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HIGH BLOOD PRESSURE (BP) IS THE LEADING
RISK FOR DEATH AND DISABILITY GLOBALLY
ACCORDING TO THE 2010 GLOBAL BURDEN
OF DISEASE STUDY2,3

In 2010, hypertension in Sub-Saharan Africa was the
leading risk for death, increasing by 67% since 1990.
Hypertension was estimated to cause more than
500,000 deaths and 10 million years of life lost in
2010 in Sub-Saharan Africa. It was also the sixth
leading risk for disability (contributing to more than 11
million disability-adjusted life years).3 In Sub-Saharan
Africa, stroke, the major clinical outcome of uncon-
trolled hypertension, has increased 46% since 1990 to
become the fifth leading risk for death.

GLOBALLY, INCREASED BP IS ESTIMATED TO
CAUSE:4–10

� 50% of heart disease, stroke, and heart failure.
� 13% of deaths overall and more than 40% of deaths

in people with diabetes.
� Hypertension, which is a leading risk for dementia,

renal failure, and fetal and maternal death in
pregnancy.

HYPERTENSION IS A PUBLIC HEALTH
EPIDEMIC4,11–17

� In contrast to many countries worldwide where the
rates of high BP are slowly decreasing, the prevalence
of hypertension is increasing in most countries in
Sub-Saharan Africa. In 1990, <20% of the adult
African population had hypertension while in 2010
more than 30% had hypertension. The prevalence
rates of hypertension in some African countries are
the world’s highest.

� Globally, approximately four in 10 adults older than
25 years have hypertension, and in many countries
another one in five have prehypertension.

� One half of BP-related disease occurs in people with
increased but still normal BP (ie, “prehypertension”).

MANAGEMENT OF BP AND BLOOD
PRESSURE-RELATED DISEASES HAS A
MAJOR IMPACT ON HEALTH CARE
SPENDING18

� An estimated 7.3% of total health care spending is
directly related to increased BP and its complications
in Sub-Saharan Africa. In 2001, more than $2 billion
USD were spent on hypertension-related diseases.

BEHAVIORAL CAUSES OF INCREASED BP ARE
LARGELY KNOWN IN ECONOMICALLY
DEVELOPED COUNTRIES19–25

� In economically developed countries:
○ About 30% of hypertension is attributable to

increased salt consumption and about 20% is
attributable to low dietary potassium (eg, low
consumption of fruits and vegetables). High intake
of alcohol and saturated fats and low dietary ratio
of polyunsaturated fats to saturated fats is also
associated with hypertension.

○ Obesity, which is largely related to excess caloric
intake, accounts for about 30% of hypertension.

○ Physical inactivity is estimated to cause about
20% of hypertension.

� High dietary salt is especially important in Sub-
Saharan Africa, as black populations are more salt-
sensitive, ie, sensitive to the BP-increasing impact of
sodium.

� Excess alcohol consumption also causes hyperten-
sion and is the fifth leading risk for death in Sub-
Saharan Africa.

� Being tobacco free is especially important for people
with hypertension, because tobacco use increases
overall cardiovascular risk and is the eighth leading
risk for death in Sub-Saharan Africa.

� Although more research to examine the behavioral
causes of the epidemic of hypertension in Sub-Saharan
Africa is required, unhealthy behaviors that cause
hypertension are common in Sub-Saharan Africa.

� Although the estimated population average of die-
tary salt intake in Sub-Saharan Africa is, overall,
among the lowest in the world at 3.8 to 8 g/d, more
reliable and up-to-date information is needed.

� More research is also needed on how people perceive
raised BP, as well as treatment for high BP, in
different countries in Sub-Saharan Africa to better
assess cultural barriers to hypertension treatment and,
in particular, to equip physicians with appropriate
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behavioral knowledge and skills when they advise
hypertensive patients to adhere to treatment for
hypertension

INVESTMENTS IN PREVENTION CAN BE
COST-EFFECTIVE AND SOME
INTERVENTIONS ARE ESTIMATED TO BE
COST-SAVING26–32

� Policy interventions at the population level aimed at
improving diet (eg, salt reduction through food
reformulation) and physical activity can be cost-
effective, and several interventions are estimated to
be cost-saving and/or to generate revenue (eg, taxes
on alcohol, tobacco, and sugar) and they help people
make healthy dietary choices.

� The private sector and food industry also have an
important role in ensuring that healthy foods are
provided (eg, reformulation of processed foods) and
that food is adequately labeled and/or otherwise
identified as healthy in a way that is understandable
for most consumers.

