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Stroke risk factors in an incident population in urban 
and rural Tanzania: a prospective, community-based, 
case-control study
Richard W Walker, Ahmed Jusabani, Eric Aris, William K Gray, Nigel Unwin, Mark Swai, George Alberti, Ferdinand Mugusi

Summary
Background The burden of stroke on health systems in low-income and middle-income countries is increasing. 
However, high-quality data for modifi able stroke risk factors in sub-Saharan Africa are scarce, with no community-
based, case-control studies previously published. We aimed to identify risk factors for stroke in an incident population 
from rural and urban Tanzania.

Methods Stroke cases from urban Dar-es-Salaam and the rural Hai district were recruited in a wider study of stroke 
incidence between June 15, 2003, and June 15, 2006. We included cases with fi rst-ever and recurrent stroke. 
Community-acquired controls recruited from the background census populations of the two study regions were 
matched with cases for age and sex and were interviewed and assessed. Data relating to medical and social history 
were recorded and blood samples taken.

Findings We included 200 stroke cases (69 from Dar-es-Salaam and 131 from Hai) and 398 controls (138 from Dar-es-
Salaam and 260 from Hai). Risk factors were similar at both sites, with previous cardiac event (odds ratio [OR] 7·39, 
95% CI 2·42–22·53; p<0·0001), HIV infection (5·61, 2·41–13·09; p<0·0001), a high ratio of total cholesterol to HDL 
cholesterol (4·54, 2·49–8·28; p<0·0001), smoking (2·72, 1·49–4·96; p=0·001), and hypertension (2·14, 1·09–4·17; 
p=0·026) identifi ed as signifi cant independent risk factors for stroke. In Hai, additional risk factors of diabetes (4·04, 
1·29–12·64) and low HDL cholesterol (9·84, 4·06–23·84) were also signifi cant.

Interpretation We have identifi ed many of the risk factors for stroke already reported for other world regions. HIV 
status was an independent risk factor for stroke within an antiretroviral-naive population. Clinicians should be aware 
of the increased risk of stroke in people with HIV, even in the absence of antiretroviral treatment.

Funding The Wellcome Trust.

Introduction
The burden of stroke in sub-Saharan Africa is in creas-
ing.1,2 Because prevention is likely to be the most eff ective 
way to reduce this burden, identifi cation and 
quantifi cation of stroke risk factors, particularly those 
that are modifi able, is of interest. The international, 
multicentre, INTERSTROKE study3 of 3000 cases and 
3000 controls from 22 countries identifi ed ten risk factors 
that accounted for 90% of the risk of stroke in those 
countries. These risk factors were history of hypertension, 
current smoking, high waist-to-hip ratio, poor diet, 
absence of regular physical activity, diabetes mellitus, 
high alcohol intake, psychosocial stress and depression, 
cardiac causes, and apolipoprotein ratio. The study 
included four countries in sub-Saharan Africa: South 
Africa, Nigeria, Mozambique, and Uganda. History of 
hypertension or blood pressure higher than 
160/90 mm Hg was the biggest risk factor overall and 
had the highest odds ratio (OR) in the 323 African cases 
(3·89 overall [99% CI 3·33–4·54] and 4·96 [99% CI 
3·11–7·91] in African cases). However, all included 
patients with stroke had to present at hospital within 
5 days of symptom onset and undergo a CT or MRI scan 
of the brain within 1 week. Such imaging facilities are 

unlikely to be widely available or aff ordable to patients in 
sub-Saharan Africa, and those who undergo CT scan are 
unlikely to be representative of the wider population of 
patients with incident stroke. We have previously shown 
that only a few patients with stroke present to hospital in 
sub-Saharan Africa, and, in many of the most severe 
cases, patients die soon after onset.4,5

