
Although infectious diseases are still responsible for the largest 

burden of disease in sub-Saharan Africa, noncommunicable 

diseases (NCDs) are becoming a significant burden in this 

region. Sub-Saharan Africa had the highest level of mortality 

in the world in 2006, with a life expectancy at birth of 47 years 

for males and 49 years for females compared with 62 years for 

males and 64 years for females in Southeast Asia.1 These life 

expectancy figures for sub-Saharan Africa are down from a 

peak of 50 years in the early 1990s, mostly due to AIDS. 

This fact sheet will focus on three NCDs that are responsible 

for a large proportion of death and disability in the countries 

that are members of the East, Central, and Southern Africa 

(ECSA) Health Community2 — cardiovascular disease 

(CVD), diabetes, and depression. It will also explore the rapid 

emergence of road traffic injuries as an important preventable 

cause of death and disability.

Lifestyle Risk Factors

NCDs are strongly associated with lifestyle risk factors 

— smoking; a diet rich in fats, sugars, and salts; and physical 

inactivity. NCDs usually appear when a person reaches 

middle age, after years of living with unhealthy behaviors. 

These behaviors are often linked to modernization and 

urbanization and result in interrelated conditions like high 

blood pressure and obesity.3 

NCDs occur at younger ages in sub-Saharan Africa than 

elsewhere. The average age of death from CVD in sub-

Saharan Africa is at least 10 years younger than in developed 

countries, which means that it often affects adults in their 

most economically productive years.4 

The key risk factors for CVD and diabetes — obesity, physical 

inactivity, and unhealthy diets and behaviors — require 

changing lifestyles. Some of the burden of NCDs is avoidable 

by adopting policies that discourage smoking and promote 

healthy eating, for example. Changing behaviors often depends 

on education campaigns that can be effectively delivered 

through multiple methods and sites, including workplaces, 

schools, mass media, and health centers. With urgent attention 

to NCDs, developing countries may escape the pattern of 

illness and death common in developed countries. 

The second edition of the monumental study, Disease 

Control Priorities in Developing Countries, estimates the cost-

effectiveness of several lifestyle interventions that target risk 

factors associated with NCDs. 

Cardiovascular Disease a Leading  
Killer in the ECSA Region

In most ECSA countries, the leading cause of death in 2006 was 

HIV/AIDS. Swaziland had the highest adult HIV prevalence 

in the world with 33.4 percent infected.6 But CVD is also 

on the rise. In some ECSA countries, such as Mauritius and 

Seychelles, CVD is the leading cause of mortality, responsible 

for more than one-third of deaths. Even in countries where 

HIV is still the biggest killer, CVDs are cause for alarm. CVD 

accounted for between 5 percent and 9 percent of all deaths 

in the three ECSA countries with the highest HIV mortality 

rates, as shown in the figure. 

Smoking is the leading contributor to CVD among men. 

Worldwide, more than 1 billion adults smoke, with about 

82 percent of smokers residing in low- and middle-income 

countries. In those countries, almost one-half (49 percent) 

of the male population smokes (only 8 percent of women 

smoke). In high-income and former socialist countries, 

almost one-half of the 1 million tobacco-related deaths of 

middle-aged men were due to CVD in 2000; in low-income 
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countries, more than one-third of the 1.3 million tobacco-

related deaths of middle-aged men were from CVD. 

Interventions for CVDs, although largely proven only 

in developed countries, offer lessons for ECSA. Better 

management of high blood pressure, for example, can save 

lives. But in sub-Saharan Africa, detection, treatment, and 

control of high blood pressure — a major risk factor for 

CVD — is inadequate, particularly in rural areas.7 According 

to the 2006 African Regional Health Report, CVD mortality 

rates in the United Republic of Tanzania are 10 times higher 

than in the United Kingdom, mostly because of untreated 

high blood pressure.8 

The Disease Control Priorities Project (DCPP) provides 

information about how CVD interventions might be used in 

developing countries. Heart attacks from the most common 

heart disease — ischemic heart disease — can be successfully 

treated with a combination of aspirin and beta-blockers, for 

only $11 per DALY. Aspirin restores blood flow to a partially 

or totally blocked coronary artery by inhibiting blood-

platelet aggregation, while beta-blockers reduce the amount 

of oxygen needed by the blood.

Congestive heart failure, often the end stage of heart disease, 

can be caused by ischemic or hypertensive heart disease and is 

characterized by fatigue, fluid retention, and eventual death. 

In addition to aspirin and beta-blockers, congestive heart 

failure can be treated with ACE inhibitors (which enlarge 
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the blood vessels and reduce blood pressure) and diuretic 

treatment. Adding the ACE inhibitor to the drug combination 

cost only $US 25 per DALY in sub-Saharan Africa. 

Diabetes Rising in ECSA

Diabetes is the 10th leading cause of death in the ECSA 

region. Type 2 diabetes, which is characterized by insulin 

resistance, accounts for 85 percent to 95 percent of all diabetes 

cases. People with diabetes are at a high risk for CVD, which 

is responsible for 65 percent of all deaths among diabetics in 

developed countries. 

Diabetes is a metabolic disease that results from defects in the 

secretion or activity of insulin, and is strongly associated with 

obesity. Obesity is increasing in ECSA. In wealthier countries 

within the region, such as Seychelles and Mauritius, almost 

one-quarter of middle-aged people are obese.9 

Obesity has risen alarmingly in sub-Saharan Africa since the 

early 1990s, due to diets rich in saturated fat, sugar and salt, 

and low in fruit and vegetables. In some countries, such as 

Kenya, children are overweight because they receive more 

than enough calories but they are malnourished because they 

do not eat enough vital nutrients.10 

Three interventions for diabetes have proven especially 

cost-effective and feasible in low-resource settings — 

glycemic control through diet and physical activity, oral 

medications to reduce blood glucose, and insulin injections. 