� Recommended polices to prevent or manage hyper-
tension through improved diet and increased phys-
ical activity are outlined by the World Health
Organization (WHO), particularly in the WHO
Global Action Plan for the Prevention and Control
of Noncommunicable Disease 2013–2020 and in the
WHO Global Status Report on Noncommunicable
Diseases 2014.

TREATMENT AND CONTROL OF
HYPERTENSION ARE COST-EFFECTIVE IF
TARGETED TO PERSONS AT HIGH
RISK5,14–17,19,33

� Sub-Saharan Africa has some of the world’s lowest
rates of hypertension awareness, treatment, and
control. A current review indicates that among those
who have hypertension, 66% are not aware, 82%
are not treated, and 93% not controlled. These
values may be higher or lower in different popula-
tions.

� Most people with hypertension also have additional
cardiovascular risk factors (eg, dyslipidemia and
diabetes) and/or evidence of BP-related damage
(heart disease, stroke, kidney damage) that all
increase a person’s total cardiovascular risk.

� Treating increased BP in all persons at high risk for
stroke and cardiovascular disease is cost-effective
and commendable in Sub-Saharan Africa, and,
where at all possible, hypertension treatment should
be incorporated into a multicomponent chronic
disease management package (eg, the WHO Package
of Essential Noncommunicable Disease [PEN] Inter-
ventions for Primary Health Care in Low-Resource
Settings). Treatment of increased BP among persons
at low or moderate risk is less cost-effective and
recommendations in these circumstances would
depend on a country’s resources and existing health
systems.

� It is important to treat individual risk factors using
approaches that incorporate consideration of overall
(eg, absolute) cardiovascular risk, because such risk-
based approaches are more effective in terms of
maximizing health benefits and minimizing costs.
This is true in all countries, but particularly in low-
to middle-income countries where resources avail-
able to health systems are limited and most patients
pay out-of-pocket.

� All guidelines on hypertension advise that diagnosis
of hypertension, in the absence of symptoms or signs
of cardiovascular disease that may require immedi-
ate treatment, should be made based on multiple
readings over several visits to avoid false-positive
cases (considering that BP may be abnormally high
at first visits and spontaneously decrease over
subsequent visits). It is also important when mea-
suring BP to use appropriately sized cuffs (eg, large
cuffs for persons with large arms) to avoid overdi-
agnosis.

POLICY INERTIA
There are several critical gaps in the prevention and
control of hypertension. In Sub-Saharan Africa, only
South Africa has a national program to reduce dietary
salt and most of the countries do not have reliable data
on salt consumption levels. Globally, the processed food
industry has an important role in adversely affecting
cardiovascular risk through widespread social market-
ing and distribution of foods high in saturated and trans
fats, simple sugars, and salt and low in fiber, complex
carbohydrates, potassium, and calcium. It has been
estimated that about 80% of hypertension cases are
directly related to added salt, low ratio of polyunsatu-
rated fats to saturated fats, and low potassium or
through obesity. Excess alcohol is the fifth leading risk
for death in Sub-Saharan Africa and is another impor-
tant cause of hypertension. By essence, multinational
food companies aim at maximizing profits and the
expansion of markets of processed foods rich in salt, fat,
and sugar in Africa, which has the potential to accel-
erate the epidemic of noncommunicable diseases
(NCDs). Comprehensive policies to limit the impact of
deliberate and intentional marketing of unhealthy
foods, alcohol, and tobacco are therefore a priority to
help prevent NCDs.

LIMITED HEALTH CARE CAPACITY15,16

In much of Africa, there is limited capacity of the health
care system to screen, diagnose, treat, and control
NCDs and their risk factors. Investment needs to be
made to ensure that communities and health care
facilities have adequate equipment (eg, automated BP
devices) and screening programs, including the capacity
to treat the detected hypertension cases over the long-
term. Persons diagnosed with hypertension need to have
their total cardiovascular risk assessed and those at high
risk need to receive effective, ideally evidence-based,
and affordable drug treatment. If resources allow,

664 The Journal of Clinical Hypertension Vol 17 | No 9 | September 2015

Hypertension in Sub-Saharan Africa | Campbell et al.



patients at intermediate risk should be managed in the
same way. Most importantly, a main barrier to the use
of health care in Sub-Saharan Africa is the fact that most
patients have to pay for medical care and medication
out-of-pocket. Systems requiring direct payment at the
point of care prevent millions of people from accessing
health care services and this is an important barrier to
adherence to long-term treatment (eg, for hypertension).
It is therefore essential that inexpensive antihypertensive
medications are used and that there are effective
channels for procurement of low-cost generic medicines.
More generally, universal health coverage will be a main
step forward in ensuring that persons with hypertension
and/or high cardiovascular risk have access to effective,
affordable, and accessible care.

