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Abstract 

Globally, hypertension causes 10.8 million deaths annually. However, in Kenya, like 

in other low-and middle-income countries, access to hypertension care remains 

limited and inequitable. Understanding patients’ journeys in accessing care along 

the care cascade is critical to inform patient-centred care and policy improvements. 

This study aimed to explore patient experiences in accessing primary care services 

for hypertension along the care cascade in rural Coastal Kenya―a setting with a high 

hypertension burden. We conducted a qualitative cross-sectional study and collected 

data using in-depth interviews (n = 24) and five focus group discussions (n = 30) with 

hypertension patients and their adult family caregivers in two purposively selected 

sub-counties in Kilifi County. We conducted and transcribed the interviews in Kiswa-

hili and Giriama (local languages) and translated them into English. We used QSR 

NVivo 12 for data management. We analysed the data using a framework approach 

and interpreted our findings using Levesque’s access framework. Access to hyper-

tension screening and diagnosis services was undermined by information barriers 

which led to inadequate awareness and lack of knowledge about hypertension and its 

causes. There were perceptions of inadequate health facility capacity to offer hyper-

tension screening services, particularly to ‘healthy’ individuals thus presenting as a 

barrier to demand for screening services. Acceptability of care was undermined by 
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inadequate patient counselling at diagnosis and perceived disrespectful treatment of 

patients. Access to treatment and diagnostic tests was undermined by unaffordable 

care, limited availability of medicines and equipment, long waiting times, and inac-

cessible health facilities. Having health insurance enabled access to care; however, 

most participants were uninsured. Participants adapted to these access barriers 

by reducing/skipping daily medication doses, resorting to alternative forms of care 

(e.g., herbal treatments and faith healing), and changing health facilities for routine 

clinic appointments. Access to care for older patients (i.e., ≥70 years) and those with 

complications was enabled by family caregivers who coordinated and navigated 

the health system on their behalf. Our findings show that people living with hyper-

tension experience a combination of interacting individual, community, and health 

system-related barriers to accessing care. There is a need to systematically address 

identified barriers and ensure patient-centred responses that meet patients’ needs. 

Strengthening the health system’s capacity to ensure availability and affordability of 

treatment and diagnosis services, creation of community hypertension awareness, 

adequate patient counselling at screening and diagnosis, and involvement of family 

caregivers for older patients are examples of urgent interventions to improve access 

to hypertension care.

1.  Background

Hypertension is a major modifiable risk factor for cardiovascular diseases and the 
leading cause of preventable morbidity and mortality [1]; in 2019, hypertension was 
implicated in one in five deaths and 9.3% of disability-adjusted life-years lost glob-
ally [2–4]. Worldwide, the prevalence of hypertension in adults doubled from 650 
million in 1990 to 1.3 billion in 2019 [5]. Low- and middle-income countries (LMICs), 
including countries in sub-Saharan Africa (SSA), bear a disproportionate burden 
of hypertension. In 2019, approximately 700,000 deaths in SSA were attributed to 
hypertension, double the number seen in 1990 [2]. It is estimated that 36% of adults 
in SSA who are aged between 30–79 years are hypertensive [1].

The rising burden of hypertension is a concern in LMICs as it widens existing 
inequalities, burdens households economically, and places further pressure on 
already resource-constrained and weak health systems [6–8]. SSA, in particular, 
lacks the health system capacity to effectively detect and manage hypertension, with 
for example, Geldsetzer et al. finding that among individuals with hypertension, only 
52% had ever had their blood pressure measured, 22% were diagnosed, 13% were 
on treatment, and 4.3% attained blood pressure control [9]. Hypertension is a partic-
ular concern in rural SSA, where more than half of the population resides, and levels 
of awareness, treatment, and control are lower compared to urban settings [10–12].

Tackling the increasing burden of hypertension is a global health imperative. 
However, evidence suggests that the global target to reduce hypertension preva-
lence by 25% by 2025 is unlikely to be attained in many countries [13]. Kenya, like 
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other countries in SSA, has a high and increasing prevalence of hypertension. The estimated prevalence of hypertension 
among adults in Kenya is 33% [14], with the majority (73.1%) of people living with hypertension not on treatment and 
nearly half (48%) of those on treatment not attaining blood pressure control ([15]. The implications of increasing  
hypertension burden are most felt in rural and poor settings, where access to needed medical care is limited and inequita-
ble [16–22].

There is growing evidence of the complex and multiple access barriers to the effective management of major non-
communicable diseases (NCDs), such as hypertension. For brevity, these can be categorised as micro (patient/com-
munity), meso (provider/health system), and macro (national context) barriers. At the micro level, key issues are the 
asymptomatic nature of hypertension, a lack of understanding of long-term risk, misconceptions about the benefits of 
pharmacotherapy, opportunity costs associated with seeking treatment, lack of adherence, and inadequate capacity to 
afford care [16,18,23–26]. Meso-level barriers include inadequate systematic screening and early detection programs, 
poor provider communication (within and across different levels of care) and between providers and patients, lack of skills 
and competencies, poor infrastructure, erratic supply of antihypertensive medicines, and lack of adequate referral systems 
[27–31]. Macro-level barriers include poor access to healthcare facilities, inadequate prepayment financing arrangements, 
underinvestment in health service capacity, and the apparent under-prioritization of NCDs in government budgetary allo-
cations [32–37].