Several studies from high-income countries have 
shown that black and white populations from the same 
region have diff erent risk-factor profi les for stroke, with 
hypertension and diabetes mellitus being much more 
prevalent risk factors in black populations, and cardiac 
abnormalities and smoking more prevalent in white 
populations.6,7 However, data from sub-Saharan Africa 
are scarce. Investigators of the Berlin–Ibadan stroke 
study8 compared risk factors for hospital admissions for 
stroke in Berlin, Germany, with those in Ibadan, Nigeria. 
Hypertension was signifi cantly more common in the 
Ibadan cohort, whereas smoking, high cholesterol, 
atherosclerosis, and cardiac abnormalities were more 
common in patients from Berlin. Amu and colleagues9 
assessed 80 patients with stroke and 80 controls recruited 
from hospital admissions in Nigeria. Hypertension, 
diabetes mellitus, atrial fi brillation, obesity, physical 

Lancet Glob Health 2013; 
1: e282–88

See Comment page e241

Copyright © Walker et al.  

See Online for a podcast 
interview with Richard W Walker

North Tyneside General 
Hospital, North Shields, UK 
(Prof R W Walker MD, 
W K Gray PhD); Institute of 
Health and Society, Newcastle 
University, Newcastle-upon-
Tyne, UK (Prof R W Walker); 
Kilimanjaro Christian Medical 
Centre, Moshi, Tanzania 
(A Jusabani MD, M Swai MD); 
Department of Neurology, 
Muhimbili University Hospital, 
Dar-es-Salaam, Tanzania 
(E Aris MD); Faculty of Medical 
Sciences, Cave Hill Campus, 
University of the West Indies, 
Barbados (Prof N Unwin DM); 
Department of Endocrinology 
and Metabolism, St Mary’s 
Campus, Imperial College, 
London, UK (Prof G Alberti PhD); 
and Department of Medicine, 
Muhimbili University College 
Hospital, Dar-es-Salaam, 
Tanzania (F Mugusi MD)

Correspondence to:
Prof Richard W Walker, 
Department of Medicine, North 
Tyneside General Hospital, North 
Shields, Tyne and Wear 
NE29 8NH, UK
richard.walker@nhct.nhs.uk

Open access under 
CC BY-NC-ND license.

http://crossmark.crossref.org/dialog/?doi=10.1016/S2214-109X(13)70068-8&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/


Articles

e283 www.thelancet.com/lancetgh   Vol 1   November 2013

inactivity, and smoking were signifi cant risk factors for 
stroke, whereas concentrations of serum cholesterol, 
alcohol consumption, and dietary habits had no increased 
odds of stroke for cases versus controls. These results are 
similar to those of Danesi and colleagues10 in a previous 
hospital-based study in Lagos, Nigeria; however, fi ndings 
from that study showed raised serum cholesterol and low 
socioeconomic class as additional risk factors.

We are not aware of any previous community-based, 
case-control studies of risk factors for stroke in sub-
Saharan Africa. We did a case-control study to investigate 
the role of potential risk factors for stroke in an incident 
group of patients with stroke from an urban and rural 
region of Tanzania.

Methods
Study design and participants
Participants in the present study were part of a wider 
study of stroke incidence4 in which patients were recruited 
from June 15, 2003, to June 15, 2006. The study was done 
at two sites: the rural Hai district in northern Tanzania, 
and urban Dar-es-Salaam, Tanzania’s largest city and its 
commercial capital. The Hai district site is a region of 
52 villages, with an economy based on subsistence 
farming, with cash crops such as coff ee also grown. The 
Dar-es-Salaam site was chosen to be representative of the 
socioeconomic profi le and living conditions within the 
city, with a mixture of planned and unplanned housing. 
Both sites were set up in the 1990s as Demographic 
Surveillance Sites (DSS) for use in the Adult Morbidity 
and Mortality Project (AMMP) for epidemiological 
monitoring by the Tanzanian government. Key results 
from the AMMP have been previously published.11

The wider incidence study used two methods of case 
ascertainment: the Tanzanian Stroke Incidence Project 
(TSIP) and verbal autopsy.4 Our study here is based on 
consecutive cases recruited via TSIP who survived long 
enough to undergo assessment. We used the standard 
WHO defi nition of stroke and included patients with 
fi rst-ever and recurrent stroke. To maximise recruitment 
and reduce selection bias, the TSIP study was extensively 
advertised within the study regions and paid for 
participants to attend hospital and receive treatment for 
the fi rst year after stroke. A programme of awareness 
raising via census enumerators, local health-care 
workers, and community leaders was also done. Any 
possible cases of incident stroke were notifi ed, via the 
enumerators, to clinical offi  cer supervisors for the study 
as soon as possible so they could be assessed in their own 
homes. This prompt notifi cation was particularly 
important for those making a rapid recovery from stroke. 
Individuals thought to have had a stroke were transferred 
to hospital for further investigation led by a local 
physician (EA or AJ).