TRANSFORMATION AND REFOCUSING
EFFORTS ON PREVENTION AND CONTROL
ARE REQUIRED

RECOMMENDED STEPS TO BE
CONSIDERED34

International Aid and Health Funding Bodies
� Realign funding with the emerging NCD health risks

and diseases that the populations of Africa are
experiencing.

� Provide funding to support civil society and health-
related organizations to develop strategies and
advocate for actions to prevent and control NCDs.

� Provide funding for forums to share best practices to
prevent and control NCDs within Africa and to
bring and update best practices to Africa. This fact
sheet and call to action is supported by the
organizations listed in the table (Table).

National Governments and WHO
� Prioritize efforts to prevent and control the hyper-

tension-related disease burden within the framework

of reducing NCDs along the current global agenda
(particularly the WHO Global Plan of Action 2013–
2020).

� Develop national multisectorial policies and plans
that specifically address physical activity and nutri-
tion, including dietary salt for the prevention of
hypertension and NCDs.

� Develop multisectorial policies and plans that pro-
mote healthy environments to enable people to make
healthy choices and therefore prevent hypertension
and NCDs.

� Foster and support initiatives that promote healthy
living and working conditions within communities,
with a focus on social determinants of health.

� Include health education in school in order to
provide knowledge and skills starting early in life
to adopt healthy lifestyles and therefore prevent
NCDs.

� Strengthen the health care system to increase its
capacity to address hypertension and other NCDs
and risk factors, including screening, diagnosis,
treatment, and control.

� Develop innovative community resources for the
prevention and control of hypertension, including
reliance on and training of a variety of health care
workers (task sharing or shifting) to strengthen the
capacity of primary health care to manage the large
number of persons with hypertension and/or cardio-
vascular risk.

� Ensure that there is adequate capacity to screen for
hypertension, including skilled health workers and
adequate equipment (eg, automated BP devices).

� Ensure that effective, evidence-based, and afford-
able antihypertensive drugs are available and
accessible.

� Develop and update clinical guidelines suitable to the
national circumstances that are simple and provide
clear guidance for screening, diagnosing, and treat-
ing common NCDs and risk factors.

� Monitor the efforts to prevent and control NCDs,
including through regular population surveys of BP
using WHO STEPwise Approach to Surveillance.

� Monitor health care gaps (eg, through surveys on
awareness and control of hypertension, knowledge,
attitudes, and practices related to hypertension) to
inform clinical and community interventions.

National Hypertension Organizations
� Foster multisectorial partnerships including a broad

range of government, nongovernment, and other key
players to develop and implement a comprehensive
plan of action for the primary prevention of hyper-
tension.

� Advocate for healthy public policies, including die-
tary salt reduction.

� Spearhead the development and regular update of
hypertension management guidelines adapted to the
country’s circumstances and incorporate simple care
algorithms.

TABLE. Supporting Organizations of the World
Hypertension League-International Society of
Hypertension Fact Sheet for Sub-Saharan Africa

African Epidemiological Federation

African Heart Network

African Population and Health Research Center

Cameroon Heart Foundation

Cameroon Society of Epidemiology (CaSE)

Cameroon Association of Public Health (ACASAP/CAMPHA)

Congolese Hypertension League (CoHL)

International Forum for Hypertension Control and

Prevention in Africa (IFHA)

Southern African Hypertension Society

Kenya Epidemiology Association

Pan-African Society of Hypertension

Pan-African Society of Cardiology

Stroke and Investigative Research and Education Network (SIREN)

Sudanese Society of Hypertension
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� Consider integrating hypertension management
guidelines into comprehensive NCD guidelines as
outlined by the WHO.

� Develop partnerships with all organizations and
health care providers directly or indirectly involved
with the diagnosis and management of hypertension
when developing and implementing management
guidelines and hypertension prevention and control
programs.

� Conduct or collaborate with other organizations for
the monitoring and evaluation of efforts to prevent
and control hypertension.

� Support World Hypertension Day on May 17 each
year and send outcomes of national activities during
that day to the World Hypertension League
(www.whleague.org)

Health Care Professionals
� Measure BP at all relevant clinical encounters.
� Diagnose new cases of hypertension based on a series

of BP checks performed on several days or immedi-
ately in patients presenting with symptoms or signs
of an acute condition related to hypertension (eg,
stroke and heart attack).

� Use an adequate cuff size in relation to arm
circumference (eg, a large cuff for large arms).

