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ABSTRACT
Background: The increasing cardiovascular disease (CVD) burden threatens the global 
population as the major cause of disability and premature death. Data are scarce on 
the magnitude of CVD among the population in West Africa, particularly in Ghana. This 
study examined the available scientific evidence to determine the pooled prevalence 
(PP) of CVD and risk factors in Ghana.

Methods: We searched electronic databases such as PubMed, Google Scholar, the 
Cochrane Library, Science Direct and Africa Journal Online databases to identify 
literature published from the start of the indexing of the database to 10th February 
2023. All articles published in the English language that assessed the prevalence of 
CVD or reported on CVD in Ghana were included. Two authors independently performed 
the study selection, assessed the risk of bias, extracted the data and checked by the 
third author. The effect sizes and pooled odds ratio (POR) were determined using the 
random-effects DerSimonian-Laird (DL) model.

Result: Sixteen studies with 58912 participants from 1954 to 2022 were included in 
the meta-analysis. Six studies out of 16 reported more than one prevalence of CVD, 
giving a total of 59 estimates for PP. The PP of CVD in the general population in Ghana 
was 10.34% (95% Cl: [8.48, 12.20]; l2 99.54%, p < 0.001). Based on the subgroup 
analysis, the prevalence of CVD was higher in hospital-based settings at 10.74% (95%, 
confidence interval [Cl]: 8.69, 12.79) than in community-based settings at 5.04% (95% 
Cl: 2.54, 7.53). The risk factors were male gender (pooled odds ratio [POR]: 1.66; 95% 
CI: 1.02, 2.70), old age (POR: 1.32; 95% CI: 1.21, 1.45), unemployment (POR: 2.62; 95% 
CI: 1.33, 5.16), diabetes (POR: 2.79; 95% CI: 1.62, 4.81) and hypertension (POR: 3.41; 
95% CI: 1.75, 6.66).

Conclusion: The prevalence of CVD was high in Ghana. Urgent interventions are needed 
for the prevention and management of the high burden of CVD and its risk factors.
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1 INTRODUCTION
Globally, cardiovascular disease (CVD) and its risk factors are the leading causes of preventable 
morbidity and untimely mortality [1–4]. CVD is a group of disorders of the heart and blood 
vessels [2, 5, 6]. They include coronary artery disease (CAD), cerebrovascular disease, peripheral 
arterial disease (PAD), rheumatic heart disease (RHD), deep vein thrombosis (DVT), congenital 
heart disease (CHD) and pulmonary embolism (PE) [2, 5–7]. The modifiable risk factors for 
CVD are smoking tobacco, hypertension, diabetes, hypercholesterolaemia, physical inactivity, 
overweight/obesity, unhealthy dietary intake and excessive alcohol intake [2, 6], while the 
nonmodifiable risk factors include age, gender, family history and ethnicity [2, 6]. Nonetheless, 
having a risk factor does not guarantee an individual will develop CVDs, but the chance is higher 
if care is not taken to manage (control the effect) the risk factor [8].

The global prevalence was 4.2% from 1990 to 2015 [9], 5.5% in sub-Saharan Africa (SSA) 
[10] and 10.1% in the Middle East [4]. According to studies, the total prevalence of CVD is 
expected to rise rapidly due to population growth and ageing, particularly in Northern Africa, 
Western Asia, Central and Southern Asia, Latin America and the Caribbean, and Eastern and 
Southeastern Asia, where the proportion of older people is expected to double between 2019 
and 2050 [3, 11, 12]. CVD-associated deaths occur before the age of 70 years in 80% of low- 
and middle-income countries (LMICs) [2, 6, 13].

Even though CVD is largely preventable, it accounts for 32% of all global deaths, of which 85% 
are due to heart attack and stroke [2, 6, 13]. Over 70% of CVD deaths occur in LMICs, including 
those in Africa [14]. It is the leading cause of premature deaths in adults in sub-Saharan Africa 
(SSA), caused primarily by uncontrolled hypertension [2, 5]. However, most countries in SSA do 
not have the requisite resources or robust health systems to manage CVD [15].

In Ghana, the prevalence of CVD ranges from 0.5% [16] to 65.0% [17]. The data from the 
National Cardiothoracic Center at Korle-Bu Teaching Hospital (KBTH) showed that 60% of 
deaths among adults were due to heart-related diseases, with 6.5% and 19% being diabetic 
and hypertensive patients, respectively [8]. Findings from autopsy reports in KBTH by Wiredu & 
Nyame [18] , Edingion [19], and Sanuade et al. [20], showed that 11.1%, 12.8% and 22.2% of 
all deaths were due to CVD, respectively.

Reports from KBTH and Komfo Anokye Teaching Hospital (KATH) have indicated that there is 
a rise in CVD and risk factors such as hypertension, diabetes and obesity, especially among 
middle-aged Ghanaians [8, 21]. Another report showed that heart disease is the leading 
condition recorded at the accident and emergency centres in the KATH [21]. Based on these 
reports, paying attention to cardiovascular health and controlling risk factors is essential, and it 
is time to implement evidence-based strategies and inexpensive policies for the prevention and 
control of CVD and to monitor outcomes. This review aimed to determine the PP of CVD and 
risk factors in Ghana to assist health professionals, researchers, and policymakers in designing 
effective interventions for early prevention and management.

2 METHODS
We performed a systematic review and meta-analysis of studies reporting the prevalence 
of CVD in Ghana following the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines and registered on PROSPERO (registration ID: CRD42023395652).

2.1 SEARCH STRATEGY

A literature search was conducted from the start of the indexing of the database to 10th 
February 2023, using PubMed, Google Scholar, the Cochrane Library, Science Direct and the 
Africa Journal Online databases. The following Medical Subject Headings (MeSH) terms 
were used: ‘prevalence’ AND ‘risk factors’ AND ‘cardiovascular diseases’ OR ‘cerebrovascular 
disorders’ OR ‘heart diseases’ OR ‘heart failure’ OR ‘myocardial ischemia’ OR ‘coronary artery 
disease’ OR ‘peripheral arterial disease’ OR ‘rheumatic heart disease’ OR ‘deep vein thrombosis’ 
OR ‘congenital heart disease’ OR ‘pulmonary embolism’ OR ‘stroke’ AND ‘Ghana’ OR ‘Gold Coast’. 
The search strategy is presented in the Supplementary file, Table 1, on page 1.
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2.2 STUDY SELECTION

We included articles published in English-language peer-reviewed journals that reported the 
prevalence of CVD in Ghana (or reported on CVD for which the proportion could be calculated). 
We excluded opinion papers, qualitative research, comments, conference proceedings, policy 
papers, letters to the editor, and study protocols without data (Figure 1).

2.3 DATA EXTRACTION

After the database search, duplicates were removed using Mendeley version 1.19.6. Two 
authors (LST and AD) independently reviewed the search output for eligibility (titles, abstracts 
then full text) to remove articles that were unrelated to the study question. The full texts of 
the articles that passed this initial screening were then retrieved and assessed independently 
by two authors (LST and AD). Any disagreements were resolved by consensus. The data were 
extracted by two independent authors (LST and AD) using Microsoft Excel. Excel captured the 
first author or publication year, study population, study setting, study design, regions in Ghana, 
sample size, CVD diagnosis and reported prevalence (or proportion) of CVD Any disparity in the 
extracted data by the authors was discussed and resolved by consensus (Table 1).

Figure 1 PRISMA flow diagram 
of study search and selection 
procedures.

STUDY AUTHOR 
(PUBLICATION YEAR)

STUDY SETTING STUDY 
DESIGN

REGION DIAGNOSIS (CVD) SAMPLE 
SIZE

DISEA
SED

PROPOR
TION

1 Sarfo et al., 2018 [24] Hypertension and 
Diabetes Clinic

Prospective 
cohort study

More than 
one 

Stroke 3220 54 1.68

2 Owusu et al., 2018 a [25] Cardiac Clinic Cross-sectional 
study

Ashanti Hypertensive heart 
disease

432 154 35.6

Owusu et al., 2018 b [25] Cardiac Clinic Cross-sectional 
study

Ashanti Valvular heart disease 432 85 19.7

Owusu et al., 2018 c [25] Cardiac Clinic Cross-sectional 
study

Ashanti Cardiomyopathies 432 80 18.5

Owusu et al., 2018 d [25] Cardiac Clinic Cross-sectional 
study

Ashanti Arrhythmia 432 27 6.3

Owusu et al., 2018 e [25] Cardiac Clinic Cross-sectional 
study

Ashanti Coronary artery disease 432 18 4.2

Owusu et al., 2018 f [25] Cardiac Clinic Cross-sectional 
study

Ashanti Congenital heart disease 432 15 3.5

(Contd.)