Controls were recruited from the background census 
population of the Hai and Dar-es-Salaam DSS. They were 
identifi ed from the census list and frequency matched to 

cases for age (plus or minus 3 years) and sex. A list of 
possible controls was produced with a random number 
generator. The controls were randomly assigned a 
preference and visited in order. If a control was 
unavailable or refused to participate the next person on 
the list was visited and so forth, until suffi  cient controls 
had been recruited. All participants were given an 
identifi cation number to ensure that testing of blood 
samples was done anonymously.

Ethics approval for the TSIP study was obtained from 
the National Institute of Medical Research, Dar-es-
Salaam, and from the Newcastle and North Tyneside Joint 
Ethics Committee, UK. Approval included blood sampling 
and anonymous HIV testing. Each participant provided 
signed informed consent. We obtained a thumbprint for 
participants who could not read or write, and the purpose 
and implications of the study were verbally explained. 
When patients were unable to provide consent, written 
assent was obtained from a close relative.

Measurement of risk factors
Cases and controls were interviewed in as similar a way as 
possible by members of the study team (supervised by EA 
or AJ) who had received specifi c training in the data 
collection process. The same proforma was used, although 
sections relating to the stroke itself were not completed for 
controls. Patients were interviewed in hospital and controls 
in their nearest health facility or at home. Demographic 
information, social history, and past medical history were 
recorded. Collection of accurate information about age can 
be diffi  cult in sub-Saharan Africa; thus, age was calculated 
from birth year and confi rmed with memory prompts 
when the year of birth was in doubt.12 All participants 
underwent a medical assessment and examination. Post-
stroke impairment was assessed with the modifi ed Rankin 
scale.13 Blood pressure was recorded at least 7 days after 
stroke to allow for the fact that blood pressure can rise 
during the fi rst few days after stroke. Three measurements 
were taken and the average of the second and third 
measurement used.14 A cutoff  of greater than 160 mm Hg 
systolic or 90 mm Hg diastolic blood pressure, a history of 
hypertension, or taking of antihypertensive drugs before 
stroke were regarded as indicators of hypertension.3 
Smoking and drinking were categorised in a similar way to 
the INTERSTROKE study.3 Current smokers were patients 
who had smoked tobacco in the past 12 months, including 
those who had quit in that period, and former smokers 
were those who had smoked, but not in the past year. 
Drinkers were categorised as never, former, moderate 
(<4 days per week) and heavy (≥4 days per week). Non-
fasting blood samples were taken from those who 
consented. The collected blood samples were centrifuged, 
frozen, and transported back to the UK where they were 
analysed at North Tyneside General Hospital with an 
automated biochemical analyser. In accordance with the 
recommendations of the US National Cholesterol 
Education Program,15 high serum total cholesterol was 
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defi ned as 5·18 mmol/L or greater, and low concentrations 
of HDL cholesterol as less than 1·04 mmol/L. Although no 
universally accepted cutoff  exists, a high ratio of total 
cholesterol to HDL cholesterol was defi ned as 5·0 or more.

Infection with HIV was tested with an ARCHITECT 
HIV Ag/Ab Combo assay (Abbott Laboratories, 
Wiesbaden, Germany), which is a chemiluminescent 
microparticle immunoassay for the simultaneous 
qualitative detection of HIV p24 antigen and antibodies to 
HIV type 1 (HIV-1 group M and group O) or type 2 (HIV-2), 
or both. An ARCHITECT HIV Ag/Ab Combo reactive 
result does not distinguish between the detection of HIV-1 
p24 antigen, HIV-1 antibody, or HIV-2 antibody. If the ratio 
of sample chemiluminescent to the cutoff  (S:CO) values is 
1 or greater then the sample was considered to be reactive. 
Each sample that tested positive was retested to check the 
result. CT head scan was done in stroke cases who 
survived long enough to undergo examination.16 Findings 
of ischaemia, haemorrhagic infarct, or no evidence of 
stroke were classifi ed as ischaemic stroke.