� Assess cardiovascular risk in patients diagnosed with
hypertension and manage treatment accordingly.

� Treat persons at high total cardiovascular risk to
controlled BP levels.

� Treat hypertensive persons at moderate total cardio-
vascular risk according to resources.

� Assess and manage hypertensive disorders in preg-
nancy.

� Advocate for healthy public policy and a compre-
hensive national program for hypertension preven-
tion and control.

� Encourage and assist community BP screening pro-
grams, provided effective, evidence-based accessible
and affordable treatment is available for long-term
treatment in persons with hypertension.

Individuals
� Eat a healthy diet with lots of fruits, vegetables,

grains, and water and little processed foods.
� Choose low-sodium options, limit salt when cooking

foods, and do not add sodium/salt to food at the
table.

� Prefer water (including tap water when water is safe)
to sugar drinks and commercial fruit juices.

� Be physically active.
� Maintain a healthy body weight.
� Avoid all tobacco products and excess alcohol

consumption.
� Get BP checked regularly, understand what it should

be, and take treatment regularly when advised by a
health professional.

� Advocate for healthy public policies.

KEY MESSAGES

� Hypertension is found in a large number of adults
and remains a constant threat to the well-being of
Africans.

� Hypertension can be prevented to a large extent.
Therefore, effective policies to help people make
healthy choices are important to reduce the incidence
of hypertension in populations.

� Hypertension is easy to screen and can be effectively
controlled through appropriate lifestyle and cost-
effective treatment.

� Only about a third of African adults with hyperten-
sion are aware of their condition.

� Because of the large number of hypertensive patients
in Sub-Saharan Africa, treatment must be imple-
mented at the primary health care level.

� Health care strengthening needed to improve hyper-
tension control will require a number of factors to be
improved, including task sharing, trained health
personnel, and affordable cost.

� A strategic approach to prevent and control hyper-
tension is critically needed.

Acknowledgment: We are grateful for the assistance from Anastase Dzudie,
MD, FESC; Dike Ojji, MB, BS, PhD, FWACP, FESC; Brian Rayner, MBChB,
SA, MMed, PhD; and Mark L Niebylski, PhD, MBA, MS.

References
1. Campbell NR, Niebylski M, Lackland D. High blood pressure: why

prevention and control are urgent and important. A 2014 Fact Sheet
from the World Hypertension League and the International Society of
Hypertension. J Clin Hypertens (Greenwich). 2014;16:551–553.
DOI: 10.1111/jch.12372.

2. Lim SS, Vos T, Flaxman AD, et al. A comparative risk assessment of
burden of disease and injury attributable to 67 risk factors and risk
factor clusters in 21 regions, 1990-2010: a systematic analysis for the
Global Burden of Disease Study 2010. Lancet. 2013;380:2224–2260.

3. Murray CJ, Vos T, Lozano R, et al. Disability-adjusted life years
(DALYs) for 291 diseases and injuries in 21 regions, 1990-2010: a
systematic analysis for the Global Burden of Disease Study 2010.
Lancet. 2013;380:2197–2223.

4. World Health Organization. A global brief on hypertension: silent
killer, global public health crisis. World Health Day 2013. Report,
1-39. Geneva, Switzerland, World Health Organization; 2013.

5. Levy D, Larson MG, Vasan RS, et al. The progression from hyperten-
sion to congestive heart failure. JAMA. 1996;275:1557–1562.

6. Udani S, Lazich I, Bakris GL. Epidemiology of hypertensive kidney
disease. Nat Rev Nephrol. 2011;7:11–21.

7. Levi MN, Macquin-Mavier I, Tropeano AI, et al. Antihypertensive
classes, cognitive decline and incidence of dementia: a network meta-
analysis. J Hypertens. 2013;31:1073–1082.

8. Khan KS, Wojdyla D, Say L, et al. WHO analysis of causes of
maternal death: a systematic review. Lancet. 2006;367:1066–1074.

9. Seely EW, Maxwell C. Cardiology patient page. Chronic hypertension
in pregnancy. Circulation. 2007;115:e188–e190.

10. Chen G, McAlister FA, Walker RL, et al. Cardiovascular outcomes in
framingham participants with diabetes: the importance of blood
pressure. Hypertension. 2011;57:891–897.

11. Vasan RS, Beiser A, Seshadri S, et al. Residual lifetime risk for
developing hypertension in middle-aged women and men. JAMA.
2002;287:1003–1010.

12. Lawes CM, Vander Hoorn S, Rodgers A. Global burden of blood-
pressure-related disease, 2001. Lancet. 2008;371:1513–1518.