Effective and patient-centred responses to hypertension care require an understanding of patient and health system-
related factors acting at each stage of the patient journey―from awareness, screening, diagnosis, treatment, follow-up, 
and control [26,30,38,39]. Understanding these factors from the patient’s perspective could help not only in improving 
access to care, but also in providing care models that are responsive to patients’ unmet needs, improve their participa-
tion in their management, and attain treatment targets [38,39]. Such context-specific evidence is limited in SSA, including 
Kenya (with notable exceptions, such as the study by Naanyu et al. which explored patient experiences with an inte-
grated service model for people with chronic conditions in Western Kenya) [40]. The study found that individuals’ financial 
resources, their social situation at each stage of the journey and specific system context significantly affected the patient 
journey [40]. However, there is a need for further research that looks at experiences in other contexts and settings. More-
over, the empirical literature has explored experiences more broadly, and in some instances, focused on one stage in 
the patient journey, often treatment [31,41]. Finally, the extant literature on access barriers experienced by NCD patients 
has primarily been conducted in high-income settings, with few studies in rural settings in SSA [20,42]. This study seeks 
to narrow this evidence gap by providing in-depth insights into the experiences of people with hypertension in accessing 
primary care services along the care cascade.

2.  Methods

This study is part of a larger project: Improving Hypertension Control in Rural Sub-Saharan Africa (IHCoR-Africa) that 
aims to co-develop and evaluate a community-centred approach to improve the management of hypertension for people 
living with hypertension in two rural sites in Kilifi, Kenya, and Kiang West, the Gambia [43,44]. We have aligned the report-
ing of the study methods following the standards for reporting qualitative research (SRQR) checklist (S1 File) [45] and the 
STROBE guidelines for reporting observational studies (S2 File) [46].

2.1  Study design

We conducted a cross-sectional qualitative study using five focus group discussions (FGDs) (n = 30) and in-depth inter-
views (IDIs) (n = 24). We used both FGDs and IDIs for two reasons. First, we used IDIs for in-depth exploration of unique 
or sensitive experiences (e.g., complications or defaulting from care) along the cascade of care which we felt participants 
might not have shared in group settings [47]. Second, we used FGDs to facilitate discussions on shared barriers and com-
munity norms, capturing diverse perspectives and encouraging interactive dialogue [47]. Consequently, using both IDIs 
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and FGDs ensured robust and nuanced data on patient access experiences were collected from multiple perspectives 
thus enhancing the credibility, reliability and trustworthiness of our findings [48]. IDIs and FGDs used topic guides that 
were informed by the study objectives and guided by the conceptual framework. Topics sought to explore patient experi-
ences in accessing care at each touchpoint and perceived health system-related factors that could influence access. In 
addition, to explore gender issues in access to hypertension care, two of the five FGDs were held separately for men and 
women. The interview guides were developed in English, translated into Kiswahili and Giriama, pilot-tested with five partic-
ipants, reviewed, and adapted for data collection.

2.2  Study setting

Kenya has a devolved system of governance comprising national and 47 semiautonomous county governments [49]. 
The national government is responsible for policy and regulatory functions as well as the management of national 
referral hospitals while county governments are responsible for delivering health services [50]. The provision of health 
services across the country is shared by both public (45%) and private providers (55%), consisting of for-profit and not-
for-profit providers [51]. Health service delivery is organised into four tiers: community level (tier 1), primary care (tier 
2), secondary referral facilities (tier 3), and tertiary referral facilities (tier 4), in order of size and complexity of services 
offered. Tier 1 is responsible for community-based healthcare demand creation activities as stipulated in the commu-
nity health strategy; Tier 2 offers preventive and promotive services at dispensaries and health centres; Tier 3 consists 
of both primary (sub-county) and secondary (county) referral hospitals; and Tier 4 consists of tertiary referral hospitals 
under the direct management of the Ministry of Health (MoH) [52]. This study was conducted in Kilifi County in the 
Coastal region of Kenya. The main economic activities in Kilifi are subsistence agriculture, fishing and tourism [53]. A 
high burden of stroke and heart failure has been described in the area [54]. Table 1 outlines the characteristics of the 
study county.

Table 1.  Key demographic and health indicators in Kilifi county.

Indicator

Total population (2019) 1,453,787

Male 704,089

Female 749,673

Intersex 25

Share of rural population 77%

Poverty rate 46.1%

Health insurance coverage 12%

Estimated hypertension prevalence 26.5%

Health Personnel (Public sector in 2023)

Nurses per 10,000 people 4

Doctors per 10,000 people 1

Health Facilities (2022)

Dispensaries 132

Health Centres 18

Public Hospitals 9

Faith-based facilities 25

Private for-profit health facilities 186

Sources: [55–60].

https://doi.org/10.1371/journal.pgph.0004324.t001

https://doi.org/10.1371/journal.pgph.0004324.t001
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2.2  Participant recruitment

Both FGDs and IDIs were conducted in person at the respective health facilities where participants were recruited. FGDs 
comprised between 5–8 participants and IDIs comprised 24 participants. To achieve diverse views and experiences in 
accessing hypertension services, potential participants seeking care at different facility levels were approached and 
recruited into the study. In each sub-county, we recruited participants from one dispensary, one health centre, and the 
county referral hospital. Potential participants who attended scheduled clinic appointments were briefed about the study 
by the research team and invited to participate (with their adult caregivers where feasible and with participants’ consent) 
on convenient a day and time.

Participants were eligible to participate if they were 18 years or older, had a diagnosis of hypertension, and had 
been in care for at least six months. They were selected purposively based on their sociodemographic characteristics 
(e.g., age and sex), stage of the hypertension journey (newly diagnosed (i.e., ≤ 6 months), commenced treatment, with 
complications, those with comorbidities (i.e., hypertension and diabetes), and those who had stopped seeking care 
(i.e., stopped using their prescribed medication for at least three months or attending scheduled clinic appointments for 
at least six months). Participants who had stopped seeking care (defaulters) were recruited through household screen-
ing for hypertension as part of IHCoR’s work package two or with the help of front-line health workers (FLHWs) [43,44]. 
Five defaulters (two men and three women) were recruited. One potential participant who had defaulted from care 
declined to participate.

