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Introduction
Hypertension is elevated blood pressure, which is 
an underlining marker of various cardiovascular 
pathologies[1]. It is an international health concern, 
affecting 22% of the world’s adult populace[1,2]. The 
prevalence of hypertension in Africa is 44% among 
the adult populace; with many more individuals 
undiagnosed, placing them in the precarious position 
of untimely mortality[3]. Hypertension is a preventable 
risk of morbidity and/or mortality that can be 
combatted effectively by a collaborative healthcare 
approach of education, medication, nutrition and 
regular physical activity[1].

The World Health Organization (WHO) 2015 Health 
Report approximates 27.4% men and 26.1% women of 
South African populace to be hypertensive[4,5].  South 
Africa has the highest prevalence of hypertension 

in sub-Saharan Africa [6]. Not with standing these 
concerning hypertension statistics, the awareness and 
control measures in South Africans is poor. Peltzer et al, 
Ataklte et al, and Palafox et alidentified that awareness 
among South Africans ranges between 19.0–56.0%, 
whilst management varies between 4.0–33.0%, 
respectively[7,8,9]. Cifkovaet al compared the South 
African hypertension awareness and management 
campaigns to other countries revealing that these 
countries awareness ranks approximately 82% and 
their management is 51% [10]. The poor awareness 
and management among hypertensive South Africans 
are alarming as better awareness is known toleads 
to bettermanagement (improved pharmaceutical, 
nutritional and habitual physical activity strategies), 
all of which have the possibility to considerably 
decline the morbidity and mortality [5].
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Abstract

South Africa is the biggest contributor to the overall African hypertension prevalence. Hypertension is a 
modifiable cardiovascular pathology, through medication, nutrition and habitual physical activity. The aim 
of this study is to determine the correlation between the prevalence of hypertension in South Africa and its 
respective age standardized death rate (ASDR). The South African hypertension prevalence was retrieved from 
the South African Council of Medical Schemes (CMS), while the ASDR was retrieved from the Global Health 
Estimate 2016. Reportedhypertension has steadily been increasing among the South African populace by 5.42% 
annually from 2006-2015. There is a strong positive correlation with the South African hypertension prevalence 
and it’s ASDR. The awareness and management of hypertension in South Africa is poor. Many South Africans 
cite poverty as a key factor that prevents them from purchasing healthy foods and participating in regular 
exercises. Walking is a free mode of exercise, which all abled-bodied hypertensive persons can perform. Habitual 
walking can serve as an effective hypertensive management rehabilitation tool in conjunction with medication 
to better control hypertension.
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The WHO has reported that 46.9% of the South 
African populace (51.6% women and 42.2% men) do 
not participate in adequate amount of regular physical 
activity [11]. Sub-Saharan Africa is undergoing rapid 
urbanization, which has altered the lifestyle of its 
populace to become physically inactive, thereby 
increasing the risk of cardio-metabolic pathologies 
[12]. Physical inactivity is responsible for 8% of the 
principal non-communicable diseases (NCDs) [13].  
Non-communicable diseases are chronic diseases, 
which are non-infectious [14].  The four main types 
of NCDs are cancer, cardiovascular diseases, chronic 
respiratory diseases and diabetes [13].  Risk factors 
related to NCDs are hypertension, elevated low-
density lipoprotein cholesterol,overweight, obesity 
and hyperglycaemia [14].  The WHO 2014 Report 
identified 53.9% (57.6% females and 43.2% males) 
South African adults to be overweight and 26.8% 
to obese (37.3% females and 15.7% males) [15,16]. 
Obesity is a known risk factor for hypertension, 
hyperglycaemia, elevated serum triglycerides, 
diminished high-density lipoprotein cholesterol and 
increased insulin resistance, which precipitates the 
development of cardiovascular diseases [17]. Empirical 
literature identified that the upsurge of hypertension 
is aligned with obesity and poor nutritional choices, 
which are both modifiable risks of premature 
mortality [18]. Habitually physical activity has been 
recommended as an adjunct to pharmaceutical 
management and nutrition modifications of obesity 
and hypertension [18]. Obese individuals have a five 
times higher probability of hypertension as compared 
to their normal body mass counterparts [19]. The aim 
of this paper is to review the association between the 
prevalence of hypertension and its ASDR among South 
Africans over a 15-year period at five-year intervals 
(2006, 2010 and 2015). The paper advocates the 
habitual adherence of physical activity to control 
hypertension.

