
21. R Core Team. R: A Language and Environment for Statistical Computing [Internet]. Vienna, Austria: R
Foundation for Statistical Computing; 2020. Retrieved from: https://www.R-project.org/.

Olivier et al: Pitfalls of Single Measurement Screening for
Diabetes and Hypertension in Community-Based Settings

Art. 79, page 9 of 9

22. Chen S, Sudharsanan N, Huang F, et al. Impact of community-based screening for hypertension on
blood pressure after two years: Regression discontinuity analysis in a national cohort of older adults in
China. BMJ. 11 July 2019; l4064. DOI: https://doi.org/10.1136/bmj.l4064
23. Siedner MJ, Baisley K, Orne-Gliemann J, et al. Linkage to primary care after home-based blood
pressure screening in rural KwaZulu-Natal, South Africa: A population-based cohort study. BMJ Open.
December 2018; 8(12): e023369. DOI: https://doi.org/10.1136/bmjopen-2018-023369
24. Fleming S, Atherton H, McCartney D, et al. Self-Screening and Non-Physician Screening for
Hypertension in Communities: A Systematic Review. AJHYPE. November 2015; 28(11): 1316–24. DOI:
https://doi.org/10.1093/ajh/hpv029
25. Kotwani P, Balzer L, Kwarisiima D, et al. Evaluating linkage to care for hypertension after community-based screening in rural Uganda. Trop Med Int Health. April 2014; 19(4): 459–68. DOI: https://doi.
org/10.1111/tmi.12273
26. Schwalm J-D, McCready T, Lopez-Jaramillo P, et al. A community-based comprehensive intervention to reduce cardiovascular risk in hypertension (HOPE 4): A cluster-randomised controlled trial. The
Lancet. October 2019; 394(10205): 1231–42. DOI: https://doi.org/10.1016/S0140-6736(19)31949-X
27. Victor RG, Lynch K, Li N, et al. A Cluster-Randomized Trial of Blood-Pressure Reduction in Black
Barbershops. N Engl J Med. 5 April 2018; 378(14): 1291–301. DOI: https://doi.org/10.1056/NEJMoa1717250
28. Drain PK, Hong T, Hajat A, et al. Integrating hypertension screening at the time of voluntary HIV
testing among adults in South Africa. In: Madiba S (ed.), PLoS ONE. 8 February 2019; 14(2): e0210161.
DOI: https://doi.org/10.1371/journal.pone.0210161

How to cite this article: Olivier S, Murray T, Matthews P, Mhlongo N, Gunda R, Baisley K, Gareta D, Modise T, Smit
T, Herbst K, Mpofana X, Ndung’u T, Koole O, Pillay D, Hanekom W, Wong E, Siedner MJ, Vukuzazi Study team. Pitfalls
of Single Measurement Screening for Diabetes and Hypertension in Community-Based Settings. Global Heart. 2021;
16(1): 79. DOI: https://doi.org/10.5334/gh.1083
Submitted: 29 October 2021

Accepted: 02 November 2021

Published: 03 December 2021

Copyright: © 2021 The Author(s). This is an open-access article distributed under the terms of the Creative Commons
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any
medium, provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

Global Heart is a peer-reviewed open access journal published by Ubiquity Press.

OPEN ACCESS