2.3  Data collection

Data were collected between 5th June 2023 and 14th December 2023. Data collection was conducted in two sub-counties 
(Kilifi North and Kilifi South of Kilifi County), purposively selected in consultation with the county department of health 
officials. IDIs lasted for approximately 45–60 minutes, and FGDs between 60–90 minutes. FGDs and IDIs were recorded 
using digital voice recorders supplemented by the interviewer’s notes. IDIs and FGDs were conducted by RO (MPH) and 
NK (PhD) who are both experienced qualitative and health system researchers, with the support of a trained research 
assistant who was fluent in the local language. Recruitment of study participants stopped after the pre-defined categories 
of participants had been achieved and when saturation (a point where no new substantial themes were identified with 
additional interviews) was attained. Demographic data for descriptive analysis was collected from each participant at the 
end of IDI and FGD sessions.

2.4  Conceptual framework

We conceptualised access in broad dimensions to integrate demand and supply factors of access. We drew on the con-
ceptual framework of access to healthcare developed by Levesque et al. [61] to map the patient journey into and through 
the health system for people living with hypertension at six touchpoints: (1) awareness, (2) screening, (3) diagnosis, (4) 
treatment, (5) follow-up, and (6) blood pressure control (Fig 1) [38,39]. The framework considers demand (e.g., individual 
patients, their households, or communities) and supply-side (e.g., providers, institutions, or organisations) factors that 
shape people’s ability to access hypertension care at each touchpoint of the patient journey [8]. Critical along the care 
pathway is an understanding of how and where people living with hypertension seek care, how they reach the providers, 
and how the services are obtained and used, recognising that the journey is not linear and patients can enter or exit the 
pathway at any stage [8].

The six touchpoints along the patient journey are shaped by five dimensions of accessibility from a health system 
perspective: (1) approachability; (2) acceptability; (3) availability and accommodation; (4) affordability; and (5) appropriate-
ness. In turn, these dimensions correspond to and interact with patients’ ability to perceive, ability to seek, ability to reach, 
ability to pay, and ability to engage with hypertension care services to generate access (Box 1) [61].
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Box 1. Dimensions of accessibility

Approachability: the degree to which hypertension services are known to exist, information about the services is avail-
able and people needing services can reach them.

Ability to perceive: people at risk or those living with hypertension recognise that they need care, which is shaped by 
factors such as health literacy, knowledge, and beliefs.

Acceptability: the degree to which people living with hypertension accept healthcare services offered to them. Cultural 
factors and societal norms shape patients’ acceptance of healthcare services. For example, it could be that beliefs 
associated with systems of medicine are not acceptable to certain ethnic or religious groups.

Ability to seek health care: shaped by awareness and knowledge of existing health services. People living with hyper-
tension have the power/capacity to exercise autonomy in seeking preferred care options.

Availability and accommodation: the extent to which hypertension services can be reached physically (e.g., physical 
space, availability of health workers) and in a timely manner.

Fig 1.  Accessibility framework along the patient journey for hypertension care (Adapted from Levesque et al., 2013) [61].

https://doi.org/10.1371/journal.pgph.0004324.g001

https://doi.org/10.1371/journal.pgph.0004324.g001
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Ability to reach: ease by which people living with hypertension can get to the services when needed.

Affordability of care: encompasses direct and indirect costs, including opportunity costs related to loss of income for 
using hypertension care services.

Ability to pay: patients’ capacity to mobilize resources from income, savings, sale of assets, or borrowing, to meet the 
costs associated with seeking hypertension care.

Appropriateness: extent to which the care provided meets the needs of patients with hypertension.

Ability to engage: level of patient involvement and participation in the care provided to them, which is shaped by, 
health literacy, ability to freely communicate or give feedback, and motivation to participate in care or adhere to treat-
ment.

Source: Levesque et al. [61]

2.5  Data analysis

IDI and FGD recordings were transcribed verbatim in Giriama and Kiswahili and then translated into English. All tran-
scripts were reviewed for transcription accuracy by comparing them to their respective audio recordings. All transcripts 
were imported into the NVIvo 12 software for coding (QSR International). We used a framework approach to analyse 
transcripts, which involved five steps: familiarization, development of a thematic framework, coding, charting, and interpre-
tation [62].

To familiarize ourselves with the data, RO iteratively read through the interview transcripts while searching for mean-
ings, patterns, ideas, and potential themes. NK sampled the transcripts, went through the same process independently, 
and consulted with RO and BT to agree on identified codes. RO then developed a coding tree, informed by the study’s 
conceptual framework and the ideas and themes identified in the first step. This process was reviewed and discussed with 
NK and BT. We then coded all transcripts based on broad themes in the patient journey touchpoints and developed sub-
themes identified from the data (RO, NK, BD, JB and SH).

We then charted the coded data (RO), with charts checked and refined by NK and BT. In the last step (interpretation), 
RO examined the charted data under each thematic category to identify key concepts and the relationships between 
these, as well as identifying messages that are relevant to policymakers. This step was conducted in consultation with and 
was reviewed by all authors.

Rigour and trustworthiness in the study were enhanced by a combination of 1) the use of theory, 2) methodological 
triangulation, 3) providing an audit trail—a detailed description of methods and analysis steps, and 4) member checking 
[63]. Member checking was undertaken by disseminating preliminary study findings during stakeholder workshops in 
May and July 2024, with representatives from patient groups, community health promoters, FLHWs, and sub-national 
and national decision-makers. Feedback from these workshops informed us of the areas to be explored for subsequent 
in-depth analysis.