Table 1 Characteristics 
of the included studies.



STUDY AUTHOR 
(PUBLICATION YEAR)

STUDY SETTING STUDY 
DESIGN

REGION DIAGNOSIS (CVD) SAMPLE 
SIZE

DISEA
SED

PROPOR
TION

Owusu et al., 2018 g [25] Cardiac Clinic Cross-sectional 
study

Ashanti Venous-
thromboembolism

432 11 2.5

Owusu et al., 2018 h [25] Cardiac Clinic Cross-sectional 
study

Ashanti Pulmonary hypertension 432 8 1.9

Owusu et al., 2018 i [25] Cardiac Clinic Cross-sectional 
study

Ashanti Infective endocarditis 432 4 0.9

Owusu et al., 2018 j [25] Cardiac Clinic Cross-sectional 
study

Ashanti Sickle cell heart disease 432 4 0.9

Owusu et al., 2018 k [25] Cardiac Clinic Cross-sectional 
study

Ashanti Thyroid heart disease 432 3 0.7

Owusu et al., 2018 m 
[25]

Cardiac Clinic Cross-sectional 
study

Ashanti Pericardial disorders 432 3 0.7

Owusu et al., 2018 n [25] Cardiac Clinic Cross-sectional 
study

Ashanti Heart failure 432 3 0.7

3 Sarfo et al., 2016 [26] Neurology Clinic Cross-sectional 
study

Ashanti Stroke 1812 1048 57.1

4 Hayfron-Benjamin et al., 
2019 [27] 

Community 
urban

Cross-sectional 
study

More than 
one 

Peripheral artery disease 1419 126 8.93

Hayfron-Benjamin et al., 
2019 [27]

Community Rural Cross-sectional 
study

More than 
one

Peripheral artery disease 1017 76 7.52

5 Wiredu et al., 2001 [18] Stroke Autopsy Cross-sectional 
study

Greater 
Accra 

Stroke 9760 1086 11.1

6 Amoah, 2000 a [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Hypertensive heart 
disease

708 133 18.8

Amoah, 2000 b [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Rheumatic heart disease 708 123 17.4

Amoah, 2000 c [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Cardiomyopathies 708 103 14.6

Amoah, 2000 d [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Congenital heart disease 708 90 12.7

Amoah, 2000 e [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Coronary artery disease 708 80 11.3

Amoah, 2000 f [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pericardial disorders 708 56 7.9

Amoah, 2000 g [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Infective endocarditis 708 32 4.5

Amoah, 2000 h [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Arrhythmia 708 13 1.8

Amoah, 2000 i [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pulmonary hypertension 708 12 1.7

Amoah, 2000 j [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Thyroid heart disease 708 10 1.4

Amoah, 2000 k [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Aortic aneurysm 708 8 1.1

Amoah, 2000 m [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pulmonary embolism 708 6 0.9

Amoah, 2000 n [33] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Thromboembolic 
pulmonary hypertension

708 5 0.7

7 Edingion, 1954 [19] General Autopsy Cross-sectional 
study

Greater 
Accra 

CVD 3645 467 12.8

8 Agongo et al., 2022 [28] Community Rural Cross-sectional 
study

Northern CVD 1839 29 1.6

9 Amoah et al., 2000 a 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Hypertensive heart 
disease

572 122 21.3

Amoah et al., 2000 b 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Rheumatic heart disease 572 115 20.1

Amoah et al., 2000 c [16] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Idiopathic 
cardiomyopathy

572 96 16.8

Amoah et al., 2000 d 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Congenital heart disease 572 57 10

(Contd.)



2.4 QUALITY ASSESSMENT OF THE INCLUDED STUDIES

The methodological quality of the included studies was assessed independently by two authors 
(LST and AD) using a tool developed by Hoy et al. [22] to assess the risk of bias in prevalence 
studies. The risk of bias was assessed in nine categories that ranged from 0 to 9, and each item 
was assigned a score of 1 (yes) or 0 (no). The risk was classified as low (≥ 7), moderate (4–6), or 
high (≤ 3) [6, 23] (Supplementary file, Table 2, on pages 2–3).

2.5 STATISTICAL ANALYSIS

Data were analysed using STATA version 17. Heterogeneity across studies was assessed 
using the I2 statistic and the corresponding p-value. Heterogeneity was considered low (I2 = 
0–25%), moderate (I2 = 26–50%), or high (I2 > 50%). Depending on the heterogeneity of the 
data, random-effect (for I2 ≥ 50%) or fixed-effect (for I2 < 50%) models were used. The effect 
sizes and pooled odds ratio (POR) were determined using the random-effects DerSimonian-
Laird (DL) model. A funnel plot was used visually in conjunction with meta-regression 

STUDY AUTHOR 
(PUBLICATION YEAR)

STUDY SETTING STUDY 
DESIGN

REGION DIAGNOSIS (CVD) SAMPLE 
SIZE

DISEA
SED

PROPOR
TION

Amoah et al., 2000 e 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Coronary artery disease 572 56 9.8

Amoah et al., 2000 f [16] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pericardial disorders 572 44 7.7

Amoah et al., 2000 g 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Infective endocarditis 572 25 4.4

Amoah et al., 2000 h 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pulmonary hypertension 572 11 1.9

Amoah et al., 2000 i [16] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Thyroid heart disease 572 10 1.8

Amoah et al., 2000 j [16] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Arrhythmia 572 6 1

Amoah et al., 2000 k [16] Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Aortic aneurysm 572 6 1

Amoah et al., 2000 m 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Thromboembolic 
pulmonary hypertension

572 4 0.7

Amoah et al., 2000 n 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Pulmonary embolism 572 4 0.7

Amoah et al., 2000 o 
[16]

Cardiac Clinic Cross-sectional 
study

Greater 
Accra 

Amyloid heart disease 572 3 0.5

10 Sanuade et al., 2019 [29] Community 
Urban

Cross-sectional 
study

More than 
one 

Stroke 4279 112 2.6

11 Sarfo et al., 2021 [30] HIV Clinic Prospective 
cohort study

Ashanti CVD 255 5 1.96

12 Haddock et al., 1970 a 
[34]

Medical 
admission

Cross-sectional 
study

Greater 
Accra 

Heart failure 5545 539 9.7

Haddock et al., 1970 b 
[34]

Medical 
admission

Cross-sectional 
study

Greater 
Accra 

Stroke 5545 350 6.3

13 Sanuade et al., 2014 [20] General autopsy Cross-sectional 
study

Greater 
Accra 

CVD 19289 4287 22.2

14 Sarfo et al., 2017 [17] Neurology Clinic Cross-sectional 
study

Ashanti Stroke 934 607 65

15 Sarfo et al., 2015 [31] General 
Admission

Cross-sectional 
study

Ashanti Stroke 2000 19 1

Sarfo et al., 2015 a [31] General 
Admission

Cross-sectional 
study

Ashanti Stroke 1132 569 50.3

Sarfo et al., 2015 b [31] General 
Admission

Cross-sectional 
study

Ashanti Stroke 1132 382 33.7

Sarfo et al., 2015 c [31] General 
Admission

Cross-sectional 
study

Ashanti Stroke 1132 181 16

16 Agyemang et al., 2012 
a [32]

Medical 
Admission

Cross-sectional 
study

Ashanti Stroke 1054 96 9.1

Agyemang et al., 2012 
b [32]

Medical 
Admission

Cross-sectional 
study

Ashanti Stroke 1054 139 13.2
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analysis to investigate publication bias. Statistically, Egger’s regression-based and Begg’s 
rank correlation tests (p < 0.05) were applied to confirm publication bias. A leave-one-out 
sensitivity meta-analysis was performed to assess the robustness of the findings and how 
our pooled estimates were driven by a single study. Subgroup analyses were conducted to 
identify potential sources of heterogeneity in the prevalence estimates.

3 RESULTS
Figure 1 presents the PRISMA flow diagram of the study search and selection procedures. The 
search yielded a total of 2935 study titles from the databases and reference list. After duplicate 
removal, 2894 study titles remained; 2837 were excluded by title and abstract screening. Of 
those, 57 full-text studies were reviewed, and 16 met all the inclusion criteria used in the meta-
analysis because they included the necessary data to calculate the PP.