Statistical analysis
In view of the uncertainty in determination of age, pair 
matching was not regarded as an appropriate technique; 
therefore, we used frequency matching for age and sex to 
obtain a similar distribution for cases and controls. We 
analysed data as for an unmatched case-control study. 
The data were quantitative and obtained at a nominal, 
ordinal, interval, and ratio level. Data were analysed with 
SPSS (version 18). CIs were calculated for odds ratios 
(OR; categorical data) and for diff erences between means 
(continuous, normally distributed data). We used 
univariate logistic regression modelling to identify 
signifi cant predictors of caseness before multivariable 
analysis. The known stroke risk factors of hypertension, 
smoking status, alcohol consumption, presence of 
diabetes mellitus, having had a previous stroke or 
transient ischaemic attack, and a high ratio of total 
cholesterol to HDL cholesterol were forced into the 
multivariable model and other possible predictor 
variables investigated via stepwise methods. We used 
two-tailed tests throughout. Missing values were treated 
as being missing completely at random.

Role of the funding source
The sponsors of this study had no role in study design, 
data collection, data analysis, data interpretation. or writing 
of the report, or in the decision to submit for publication. 
The corresponding author had full access to all the data in 
the study and had fi nal responsibility for the decision to 
submit for publication.

Results
201 strokes were identifi ed by the TSIP system (132 in 
Hai and 69 in Dar-es-Salaam). One case of subarachnoid 
haemorrhage in Hai was excluded from the present 
study because of the diff erent cause of this stroke type. 

Cases were matched to 138 (1:2) controls in Dar-es-
Salaam and 260 (1:1·98) controls in Hai. Table 1 shows 
the baseline characteristics of cases and controls at each 
site. We noted no signifi cant diff erence between cases 

Cases Controls Diff erence or OR (95% CI)

Dar-es-Salaam

n 69 138 ··

Age (years) 61·7 (15·0) 61·4 (13·1) Diff erence 0·3 (–3·9 to 4·5)

Men 38 (55%) 74 (54%) OR 1·06 (0·59 to 1·89)

Tribe

Zaramo 19 (28%) 23 (17%) ··

Ndengereko 10 (14%) 33 (24%) ··

Other 40 (58%) 82 (59) ··

Formal education OR for no formal education versus 
formal education 1·21 (0·63 to 2·33)

None or illiterate 20 (29%) 39 (28%) ··

Primary education (≤8 years) 30 (43%) 63 (46%) ··

Secondary school 3 (4%) 9 (7%) ··

Tertiary education 8 (12%) 25 (18%) ··

Missing value 8 (12%) 2 (1%) ··

Pre-stroke modifi ed Rankin scale score*†

0–1 42 (61%) ·· ··

2–3 14 (20%) ·· ··

4–5 4 (6%) ·· ··

Stroke type by CT scan‡

Haemorrhage 3 (4%) ·· ··

Infarct 14 (20%) ·· ··

Hai

n 131 260 ··

Age (years) 68·8 (14·8) 69·4 (14·6) Diff erence 0·6 (–2·5 to 3·7)

Men 69 (53%) 140 (54%) OR 1·05 (0·69 to 1·60)

Tribe

Zaramo 11 (8%) 3 (1%) ··

Chagga 110 (84%) 240 (92%) ··

Other 10 (8%) 17 (7%) ··

Formal education OR for no formal education versus 
formal education 1·26 (0·77 to 2·06)