2.6  Ethical approval

Ethical approval was obtained from the KEMRI Scientific and Ethics Review Unit (Reference No. 4631), the LSHTM 
Ethics Committee (Reference No. 28313), and the National Committee for Science and Technology (Reference No. 
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NACOSTI/P/23/24745). Before initiating the study procedures, we also obtained permission from the County Director of 
Health, sub-county health management teams, and the respective facility managers of sampled health facilities. All the 
participants provided written informed consent.

3.  Results

3.1  General overview of participants

A total of 54 people living with hypertension and/diabetes participated in FGDs (n = 30) and IDIs (n = 24). Most participants 
were female (59%, n = 32), aged between 40 and 50 years (69%, n = 37), had hypertension only (63%, n = 34), and were 
married (78%, n = 42). Half (50%, n = 27) of the study participants had lived with hypertension for more than five years at 
the time of recruitment into the study (Table 2).

Table 2.  Characteristics of FGD and IDI participants.

n = 54 %

Sex

Male 22 40.7

Female 32 59.3

Age (years)

< 40 2 3.7

40-50 37 68.5

> 50 15 27.8

NCD condition

Hypertension 34 63.0

Hypertension + Diabetes 20 37.0

Illness duration

< 1 year 5 9.3

1-5 years 22 40.7

> 5 years 27 50.0

Marital status

Single 3 5.6

Married 42 77.8

Widow 7 12.9

Divorced 2 3.7

Education status

No schooling 11 20.4

Primary 27 50.0

High school 10 18.5

Diploma/Higher 6 11.1

Employment status

Not employed 29 53.7

Informal employment 16 29.6

Formal employment 9 16.7

Family caregiver

Yes 11 20.4

No 43 79.6

We present our findings with respect to Levesque’s access framework and across the care touchpoints.

https://doi.org/10.1371/journal.pgph.0004324.t002

https://doi.org/10.1371/journal.pgph.0004324.t002
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3.2  Approachability and ability to perceive

3.2.1  Participants’ awareness of hypertension.  Participants attributed hypertension to various causes such as 
stress because of domestic problems or financial pressures, family history, and unhealthy lifestyles. Some were aware of 
the risks of untreated hypertension, and they took the management of their condition seriously. This was often reported by 
those who had not believed their initial diagnosis or delayed the initiation of treatment for hypertension.

Recently, in May, I had a complication with my kidney; I was brought here, and I think it was on the 29th. Things were 
getting serious now. Then I remembered that I had been told that I have high blood pressure... I now believe that I have 
high blood pressure, I even adhere to medication completely (Laughter). – Participant 2, FGD 1, Health Facility A

Lack of understanding of hypertension causes and symptoms made most people to be unaware of the importance 
of screening and seeking care. For example, there was a perception that hypertension only affected people with ‘huge’ 
bodies or the wealthy. Further, the lack of specific symptoms for hypertension also impaired participants’ perception on the 
need for screening.

To be sincere, when you have not had blood pressure, you cannot know whether you have it or not because you don’t 
know the symptoms of high blood pressure…You have to go to the hospital. – Participant 6, FGD 1, Health Facility A

The majority of participants felt strongly that there should be better awareness education for hypertension in the com-
munity to improve hypertension knowledge.

People should be sensitized at the grassroots. Truly speaking, people are sick and are dying because they don’t have 
knowledge. – Participant 2, FGD 2, Health Facility A

3.2.2  Perceptions of approachability of screening service.  Most study participants felt that hypertension screening 
and diagnosis services were not approachable due to lack of information on the availability of screening services. 
Information on hypertension was often received from health workers at diagnosis or during subsequent follow-up 
appointments, and sometimes from other patients.

I was not aware of the cause of hypertension; I did not know who to ask or who would brief me on the history of hyper-
tension and how it starts…I did not ask anyone. - IDI Participant 1, Health Facility B

A perceived lack of adequate information and counselling during hypertension screening and diagnosis made some 
participants deny their diagnosis, delay the initiation of pharmacological treatment, or discontinue their prescribed med-
ication once they felt better. One participant commented on the lack of capacity at health facilities to screen people for 
hypertension and that facilities would prioritise acute care services over screening.

It is a challenge [accessing screening services]. For instance, there is a colleague of mine who decided to go and get 
screened for hypertension because he had the NHIF [National Health Insurance Fund]. When he arrived at the health facil-
ity, he was told that he was not sick as there were patients who needed urgent medical attention. However, he insisted and 
when he was screened, he was diagnosed with diabetes and hypertension. – Participant 5, FGD 3, Health Facility A

3.3  Acceptability and ability to seek care

3.3.1  Patient-provider relationship.  Reports of perceived disrespectful treatment of patients by some FLHWs 
reduced patients’ willingness to seek care at their preferred health facility. One participant noted changing the health 
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facility he attended for his routine clinic appointments to another one further away because of their experience of 
perceived disrespectful treatment.

The care at that health facility was not good…The healthcare workers used to talk rudely to patients and abuse them. 
If you failed to attend your scheduled appointments perhaps because of rain and went the following day, they would 
nearly deny you care. There was no freedom. That lady [health worker] was my daughter’s age but she behaved as 
though she was older than me… – IDI Participant 2, Health Facility E

3.3.2  Acceptability of hypertension treatment.  Participants reported a diverse range of experiences that made 
hypertension treatment less acceptable to them. The failure to attain blood pressure control despite continued use of 
prescribed anti-hypertensives undermined acceptability of hypertension treatment as some participants abandoned their 
treatments. One participant related how failed blood pressure control despite medication use made formal healthcare less 
acceptable to her and thus, she defaulted from care. She reported:

… we would be given medication that would last us a month. So, I asked myself how long I would be taking the drugs, 
yet my blood pressure was not getting controlled. So, I decided it was better to believe in God and I continued to 
believe in God for five years. – Defaulter 2 IDI Participant, Health Facility A

In addition, acceptability of hypertension treatment was undermined by some participants’ perceptions about the potential 
harm and addiction that could result from the long-term use of prescribed antihypertensive medication.