Methods
This study engaged in a desk review of South African 
hypertensionprevalence and ASDR from the 2016 
Global Health Estimates (GHE)archives and South 
African Council for Medical Schemes (CMS) [20,21]. 
This method of gathering and analysing information 
regarding the pathology of societal death rates has 
proven to be successful and reliable. Nojilanaet al. 
used ASDR collected from the 2010 GHE to identify 
the developing trends of NCDs in South Africa, during 

the period of 1997 to 2010 [22]. This report used the 
2016 GHE ASDR, which reflects the death ratesfor 
2006, 2010 and 2015 of both genders over various 
age strata. The 2016 GHE ASDR archive contains the 
communicable diseases, NCDs, injuries, nutritional, 
maternal and perinatal mortality profiles of all 
countries. The authors chose to use 2006, 2010 and 
2015 statistics because it indicated growth trends 
over a 15-year interval. The 2006, 2010 and 2015 
hypertensive ASDR was compared to the South African 
hypertension prevalence respectively. The GHE and 
the CMS archives are found in the public domain, 
and therefore the manuscript did not require ethical 
approval.  The 2016 GHE and CMS were found through 
a Google search. The annual percentage growth trends 
of the South African hypertension were calculated 
using the following formula:

% ∆ = Prevalence of year – Prevalence of previous/
Prevalence of the year) x 100

Example: % growth of 2007 = (60980 -57600)/60980 
x 100

= 5.54%

The formula was adopted from Ellapen et al 
[23]. Descriptive (mean, standard deviation, and 
percentages) and inferential statistics (t-tests and 
correlation) were employed to analyse the data, 
Probability was set at p<0.05.

Results
The South African hypertension prevalence illustrates 
a general upsurge from 2006-2015, with an annual 
percentage growth rate of 5.42% (Table 1).

Table 1. The prevalence of hypertension in South Africa 
(2006-2015) (data retrieved from CMS, 2017). [21]

Year Prevalence Annual % 
Growth Rate

2006 57 600 N/A
2007 60980 5.54
2008 65200 6.47
2009 72900 10.56
2010 72000 -1.25
2011 82560 12.79
2012 86160 4.17
2013 87200 1.19
2014 89070 2.09
2015 96050 7.26
Mean (±SD) 76972 (±13087.27) 5.42 (±4.47)
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Table 2. A comparative review of the prevalence of 
hypertension and ASDR among South Africans (data 
retrieved from CMS and GHE). [20,21]

Year
Hypertension 
Prevalence

Hypertension ASDR

2006 57600 32410
2010 72000 37979
2015 96050 51956
Mean (±SD) 75216.66 (±19425.7) 40781.66 (±10069.8)
t-test 0.02

Table 2 compares the hypertension ASDR to the South 
African hypertension prevalence, over 2006, 2010 
and 2015, which indicated a significant difference 
(p=0.05). A strong positive correlation between South 
African hypertension ADSR and prevalence was found 
(r=0.9). The average growth rate of hypertension 
ASDR of the 15-year interval is 20.78%.

Discussion
Over a 15-year period, (2006-2015) hypertension has 
steadily increased by average of 5.4%, with a positive 
relationship to mortality rate. Opie and Seedat 
approximate 80 million adults to be hypertensive in 
Africa, with a projection of 150 million by 2025, of 
which South Africa is a major contributor [6,24]. In 
spite of these disconcerted hypertension prevalence 
and mortality statistics and estimates, the awareness 
and control campaignsare poor [7,8,9]. Cifkova et al 
reported that countries who have amplified their 
hypertension awareness and control campaigns have 
been able to better manage the condition [10]. The 
primary areas of awareness that should be stressed 
to the community areearly identification of signs and 
symptoms, pharmaceutical treatment, making healthy 
nutritional choices and adherence to regular physical 
activity. Jongen et al reported that many South Africans 
cite poverty as a limiting factor, which prevents them 
from purchasing healthy food and participation in 
recreational activities [5]. The authors do concur 
that cost of healthier foods is more expensive than 
unhealthy foods. However, the adherence to regular 
physical activity is not influenced by money. Evans et al 
reported that the economic cost of medical treatment 
for physical inactivate related diseases such as 
hypertension is much more costly than the adherence 
to regular physical activity (PA), which adversely 
impacts the individual’s and country’s economy 