None or illiterate 34 (26%) 57 (22%) ··

Primary education (≤8 years) 83 (63%) 174 (67%) ··

Secondary school 6 (5%) 14 (5%) ··

Tertiary education 6 (5%) 13 (7%) ··

Missing value 2 (2%) 2 (<1) ··

Pre-stroke modifi ed Rankin scale score*§

0–1 95 (73%) ·· ··

2–3 6 (5%) ·· ··

4–5 3 (2%) ·· ··

Stroke type by CT scan¶

Haemorrhage 11 (8%) ·· ··

Infarct 52 (39%) ·· ··

Data are mean (SD) or n (%), unless otherwise indicated. OR=odds ratio. *0=no symptoms, 1=minor symptoms not 
interfering with lifestyle, 2=some restriction of lifestyle, 3=signifi cant restriction in lifestyle or prevention of 
independent existence, or both, 4=symptoms clearly prevent independent existence, 5=totally dependent requiring 
constant attention, 6=deceased.13 †Nine missing values. ‡52 missing values. §27 missing values. ¶68 missing values.

Table 1: Baseline characteristics
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and controls in age, sex, or education. We attempted to 
interview cases as soon as possible after incident stroke, 
but a few were not identifi ed as having had a stroke until 
visited by a health-care worker or key informant some 
months later. Nevertheless, 114 (57%) cases were seen 
within 28 days of stroke, only 17 (8%) cases were 
interviewed at more than 6 months after stroke. The 
median time from incident stroke to assessment 
interview was 19 days (range 0–252). For the groups who 
were seen at 28 days or more after stroke and those seen 
at less than 28 days, we noted no signifi cant diff erence in 
rates of hypertension (OR 1·82, 95% CI 0·75–4·42) or 
ratio of total cholesterol to HDL cholesterol (1·99, 
0·91–4·36).

Some cases and controls refused to have blood samples 
taken or blood samples could not be taken for other 
reasons—eg, the participant had died before a blood 
sample could be obtained or were unavailable at the time 
of testing. However, for the entire study population of 
598 individuals, when we made comparisons between 
the 410 (69%) individuals who did have blood samples 
taken and the 188 (31%) who did not, we noted no 
signifi cant diff erences in age (mean 65·8 [SD 15·2] vs 
68·2 [13·7] years, 95% CI for diff erence –0·1 to 4·8) or 
sex (226 [55%] vs 95 [51%] men, 95% CI for diff erence 
–4·4 to 12·8). In 11 (5%) cases for whom the HIV result 
was borderline positive (S:CO value range 1–9) the 
sample was too insuffi  cient to allow a repeat sample. 
However, in all patients for whom the test could be 
repeated, the initial result was confi rmed.

Table 2 shows results of the univariate analysis. The 
fi ndings show that risk factors were similar at both sites, 
with HIV status, hypertension, smoking status, previous 
cardiac event, and a high ratio of total to HDL cholesterol 
level being signifi cantly associated with caseness at both 
sites (table 2). In Hai, additional risk factors of diabetes 
and low HDL cholesterol were also signifi cant (table 2). 
Diabetes was associated with increased risk in 
Dar-es-Salaam, albeit not signifi cantly (table 2). Of 
25 stroke cases with HIV infection, 16 (64%) were men, 
whereas of 77 cases without HIV infection, 39 (51%) were 
men (95% CI for diff erence in proportions –8·5 to 35·2). 
The mean age of stroke cases that had HIV infection was 
63·2 years (SD 16·5) versus 67·4 years (17·6) for cases 
without HIV infection (95% CI –12·0 to 3·6). HIV status 
was not signifi cantly associated with stroke subtype. At 
both sites, of the 56 (9%) participants with a blood result 
and a CT scan within 15 days of stroke, two (15%) of 13 
with HIV had haemorrhagic stroke, and 11 had ischaemic 
stroke. By comparison, fi ve (12%) of 43 without HIV had a 
haemorrhagic stroke and 38 had an ischaemic stroke 
(χ²1=0·129, p=0·720). No participant identifi ed as being 
HIV positive was previously diagnosed; therefore, none 
was receiving antiretroviral therapy.