Some people say that once you start using antihypertensive drugs, stopping is hard. So, you will find that someone has 
high blood pressure but doesn’t want to use the drugs and says when he uses those drugs the disease will worsen.…– 
Participant 2, FGD 2, Health Facility A

3.3.3  Use of alternative forms of treatment.  The use of herbal medication (commercial or traditional); either in 
combination with prescribed medication or singularly, was commonly reported by study participants. Overall, the use of 
herbal medication was occasioned by communal beliefs that one could be permanently cured of hypertension or diabetes 
thus enhancing the acceptability of these forms of treatment.

You’re told that the herbal medication is effective…so people started using herbal. The herbal people used to teach 
that if you take the herbal medication, hypertension would be completely healed and people like permanent healing. – 
Participant 8, FGD 2, Health Facility A

Similarly, other participants opted for alternative forms of treatment such as faith healing after becoming disillusioned 
with formal treatment.

Though I had started on the drugs before...I did not even tell my children when I stopped taking the drugs. Whenever 
they asked me, I told them that I was taking them. I was just fed up; I only took them for a week and stopped...because 
at church we used to be taught to have faith. – Participant 4, FGD 1, Health Facility A

However, other participants accepted hypertension treatment and were keen on ensuring they adhered to their pre-
scribed medication. A participant shared:

I wasn’t aware that I had blood pressure, but when I knew, I was very focused on the drugs. Even when I came to the 
hospital and got only one drug and was told to buy the rest, I always bought knowing that when I leave the drugs then I 
will be causing a problem to myself. – Participant 3, FGD 4, Health Facility B
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Community members’ ability to seek care was undermined by fear of diagnosis of long-term conditions like hypertension, 
communal attitudes and perceptions towards the formal healthcare system. A participant reported:

People don’t want to be told that they have diabetes/hypertension...This is because when they see how you struggle 
with these conditions, they are very adamant about going and getting screened. When you advise people to go and get 
screened, they become very defensive and tell you that those are your diseases, and they don’t want to be associated 
with them. They deny they could have high blood pressure. – Participant 8, FGD 2, Health Facility A

3.4  Availability and accommodation

3.4.1  Antihypertensive medication.  Persistent unavailability of antihypertensive medication across health facilities 
where study participants sought care was experienced as a critical barrier to accessing care by majority of respondents. A 
participant reported:

Even right now I’m worried. If I come here and I don’t get medicines, I’m worried because anything can happen when 
I’m at home. I wish medicines were available even for a month... Each time you come, your blood pressure reading 
is taken but you’re told to go and buy medicine. Now because of the constant worries and fear because of not taking 
medicine, your blood pressure can lead to complications. – IDI Participant 3, Health Facility C

The unavailability of medicines eroded participants’ trust in the health system as there were perceptions of corrupt prac-
tices by FLHWs.

I normally wonder how government facilities lack medications, yet private chemists have them. What is that? You see. 
The doctor writes very fast for you to go buy medicine. God forgive me. “Go buy from so and so.” Why so and so? But 
as a patient, I won’t ask those questions. Where do private chemists get the anti-hypertensive medication? But we 
understand this is the nature of our country…(laughs). – Defaulter 1 IDI Participant, Health Facility A

Participants who resided in rural areas of the county faced additional barriers in accessing medication from pri-
vate pharmacies which were unavailable in rural areas. Furthermore, comorbid participants experienced challenges in 
accessing specific types of drug classes that were often out of stock at government facilities and not stocked at private 
pharmacies.

There is medication that is not easy to get. For example, I come from a village where there are no chemists and so, it’s 
[getting medication] a problem. It would be better if these medicines were available here at the hospital. – Participant 1, 
FGD 3, Health Facility A

The quality of the antihypertensive medication that study participants purchased from private pharmacies was often in 
question as some participants reported that at times, they were given expired medicines, the wrong dosage or were given 
medication with a different active ingredient from the ones that they were prescribed at their clinics. A participant reported:

It [my complications] all started with the tablets I bought. My son took them to the hospital and showed the doctors and they 
told him they were not the right drugs. They had expired but I had already taken them. – IDI Participant 4, Health Facility B

In the context of the unavailability of medications, some participants either stayed for prolonged periods without taking 
their medication, failed to take the required monitoring tests, or ‘shopped’ for free medication at primary healthcare facili-
ties whereas others opted to use the relatively easily accessible alternatives like traditional herbal medication.
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3.4.2  Infrastructure and equipment to support access.  Inadequate infrastructure and equipment to enable the 
provision of diagnostic and monitoring tests were reported as a barrier to access to care by study participants. For 
instance, due to a broken-down blood pressure monitoring machine at a primary health care facility, study participants 
reported that one of the health workers bought a blood pressure machine which they used to measure patients’ blood 
pressure at their home and charged KES 50 (USD 0.38) for the service.

In addition, study participants reported being referred to private providers due to the lack of some diagnostic and moni-
toring tests at public hospitals.

