
rural communities living within the vicinity of roads.
Development aid meant for road building takes no
account of road safety, and there seems to be neglect of
the fact that thousands will die and many more
thousands will be injured while using roads in Africa
and other parts of the world.

Under-reporting of road traffic injury is a major
problem in Africa and virtually all countries of the
world.1 10 About 200 000 people died on African roads
in 2002,1 and probably many more but we do not have
an accurate picture because of the problem of
under-reporting. A large proportion of those affected
are pedestrians and passengers on public trans-
port.1 11 12 Institutional and economic factors that lead
to the problem of under-reporting need to be
addressed. Governments and development partners
need to take practical steps to improve data collection,
analysis, and sharing among different agencies.

The lesson we have learnt from our practical expe-
rience in supervising implementation of road safety
projects in low income and middle income countries,
including Africa, is that road safety has a socioeco-
nomic and political context. Real progress can be
made if development agencies and governments deal
realistically with this context. Road safety is no
accident: it is the result of deliberate efforts by many
sectors of society, both governmental and non-
governmental, that have acknowledged it to be an
important and valuable public good and have
developed policies and programmes to support and
maintain it. Development agencies, governments and
non-governmental organizations need to allocate
financial and human resources to address the road
safety problem; identify and support a lead agency with
authority and responsibility to guide national road
safety efforts; prepare or revisit national road safety
strategies and plans of action; implement specific

actions such as enforcement of road safety regulations
on speed and alcohol; and improve data collection on
road traffic crashes in Africa. The time for action is
now.

Meleckidzedeck Khayesi technical officer
(khayesim@who.int)
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prevention
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Tackling cardiovascular disease in Africa
Will need much more than just imported measures from more developed countries

In the past four decades Africa has witnessed
increasing urbanisation and changing lifestyles,
factors which have, in turn, raised the incidence of

non-communicable chronic diseases, especially cardio-
vascular disease. At the same time social disintegration
and inequality, compounded by the dwindling
economy in many countries in sub-Saharan Africa,
have seriously hindered the response to these
non-communicable diseases. Moreover, communicable
diseases are still rife, using up health resources, and
actions to deal with communicable diseases have often
been based on data from smaller studies, usually hospi-
tal based. The situation is cause for concern.

Cardiovascular disease has reached near epidemic
proportions in Africa. According to the World Health
Report 2002, cardiovascular disease accounted for 9.2%
of total deaths in the African region in 2001, and
hypertension, stroke, cardiomyopathies and rheumatic
heart disease were the most prevalent causes.1

Although presentations of ischaemic heart disease

such as myocardial infarction and angina are relatively
uncommon in most parts of Africa, heart failure is
often seen. The World Health Organization has
reported that the number of disability adjusted life
years lost to cardiovascular disease in sub-Saharan
Africa rose from 5.3 million for men and 6.3 million
for women in 1990 to 6.5 million and 6.9 million in
2000, and could rise to 8.1 million and 7.9 million in
2010. Cardiovascular disease has higher mortality in
developing countries than in developed ones,2 and
affects younger people and women disproportionately.

Hypertension remains the most threatening risk
factor, with national prevalences ranging between 15%
and 30% in adults. Extrapolations from studies in
Nigeria and elsewhere indicate that 5% of deaths could
be due to hypertension and that the reduction in
attributable risk associated with treatment could be 2%,
over 10 times higher than in the United States.3 The
usual risk factors of obesity, smoking, heavy drinking,
physical inactivity, and inappropriate diet are all

Editorials

BMJ 2005;331:711–2

711BMJ VOLUME 331 1 OCTOBER 2005 bmj.com

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.331.7519.711 on 29 S
eptem

ber 2005. D
ow

nloaded from
 

http://www.bmj.com/


relevant in Africa. So must be adverse intrauterine
environment, given that antenatal care is poor or
absent in most parts of the continent. People often
have multiple risk factors, as shown in a recent publica-
tion from South Africa which reported that 32.1% of
men and 18.9% of women over 30 had a 20% or higher
likelihood of developing cardiovascular disease in the
next 10 years.4

Barriers to planning and providing care for people
with cardiovascular disease compound the problem.
For example, inadequate classification of deaths from
cardiovascular disease in South Africa and of
differences in patterns of risk and disease among
ethnic groups hampered effective planning.5 Providers
of primary and secondary health care in Nigeria
reported barriers to managing cardiovascular risk
which included inadequate financing, low competence
among health workers, and poor laboratory support.6

And another study in Gambia found that poor record-
ing of demographic data hindered the smooth
execution of a project for people with cardiovascular
disease.7 Furthermore, and unsurprisingly, Africa has
the lowest output in the world of cardiovascular
research.8

There is hope though, and some attention has
finally been focused on cardiovascular disease in
Africa. The International Forum for Hypertension
Control and Prevention in Africa published clinical
management guidelines for the whole continent in
2003.9 National initiatives to identify risk factors and
set guidelines are now under way. Some countries have
carried out national epidemiological surveys, a few
have begun to continually monitor and assess their
programmes, and some countries, South Africa and
Nigeria among them, have their own guidelines for
managing hypertension.

Such national and local strategies are essential,
not least because measures imported wholesale from
developed countries may not always be directly

applicable locally. Health authorities and doctors
know what they need to do to tackle cardiovascular
disease. But difficulties such as underfunding, poor
infrastructure, inadequate access to cheap generic
drugs and fixed dose combinations, and lack of
public recognition and acceptance of the importance
of cardiovascular disease will continue to hinder the
effective implementation of both population based
health programmes and those aimed at people at
high risk. The continent’s people need education on
healthier (but, perhaps in some African societies,
culturally undesirable) lifestyles such as weight
reduction, smoking cessation, and greater physical
activity.

S Kadiri consultant physician
Department of Medicine, University College Hospital, Ibadan, Nigeria
(skadiri@skannet.com)
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BMA and BMJ Information Fund

The British Medical Association and the BMJ have established a
small fund to enable us to respond to requests for health
information from organisations in developing countries and
other areas of need.

The fund does not grant money; rather, it provides educational
materials such as books, journals, CD Roms, and DVDs. In the
case of organisations with internet facilities, we may be able to
provide access to online journals. We are unable to accept

applications from individuals but are pleased to consider
applications from, or on behalf of, medical schools, medical
libraries, healthcare institutions and related organisations,
including non-governmental organisations.

The closing date for 2005 applications is Friday 11 November
2005.

For more information and to make an application go to
www.bma.org.uk/infofund.
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