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GUEST EDITORIAL

A WORLD CONGRESS ON CARDIOVASCULAR HEALTH IN SUB-SAHARAN AFRICA:
MUCH ADO ABOUT SOMETHING!
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INTRODUCTION

For most clinical and public health professionals, a world
congress on cardiovascular health that focuses on the prevention
and control of cardiovascular diseases (CVD) in developing
countries, especially in sub-Saharan Africa, requires explanation
and justification. After all, sub-Saharan Africa is a region where
the top 7 leading risk factors, which account for more than
45% of the total disability adjusted life years, do not include
any cardiovascular risk factors.1 It is also a region where the
leading causes of death are predominantly HIV/AIDS, other
infectious and parasitic diseases, maternal and perinatal con-
ditions, and nutritional deficiencies.1 In fact, among the 6 re-
gions of the World Health Organization (WHO), the African
region is the only region where CVD is not already the leading
cause of death1 and numerous publications continue to pro-
claim the rarity of ischemic heart disease in the region.2–4 Why
then, convene a world congress on CVD in sub-Saharan Africa?

ISHIB2003, the 18th Annual International Interdisciplin-
ary Conference on Hypertension and Related Risk Factors in
Ethnic Populations, to be held in December 2003, does not
deny or ignore these important facts. While recognizing that,
in most sub-Saharan African countries, communicable disease
control must remain a high priority, ISHIB2003 emphasizes
that, unless appropriate steps are taken to curb the adverse
trends of the major CVD risk factors, a cardiovascular disease
epidemic will be inevitable in sub-Saharan Africa. The confer-
ence highlights the double burden of communicable diseases
(so-called unfinished agenda) and the emerging problems of
chronic, non-communicable diseases, especially heart disease
and stroke. Most importantly, the conference focuses on what
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it will take to promote cardiovascular health and prevent the
development of risk factors in the first place. Thus, it is not a
world congress on cardiovascular health showcasing the latest
advances in cardiovascular medicine, cardiothoracic surgery, or
cutting edge cardiovascular research. Rather, it is a congress on
building capacity for CVD prevention. It is a congress whose
call to action is aimed at all concerned persons and organiza-
tions that want to work toward preventing a CVD epidemic.
The conference highlights challenges to be faced, but also
builds on the unique opportunity to ensure that CVD does not
become the leading killer in this region. The series of plenary
lectures, interactive workshops, meet-the-expert sessions, and
satellite symposia have been designed to provide a forum for
this endeavor.

SPECIAL SUPPLEMENT TO SPUR ACTION

In this special issue of Ethnicity & Disease, background ma-
terial and some thought-provoking insights are provided by an
international panel of leading experts in cardiovascular epide-
miology, clinical cardiology, cardiovascular nursing, health pol-
icy, sociology, diabetology and nephrology. It is important to
emphasize that the views expressed in these manuscripts are
those of the authors only and should not be construed to rep-
resent their institutions, ISHIB (the International Society on
Hypertension in Blacks), CDC (the Centers for Disease Con-
trol and Prevention), or the US Department of Health and
Human Services.

The lead article5 reviews the double burden of disease in
sub-Saharan Africa. It provides a brief overview of the status of
heart disease and stroke as well as their risk factors in devel-
oping countries; the article offers projected risk factor trends
from the Global Burden of Disease Study. A vision for 2020,
a heart-healthy and ‘‘stroke-free’’ world, and what it will take
to achieve that vision are presented. The focus is on policy
development, environmental change, system redesign, and pro-
gram-relevant research. Population-based approaches must be
the primary strategy.

The next 7 manuscripts address the important area of ca-
pacity building. Armstrong and Bonita6 present a framework
of the first step for an integrated approach to increasing and
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sustaining a country’s capacity for non-communicable disease
surveillance. The authors discuss the World Health Organiza-
tion’s global surveillance strategy and highlight the role that the
stepwise approach plays in building on existing surveillance in-
frastructures within countries. Mokdad et al7 describe the Be-
havioral Risk Factor Surveillance System (BRFSS), the largest
ongoing, telephone survey in the world. They review the im-
portant public health role that the BRFSS plays in the United
States and abroad. Beaglehole et al8 examine the enormous
challenges that face an ill-equipped public health workforce in
sub-Saharan Africa. They highlight the adverse impact of local
governance and the disconnect between ‘‘good intentions’’ and
‘‘implementation’’ in the overall global response to the sub-
Saharan health crisis. They address the serious lack of appro-
priate local public health training and continuing education
opportunities and provide model developments from East Af-
rica and Latin America that could be replicated to support long-
term continuing education in sub-Saharan Africa. Bovet et al9

discuss training as a critical tool in capacity building. They
describe a 2-week, practice-oriented, skill-building workshop
for key players in program development. They present the ma-
jor elements of program content and outcomes, as well as the
special advantages of conducting such training programs locally.
Mittlemark10 provides an excellent definition of the academic
terms, ‘‘Global South,’’ or ‘‘south,’’ which have been used to
characterize many countries in Africa, Asia, Eastern Europe, the
Middle East, and Central and South America, and further high-
lights the limitation in current capacity to train adequate num-
bers of public health professionals for these countries. He pro-
vides a summary of one proven approach that has been in op-
eraton for 4 decades in Norway. This model demonstrates the
potential to meet the public health training needs of the Global
South if enough countries from the Global North were to un-
dertake similar programs. Nchinda11 explores ways to enhance
research capacity in developing countries in order to narrow
the research gap between the rich, developed countries
(‘‘North’’) and the poor, developing countries (‘‘South’’). Strat-
egies for strengthening North-South and South-South interac-
tions for building research capacity in developing countries are
addressed. Taub12 describes a transdisciplinary (not to be con-
fused with ‘‘multidisciplinary’’) model that employs 4 aspects
of community and public health to address complex public
health programmatic and research questions. Chronic hyper-
tension is used as an example to demonstrate the value of this
conceptual model for the prevention and control of CVD.