There are two tests which I was supposed to take…I came here first, then I was referred to Mombasa [a neighbouring 
city] because all the tests are not available here. I didn’t manage to do the tests because they required KES 45,000 
[USD 346]. So, we did a fundraising and went to Moshi [in Tanzania]. In Moshi, all the tests were done at a private hos-
pital the same day and I was informed I had an enlarged heart... – Participant 5, FGD 1, Health Facility A

Study participants who had suffered complications such as stroke experienced additional structural barriers in access-
ing clinics during their appointments as wheelchairs to support their movement within the health facility were either lacking 
or were not enough for all patients who needed such support. Such participants relied on family caregivers to coordinate 
and navigate the various service delivery points.

3.4.3  Opening times and clinic overcrowding.  Participants reported a series of linked issues that reduced the 
availability of services. One related to late or unpredictable clinic opening times at some facilities, which made attending 
scheduled clinic appointments challenging.

We come here in the morning and leave at around 2 or 3 pm because the healthcare worker who attends to us comes 
late. Sometimes she comes at 9:30 am or 10 am…– IDI Participant 3, Health Facility C.

Some participants chose to visit other health facilities with more convenient opening times instead. A related challenge 
was long waiting times at health facilities along with uncertainty around the availability of needed health services. As a 
result, some participants discontinued their clinic attendance altogether.

Clinic overcrowding during scheduled clinic appointments was a common occurrence across all the health facilities. Study 
participants reported adopting various strategies to overcome this challenge. For instance, some travelled a day earlier and 
sought accommodation close to the hospital, others pretended to present a medical emergency to get priority medical atten-
tion while again others relied on family caregivers to come to the health facility as early as 5 am and queue for them.

Comorbid patients who were expected to attend the clinics while fasting faced additional access challenges. Whilst 
there were arrangements at health facilities to prioritize them during clinic visits, late/unpredictable opening hours and 
clinic overcrowding did not ease their access.

3.5  Ability to reach clinic appointments: Geographical distance and transport costs

Geographical access to health facilities was a challenge when attending routine clinic appointments, especially for partici-
pants who attended their clinics at the hospital as transport costs were a barrier to access. A participant reported:

You come from very far and you can’t even get money for transport. Maybe you want to come to the clinic, but you 
don’t have money, but you want to go…and you must buy drugs. – Participant 7, FGD 4, Health Facility B

Whereas study participants who attended routine clinic appointments at primary health facilities had somewhat better 
geographical access due to the proximity of the health facilities to their homes, those who walked reported covering long 
distances. An older participant noted:
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The challenge is that you come on foot and go back on foot. Then, there is no specific time for opening the clinic 
because whenever we come, we normally find the clinic is not open. Therefore, you can come here in the morning and 
leave at around 2 or 3 pm. – IDI Participant 3, Health Facility C

3.6  Affordability and ability to pay: Unaffordable hypertension services a barrier to access

Access to hypertension care was undermined by the unaffordability of services in both the public and private sectors. Of 
note, comorbid participants faced higher financial burdens compared to those who only had hypertension.

I’m taking drugs worth KES 10,000 [USD 77] per month, for diabetes and hypertension. So, KES 10,000 is usually a lot. 
It’s more than my pension so at times I skip to save the drugs. – Participant 8, FGD 2, Health Facility A

Uncertainty about getting needed hypertension services such as medication discouraged some study participants from 
attending the clinics altogether while some purchased their refill medications from private pharmacies. Similarly, due to 
low financial capacity, participants reported that they could not afford to adhere to the special dietary requirements to 
manage their condition.

Like the other day, I went and was prescribed drugs. When I looked at the drugs, the cost was KES 7,000 [USD 54]. 
Now you see we are overwhelmed here. We are supposed to adhere to certain diets, to adhere to drugs, and with this 
condition, we are told not to be stressed. How will you not be stressed with everything that is before you? Now if the 
drugs were affordable and they are effective, things would be better. – Participant 7, FGD 2, Health Facility A

Enrolment to the National Health Insurance Fund (NHIF) enabled access to care for participants who had the cover 
as they would not pay out-of-pocket for services received. However, most participants did not have NHIF cover because 
of unaffordable monthly premiums (KES 500/ USD 4). Of note, participants who had the NHIF cover still incurred out-
of-pocket payments when needed services were unavailable. In addition, there were perceptions of denial of care to 
NHIF-enrolled participants.

You see, with NHIF it depends, there are certain medicines which you are not given even if they are there... – 
Participant 5, FGD 1, Health Facility A

3.7  Appropriateness and ability to engage

3.7.1  Adherence to prescribed medication.  Appropriateness of care received by study participants and their ability 
to engage in care were undermined by interlinked provider and patient-related issues. For instance, an older participant 
reported almost dying from a medication overdose as she did not understand the instructions given to her by a FLHW. 
She observed:

I was given drugs at [name withheld] dispensary and they didn’t explain to me well that I would understand, and I took 
more medicine than the required dose. Ah! I almost died…they were explaining as if I knew everything, that’s why I 
decided to stop going there and I came here. – IDI Participant 2, Health Facility B

Similarly, some participants failed to adhere to their medication because they did not understand the need for long-term 
use of drugs or perceived lack of health worker flexibility in changing their medication when they experienced adverse 
events. Lack of medication adherence was attributed to inadequate counselling on the long-term nature of their condition 
and the need for continued medication use.
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At the private clinic they told us that once he completes his prescribed medication, he should continue doing exercise 
and that was all. So, we were not told that he needed the prescribed drugs for long-term management of hypertension. 
– Comorbid IDI Participant 3 with Family Caregiver, Health Facility A

By contrast, other participants reported adhering to their medication without fail as well as attending routine clinic 
appointments as the FLHWs had clearly communicated and counselled them well on the need for long-term medication 
use and clinic attendance and were thus motivated to engage in the care they received.