To be successful, these interventions must be combined with 

patient education to foster compliance with medication and 

diet and exercise regimens. 

Road Traffic Injuries

Road traffic injuries are a growing cause of death in the ECSA 

region, especially for men and young people ages 15 to 29. 

Road injuries rank 15th as a cause of death, but 13th as a 

cause of DALYs lost, largely because of serious but nonfatal 

injuries suffered in road crashes. Uganda, for example, has a 

yearly road traffic death rate of 160 deaths per 10,000 vehicles, 

one of the highest in Africa.11 

Road traffic injuries have increased as the volume of traffic 

has expanded in the ECSA region. Rising incomes have 

allowed more people to have vehicles, but road facilities have 

not improved at the same rate, exacerbating traffic problems 

and crashes. 
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Alcohol is a leading contributor to road traffic injuries. One 

survey of studies found that in developing countries, one-

third to more than two-thirds of fatally injured drivers had 

alcohol in their blood.12 

In some countries, deaths are often caused by motorized 

two-wheeled vehicles. Pedestrians are especially vulnerable 

to deaths from two-wheelers. Pedestrians and users of two-

wheelers accounted for 80 percent of road traffic deaths 

in Kenya in 2003.13 Additional factors contribute to road 

traffic injuries, such as fatigue, use of hand-held mobile 

phones, and obstructed views of drivers. For people on two-

wheelers, failure to use motorcycle helmets is a significant 

risk factor. 

Road traffic injuries are costly to the economy: In Uganda, 

around $US 101 million per year, or 2.3 percent of the gross 

national product, was lost to road traffic deaths in 2004. 

In Kenya, more than 75 percent of road traffic deaths were 

among economically active young adults.14 

Successful interventions to reduce the burden of road traffic 

injuries include safer roads, safer vehicles, and changing 

the behavior of drivers and pedestrians. However, almost 

all of the research on what works to reduce traffic injuries 

is from developed countries, and must be applied to ECSA 

countries with caution. Safe-road strategies include safety 

awareness in planning road networks, safety features in 

road design, and remedial action for high-risk crash sites. 

Traffic calming measures, such as speed bumps, have shown 

promise. Safe vehicle strategies include improving the 

ability of the drivers to see with lights, incorporating crash 

protective design into vehicles, and promoting the use of 

seat belts. Interventions aimed at changing user behavior 

generally focus on setting and enforcing speed limits and 

promoting helmet use. 

One African country — Rwanda — has seen results from 

specific actions to reduce traffic injuries. Road traffic 

deaths in Rwanda fell by nearly one-quarter in 2004 

after the government initiated a campaign to increase 

public awareness and traffic safety education. Injuries from 

traffic crashes decreased by 10 percent. Under more recent 

legislation, Rwandans face a heavy fine for not wearing a 

seatbelt or helmet while in or on motorized vehicles.15 

DCPP undertook cost-effectiveness analysis for two 

interventions — increased penalties for speeding and 

installing speed bumps. In sub-Saharan Africa, a speeding 

enforcement program for a population of 1 million cost 

$US 24,518 for one year, and $US 18 per DALY averted. 

Speed bumps were an even better buy, at $US 498 for 

a year in a population of similar size, just $US 3.30 per  

DALY averted. 

Depression a Big Contributor to  
the Burden of Disease

Mental disorders often begin early in life and run a chronic 

course with episodes that occur periodically throughout the 

lifetime. Depression is characterized by mood disturbances 

such as sadness, anger, irritability, and loss of interest in 

usual pursuits. Symptoms usually include sleep or appetite 

disturbance and decreased energy. Depression, which affects 

more women than men, is not a major cause of mortality, but 

it seriously reduces the quality of life and income potential for 

individuals and their families. It is a risk factor for suicide and 

often worsens the outcome of other physical health problems. 

Depression represents a growing burden of disease in ECSA 

and is currently the 11th leading cause of disability. 

Challenges to addressing depression at a clinical and 

community level in less developed countries are numerous 

and vast — ranging from inadequate funding and personnel 

for diagnosis and treatment to the lack of understanding 

that mental illness is a medical condition. The stigma of 

mental illness is perhaps the biggest challenge to confront in 

developing countries. Stigma causes many people to delay 

seeking care and treatment.16 

DCPP argues that the most cost-effective intervention for 

depression in primary care settings is the scaled-up use 

of older antidepressants (tricyclic antidepressants), which 

cost less but are as just as effective as newer antidepressants 

(serotonin reuptake inhibitors or SSRIs) that have fewer side 

effects. Treatment with these older drugs plus maintenance 

psychosocial therapy (group therapy) in a primary care 

setting is not cheap, however. It would cost $US 817 per 

DALY averted in sub-Saharan Africa, assuming that 50 

percent of afflicted people receive this treatment.

Best Buys for NCDs in ECSA 

NCDs and traffic fatalities are a growing cause of concern for the 

ECSA countries. Countries urgently need prevention programs 

to curb lifestyle risk factors that are associated with these 
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diseases. DCPP offers three “Best Buys” to help change the unsafe 

behaviors that may lead to CVDs and road traffic deaths: 

• 	 Tax tobacco products to increase consumers’ costs  

by at least one-third. Higher taxes can curb smoking 

and reduce the prevalence of CVD, cancer, and 

respiratory disease.

• 	 Promote use of aspirin and other inexpensive drugs 

to prevent and treat heart attacks and strokes.

• 	 Enforce traffic regulations and install speed bumps 

at dangerous intersections to reduce traffic-related 

injuries.
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