3.1 ASSESSMENT OF THE RISK OF BIAS IN THE INCLUDED STUDIES

Regarding the methodological quality of the included studies, 10 studies (62.5%) had a low risk 
of bias [17, 24–32], and six studies (37.5%) had a moderate risk of bias [16, 18–20, 33, 34]. The 
mean (standard deviation) risk of bias was 6.94 (±1.69) (Supplementary file, Table 2, on pages 
2–3).

3.2 DIAGNOSIS OF CVD

CVD diagnosis was done using the World Health Organization’s (WHO) definition [5], the 
International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM) Official 
Guidelines for Coding and Reporting (UPDATED 2023) [35] and standardised evidence-based 
World Heart Federation (WHF) Roadmap for Heart Failure [36]. We found one study reported 
amyloid heart disease, two reported aortic aneurysms, three reported arrhythmia, four reported 
general CVD, two reported cardiomyopathy, three reported congenital heart diseases, three 
reported coronary artery diseases, two reported heart failure, three reported hypertensive heart 
diseases, one reported idiopathic cardiomyopathy, three reported infective endocarditis, three 
reported pericardial disorders, two reported peripheral artery disease, two reported pulmonary 
embolism, three reported pulmonary hypertension, two reported rheumatic heart disease, one 
reported sickle cell heart disease, ten reported stroke, two reported thromboembolic pulmonary 
hypertension, three reported thyroid heart disease, one reported valvular heart disease and 
one reported venous thromboembolism (Table 1).

3.3 CHARACTERISTICS OF THE INCLUDED STUDIES

The 16 included studies present data on 58912 participants between 1954 and 2022 [16, 
17, 29–34, 18–20, 24–28]. Six studies each included in the meta-analysis were from the 
Greater Accra region [16, 18–20, 33, 34] and in the Ashanti region [17, 25, 26, 30–32], three 
studies were conducted in more than one region [24, 27, 29], and one was from the Northern 
region [28]. Fourteen of the studies were cross-sectional [16, 18, 31–34, 19, 20, 24–29], and 
two were prospective cohort studies [24, 30]. Twelve studies were hospital-based (one in 
the hypertension and diabetes clinic [24], three at the cardiac clinic [16, 25, 33], two in the 
neurology clinic [17, 26], one in the HIV clinic [30], two from medical admission [32, 34], one 
from general admission [31], three by autopsy reports [18–20], and three were community-
based [27–29] (Table 1).

3.4 METAANALYSIS

Sixteen studies were included in the meta-analysis, with six studies reporting more than 
one prevalence of CVD [16, 25, 31–34], giving a total of 59 estimates for PP. The PP from the 
random-effects DerSimonian-Laird (DL) model in the general population in Ghana was 10.34% 
(95% Cl: 8.48, 12.20). Heterogeneity between the studies was high and significant (l2 99.54%), 
p < 0.001) (Figure 2).
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Figure 2 Forest plot for the 
prevalence of CVD in Ghana.
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3.5 PUBLICATION BIAS

Visually, the funnel plot was asymmetrical, suggesting an overall publication bias for the studies 
included in the meta-analyses (Supplementary file, Figure 1, on page 4). This was confirmed 
statistically by Egger’s regression-based test (p < 0.001) and Begg’s rank correlation test (p < 
0.001).

3.6 METAREGRESSION

Meta-regression analyses were performed using variables such as year of publication, total 
sample size and a summary item on the overall risk of study bias to identify potential sources 
of heterogeneity. In bivariate analysis, only the total sample size and the summary item on 
the overall risk of study bias showed a significant source of heterogeneity. In the multivariable 
analysis, all the included variables showed a significant source of heterogeneity (Supplementary 
file, Table 3, on page 5).

3.7 SUBGROUP ANALYSIS

Subgroup analyses were performed based on the study’s population, study setting, study design, 
region and diagnosis. Significant heterogeneity was observed in the prevalence estimates of 
CVD across the subgroup analyses. Concerning the study setting, the highest prevalence of 
CVD was reported among patients who visited the neurologic clinic 60.98% (95% CI: 53.24, 
68.72), followed by patients who came for general admission 25.22% (95% CI: 3.23, 47.21). 
The prevalence of CVD was 10.65% (95% Cl: 8.69, 12.62) in studies conducted using a cross-
sectional design. The prevalence of CVD was higher in hospital-based settings 10.74% (95%, 
Cl: 8.69, 12.79) than in community-based settings 5.04% (95% Cl: 2.54, 7.53). The PP of CVD 
was 15.48% (95% Cl: 11.01, 19.94) and 7.86% (95% Cl: 5.47, 10.25) in the Ashanti Region and 
Greater Accra Region, respectively. We also performed a subgroup meta-analysis based on the 
CVD diagnosis. Hypertensive heart disease had the highest PP of 25.08% (95% CI: 16.11, 34.05), 
followed by stroke at 24.08% (95% CI: 16.62, 27.53%) and valvular heart disease at 19.70% 
(95% CI: 15.95, 23.45%) (Table 2).

SUBGROUPS POOLED 
PREVALENCE 95% 
CONFIDENCE 
INTERVAL (CI) (%)

HETEROGENEITY 
ACROSS THE STUDIES

HETEROGEN
EITY BETWEEN 
GROUPS 
(pVALUE)I2 (%) pVALUE

Total 10.34[8.48, 12.20] 99.54 <0.001 <0.001

Study setting

Cardiac Clinic 6.55[5.45, 7.66] 97.41 <0.001 <0.001

Community Rural 4.51[–1.29-10.31] 97.80 <0.001

Community Urban 5.72[–0.48, 11.93] 98.42 <0.001

General Admission 25.22[3.23, 47.21] 99.82 <0.001

General Autopsy 17.51[8.3, 26.72] 99.55 <0.001

HIV Clinic 1.96[0.26, 3.66]

Hypertension and Diabetes Clinic 1.68[1.24, 2.12]

Medical Admission 9.46[6.87, 12.05] 95.82 <0.001

Neurology Clinic 60.98[53.24, 68.72] 93.93 <0.001

Stroke Autopsy 11.10[10.48, 11.72]

Study setting classification

Community-based 5.04[2.54, 7.53] 97.41 <0.001 0.001

Hospital-based 10.74[8.69, 12.79] 99.56 <0.001

Study design

Cross-sectional study 10.65[8.69, 12.62] 99.55 <0.001 <0.001

Prospective cohort study 1.70[1.27, 2.13] 0.00 0.755

Table 2 Subgroup analysis 
regarding the prevalence of 
CVD in Ghana.

(Contd.)
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3.8 SENSITIVITY ANALYSIS

A sensitivity analysis was performed using a random-effects model, and the results showed 
that no single study affected the PP of CVD. After a single study was removed from the meta-
analysis, the pooled prevalence was close to the actual effect size, which implies the absence 
of a single study effect on an overall study (Supplementary file, Table 4, on pages 6–8).

3.9 RISK FACTORS FOR CVD

Eight out of 16 included studies reported the risk factors for CVD [17, 18, 24, 28–32] (Table 3).

3.9.1 Male gender

Three studies including 14034 participants diagnosed with stroke reported an association 
between male gender and CVD [18, 24, 32]. The POR showed that males were 1.66 times more 
likely to develop CVD (POR: 1.66; 95% Cl: 1.02, 2.70, I2 = 93.8%, p < 0.001) than females (Table 3).

3.9.2 Old age

A total of three studies involving 6154 participants diagnosed with stroke reported the 
association between increasing age and CVD [17, 24, 31]. Older participants were 1.32 times 
more likely to develop CVD (POR: 1.32; 95% CI: 1.21, 1.45; I2 = 0.0%; p = 0.784) than those who 
were younger (Table 3).