We were taught not to stop taking drugs even if our blood pressure was controlled or when someone tried to convince 
us otherwise, we were told not to stop taking drugs. Whoever would try to convince us otherwise would only be lying... 
– IDI Participant 2, Health Facility B

3.7.2  Patient-provider communication and family caregiver’s role in enabling access to care.  Inadequate 
consultation time undermined some participants’ desire to engage in care. A participant noted:

Whom will you ask? Because while they are serving you, they are in a hurry to do other things, who will listen to you? 
After you have been given the drugs, they tell you to go without any explanation. – IDI Participant 2, Health Facility B

Family caregivers were critical in enabling engagement in care for patients who had complications such as stroke, blind-
ness or were older. The family caregivers coordinated how the patients got to the facility, and once there, facilitated 
access to care at various service delivery points. By contrast, older study participants who did not have family caregiver 
support faced additional barriers in accessing their clinics as they had challenges communicating with health workers at 
the health facility and did not readily comprehend their diagnosis and the medical advice given to them by health workers. 
A family caregiver reported:

When she was told that she had high blood pressure, she thought she had been diagnosed with HIV/AIDS [Giggles]…
When she completed taking the two packets of her prescribed medication at that time, she believed she was healed 
and stopped attending clinics. – Family Caregiver, Defaulter 5 IDI, Health Facility B

These findings highlight the critical role of caregivers in overcoming communication barriers, particularly for older patients 
who may misinterpret diagnoses, as illustrated by the HIV misunderstanding.

4.  Discussion

This study aimed to examine, from the patient perspective, the experiences of patients in accessing primary care services 
for hypertension along the care cascade in rural Coastal Kenya. Our findings revealed several barriers at each touchpoint 
in access to hypertension care. One of our key findings was a lack of information on hypertension, its causes, symptoms, 
and the necessity for long-term treatment. This, together with participants’ underlying beliefs of hypertension not fitting 
with biomedical models of causes of hypertension, had a major bearing on the perceived need for screening and subse-
quent cascade of care for study respondents. These findings are similar to those of a recent systematic review [26] and 
highlight there is an urgent need for targeted awareness-raising through various mass media platforms on the value of 
screening for major NCDs like hypertension if the informational barriers are to be reduced or eliminated.

Previous studies have demonstrated that exposure to mass media has a significant implication on the uptake of screen-
ing services for hypertension in Kenya [17], NCDs screening uptake in Ghana [64], Indonesia [65], Ethiopia [66] and 
Bangladesh [67]. Also, to bridge the hypertension awareness gap, measures to leverage community health systems as 
avenues to raise awareness through trained and well-motivated community health workers should be explored. There is 
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emerging evidence from various LMIC settings that community health workers have the potential to improve knowledge, 
health behaviour and health outcomes related to the prevention and management of NCDs [68–71]. Due to the likely 
concomitant increase in the demand for screening services as a result of implementing these recommendations, there is a 
need to strengthen the capacity of health facilities, especially at the primary healthcare level, to ensure access to hyper-
tension screening services.

The reported perceived disrespectful treatment of patients by health workers, inadequate communication and patient 
counselling that undermined the appropriateness of hypertension care and participants’ ability to engage in care could 
have been occasioned by high patient volumes and an inadequate number of health workers that limited consultation 
time. Nevertheless, our finding is consistent with previous studies that have shown that gaps in provider-patient commu-
nication as well as inadequate counselling as some of the provider barriers to access to hypertension care, treatment 
adherence and continuity of care [8,72–74]. To overcome communication and patient counselling gaps, healthcare profes-
sionals need to be trained in providing patient-centred counselling education, especially during screening and diagnosis. 
This recommendation is supported by the findings of a randomized control trial that showed the effectiveness of communi-
cation skills training for physicians on health literacy skills of patients, medication adherence, and patients’ self-efficacy  
(i.e., patients’ confidence and ability to undertake certain tasks in managing hypertension) [75]. Similarly, since provider- 
patient communicative interaction serves as an access and utilisation stimulus for healthcare services [76], it is also 
equally important to build trust with patients by ensuring open communication channels and allowing adequate consul-
tation time during clinic visits. Strengthening supply-side factors such as ensuring an adequate number of trained health 
workforce, task-shifting of roles around patient education and counselling as well as strengthening oversight and supervi-
sion mechanisms of FLHWs by sub-county and county health management teams should also be strengthened.

Unavailability of hypertension services was reported in this study. These were characterised by, for example, inade-
quate infrastructure, unavailability of medication - and lack of some diagnostic/monitoring tests. These findings suggest 
inadequate health system capacity to respond to the growing burden of NCDs and represent wider systemic issues 
that act as barriers to healthcare access for NCDs in LMICs [8,26,28,77–80]. As evidenced by our findings, participants 
adopted various coping strategies in the wake of these barriers. For instance, the use of alternative forms of treatment 
such as traditional and commercial herbal medication. Furthermore, participants lost trust in the health system due to the 
persistent unavailability of medication in public facilities, with some defaulting from care due to these access challenges.

Whereas there are no straightforward solutions to these health system-wide access challenges, various short and 
long-term strategies could be implemented by FLHWs, county governments and the MoH to enhance access to care. 
In the short term, FLHWs should be trained to implement culturally sensitive patient empowerment interventions on the 
effectiveness of prescribed medication in ensuring blood pressure control compared with herbal medication, thus building 
trust and improving patient engagement with mainstream services [81]. Further, as shown in our results and elsewhere 
[26,28,77,80], measures to involve family caregivers in the delivery of hypertension care would be critical in enabling 
access to care, especially for older patients or those with complications. In the long term, county governments should 
increasingly prioritise investments in the health sector, particularly increasing budgetary allocations to NCDs to ensure 
consistent availability of medicine, equipment and infrastructure for hypertension care. Also, the MoH should implement 
new and strengthen existing regulatory frameworks for private pharmacies, including the licensing of commercial herbal 
medicine practitioners through government agencies such as the Pharmacy and Poisons Board to ensure the sale of qual-
ity and efficacious antihypertensive medicines.