[25].The American College of Sports Medicine has 
recommended 150 minutes of moderate intensity PA 
per week or 75 minutes of vigorous intensity PA per 
week [26]. The easy and simplest mode of PA is walking. 
The authors postulate that abled-bodied hypertensive 
individuals can start walking approximately 25-30 
minutes/day aimed to improve their health. Simple 
heart rate measures of counting number of beats per 
minute can be used to determine exercise intensity. 
Weekly gardening, mowing the lawn and washing 
one’s car are also examples of regular weekly physical 
activity in addition to walking. These examples do not 
cost money, but initiative. Warburton et al reported 
that when people regularly exercise they increase their 
quality of life and longevity [27]. Lee and Paffenbarger 
reported that when physical inactive people begin to 
regularly exercise, they increased their longevity by 
0.72 years. [28]

Conclusion
In South Africa hypertension and its ASDR is steadily 
increasing, however awareness and management 
campaigns still remains poor. Increased awareness of 
hypertension will help facilitate better management. 
Regular physical activity in conjunction with 
hypertension medication can be a useful rehabilitation 
tools to control it. The cost of walking is minimal as 
compared to the cost of medical and pharmaceutically 
treating hypertension. The South African Department 
of Health should launch awareness campaigns 
highlighting the benefits of daily walking to control 
hypertension.

Reference
Monakali S, Goon TD, Seekoe E, Owolabi [1]  
EO.Prevalence, awareness, control and 
determinants of hypertension among primary 
health care professional nurses in Eastern Cape.
Afr J Prim Health Care Fam Med.2018;10(1): 1758. 
https://doi.org/10.4102/phcfm.v10i1.1758

World Health Organization. Raised blood [2]  
pressure: Situation and trends.2020.Available 
from: http://www.who.int/gho/ncd/risk_
factors/blood_pressure_prevalence_text/en/

Addo J, Smeeth L, Leon DA. Hypertension [3]  
in sub-Saharan Africa: A systematic review. 
Hypertension.2007;50(6):1012–8.

The Association between the Prevalence and Age Standardized Death Rate of Hypertension within the 
South African Populace Over a 15-Year Interval (2006-2015)



Archives of Physical Health and Sports Medicine V4 . I1 . 202118

World Health Organization. Raised blood [4]  
pressure: Age-standardized (%) - estimates 
by country [internet]. 2015. Available 
from:http://apps.who.int/gho/data/node.main.
A875STANDARD?lang=en.

Jongen VW, Lalla-Edward ST, Vos AG1, Godijk [5]  
NG, Tempelman H, Grobbee DE, Devillé Wand 
Kerstin Klipstein-Grobusch WK.Hypertension in 
a rural community in South Africa: What they 
know, what they think they know, and what they 
recommend. BMC Pub Health2019; 19:341. 

Rayner B, Jones E, Veriava Y, Seedat YK. South [6]  
African Hypertension Society commentary on 
the American College of Cardiology/American 
Heart Association hypertension guidelines. 
Cardiovascular Journal of Africa. 2019;30(3): 
184-186.

Peltzer K, Phaswana-Mafuya N. Hypertension [7]  
and associated factors in older adults in South 
Africa: Cardiovascular topics.Cardiovascular J 
Afr.2013;24(3):66–71.

Ataklte F, Erqou S, Kaptoge S, Taye B, [8]  
Echouffo-Tcheugui JB, Kengne AP.Burden of 
undiagnosed hypertension in sub-Saharan 
Africa: a systematic review and meta-analysis. 
Hypertension.2015;65(2):291–8

Palafox B, McKee M, Balabanova D, Alhabib [9]  
KF, Avezum A, Bahonar A. Wealth and 
cardiovascular health: a cross-sectional study 
of wealth-related inequalities in the awareness, 
treatment and control of hypertension in high-, 
middle- and low-income countries. Int J Equity 
Health.2016;15(1):15–7.

Cifkova R, Fodor G, Wohlfahrt P.Changes in [10]  
hypertension prevalence,awareness, treatment, 
and control in high-, middle-, and low-
incomecountries: an update. CurrHypertension 
Report.2016;18(8):1–6.

World Health Organisation (WHO). Insufficient [11]  
physical activity 2010.2015. http://
gamapserver.who.int/gho/interactive_charts/
ncd/risk_factors/physical_inactivity/atlas.
html?indicator=i1&date=Male

Assah FK, Ekelund U, Brage S, Mbanye JC, [12]  
Wareham NJ. Urbanization, physical activity, and 

metabolic health in Sub-Saharan Africa. Diabetes 
Care.2011;34:491-496.