SUBGROUPS POOLED 
PREVALENCE 95% 
CONFIDENCE 
INTERVAL (CI) (%)

HETEROGENEITY 
ACROSS THE STUDIES

HETEROGEN
EITY BETWEEN 
GROUPS 
(pVALUE)I2 (%) pVALUE

Region

Ashanti Region 15.48[11.01, 19.94] 99.65 <0.001 <0.001

Greater Accra Region 7.86[5.47, 10.25] 99.48 <0.001

More than one region 5.03[2.72, 7.34] 97.54 <0.001

Northern Region 1.60[1.03, 2.17]

Diagnosis

Amyloid heart disease 0.50[–0.08, 1.08] <0.001

Aortic aneurysm 1.05[0.49, 1.61] 0.00 0.861

Arrhythmia 2.70[0.63, 4.77] 89.1 <0.001

General CVD 9.65[–2.20, 21.49] 99.88 <0.001

Cardiomyopathies 16.33[12.53, 20.13] 65.48 <0.001

Congenital heart disease 8.68[2.89, 14.47] 95.20 <0.001

Coronary artery disease 8.39[3.86, 12.91] 92.05 <0.001

Heart failure 5.20[–3.62, 14.02] 99.61 <0.001

Hypertensive heart disease 25.08[16.11, 34.05] 94.88 <0.001

Idiopathic cardiomyopathy 16.80[13.74, 19.86]

Infective endocarditis 3.20[0.54, 5.86] 91.47 <0.001

Pericardial disorders 5.37[–0.14, 10.88] 97.14 <0.001

Peripheral artery disease 8.26[6.86, 9.64] 36.78 0.209

Pulmonary embolism 0.80[0.31, 1.29] 0.00 0.688

Pulmonary hypertension 1.81[1.18, 2.44] 0.00 0.954

Rheumatic heart disease 18.61[15.98, 21.23] 33.64 0.220

Sickle cell heart disease 0.90[0.01, 1.79]

Stroke 24.08[16.62, 27.53] 99.82 <0.001

Thromboembolic pulmonary 
hypertension

0.70[0.24, 1.16] 0.00 1.000

Thyroid heart disease 1.22[0.60, 1.85] 31.57 0.232

Valvular heart disease 19.70[15.95, 23.45]

Veno-thromboembolism 2.50[1.03, 3.97]
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3.9.3 Unemployment

Two studies comprising 7499 participants diagnosed with stroke reported an association 
between unemployment and CVD [24, 29]. The odds of developing CVD among the unemployed 
participants were 2.62 times (POR: 2.62; 95% Cl: 1.33, 5.16, I2 = 63.3%, p = 0.099) the odds 
among those who were employed (Table 3).

3.9.4 Diabetes

Two studies including 5213 participants diagnosed with stroke reported the association 
between diabetes and CVD [17, 29]. The POR showed that those with diabetes were 2.79 times 
more likely to have reported CVD (POR: 2.79; 95% Cl: 1.62, 4.81, I2 = 32.8%, p = 0.223) than 
those without diabetes (Table 3).

3.9.5 Hypertension

A total of two studies comprising 4534 participants diagnosed with stroke (n=4279) and 
general CVD (n=255) reported the association between hypertension and CVD [29, 30]. The POR 
revealed that those with hypertension were 3.41 times more likely to develop CVD (POR: 3.41; 
95% Cl: 1.75, 6.66, I2 = 10.5%, p = 0.290) than those without hypertension (Table 3).

3.9.6 Other risk factors

Only one study reported smoking (odds ratio [OR] = 2.59; 95% Cl: 1.18, 5.67) and physical 
inactivity (OR: 1.81; 95% Cl: 1.06, 3.10) [24], divorce (OR: 2.47; 95% Cl: 1.22, 4.97) [29], a rise in 
CD4 count (OR: 0.56; 95% Cl: 0.35, 0.88) [30], non-HDL-C levels (OR: 1.58; 95% Cl: 1.05, 2.39) 
and LDL-C/HDL-C levels (OR: 1.26; 95% Cl: 1.00, 1.59) [28] as the risk factors of CVD (Table 3).

NUMBER RISK FACTORS STUDY OR (95% CI)

1 Male gender Sarfo et al., 2018 [24] 2.10 [1.21, 3.64]

Wiredu et al., 2001 [18] 2.07 [1.75, 2.45]

Agyemang et al., 2012 [32] 1.14 [0.98, 1.27]

Overall, DL (I2 = 93.8%, p < 0.001) 1.66 [1.02, 2.70]

2 Old age Sarfo et al., 2018 [24] 1.28 [1.03, 1.60]

Sarfo et al., 2015 [31] 1.31 [1.16, 1.47]

Sarfo et al., 2017 [17] 1.41 [1.15, 1.73]

Overall, DL (12 = 0.0%, p = 0.784) 1.32 [1.21, 1.45]

3 Unemployment Sarfo et al., 2018 [24] 1.89 [1.11, 3.23]

Sanuade et al., 2019 [29] 3.78 [2.02, 7.07]

Overall, DL (I2 = 63.3%, p = 0.099) 2.62 [1.33, 5.16]

4 Diabetes Sanuade et al., 2019 [29] 3.95 [1.88, 8.30]

Sarfo et al., 2017 [17] 2.24 [1.32, 3.80]

Overall, DL (I2 = 32.8%, p = 0.223) 2.79 [1.62, 4.81]

5 Hypertension Sanuade et al., 2019 [29] 3.01 [1.77, 5.13]

Sarfo et al., 2021 [30] 8.61 [1.32, 56.04]

Overall, DL (I2 = 10.5%, p = 0.290) 3.41 [1.75, 6.66]

6 Smoking Sarfo et al., 2018 [24] 2.59 [1.18, 5.67]

7 Physical inactivity Sarfo et al., 2018 [24] 1.81 [1.06, 3.10]

8 Divorced Sanuade et al., 2019 [29] 2.47 [1.22, 4.97]

9 Rise in CD4 count Sarfo et al., 2021 [30] 0.56 [0.35, 0.88]

10 Non-HDL-C Agongo et al., 2022 [28] 1.58 [1.05, 2.39]

11 LDL-C/HDL-C levels Agongo et al., 2022 [28] 1.26 [1.00, 1.59]

Table 3 Risk factors of CVD in 
Ghana.

OR: odds ratio; CD4: clusters of 
differentiation 4; HDL-C: high-
density lipoprotein cholesterol; 
TC: total cholesterol; LDL-C: 
low-density lipoprotein 
cholesterol; DL: random-
effects DerSimonian-Laird 
model.
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4 DISCUSSION
The prevalence of CVD is particularly difficult to estimate in a population because it is a group 
of disorders of the heart and blood vessels rather than a single disease. The current systematic 
review and meta-analysis examined the pooled prevalence (PP) of CVD and risk factors in 
Ghana. Our meta-analysis showed that the PP of CVD was 10.34%, which was higher than the 
prevalence of 5.5% in SSA [10], 10.1% in the Middle East [4], the global prevalence of 4.2% 
from 1990 to 2015 [9] and 9.1% in the United States of America [37]. Our PP was also higher 
than the prevalence of 5% in a meta-analysis conducted in Ethiopia [6]. The high PP of CVD in 
Ghana is not surprising, given that the bulk of data available was from institutional settings 
(e.g., cardiac and stroke clinics). However, the PP of CVD in the current study was lower than 
what was reported in some countries from community-based studies: 24.8% in India [38], 
19.3% in China [39], 13.3% in Gabon [40], 26.1% in Lebanon [13], 23% in Tanzania [41] and 
39.2% in SSA [42]. The observed higher prevalence could be attributed to the fact that these 
studies are from single studies, while ours was based on the pooled estimate from several 
studies. There was high heterogeneity among the included studies, which was explainable by 
the significance of the subgroup analyses of the study setting, region in Ghana, diagnostic 
criteria of CVD and the presence of publication bias. The highest risk factors of CVD identified 
were hypertension and diabetes, which was confirmed by Abban et al. [8] and Keates et al. [2] 
in earlier studies in Africa.

In this review, the data showed that there was a rise in CVD prevalence from a study conducted 
in 2016, and it dropped in a study conducted in 2018. A similar finding was reported in a study 
conducted in Ethiopia, where there was a high increase in CVD prevalence from 2008 to 2013, 
and it declined in a 2015 study [6]. However, the prevalence of CVD from a systematic analysis 
of data in SSA showed no decline in CVD from 1990 to 2013 [10], as well as in the Chinese 
population from 2005 to 2020 [10] and the global prevalence from 1990 to 2019 [3]. These 
disparities across the studies could be attributed to improved medical care and public health 
interventions as well as upgraded medical technology for proper diagnosis and effective 
treatment of CVD and CVD risk factors.