13. World Health Organization. Noncommunicable diseases country
profiles 2014. Report, 1-207. Geneva, Switzerland, World Health
Organization; 2014.

14. Danaei G, Finucane MM, Lin JK, et al. National, regional, and global
trends in systolic blood pressure since 1980: systematic analysis of

666 The Journal of Clinical Hypertension Vol 17 | No 9 | September 2015

Hypertension in Sub-Saharan Africa | Campbell et al.

http://www.whleague.org
http://dx.doi.org/10.1111/jch.12372


health examination surveys and epidemiological studies with 786
country-years and 5.4 million participants. Lancet 2011;377:
568–577.

15. Seedat YK. Control of hypertension in South Africa: time for action. S
Afr Med J. 2012;102:25–26.

16. Ogah OS, Rayner BL. Recent advances in hypertension in sub-Saharan
Africa. Heart. 2013;99:1390–1397.

17. Bovet P, Gervasoni JP, Ross AG, et al. Assessing the prevalence of
hypertension in populations: are we doing it right? J Hypertens.
2003;21:509–517.

18. Gaziano TA, Bitton A, Anand S, Weinstein MC. The global cost of
nonoptimal blood pressure. J Hypertens. 2009;27:1472–1477.

19. Committee on Public Health Priorities to Reduce and Control
Hypertension in the U.S. Population, Institute of Medicine of the
National Academies. A population-based policy and systems change
approach to prevent and control hypertension. Report, v-173.
Washington, DC, National Academies Press; 2010.

20. Charlton KE, Steyn K, Levitt NS, et al. Diet and blood pressure in
South Africa: intake of foods containing sodium, potassium, calcium,
and magnesium in three ethnic groups. Nutrition. 2005;21:39–50.

21. Schutte AE, Schutte R, Huisman HW, et al. Are behavioural risk
factors to be blamed for the conversion from optimal blood pressure
to hypertensive status in Black South Africans? A 5-year prospective
study. Int J Epidemiol. 2012;41:1114–1123.

22. Luft FC, Miller JZ, Grim CE, et al. Salt sensitivity and resistance of
blood pressure. Age and race as factors in physiological responses.
Hypertension. 1991;17(Suppl 1):I102–I108.

23. Weinberger MH. Salt sensitivity of blood pressure in humans.
Hypertension. 1996;27(3 Pt 2):481–490.

24. Powles J, Fahimi S, Micha R, et al. Global, regional and national
sodium intakes in 1990 and 2010: a systematic analysis of 24 h
urinary sodium excretion and dietary surveys worldwide. BMJ Open.
2013;3:e003733.

25. BrownIJ,Tzoulaki I,CandeiasV,ElliottP.Salt intakesaroundtheworld:
implications for public health. Int J Epidemiol. 2009;38:791–813.

26. World Health Organization. WHO global status report on noncom-
municable diseases 2010. Report, iii-161. Geneva, Switzerland, WHO
Press, World Health Organization; 2011.

27. Mozaffarian D, Afshin A, Benowitz NL, et al. Population approaches
to improve diet, physical activity, and smoking habits: a scientific
statement from the American Heart Association. Circulation.
2012;126:1514–1563.

28. Wilson JF. Can disease prevention save health reform? Ann Intern
Med. 2009;151:145–148.

29. World Health Organization. Diet, nutrition and the prevention of
chronic diseases: report of a Joint WHO/FAO Expert Consultation.
World Health Organization 1, 1-149. Geneva, Switzerland, World
Health Organization; 2003.

30. United Nations General Assembly. Political declaration of the high-
level meeting of the general assembly on the prevention and control of
non-communicable diseases-draft resolution submitted by the Presi-
dent of the General Assembly. Report, 1-13. New York, NY, United
Nations; 2011.

31. Moran AE, Odden MC, Thanataveerat A, et al. Cost-effectiveness of
hypertension therapy according to 2014 guidelines. N Engl J Med.
2015;372:447–455.

32. World Health Organization. WHO global action plan for the
prevention and control of noncommunicable diseases 2013-2020.
Report, III-103. Geneva, Switzerland, WHO Press, World Health
Organization; 2013.

33. World Health Organization. WHO package of essential noncommu-
nicable (PEN) disease interventions for primary health care in low-
resource settings. Report, 1-65. Geneva, Switzerland, World Health
Organization; 2010.

34. Mayosi BM. The 10 ‘Best Buys’ to combat heart disease, diabetes and
stroke in Africa. Heart. 2013;99:973–974.

The Journal of Clinical Hypertension Vol 17 | No 9 | September 2015 667

Hypertension in Sub-Saharan Africa | Campbell et al.