Lee I, Shiroma EJ, Lobelo F, Puska P, Blair SN, [13]  
Katzmarzyk PT.  Effect of physical inactivity on 
major non-communicable diseases worldwide: 
An analysis of burden of disease and life 
expectancy. The Lancet.2012;380(9838):219-
229.

Bradshaw D, Steyn K, Levitt N, Nojilana B. (Non-[14]  
communicable diseases- A race against time.  
Medical Research Council of South Africa. 2011. 
www.mrc.ac.za/policybriefs/raceagainst.pdf

World Health Organisation (WHO).Prevalence of [15]  
overweight, ages 18+,2010 2014).2015..http://
gamapserver.who.int/gho/interactive_charts/
ncd/risk_factors/overweight/atlas.

World Health Organisation (WHO). Prevalence [16]  
of obesity, ages 18+, 2010-2014.2015.http://
gamapserver.who.int/gho/interactive_charts/
ncd/risk_factors/obesity/atlas.

Akbartabartoori M, Lean MEJ, Hankey [17]  
CR.  The associations between current 
recommendation for physical activity and 
cardiovascular risk associated with obesity.Eur J 
ClinNutr.2008;62:1-9.

Durstine JL, Moore GE, Painter PL, Roberts [18]  
SO. ACSM’s exercise management for persons 
with chronic diseases and disabilities: Human 
Kinetics; 2009.

Aronow WS. Association of obesity with [19]  
hypertension. AnnTransl Med. 2017;5(17):350. 
doi:10.21037/atm.2017.06.69

Global Health Estimate (2016). Estimates deaths [20]  
by cause, age and sex. World Health Organization. 
Geneva, Switzerland. http://www.who.int/
healthinfo/global_burden_disease/en/

CMS (Council of Medical Schemes) (2017).  [21]  
The trends in chronic diseases prevalence in 
South Africa. Medical Aid Schemes: 2006-2015 
(Research and Monitoring Unit).  Available 
at https://www.medicalschemes.com/files/
Research%20Briefs/CD2006_2011_20131115.
pdf

Nojilana B, Bradshaw D, Pillay-van Wyk V, [22]  

The Association between the Prevalence and Age Standardized Death Rate of Hypertension within the 
South African Populace Over a 15-Year Interval (2006-2015)



19Archives of Physical Health and Sports Medicine V4 . I1 . 2021

Msemburi W, Laubscher R, Joubert JD et 
al. Emerging trends in non-communicable 
disease mortality in South Africa, 1997-2010.
SAMJ.2016;106(5), 477-484.

Ellapen TJ, Barnard M, Strydom GL, Masime [23]  
KM, Paul Y. A Comparison between selected 
non-communicable disease mortality rates 
between 2010 and 2016 among selected 
Southern African Countries. Intern Quarterly 
Community Health Education.2020. 1-5. DOI: 
10.1177/0272684X20916588

Opie LH &Seedat YK.  Hypertension in sub-[24]  
Saharan African populations. Circulation. 2005: 
6; 112(23): 3562-8.

Evans RW, Smith T, Kay P, McWade D, Angouras [25]  
N, Van Aarde RF et al. The need for biokineticists 
in the South African public healthcare system. 
SAJSM2016;28(3): 85-86.

Riebe D, Ehrman JK, Liguori G, Magal M. American [26]  
College of Sports Medicine (ACSM). Guidelines for 
Exercise Testing and Prescription. 10th Edition. 
Philadelphia: Wolters Kluwer;2018

Warburton DE, Nicol CW, Bredin SS. Health [27]  
benefits of physical activity: the evidence. 
CMAJ. 2006;174(6):801-809. doi:10.1503/
cmaj.051351

Lee IM &Paffenbarger RS. Associations of Light, [28]  
Moderate, and Vigorous Intensity Physical 
Activity with Longevity the Harvard Alumni 
Health Study. American Journal of Epidemiology, 
2000:151(3):293-9

The Association between the Prevalence and Age Standardized Death Rate of Hypertension within the 
South African Populace Over a 15-Year Interval (2006-2015)

Citation: Mrs. Bernelee D Doherty, Prof. Yvonne Paul, et al. The Association between the Prevalence and 
Age Standardized Death Rate of Hypertension within the South African Populace Over a 15-Year Interval (2006-
2015). Archives of Physical Health and Sports Medicine. 2021; 4(1): 15-19.

Copyright: © 2021 Mrs. Bernelee D Doherty, Prof. Yvonne Paul, et al. This is an open access article 
distributed under the Creative Commons Attribution License, which permits unrestricted use, distribution, and 
reproduction in any medium, provided the original work is properly cited.