In our review, we identified stroke as the most frequently reported CVD, followed by generally 
or aggregated reported CVD (see Table 3). However, in our subgroup meta-analysis of CVD 
diagnosis, hypertensive heart disease had the highest PP of 25.1%, followed by stroke (24.3%) 
and valvular heart disease (19.7%) (Table 2). In contrast, studies conducted in India [38] 
and China [39] and systematic analysis of data from SSA [10] have reported ischemic heart 
disease as the CVD with the highest prevalence. Similar to our findings, another systematic 
review and meta-analysis conducted in SSA [42] reported hypertensive heart disease as the 
CVD with the highest prevalence. Globally [3] and in several SSA countries [2], ischemic heart 
disease and stroke have been identified as the topmost CVD and result in 32% of all global 
mortality [3]. However, the diagnosis of ischaemic heart diseases in SSA is primarily based on 
electrocardiogram or echocardiogram findings, which have high sensitivity but low specificity 
compared to the use of advanced imaging techniques (coronary angiogram, radionuclear 
studies and cardiac magnetic resonance imaging) in other regions of the world. Hence, the 
diagnosis of ischaemic heart diseases or coronary artery diseases in SSA may have some 
inaccuracies or misdiagnoses and subsequently overestimate the prevalence rates in SSA [43].

We also classified the prevalence of the study based on the settings (hospital-based and 
community-based), and the PP of CVD in hospital-based settings (10.7%) was two times higher 
than that in community-based settings (5.0%). Similarly, a study conducted in Ethiopia [6] 
showed that the PP of CVD among people admitted to hospitals was 8%, four times higher than 
that of the general population (2%). However, these rates were lower than the rates found in our 
current study. The following factors could contribute to the observed disparities. First, hospital 
settings provide data on patients who are already diagnosed or at risk of CVDs or are sick. 
Second, the diagnoses of CVD in hospital settings are more accurate than those in community 
settings, which can be due to a lack of diagnostic equipment. Additionally, diagnosis in the 
community is based on symptoms and signs.

In this systematic review, we identified risk factors associated with the high prevalence of 
CVD, such as male gender, old age, unemployment, diabetes and hypertension. The higher 
prevalence of CVD in men in our study is consistent with earlier findings in China [39], the 
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United States of America [44] and Lebanon [13], which found an increased OR of CVD in males 
compared to females. Our finding, however, contradicts a study conducted using data from 
the global burden of disease in SSA [10], in a population-based cohort study in Italy [45] 
and Tanzania [41]. However, studies conducted in Ethiopia [6, 7] and Gabon [40] showed no 
association between gender and CVD. The likely reasons for the disparities are unclear but may 
be due to several factors, such as different distributions of menopausal women in the studies 
[6, 46], gender differences in health-seeking behaviour and access to CVD healthcare in Africa 
[47, 48]. For example, premenopausal women have eight to ten years of protection from heart 
disease compared with men [6, 46].

Older participants were more likely than young people to have CVD, which is consistent with 
a study conducted in Tanzania [41], Pakistan [49], Somalia [1], Lebanon [13] and Ethiopia [7]. 
The most likely explanation is that ageing has a degenerative effect on blood vessels, leading 
to increased atherosclerotic CVD, such as myocardial infarction and infarction stroke [7, 50]. 
Inconsistent with studies conducted in populations in Tanzania [41] and Ethiopia [7] that found 
no association between unemployment and CVD, the likelihood of the association between 
the unemployed and CVD was approximately three times that of the employed in our current 
study in Ghana. The likely reason for this is that unemployment leads to psychosocial stress 
and subsequently CVD [51].

Persons with diabetes mostly experience insulin resistance, which is associated with increased 
cardiovascular risk [52]. In our meta-analysis, the participants with diabetes were more likely 
to develop CVD than those without diabetes. This finding is consistent with findings reported 
in earlier systematic reviews and meta-analyses [4, 53] and studies conducted in Somalia [1], 
Lebanon [13], the United States of America [44] and Ethiopia [54]. The likely explanation is 
that hyperglycemia plays a central role in the pathogenesis of vascular diseases, as evidenced 
by the increased prevalence of atherosclerosis in people with diabetes without dyslipidemia or 
hypertension [55]. Hypertension causes pressure loading on the heart (causing hypertrophy, 
diastolic and systolic dysfunction), arrhythmias (e.g., atrial fibrillation), coronary artery diseases 
and aorta/aortic valve diseases; all these effects constitute hypertensive heart disease [8, 56]. 
This review has shown an increased likelihood of having CVD in hypertensive patients compared 
to those without hypertension. Similar findings were reported in systematic reviews and meta-
analyses [4, 53] and studies conducted in Lebanon [13], Gabon [40], the United States of 
America [44], Ethiopia [7] and Tanzania [41]. Hypertension is the top killer and main cause of 
admissions, with 67% of all deaths in KBTH, Ghana [8].

5 STRENGTHS AND LIMITATIONS
The strength of this study is that it is the first meta-analysis focused on the PP of CVD and the risk 
factors in Ghana. The findings are beneficial to policymakers such as the Ghana Heart Initiative 
for health decision-making and policy guidelines for the prevention and management of CVD and 
its risk factors. However, some limitations need to be considered. First, the studies included in 
this review differed in setting, design, region, diagnosis and year of study. Second, the study also 
spans from 1954, diagnostic procedures have evolved, and differences in diagnostic procedures 
may also affect the observed prevalence of CVD. Third, we also observed significant heterogeneity 
between the studies; therefore, care should be taken when interpreting the PP estimates.

6 CONCLUSION AND RECOMMENDATION
Our findings show a high prevalence of CVD in Ghana. The risk factors identified were male 
gender, older, unemployed, diabetic and hypertensive were positively associated with CVD. 
This study’s findings suggest the need for prevention and treatment initiatives to reduce the 
CVD burden in Ghana. Future studies should provide detailed descriptions of CVD, and their 
risk factors in Ghana, ideally from community settings, to assess the actual burden of CVD in 
Ghana. Furthermore, future studies should use the same diagnostic criteria used in the present 
study such as ICD-10-CM updated 2023 and WHF Roadmap for Heart Failure to diagnose CVD 
which would improve comparability.
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ABBREVIATIONS
CVD: Cardiovascular Disease

PP: Pooled Prevalence

LMICs: Low-Middle-Income Countries

SSA: Sub-Saharan Africa

WHO: World Health Organization

POR: Pooled Odds Ratio

DL: DerSimonian-Laird model

CAD: Coronary Artery Disease

PAD: Peripheral Arterial Disease

RHD: Rheumatic Heart Disease

DVT: Deep Vein Thrombosis

CHD: Congenital Heart Disease

PE: Pulmonary Embolism

DATA ACCESSIBILITY STATEMENT
The manuscript contains all pertinent information.

ADDITIONAL FILES
The additional files for this article can be found as follows:

•	 Supplementary file Table 1. The search strategy of the databases (page 1). DOI: https://
doi.org/10.5334/gh.1307.s1

•	 Supplementary file Table 2. Quality assessment of the included studies (pages 2–3). DOI: 
https://doi.org/10.5334/gh.1307.s2

•	 Supplementary file Figure 1. Funnel plot for risk of publication bias for the pooled 
prevalence of CVD in Ghana (page 4). DOI: https://doi.org/10.5334/gh.1307.s3

•	 Supplementary file Table 3. Meta-regression analysis of identified sources of heterogeneity 
of CVD in the current meta-analysis (page 5). DOI: https://doi.org/10.5334/gh.1307.s4

•	 Supplementary file Table 4. Sensitivity analysis for a single study influences the overall 
study of CVD prevalence in Ghana (pages 6–8). DOI: https://doi.org/10.5334/gh.1307.s5

COMPETING INTERESTS
The authors have no competing interests to declare.

AUTHOR CONTRIBUTIONS
AD, VB, FA, PA, MAA and AG were involved in the study conception. LST and AD reviewed search 
results and completed data extraction. LST and AD drafted the manuscript and VB, FA, PA, MAA, 
AG, RJGP and CA critically revised it. All authors have given final approval of the published version.