Cooper et al13 present hypertension as the foundation for
epidemic CVD. These researchers demonstrate that, although
large-scale, population-based data on hypertension in sub-Sa-
haran Africa are limited, recent studies show worrisome find-
ings in both epidemiology and clinical outcomes. Hypertension
prevalence as high as 30%–32%, with control rates as low as
1%, have been reported in middle-income urban and some

rural areas. Hypertension awareness and treatment remain low.
Daniel and Rotimi14 discuss the genetic epidemiology of hy-
pertension and emphasize the absence of hypertension-related
environmental factors or genetic variants that are unique to
Black populations. On the other hand, they show that as the
exposure to known risk factors for hypertension increases
among genetically susceptible individuals, the prevalence of hy-
pertension and associated complications also increases across
populations. Mendis15 and Madu et al16 explore the challenges
in delivering high-quality management of hypertension and
other cardiovascular diseases and risk factors in low-resource
settings. Fiscal policy, cost-effectiveness, governance, and ac-
countability are addressed. The authors review an example of
a cost-effective CVD-risk management package developed by
the World Health Organization to facilitate cardiovascular risk
assessment and management in low-resource settings.16

The subsequent series of manuscripts discusses aspects of
major established CVD risk factors and complications. Smith
and Mensah17 highlight the demographic transition occurring
in sub-Saharan Africa and the impact it will have on all chronic
diseases, especially heart disease and stroke. Asma et al18 ex-
amine the current and future projections of the global burden
of tobacco-related diseases and emphasize the need to use ef-
fective strategies for achieving global tobacco control. Barnoya
and Glantz19 review the public health impact of second-hand
smoke and cite the ‘‘Latin Project’’ to demonstrate one example
of the tobacco industry’s strategies to anticipate and derail pol-
icy development in Central and South America. Pasternak,
Amoah, and Osei discuss sub-optimal nutrition,20 obesity,21

type 2 diabetes,22 and their well-established associations with
CVD. Myers23 reviews the need to establish laboratory capa-
bility for lipid and lipoprotein testing and identifies the chal-
lenges faced in settings with limited resources. The program at
CDC for providing technical assistance to establish lipid and
lipoprotein testing capability is discussed. Two complications
of diabetes, retinopathy and end-stage renal disease, as well as
the spectrum of secondary glomerulonephritides are dis-
cussed.24–26 Ayala et al27 conclude this segment with their ex-
perience in pre-transport stroke mortality. They demonstrate
that, even in developed countries, a tremendous opportunity
exists for public health education to convey: 1) the urgency
and immediacy of stroke; 2) the awareness of signs and symp-
toms; and 3) the need to summon medical care early when
symptoms develop.

The last 4 manuscripts in this special issue address: broader
issues of education and advocacy at the grassroots level28; the
roles of political economy, culture, and their anthropological
applications in the prevention of epidemics29; the double-edged
swords of income and education and their role in epidemiologic
transitions30; and the role of international cardiovascular health
organizations and their commitment to developing countries.31

Drawing from her experience with Heartfile in Pakistan, Nish-
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tar28 reviews the essential components to build sustainable ini-
tiatives in health education, advocacy, policy development, and
other community-wide interventions at the grassroots level. She
highlights how subsequent refinement and validation of these
approaches can help develop a health promotion and CVD
prevention package replicable in other developing countries. Se-
tel29 argues for increased participation of anthropologists and
other social scientists in preventing the CVD epidemic in de-
veloping countries. He stresses the need to match renewed em-
phasis on community action with a commensurate commit-
ment to explore and understand the cultural aspects of com-
munity life. Pearson30 reviews the strong influences that edu-
cation and income have on the epidemiologic transition and
suggests how they might serve as a ‘‘double-edged sword of
benefit and risk.’’ He calls on heart health organizations to
increase their efforts in health education, access to health, and
capacity building with emphasis on policy and environmental
change strategies for improved cardiovascular health. Quite fit-
tingly, Wilson31 concludes this series by describing the mission
and vision of the World Heart Federation and its activities in
sub-Saharan Africa. She outlines how the organization is work-
ing together with the African Heart Network and the Pan Af-
rican Society of Cardiology to build sustained capacity for
health promotion, policy change, and effective clinical inter-
ventions.

Taken together, these manuscripts demonstrate the wealth
of knowledge and expertise available to design and implement
programs to help prevent the CVD epidemic from ever taking
hold in sub-Saharan Africa. As most eloquently expressed in
the Victoria Declaration,32 ‘‘We have the scientific knowledge
to eliminate most cardiovascular diseases.’’ But, in the words of
Goethe, ‘‘Knowing is not enough; we must apply. Willing is
not enough; we must do.’’ Perhaps this special supplement will
serve as a springboard for action. Certainly, the time to do is
now!
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