The risk-factor profi le was similar across both sites; 
therefore, for multivariable analysis, we combined data 
from both sites and constructed a logistic regression 

Cases Controls OR (95% CI)

Dar-es-Salaam

n 69 138 ··

Hypertension 3·33 (1·46–7·57)

Yes 55/63 (87%) 93 (67%) ··

No 8/63 (13%) 45 (33%) ··

Missing value 6 .. ··

Smoking status Non vs former or current 
5·96 (2·96–11·98)

Non-smoker 18/53 (34% ) 95/126 (75%) ··

Former smoker  21/53 (40%) 14/126 (11%) ··

Current 14/53 (26%) 17/126 (14%) ··

Missing value 16 12 ··

Alcohol consumption Never, former or moderate 
vs heavy 0·79 (0·20–3·08)

Former or never 49/62 (79%) 102/132 (77%) ··

Moderate 10/62 (16%) 22/132 (17%) ··

Heavy 3/62 (5%) 8/132 (6%) ··

Missing value 7 6 ··

Diabetes mellitus 2·76 (0·89–8·58)

Yes 7/62 (11) 6/136 (4%) ··

No 55/62 (89%) 130/136 (96%) ··

Missing value 7 2 ··

Atheroma risk factors*† 9/59 (15%) 10/136 (7%) 2·27 (0·87–5·91)

Missing value 10 2 ··

Previous stroke, myocardial infarction, or 
transient ischaemic attack*

4·45 (1·42–13·90)

Yes 9/62 (14%) 5/136 (4%) ··

No 53/62 (86%) 131/136 (96%) ··

Missing value 7 2 ··

Asthma 7/58 (12%) 7/136 (5%) 2·53 (0·84–7·57)

Missing value 7 2 ··

Blood serum samples

High total cholesterol 28/54 (52%) 42/103 (41%) 1·56 (0·81–3·03)

Missing value 15 35 ..

Low HDL cholesterol 42/53 (79%) 66/103 (64%) 2·14 (0·98–4·65)

Missing value 16 35 ..

High ratio of total to HDL cholesterol 
ratio

41/53 (77%) 45/103 (44%) 4·40 (2·08–9·34)

Missing value 16 35 ..

HIV se ropositive 14/30 (47%) 10/58 (17%) 4·20 (1·56–11·30)

Missing value 39 80 ..

Hai

n 131 260 ··

Hypertension 1·80 (1·04–3·10)

Yes 88/109 (81%) 182 (70%) ··

No 21/109 (19%) 78 (30%) ··

Missing value 22 .. ··

Smoking Non vs former or current 
2·69 (1·62–4·49)

Non-smoker 25/109 (23%) 113/254 (44%) ··

Former smoker 67/109 (62%) 78/254 (31%) ··

Current 17/109 (15%) 63/254 (25%) ··

Missing value 22 6 ··

(Continues on next page)
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model (table 3). The analysis was based on data for 
92 cases and 220 controls. High total cholesterol to HDL 
cholesterol ratio, being a current or former smoker, HIV 
infection, hypertension, and a previous cardiac event 
were all independent predictors of stroke; however, we 
recorded no association between stroke and alcohol 
consumption or a diagnosis of diabetes mellitus (table 3). 
The adjusted odds of someone with HIV infection having 
a stroke were more than fi ve times that of someone 
without HIV (table 3).

Discussion
This report is the fi rst published community-based, case-
control study to identify HIV infection as a risk factor for 
stroke with prospective case-ascertainment.17 Our data 
suggest that, aside from this risk factor, the stroke risk-
factor profi le of this east-African population is similar to 
that shown for other world regions.3 Hypertension, 
diabetes, smoking, cholesterol, and previous cardiac 
events have been cited by other investigators as risk 
factors for stroke in sub-Saharan Africa and elsewhere.3,9,10 
Hypertension is extremely common in this population 
and is generally undiagnosed and untreated.18 
Nevertheless, in this resource-poor setting, this disorder 
is one of the most easily treatable risk factors. 
Identifi cation of people with hypertension at a community 
level need not involve expensive equipment or highly 
skilled personnel, and treatment is relatively inexpensive.