AUTHOR AFFILIATIONS
Alfred Doku  orcid.org/0000-0003-4535-8965 
Department of Medicine and Therapeutics, University of Ghana Medical School, Accra, Ghana; Department 
of Public and Occupational Health, University of Amsterdam Medical Centre, University of Amsterdam, 
Netherlands; National Cardiothoracic Centre, Korle-Bu Teaching Hospital, Accra, Ghana

Lawrence Sena Tuglo  orcid.org/0000-0001-8695-2384 
Department of Nutrition and Dietetics, School of Allied Health Sciences, University of Health and Allied 
Sciences, Ho, Ghana; Department of Epidemiology, School of Public Health, Nantong University, 9 Seyuan 
Road, Nantong, Jiangsu, China

https://doi.org/10.5334/gh.1307.s1
https://doi.org/10.5334/gh.1307.s1
https://doi.org/10.5334/gh.1307.s2
https://doi.org/10.5334/gh.1307.s3
https://doi.org/10.5334/gh.1307.s4
https://doi.org/10.5334/gh.1307.s5
https://orcid.org/0000-0003-4535-8965
https://orcid.org/0000-0003-4535-8965
https://orcid.org/0000-0001-8695-2384
https://orcid.org/0000-0001-8695-2384


14Doku et al. 
Global Heart  
DOI: 10.5334/gh.1307

Vincent Boima  orcid.org/0000-0002-0562-6307 
Department of Medicine and Therapeutics, University of Ghana Medical School, Accra, Ghana; Department 
of Public and Occupational Health, University of Amsterdam Medical Centre, University of Amsterdam, 
Netherlands

Francis Agyekum  orcid.org/0000-0002-7901-168X 
Department of Medicine and Therapeutics, University of Ghana Medical School, Accra, Ghana

Pearl Aovare  orcid.org/0000-0002-9667-2076 
Department of Public and Occupational Health, University of Amsterdam Medical Centre, University of 
Amsterdam, Netherlands

Martha Ali Abdulai  orcid.org/0000-0002-3469-2610 
Kintampo Health Research Centre, Research and Development Division, Ghana Health Service, P.O Box 
200, Kintampo-B/E, Ghana

Anthony Godi  orcid.org/0000-0002-7892-4495 
Department of Biostatistics, School of Public Health, College of Health Sciences, University of Ghana, 
Accra, Ghana

Ron J.G. Peters 
Department of Cardiology, University Amsterdam Medical Center, University of Amsterdam, Netherlands

Charles Agyemang  orcid.org/0000-0002-3882-7295 
Department of Public and Occupational Health, University of Amsterdam Medical Centre, University of 
Amsterdam, Netherlands

REFERENCES
1. Westgard B, Martinson BC, Maciosek M, Brown M, Xu Z, Farah F, et al. Prevalence of cardiovascular 

disease and risk factors among Somali immigrants and refugees. J Immigr Minor Heal. 2021; 23: 

680–8. DOI: https://doi.org/10.1007/s10903-020-01078-3

2. Keates AK, Mocumbi AO, Ntsekhe M, Sliwa K, Stewart S. Cardiovascular disease in Africa: 

epidemiological profile and challenges. Nat Rev Cardiol. 2017; 14: 273–93. DOI: https://doi.

org/10.1038/nrcardio.2017.19

3. Roth GA, Mensah GA, Johnson CO, Addolorato G, Ammirati E, Baddour LM, et al. Global burden 

of cardiovascular diseases and risk factors, 1990–2019: update from the GBD 2019 study. J Am Coll 

Cardiol. 2020; 76: 2982–3021. DOI: https://doi.org/10.1016/j.jacc.2020.11.010

4. Bhagavathula AS, Shehab A, Ullah A, Rahmani J. The burden of cardiovascular disease risk factors 

in the Middle East: A systematic review and meta-analysis focusing on primary prevention. Curr Vasc 

Pharmacol. 2021; 19: 379–89. DOI: https://doi.org/10.2174/1573406416666200611104143

5. World Health Organization. Cardiovascular diseases (CVDs). https://www.who.int/news-room/fact-

sheets/detail/cardiovascular-diseases-(cvds). 2021; September 9, 2023.

6. Angaw DA, Ali R, Tadele A, Shumet S. The prevalence of cardiovascular disease in Ethiopia: a 

systematic review and meta-analysis of institutional and community-based studies. BMC Cardiovasc 

Disord. 2021; 21: 1–9. DOI: https://doi.org/10.1186/s12872-020-01828-z

7. Regassa LD, Tola A, Ayele Y. Prevalence of cardiovascular disease and associated factors among 

type 2 diabetes patients in selected hospitals of Harari region, eastern Ethiopia. Front Public Heal. 

2021; 8: 1–9. DOI: https://doi.org/10.3389/fpubh.2020.532719

8. Abban HA, Harrison OA, Vuvor F, Samuel O–N, Asiedu MS. Risk Factors for Cardiovascular Diseases 

in Ghana. Sci Dev J. 2021; 5: 1–11.

9. Roth GA, Johnson C, Abajobir A, AbdAllah F, Abera SF, Abyu G, et al. Global, regional, and national 

burden of cardiovascular diseases for 10 causes, 1990 to 2015. J Am Coll Cardiol. 2017; 70: 1–25. 

DOI: https://doi.org/10.1016/j.jacc.2017.04.052

10. Mensah GA, Sampson UKA, Roth GA, Forouzanfar MH, Naghavi M, Murray CJL, et al. Mortality from 

cardiovascular diseases in sub-Saharan Africa, 1990–2013: a systematic analysis of data from the 

Global Burden of Disease Study 2013. Cardiovasc J Afr. 2015; 26: 6–10. DOI: https://doi.org/10.5830/

CVJA-2015-036

11. Roth GA, Forouzanfar MH, Moran AE, Barber R, Nguyen G, Feigin VL, et al. Demographic and 

epidemiologic drivers of global cardiovascular mortality. N Engl J Med. 2015; 372: 1333–41. DOI: 

https://doi.org/10.1056/NEJMoa1406656

12. Reynolds I, Page RL, Boxer RS. Cardiovascular health and healthy aging. In: Coll PP (ed.), Healthy 

Aging: A Complete Guide to Clinincal Management. London: Springer; 2019; 31–51. DOI: https://doi.

org/10.1007/978-3-030-06200-2_5

13. Boulle P, SibourdBaudry A, Ansbro É, Prieto Merino D, Saleh N, Zeidan RK, et al. Cardiovascular 

Disease among Syrian refugees: a descriptive study of patients in two Medecins Sans Frontieres clinics 

in northern Lebanon. Confl Health. 2019; 13: 1–11. DOI: https://doi.org/10.1186/s13031-019-0217-x

14. Doku A, Tuglo LS, Chilunga F, Edzeame J, Peters RJG, Agyemang C. A Multilevel and Multicenter 

Assessment of Health Care System Capacity to Manage Cardiovascular Diseases in Africa: A Baseline 

Study of the Ghana Heart Initiative. 2023; 23: 1–9. DOI: https://doi.org/10.1186/s12872-023-03430-5

https://orcid.org/0000-0002-0562-6307
https://orcid.org/0000-0002-0562-6307
https://orcid.org/0000-0002-7901-168X
https://orcid.org/0000-0002-7901-168X
https://orcid.org/0000-0002-9667-2076
https://orcid.org/0000-0002-9667-2076
https://orcid.org/0000-0002-3469-2610
https://orcid.org/0000-0002-3469-2610
https://orcid.org/0000-0002-7892-4495
https://orcid.org/0000-0002-7892-4495
https://orcid.org/0000-0002-3882-7295
https://orcid.org/0000-0002-3882-7295
https://doi.org/10.1007/s10903-020-01078-3
https://doi.org/10.1038/nrcardio.2017.19
https://doi.org/10.1038/nrcardio.2017.19
https://doi.org/10.1016/j.jacc.2020.11.010
https://doi.org/10.2174/1573406416666200611104143
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://doi.org/10.1186/s12872-020-01828-z
https://doi.org/10.3389/fpubh.2020.532719
https://doi.org/10.1016/j.jacc.2017.04.052
https://doi.org/10.5830/CVJA-2015-036
https://doi.org/10.5830/CVJA-2015-036
https://doi.org/10.1056/NEJMoa1406656
https://doi.org/10.1007/978-3-030-06200-2_5
https://doi.org/10.1007/978-3-030-06200-2_5
https://doi.org/10.1186/s13031-019-0217-x
https://doi.org/10.1186/s12872-023-03430-5


15Doku et al. 
Global Heart  
DOI: 10.5334/gh.1307

15. Akumiah FK, Yakubu AS, Ahadzi D, Tuglo LS, Mishra S, Mohapatra RK, et al. Cardiovascular Care in 

Africa–Cost Crisis and the Urgent Need for Contextual Health Service Solutions. Glob Heart. 2023; 18: 

