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What was the SCALE-UP study about?
The aim was to reduce mortality from
Cardiovascular Diseases (CVD) by
reducing the leakages from the
continuum of care for CVD prevention
in highly marginalized urban areas in
Nairobi, Kenya
If successful, the model could be
applied to similar settings in subSaharan Africa

Why SCALE-UP? - CVD #1 cause of deaths in SSA
Deaths from CVD are among highest causes of
death in SSA (2008)
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Why SCALE-UP? Hypertension most important risk factor
for CVD
Hypertension #1 risk factor for CVD

Even more pronounced in Sub Saharan Africa
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What’s the Situation on the Ground?
1. NCD risk factor Survey (2008-2011):

• Cross-sectional survey (questionnaire behavioral risk factors and clinical
measurements) among 5190 participants aged 18+ in the NUHDSS
Results:

• Hypertension was 12.3% and Diabetes was 4.4%
• Awareness of condition/previous diagnosis: < 20%
• Treatment: <50% of above in the last year
• Control: < 30% of above in the last year
• Dietary habits: 54% insufficient intake of fruits and vegetables, while 37%
had high salt intake.
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What’s the Situation on the Ground?
2. WDF project (2009-2011)
Operations Research Project – borne out of the NCD risk factor survey. Aimed to:
• Provide care for patients identified during the survey given limited access to healthcare
in the slum
• Build capacity of local health facilities to provide care using mid-level cadres of
healthcare workers
• Free clinics held every two weeks to which study participants with HBP and/or diabetes
were referred.
• Retrospective analysis of clinic attendance records
Results:
• High drop out (87% HT patients, 63% DM)
• Early drop out (69% in first six months)
• Significant decrease of BP for people who remained in the program (16mmHg)

What’s the Situation on the Ground?
2. WDF project – Transition (2011-2012)
Before the end of the Funding from WDF, transition measures put in place
• Patient support groups, established as part of the project formalized
• Agreement on governance structure
• Introduced membership fee dependent on diagnosis (KES 300 – 500/ month)
• Mechanisms for exemption, collection
• Training of expert patients
• Seed grant to establish patient revolving fund
Results:
• No further significant drop out after introducing monthly fees
• More to the story……..

How SCALE UP Came into the Picture
• Learning from the 1st NCD risk factor survey – high rates of undiagnosed; on treatment
and controlled
• Learning from WDF study – “free” medical treatment was not enough to keep patients
into care
• Combined learning – to obtain population level impact; there was need to address the
leakages in the continuum of care

Aim: to develop, implement and evaluate a cost-effective model for prevention of CVD in
slum settings that is sustainable and scalable
• July 2011-Aug 2012 Set up
• Aug 2012-Dec 2013 Intervention (baseline, recruitment, intervention delivery, endline)
• Dec 2013-July 2014 Dissemination

Designing the Intervention
• Approach:
• Develop a model that was theoretically cost-effective based on the evidence
from local studies
• Incorporate evidence from literature review about effectiveness of different
interventions in the continuum of care for Hypertension

Designing the Intervention
Identifying
where the most
“leakage”
occurred in the
continuum of
care

Interventions for SCALE UP project
Awareness

Access to screening

Seeking treatment

Long term compliance

Door-to-door screening (and awareness) campaign by CHW1
• Push campaign to reduce high leakage in screening step

Voucher representing value
of first treatment
• Lower barrier to go to
clinic

Group incentive:
subsidizing medication
• Leverage social support
to stay compliant

Baraaza
• Community gathering
to create buy in from
local (political) leaders

Incentive CHW for correct
referral
• Convince and stimulate
patient to go to clinic

Incentivizing CHW
• Stimulate adherence in
first six months

-

Religious services
• Announce door-to-door
screening campaign

Train the trainer for
patient support group
members
• Build knowledge within
local community

Short radio commercials
• Announce door-to-door
screening campaign

SMS to improve adherence
• Use mobile technology
to stay in touch with
patient

1. CHW = Community Health Worker

Identification of
potentially most costeffective
interventions to
address the
identified gaps

-

Included
literature on HIV
interventions
Stakeholder
engagement to
prioritise the
interventions

Interventions for SCALE UP project
Theoretical costeffectiveness model
developed based on
literature and
previous experience
with WDF project

All Systems GO for
Implementation

1. CHW = Community Health Worker

How it Started  How it Ended

1. CHW = Community Health Worker

How it Started  How it Ended

1. CHW = Community Health Worker

What we Did

What we Did

• Formative Research
• Evidence synthesis from other
settings
• Building on scientific evidence
but also from process learning
to propose an intervention
• Progression from
observational  Operations
 Quasi-experimental design

• Strong multi-stakeholder
partnership
• Amsterdam Institute for Global
Health and Development (AIGHD)
Boston Consulting Group (BCG)
• Ministry of Health, Nairobi City
Council, local health leaders
• Local private health facilities
• Community leaders and CHWs

Lesson Learnt

Context Matters!
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