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ABSTRACT

Background: Coronary Heart Disease (CHD) is the greatest 

cause of death in Western countries but reported to be rare in 

sub-Saharan Africa. There are suggestions that the incidence 

of coronary heart disease is rising in Nigeria as a result of 

many factors. This review looks at the burden of CHD in 

Nigeria and its risk factors and determines if there is a change 

in the trend of this disease and what might be responsible for 

this change. 

Methods: A Medline search and search of other internet 

search engines for published studies on CHD in Africa and 

Nigeria was done. The journals were sourced online and from 

public libraries and the publications were studied.

Results: CHD is still an uncommon cardiovascular disease in 

Nigeria. There is a rising trend in the incidence over the last 4 

decades in urban areas. The risk factors of CHD commonly 

found in Nigerian patients include hypertension, diabetes 

mellitus(DM), hyperlipidaemia, obesity, and sedentary 

lifestyle.

Conclusion: Coronary Heart disease is still relatively 

uncommon in Nigeria and does not contribute significantly to 

morbidity and mortality from cardiovascular diseases in 

Nigeria. There is however substantial evidence that the 

incidence of CHD has increased over the last four decades. The 

factors responsible for this trend include, increasing 

prevalence of CHD risk factors, urbanization and adoption of 

western diet and lifestyle.
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INTRODUCTION

Coronary heart disease (CHD) is  a disease entity 

resulting from blockage of the coronary artery 

manifesting  clinically as stable angina, unstable angina, 

myocardial infarction, heart failure, arrhythmias and 
1.sudden death

Coronary heart disease causes more deaths than any 
2other illness in the developed world . However, coronary 

artery disease has been reported to be rare in sub - 
3Saharan African countries including Nigeria . There is 

growing concern that the incidence of coronary heart 

disease is rising in Nigeria and other sub Saharan Africa 

countries and portends a grave situation in this region of 

the world where most health resources are channeled into 

combating infectious diseases such as tuberculosis, 

Human Immunodeficiency Virus(HIV) , Acquired Immune 
3Deficiency Syndrome (AIDS) and Malaria . 

This review is an appraisal of the trend of CHD in Nigeria 

from colonial times to the present based on published data 

in order to determine if it is becoming more common and 

what may be responsible for the new trend.

EPIDEMIOLOGY IN NIGERIA 

Early reports on coronary heart disease in Nigeria dates 

back to the colonial era. The annual Medical and Sanitary 

reports sent regularly to the colonial secretary in London 

from Nigeria and Ghana mentioned rheumatic heart fever, 

rheumatic heart disease, congenital heart disease, 

myocarditis, endocarditis, and stroke as common 

cardiovascular diseases from these countries while 
4Coronary heart disease was not mentioned.

In the postcolonial era, a 10-year retrospective study from 
51961 to 1970 by Falase et al  at the University College 

Hospital Ibadan documented only 10 cases of myocardial 

infarction over the 10 year period and the admission rate 

for myocardial infarction was 1 in 20,000.

6In Ile-Ife  the South-West of Nigeria, Ogunowo et al  in 

1986 studied the coronary arteries of 111 consecutive 

Nigerians at necropsy and coronary occlusive disease 
 occurred in 8  subjects(7.2%).

In another report in Ile  Ife 50 cases of sudden death were 

studied at necropsy and only two cases of myocardial 
 7infarction were found . It was reported also that 

hypertensive acute left ventricular failure and 

haemorrhagic cerebrovascular accident were the major 

causes of sudden death in that environment.

In Lagos, a 15 year case note review of medical admissions 

at the Lagos University Teaching Hospital (LUTH) by Oke 
8and Talabi  found an incidence of 1 in 13,500 for ischaemic 

9heart disease. Oke and Adebola  reported a 2.6 % 

prevalence of ischaemic heart disease from a 10-year 

review of Intensive Care Unit admissions at LUTH.

 

In northern part of Nigeria, available data reveal a similar 

pattern of low incidence of coronary heart disease. 
10Danbauchi  reported that only 10 cases of ischaemic heart 

disease were seen at Ahmadu Bello University Teaching 
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 Hospital over the ten year period 1985-1994. The 

d i agnos i s  was  based  on  s ymp toms  and  

electrocardiography and in some cases, angiography.  

Three out  of the 10 cases were non Nigerians of Asian 

nationality. These available data suggest that there is a 

trend of increase in the incidence of CHD in Nigeria over 

the last 5 decades.

TREND IN RISK FACTORS OF CHD

The risk factors for CHD are classified into; Modifiable, 

Non Modifiable and Emerging risk factors.

The modifiable risk factors are hypertension, diabetes 
 mellitus (DM), dyslipidaemia, tobacco smoking, obesity, 

11sedentary life style . 

The non-modifiable factors include advancing age, male 

sex, family history of premature cardiovascular events, 
11and race .

The emerging risk factors include elevated 

homocysteine, small dense lipoprotein (Lpa), 

plasminogen activator inhibitor, inflammatory markers 

such as C-reactive protein, infectious agents like 
11chlamydia . 

HYPERTENSION

Hypertension is the commonest cardiovascular disease in 
12Nigeria and most African countries . The prevalence of 

hypertension in Nigeria in 1997 was estimated to be 8-10 
13% in rural setting and 10-12% in urban population . 