Unaffordability of care and patients’ limited capacity to pay was an access barrier to hypertension treatment and 
attendance of routine clinic appointments. Nevertheless, having NHIF cover was an access enabler for participants who 
had the cover. Previous studies conducted in Kenya have shown that costs for NCD care are mainly driven by medication 
[18,82] and transport costs [18,82], with screening, diagnosis and treatment costs being significantly higher in the private 
relative to the public sector [83]. Unaffordability of hypertension care services is occasioned by inadequate prepayment 
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mechanisms in the Kenyan health system. For example, recent studies that evaluated the responsiveness of the NHIF 
to NCD patient needs as well as its effectiveness in cushioning households from incurring catastrophic health expen-
ditures (CHE) found that whereas NHIF expanded access to NCD care, a narrow range of services were covered and 
households that were enrolled in NHIF were not better protected from incurring CHE compared with households without 
NHIF, with a high attrition rate (76.7%) after one-year follow-up, suggesting unaffordability of the monthly NHIF premiums 
[36,37]. The ongoing health financing reforms in Kenya provide a window of opportunity to include this study’s findings into 
account while designing the benefit package of the Emergency, Accidents and Chronic Illness Fund. Also, as has been 
demonstrated by studies from Ethiopia [84], South Africa [85], and the Philippines [86], there is a multi-pronged benefit of 
increasing excise taxes on potentially harmful health products such as tobacco, alcohol and sugar-sweetened beverages 
that are modifiable risk factors for NCDs. Implementing excise tax increments on such products has been shown to gen-
erate additional revenues. These revenues could increase the resource envelope for the health sector in tackling NCDs. 
Importantly, such excise tax hikes have also averted CHE and improved health outcomes, with the poor benefitting most 
[87,88]. Future studies should explore the potential distributional impact of instituting such excise tax increments in Kenya.

4.1  Study strengths and reflections on Levesque’s framework of access

To our knowledge, this is the first qualitative study to explore, from the patient perspective, demand and supply enablers 
of and barriers to access to hypertension care in a rural setting in Kenya. A key strength of this study is the use of 
Levesque’s conceptualization of access which allowed for an in-depth analysis of a complex and dynamic process of 
access at the population and health system interfaces. This conceptualisation of access helps move from critiquing 
the supply side to recognizing interactions between characteristics related to individuals and health systems, therefore 
enabling the formulation of recommendations to address both (not just health systems).

A scoping review that aimed to identify and analyse empirical studies that have applied Levesque’s conceptual frame-
work of access and document the successes and challenges in its use recommended the inclusion of time-related ele-
ments of access (e.g., travel time) [89]. In our study, however, we were able to analyse time-related elements of access 
under the availability and accommodation dimension of access and the corresponding ability to reach. We therefore feel 
that this concern may not be relevant to our study.

Nevertheless, we concur that some dimensions of access and corresponding abilities in the Levesque framework could 
have more than one application [89]. For instance, health facilities that are located far from people’s homes would be 
interpreted under geographical location if one looks at it from the availability dimension. By contrast, if the cost of transpor-
tation is considered, direct costs under the affordability dimension would be considered instead [89]. Unlike previous stud-
ies that have only used some dimensions and abilities of access, our study applied Levesque’s framework in its entirety 
thus minimizing this challenge. The second strength of our study is the exploration of access enablers and barriers using 
more than one method of data collection: FGDs and IDIs. This allowed for methodological rigour and triangulation of 
findings from multiple perspectives, thus ensuring the credibility and reliability of our findings. Further, the trustworthiness 
of our findings was substantiated by providing a research audit trail and member checking during stakeholder workshops 
where preliminary findings were disseminated. Third, we explored access to hypertension care along various patient jour-
ney touchpoints and thus presented a comprehensive assessment of access to hypertension care.

4.2  Study limitations

The findings of this study should be interpreted in light of the following limitations. First, whereas attempts were made to 
recruit a broad range of participants, including those who had defaulted from care, only five participants (two men and 
three women) were recruited. As a result, our findings under-represent access experiences from patients who have disen-
gaged from the formal health sector. Second, our study only focused on comorbid participants living with hypertension and 
diabetes, excluding other chronic conditions like HIV. Lastly, gender has been documented as a determinant of access 
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to healthcare in the literature [26,80]. Whereas we did not set out to explicitly explore gender and access to hypertension 
care, we held two separate FGDs with men and women in a bid to assess gender barriers/enablers to access along the 
patient journey. We did not find gendered issues around access to hypertension care. Given these limitations, we rec-
ommend that future studies should 1) conduct a comprehensive assessment of experiences from individuals who have 
disengaged from formal care, 2) examine whether and how integrated care for hypertension and other chronic conditions 
impacts access, and 3) explore gender issues in access to NCD care in Kenya.

4.3  Conclusions

The findings from our study present a critical mix of barriers to and enablers of access to hypertension care at the 
individual, community and health system level in a rural context in Kenya’s health system. We also offer potential policy 
recommendations to reduce or eliminate the barriers. To improve access to hypertension care, we recommend:  
(1) comprehensive patient counselling during screening and diagnosis, (2) targeted hypertension awareness campaigns 
via community health workers and mass media, (3) enhanced oversight of FLHWs and private pharmacies, including 
herbal practitioners, and (4) increased budgetary allocations for NCDs to ensure service availability and affordability.
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