1–3. DOI: https://doi.org/10.5334/gh.1259

16. Amoah AGB, Kallen C. Aetiology of heart failure as seen from a National Cardiac Referral Centre in 

Africa. Cardiology. 2000; 93: 11–8. DOI: https://doi.org/10.1159/000006996

17. Sarfo FS, Akassi J, Kyem G, Adamu S, Awuah D, Kantanka OS, et al. Long-Term Outcomes of 

Stroke in a Ghanaian Outpatient Clinic. J Stroke Cerebrovasc Dis. 2018; 27: 1090–9. DOI: https://doi.

org/10.1016/j.jstrokecerebrovasdis.2017.11.017

18. Wiredu EK, Nyame PK. Stroke-related mortality at Korle Bu Teaching Hospital, Accra, Ghana. East Afr 

Med J. 2001; 78: 180–4. DOI: https://doi.org/10.4314/eamj.v78i4.9059

19. Edingion GM. Cardiovascular disease as a cause of death in the Gold Coast African. Trans R Soc Trop 

Med Hyg. 1954; 48: 419–25. DOI: https://doi.org/10.1016/0035-9203(54)90143-1

20. Sanuade OA, Anarfi JK, deGraft Aikins A, Koram KA. Patterns of Cardiovascular Disease Mortality in 

Ghana. Ethn Dis. 2014; 24: 55–9.

21. EntsuaMensah K, Doku A, Adzamli I. The National Cardiothoracic Centre, Accra Ghana: proceedings 

of the second International Update Course in Cardiology-improving the coverage of cardiology 

services. Pan Afr Med J. 2012; 11: 1–3.

22. Hoy D, Brooks P, Woolf A, Blyth F, March L, Bain C, et al. Assessing risk of bias in prevalence studies: 

modification of an existing tool and evidence of interrater agreement. J Clin Epidemiol. 2012; 65: 

934–9. DOI: https://doi.org/10.1016/j.jclinepi.2011.11.014

23. Noubiap JJ, Agbor VN, Bigna JJ, Kaze AD, Nyaga UF, Mayosi BM. Prevalence and progression 

of rheumatic heart disease: a global systematic review and meta-analysis of population-based 

echocardiographic studies. Sci Rep. 2019; 9: 1–14. DOI: https://doi.org/10.1038/s41598-019-53540-4

24. Sarfo FS, Mobula LM, PlangeRhule J, Ansong D, OforiAdjei D. Incident stroke among Ghanaians 

with hypertension and diabetes: A multicenter, prospective cohort study. J Neurol Sci. 2018; 395: 

17–24. DOI: https://doi.org/10.1016/j.jns.2018.09.018

25. Owusu IK, AcheamfourAkowuah E. Pattern of cardiovascular diseases as seen in an out-patient 

cardiac clinic in Ghana. World J Cardiovasc Dis. 2018; 8: 70–84. DOI: https://doi.org/10.4236/

wjcd.2018.81008

26. Sarfo FS, Akassi J, Badu E, Okorozo A, Ovbiagele B, Akpalu A. Profile of neurological disorders 

in an adult neurology clinic in Kumasi, Ghana. eNeurologicalSci. 2016; 3: 69–74. DOI: https://doi.

org/10.1016/j.ensci.2016.03.003

27. HayfronBenjamin CF, van den Born BJ, Maitlandvan der Zee AH, Amoah AGB, van der 
Linden EL, Stronks K, et al. Higher prevalence of peripheral arterial disease in Ghana compared to 

Ghanaian migrants in Europe: The RODAM study. Int J Cardiol. 2020; 305: 127–34. DOI: https://doi.

org/10.1016/j.ijcard.2019.12.028

28. Agongo G, Raal F, Nonterah EA, Debpuur C, Oduro AR, Ramsay M, et al. Non-HDL-C and LDL-C/

HDL-C are associated with self-reported cardiovascular disease in a rural West African population: 

Analysis of an array of lipid metrics in an AWI-Gen sub-study. PLoS One. 2022; 17: 1–4. DOI: https://

doi.org/10.1371/journal.pone.0278375

29. Sanuade OA, Dodoo FNA, Koram K, deGraft Aikins A. Prevalence and correlates of stroke among 

older adults in Ghana: Evidence from the Study on Global AGEing and adult health (SAGE). PLoS One. 

2019; 14: 1–17. DOI: https://doi.org/10.1371/journal.pone.0212623

30. Sarfo FS, Norman B, Appiah L, Ovbiagele B. Factors associated with incidence of stroke and heart 

failure among people living with HIV in Ghana: Evaluating Vascular Event Risk while on Long-Term 

Antiretroviral Suppressive Therapy (EVERLAST) Study. J Clin Hypertens. 2021; 23: 1252–9. DOI: https://

doi.org/10.1111/jch.14255

31. Sarfo FS, Akassi J, Awuah D, Adamu S, Nkyi C, Owolabi M, et al. Trends in stroke admission and 

mortality rates from 1983 to 2013 in central Ghana. J Neurol Sci. 2015; 357: 240–5. DOI: https://doi.

org/10.1016/j.jns.2015.07.043

32. Agyemang C, AttahAdjepong G, OwusuDabo E, DeGraft Aikins A, Addo J, Edusei AK, et al. Stroke 

in Ashanti region of Ghana. Ghana Med J. 2012; 46: 12–7.

33. Amoah A. Spectrum of cardiovascular disorders in a national referral centre, Ghana. East Afr Med J. 

2000; 77: 648–53. DOI: https://doi.org/10.4314/eamj.v77i12.46763

34. Haddock DRW. Cerebrovascular accidents in Ghana. Trans R Soc Trop Med Hyg. 1970; 64: 300–10. 

DOI: https://doi.org/10.1016/0035-9203(70)90141-0

35. International Classification of Diseases (ICD). International Classification of Diseases, 10th 

Revision, Clinical Modification (ICD-10-CM) Official Guidelines for Coding and Reporting FY 2023 – 

UPDATED April 1, 2023 (October 1, 2022 – September 30, 2023). Available at: https://www.cms.gov/

files/document/fy-2023-icd-10-cm-coding-guidelines-updated-01/11/2023.pdf.

36. Ferreira JP, Kraus S, Mitchell S, Perel P, Piñeiro D, Chioncel O, et al. World Heart Federation 

Roadmap for Heart Failure. Glob Heart. 2019; 14: 197–214. DOI: https://doi.org/10.1016/j.

gheart.2019.07.004

https://doi.org/10.5334/gh.1259
https://doi.org/10.1159/000006996
https://doi.org/10.1016/j.jstrokecerebrovasdis.2017.11.017
https://doi.org/10.1016/j.jstrokecerebrovasdis.2017.11.017
https://doi.org/10.4314/eamj.v78i4.9059
https://doi.org/10.1016/0035-9203(54)90143-1
https://doi.org/10.1016/j.jclinepi.2011.11.014
https://doi.org/10.1038/s41598-019-53540-4
https://doi.org/10.1016/j.jns.2018.09.018
https://doi.org/10.4236/wjcd.2018.81008
https://doi.org/10.4236/wjcd.2018.81008
https://doi.org/10.1016/j.ensci.2016.03.003
https://doi.org/10.1016/j.ensci.2016.03.003
https://doi.org/10.1016/j.ijcard.2019.12.028
https://doi.org/10.1016/j.ijcard.2019.12.028
https://doi.org/10.1371/journal.pone.0278375
https://doi.org/10.1371/journal.pone.0278375
https://doi.org/10.1371/journal.pone.0212623
https://doi.org/10.1111/jch.14255
https://doi.org/10.1111/jch.14255
https://doi.org/10.1016/j.jns.2015.07.043
https://doi.org/10.1016/j.jns.2015.07.043
https://doi.org/10.4314/eamj.v77i12.46763
https://doi.org/10.1016/0035-9203(70)90141-0
https://www.cms.gov/files/document/fy-2023-icd-10-cm-coding-guidelines-updated-01/11/2023.pdf
https://www.cms.gov/files/document/fy-2023-icd-10-cm-coding-guidelines-updated-01/11/2023.pdf
https://doi.org/10.1016/j.gheart.2019.07.004
https://doi.org/10.1016/j.gheart.2019.07.004


16Doku et al. 
Global Heart  
DOI: 10.5334/gh.1307

TO CITE THIS ARTICLE:
Doku A, Tuglo LS, Boima V, 
Agyekum F, Aovare P, Ali 
Abdulai M, Godi A, Peters 
RJG, Agyemang C. Prevalence 
of Cardiovascular Disease 
and Risk Factors in Ghana: A 
Systematic Review and Meta-
analysis. Global Heart. 2024; 
19(1): 21. DOI: https://doi.
org/10.5334/gh.1307

Submitted: 22 April 2023 
Accepted: 05 February 2024 
Published: 20 February 2024

COPYRIGHT:
© 2024 The Author(s). This is an 
open-access article distributed 
under the terms of the Creative 
Commons Attribution 4.0 
International License (CC-BY 
4.0), which permits unrestricted 
use, distribution, and 
reproduction in any medium, 
provided the original author 
and source are credited. See 
http://creativecommons.org/
licenses/by/4.0/.