Data from our community-based antiretroviral-naive 
cohort suggest that HIV positivity is a signifi cant 
independent risk factor for stroke (panel). Although 
increasing evidence exists for a link between HIV and 
stroke, defi nitive data have been scarce.17,22–25 Research has 
been complicated by the use of antiretroviral therapy to 
treat people with HIV, some forms of which have been 
linked to an increased risk of cardiovascular disease.26 
Even in the absence of medication, although HIV infection 
can be a direct cause of vasculopathy, it is more likely to be 
associated with an increased risk of stroke when combined 
with a secondary infection.23,27 HIV-infected patients with 
stroke are generally thought to have a more varied 
presentation than those without HIV infection.28

Most previous studies of HIV and stroke have used a 
retrospective, exposed and non-exposed cohorts design 
to compare people with and without HIV infection and 
investigate stroke incidence within the groups.24,29 The 
strongest evidence comes from a retrospective, hospital-
based, case-control study done between 1990 and 1994, in 
Atlanta, GA, USA.23 The investigators reviewed post-
stroke hospital admissions in 113 patients aged 
19–44 years and the same number of controls (admissions 
with status asthmaticus) in whom HIV status was 
known. The researchers noted that stroke cases were 
signifi cantly more likely (OR 2·3, 95% CI 1·0–5·3) to be 
HIV positive than were controls, after adjustment for 
confounding variables. However, the generalisability of 
these results to the wider population is limited by the 

Cases Controls OR (95% CI)

(Continued from previous page)

Alcohol Never, former or moderate 
vs heavy 1·53 (0·84–2·77)

Former or never 47/109 (43%) 103/259 (40%) ··

Moderate 41/109 (38%) 121/259 (47%) ··

Heavy 21/109 (19%) 35/259 (13%) ··

Missing value 22 1 ··

Diabetes 4·04 (1·29–12·64)

Yes 8/109 (7%) 5/260 (2%) ··

No 101/109 (93%) 255/260 (98%) ··

Missing value 22 .. ··

Atheroma risk factors*† 1·21 (0·50–2·91)

Yes 8/109 (7%) 16/260 (6%) ··

No 101/109 (93%) 244/260 (94) ··

Missing value 22 ··

Previous stroke, myocardial infarction or 
transient ischaemic attack*

9·14 (3·77–22·14)

Yes 22/109 (20%) 7/260 (3%) ··

No 87/109 (80%) 253/260 (97%) ··

Missing value 22 .. ··

Asthma 3/109 (3%) 11/260 (4%) 0·64 (0·18–2·34)

Missing value 22 .. ··

Blood serum samples

High total cholesterol 26/76 (34%) 60/177 (34%) 1·01 (0·58–1·79)

Missing value 55 83 ··

Low HDL cholesterol 70/76 (92%) 96/177 (54%) 9·84 (4·06–23·84)

Missing value 55 83 ··

High ratio of total to HDL cholesterol 
ratio

52/76 (68%) 67/177 (38%) 3·56 (2·01–6·30)

Missing value 55 83 ··

HIV seropositive 11/72 (15%) 5/174 (3%) 6·10 (2·04–18·26)

Missing value 59 86 ··

Data are n or n/N (%), unless otherwise indicated. OR=odds ratio. *Presence of one or more of these factors was 
recorded as “yes”. †Angina, diabetes, or intermittent claudication.

Table 2: Univariate analysis of stroke risk factors 

OR (95% CI) p value

Previous transient ischaemic attack or stroke 7·39 (2·42–22·53) <0·0001

HIV seropositive 5·61 (2·41–13·09) <0·0001

High ratio of total cholesterol to HDL cholesterol 4·54 (2·49–8·28) <0·0001

Current or former smoker 2·72 (1·49–4·96) 0·001

Hypertension 2·14 (1·09–4·17) 0·026

Diabetes mellitus 1·38 (0·35–5·39) 0·644

Alcohol consumption

Non-drinker* 1 0·700

Former drinker 1·05 (0·43–2·56) 0·916

Moderate drinker 0·96 (0·45–2·02) 0·912

Heavy drinker 1·62 (0·69–3·78) 0·268

Constant† 0·04 <0·0001

Based on data for 92 cases and 220 controls. OR=odds ratio. *Reference category. †The y intercept in a hypothetical 
schematic representation of our model.