14Olatunbosun et al  suggested that there is a trend of 

increase in prevalence of hypertension in urban Nigerian 

population. It is likely that the increasing prevalence of 

hypertension may lead to increase in CHD.

DIABETES  MELLITUS  (DM)

DM is one of the major traditional risk factors of CHD. 

Extrapolations from existing data suggest that 0.5% - 
1510% of adult population in Africa suffer from DM . It has 

been postulated that the prevalence of DM has increased 

by two to ten folds in both rural and urban settings in 
16most African countries . In Nigeria, a study in a rural 

17Northern Nigeria in 1999 by Okesina et al  reported a DM 

prevalence of 2.6% while another study in a village near 
18 19Zaria documented a prevalence of 2.0% . Owoaje et al  

reported a DM prevalence of 2.8% in Ibadan. 

DYSLIPIDAEMIA

There are reports, which showed that hyperlipidaemia 

was not common in Nigeria about 3 decades ago. A study 

done in Lagos in 1977 documented mean total 

20cholesterol of 3.54 mmol/L in the general populations . In 

the nationwide study on non communicable disease in 

1997 by the Federal Ministry of Health, the prevalence of  
13hypercholesterolaemia was 4% . A screening study on 

cholesterol in the elderly population in Benin, Nigeria, 

showed a high prevalence of 27.6% with a mean total 
21cholesterol of 4.2 mmol/L .

A recent survey in Port Harcourt an urban city in the Niger 

D e l t a  a r e a  r e p o r t e d  t h e  p r e v a l e n c e  o f  

hypercholesterolaemia (serum cholesterol of > 
22  6.5mmol/L) in the study population to be 31.52%.  It was 

also reported in the study that there was increase in total 

and low density cholesterol (LDL) with increasing age and 

increasing social class. These current studies suggest that 

the prevalence of hyperlipidaemia is increasing in urban 

areas and might contribute to rising cases of CHD.

OBESITY

Obesity is a cardiovascular risk factor and also is a risk 

factor in development of hypertension and DM. Studies in 

Nigeria  reveal that obesity is commoner in women than 

men. One study found a rate of 8.3% in men and 35.7% in 
23women  .

In a study on CHD risk factors in Nigerians with systemic 
24hypertension, Opadijo et al  reported that 54% of the 

 hypertensives with low high density lipoprotein (HDL)  to 

total cholesterol ratio had body mass index (BMI) above 
2 22 25kg/m . Akpa et al  also found that 33.6% of patients in 

their study on lipid profile in healthy adult Nigerians were 
2obese with BMI above 30kg/m . There seems to be 

aggregation of CHD risk factors in Nigerian patients with 

hypertension and hyperlipidaemia based on these reports.

CIGARETTE  SMOKING

Tobacco smoking is a well-known risk factor for 

atherosclerosis and CHD. There are reports that use of 

tobacco products has been on the rise in Africa including 
25Nigeria . The prevalence of tobacco smoking is higher in 

25 26urban areas compared to rural areas . Obot  reported 

that the overall prevalence of regular smoking in the 

Nigerian population is 22.6%. It is of note that tobacco 
26smoking is practiced by young people in Nigeria . A study 

by Ele and Ibe in Nnewi, Nigeria showed that parents and 

family members who smoke influence adoption of smoking 
27habit in young females .

SEDENTARY  LIFE  STYLE

Exercise and regular physical activity is thought to be 

protective against cardiovascular diseases. In Nigeria, 

rural dwellers engage more in physical activities compared 
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to those in urban dwellers due to farm work and walking 

long distances due to poor transport system. It was 

noted from a study in Zaria, Northern Nigeria that all the 

four patients who had myocardial infarction in their 

centre in 2004 did not engage in any form of manual 
28labour and all belong to the higher socioeconomic class .

EMERGING  RISK  FACTORS

The role of emerging risk factors also referred to as the 

newer risk factors in the pathogenesis of coronary 
11atherosclerosis still remain controversial . Ebesunun et 

29al  found significant elevation of Lp(a) in patients 

diagnosed with hypertension, hypertensive heart disease 

or ischaemic heart disease in Ibadan  compared to their 

matched healthy controls but no significant difference in 

serum homocysteine levels in both groups. A similar 

study in Gombe in Northern Nigeria did not find any 

significant difference in the serum homocysteine level of 

patients with myocardial infarction or stroke compared to 
30their age and sex matched  healthy controls .

CLINICAL PRESENTATION OF CHD IN NIGERIA

CHD presents commonly with typical chest pain, left 

ventricular failure and cardiogenic shock in majority of 

patients in studies done in different parts of the 
28,31country . Anterior septal and anterior lateral infarction 

appear to be the common pattern of infarction in 
8,31,Nigerians  .

CONCLUSION

CHD is still relatively uncommon in Nigeria and does not 

contribute significantly to morbidity and mortality from 

cardiovascular diseases in Nigeria. There is however 

substantial evidence that the incidence of CHD has 

increased over the last four decades. The factors 

responsible for this trend include increasing prevalence 

of CHD risk factors, urbanization and adoption of western 

diet and lifestyle. Nigeria may be going through the 

epidemiological transition with rising incidence of chronic 

degenerative diseases and cardiovascular diseases and 

cancer with coexistence of infectious disease and 

nutritional deficiencies.  There is need for increased 

awareness and education of the general population on 

prevention and control of the risk factors and training of 

health professionals on appropriate diagnosis and 

management of CHD.      
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