Global Heart is a peer-reviewed 
open access journal published 
by Ubiquity Press.

37. Chen Z, He J, Shi W. Association between urinary environmental phenols and the prevalence of 

cardiovascular diseases in US adults. Environ Sci Pollut Res. 2022; 29: 42947–54. DOI: https://doi.

org/10.1007/s11356-021-18323-3

38. Prabhakaran D, Jeemon P, Roy A. Cardiovascular diseases in India: current epidemiology and future 

directions. Circulation. 2016; 133: 1605–20. DOI: https://doi.org/10.1161/CIRCULATIONAHA.114.008729

39. Wang W, Liu Y, Liu J, Yin P, Wang L, Qi J, et al. Mortality and years of life lost of cardiovascular 

diseases in China, 2005–2020: Empirical evidence from national mortality surveillance system. Int J 

Cardiol. 2021; 340: 105–12. DOI: https://doi.org/10.1016/j.ijcard.2021.08.034

40. Ngoungou EB, Aboyans V, Kouna P, Makandja R, Ecke Nzengue JE, Allogho CN, et al. Prevalence 

of cardiovascular disease in Gabon: A population study. Arch Cardiovasc Dis. 2012; 105: 77–83. DOI: 

https://doi.org/10.1016/j.acvd.2011.12.005

41. Roman W, Martin H, Nkya E. Assessment of risk factors for cardiovascular diseases among patients 

attending cardiac clinic at a referral hospital in Tanzania. J. Xiangya Med. 2019; 4: 1–14. https://jxym.

amegroups.org/article/view/5127/html. DOI: https://doi.org/10.21037/jxym.2019.03.05

42. Agbor VN, Essouma M, Ntusi NAB, Nyaga UF, Bigna JJ, Noubiap JJ. Heart failure in sub-Saharan 

Africa: a contemporaneous systematic review and meta-analysis. Int J Cardiol. 2018; 257: 207–15. 

DOI: https://doi.org/10.1016/j.ijcard.2017.12.048

43. Onen CL. Epidemiology of ischaemic heart disease in sub-Saharan Africa. Cardiovasc J Afr. 2013; 24: 

34–42. DOI: https://doi.org/10.5830/CVJA-2012-071

44. Tran DMT, Lekhak N, Gutierrez K, Moonie S. Risk factors associated with cardiovascular disease 

among adult Nevadans. PLoS One. 2021; 16: 1–11. DOI: https://doi.org/10.1371/journal.pone.0247105

45. Ballotari P, Venturelli F, Greci M, Giorgi Rossi P, Manicardi V. Sex differences in the effect of type 

2 diabetes on major cardiovascular diseases: results from a population-based study in Italy. Int J 

Endocrinol. 2017; 1: 1–10. DOI: https://doi.org/10.1155/2017/6039356

46. Towfighi A, Zheng L, Ovbiagele B. Sex-specific trends in midlife coronary heart disease 

risk and prevalence. Arch Intern Med. 2009; 169: 1762–6. DOI: https://doi.org/10.1001/

archinternmed.2009.318

47. Etienne CF. Addressing masculinity and men’s health to advance universal health and gender equality. 

Revista Panamericana de Salud Pública. 2019; 42: 1–2. DOI: https://doi.org/10.26633/RPSP.2018.196

48. Minja NW, Nakagaayi D, Aliku TO, Zhang W, Ssinabulya I, Nabaale J, et al. Cardiovascular diseases 

in Africa in the 21st century: Gaps and Priorities going forward. Front Cardiovasc Med. 2022; 9: 1–20. 

DOI: https://doi.org/10.3389/fcvm.2022.1008335

49. Akhtar S, Asghar N. Risk factors of cardiovascular disease in district Swat. J Pak Med Assoc. 2015; 65: 

1001–4.

50. North BJ, Sinclair DA. The intersection between aging and cardiovascular disease. Circ Res. 2012; 

110: 1097–108. DOI: https://doi.org/10.1161/CIRCRESAHA.111.246876

51. Tapia Granados JA, Christine PJ, Ionides EL, Carnethon MR, Diez Roux A V, Kiefe CI, et al. 
Cardiovascular risk factors, depression, and alcohol consumption during joblessness and during 

recessions among young adults in CARDIA. Am J Epidemiol. 2018; 187: 2339–45. DOI: https://doi.

org/10.1093/aje/kwy127

52. Tuglo LS. Comparison of adiposity anthropometric indices and their associations with visceral fat 

levels determined by bioelectrical impedance analysis among diabetic patients. Sci Rep. 2022; 12: 

1–9. DOI: https://doi.org/10.1038/s41598-022-22848-z

53. AlRousan T, AlHeresh R, Saadi A, ElSabrout H, Young M, Benmarhnia T, et al. Epidemiology of 

cardiovascular disease and its risk factors among refugees and asylum seekers: Systematic review 

and meta-analysis. Int J Cardiol Cardiovasc Risk Prev. 2022; 12: 1–7. DOI: https://doi.org/10.1016/j.

ijcrp.2022.200126

54. Tesfaye A, Josef H, Wube TB, Girma Z, Negasa B, Muche T, et al. Magnitude of, and factors 

associated with cardiovascular disease among type two diabetes mellitus patients. Diabetes, Metab 

Syndr Obes Targets Ther. 2020; 13: 4123–4129. DOI: https://doi.org/10.2147/DMSO.S254883

55. Tuglo LS. Prevalence and determinants of lower extremity amputations among type I and type 

II diabetic patients: A multicenter-based study. Int Wound J. 2022; 19: 1–7. DOI: https://doi.

org/10.1111/iwj.13935

56. SzuszkiewiczGarcia MM, Davidson JA. Cardiovascular disease in diabetes mellitus: risk factors 

and medical therapy. Endocrinol Metab Clin. 2014; 43: 25–40. DOI: https://doi.org/10.1016/j.

ecl.2013.09.001

https://doi.org/10.5334/gh.1307
https://doi.org/10.5334/gh.1307
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s11356-021-18323-3
https://doi.org/10.1007/s11356-021-18323-3
https://doi.org/10.1161/CIRCULATIONAHA.114.008729
https://doi.org/10.1016/j.ijcard.2021.08.034
https://doi.org/10.1016/j.acvd.2011.12.005
https://jxym.amegroups.org/article/view/5127/html
https://jxym.amegroups.org/article/view/5127/html
https://doi.org/10.21037/jxym.2019.03.05
https://doi.org/10.1016/j.ijcard.2017.12.048
https://doi.org/10.5830/CVJA-2012-071
https://doi.org/10.1371/journal.pone.0247105
https://doi.org/10.1155/2017/6039356
https://doi.org/10.1001/archinternmed.2009.318
https://doi.org/10.1001/archinternmed.2009.318
https://doi.org/10.26633/RPSP.2018.196
https://doi.org/10.3389/fcvm.2022.1008335
https://doi.org/10.1161/CIRCRESAHA.111.246876
https://doi.org/10.1093/aje/kwy127
https://doi.org/10.1093/aje/kwy127
https://doi.org/10.1038/s41598-022-22848-z
https://doi.org/10.1016/j.ijcrp.2022.200126
https://doi.org/10.1016/j.ijcrp.2022.200126
https://doi.org/10.2147/DMSO.S254883
https://doi.org/10.1111/iwj.13935
https://doi.org/10.1111/iwj.13935
https://doi.org/10.1016/j.ecl.2013.09.001
https://doi.org/10.1016/j.ecl.2013.09.001