Table 3: Multivariable logistic regression models of stroke risk factors
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young age of the patients, the retrospective nature of the 
data examined, and by the hospital setting. Only few data 
are from sub-Saharan Africa, and much of it is descriptive 
in nature.22,30 Patel and colleagues31 recorded no diff erence 
in tests for cardiovascular disease between 293 HIV-
infected and non-infected participants aged 15–44 years 
in KwaZulu-Natal, South Africa. These fi ndings support 
those of a previous study in KwaZulu-Natal by Hoff mann 
and colleagues,32 which showed no increase in rates of 
HIV infection in 1298 stroke cases versus the general 
population.

Our estimate of the prevalence of diabetes and other 
comorbidities could be an underestimate. Data were 
based on self-report, which is particularly unreliable in 
view of low rates of diagnosis. Unfortunately, we were 
unable to obtain reliable data for obesity, psychosocial 
stress, depression, and physical activity or diet. Although 
height and weight were recorded for all controls, many 
cases could not be weighed with the equipment available 
because of post-stroke disability. We were unable to 
assess the eff ect of physical exercise or diet as risk factors 
on stroke. In Hai, most people work as farmers, whereas 
in Dar-es-Salaam, people lead more westernised working 
lifestyles. Opportunities to make active choices about 
diet and exercise are often scarce in both settings. 
We accept that data relating to some risk factors, such as 
tobacco and alcohol consumption, can be somewhat 
subjective. Retrospective recall of events and behaviours 
that preceded the event being investigated is often 
diffi  cult and can lead to bias, especially when questions 
are asked about factors that might have some social 
stigma. However, this limitation is one of all case-control 
studies and could only be overcome by collection of 
prospective data from an extremely large community 
cohort.

For several participants we were unable to obtain a 
blood sample. Although this shortcoming was often due 
to early post-stroke mortality, a few individuals were 
unwilling to consent to a blood sample being taken. We 
did our best to increase the number of participants 
willing to consent to blood samples being taken by 
enlisting the help of village elders and village heads. 
Although the restricted dataset could aff ect the 
generalisability of some of our data, this limitation 
would have been present in many other communities in 
sub-Saharan Africa, and, in view of the similarity in age 
and sex distribution of those who had blood samples 
taken and those who did not, any resulting bias is likely 
to be small. Results for the individuals in whom HIV 
test results were borderline positive and insuffi  cient 
blood remained to repeat the test are presented as 
analysed. We have no reason to believe that this method 
could have resulted in systematic bias. All tests that 
were repeated confi rmed the original test result. 
Although cholesterol concentrations can vary after 
stroke, we noted no signifi cant diff erence in ratio of 
total cholesterol to HDL cholesterol levels between 
those seen within 28 days of stroke and those not. This 
minor variability in cholesterol concentrations after 
stroke has been noted by other investigators.33 We 
treated all missing values as being missing completely 
at random. We could have used methods of imputation; 
however, this technique would have skewed our data 
unnecessarily and the most pragmatic approach was to 
present the raw data as collected.

Finally, we acknowledge that our fi ndings are based on 
patients who survived long enough to be identifi ed, 
interviewed, and assessed by the TSIP investigators, and 
that those identifi ed only after death (by verbal autopsy) 
might have had a diff erent cause of stroke, and thus a 
diff erent risk-factor profi le. Only with identifi cation of a 
large community-based cohort, and with follow-up to see 
which individuals went on to have a stroke, could 
information about those who died rapidly after stroke be 
obtained. Such a study is likely to prove logistically 
diffi  cult in a setting such as sub-Saharan Africa where 
migration into, out of, and within communities is often 
undocumented.

Our study identifi ed many of the risk factors for stroke 
already shown for other world regions. Despite the 
acknowledged limitations of our study, our data for HIV 
status are unique, especially in view of the fact that all 
participants were antiretroviral therapy naive. Our study 
provides evidence of a link between HIV infection and 
stroke in the absence of secondary complications due to 
the side-eff ects of medication.
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Panel: Research in context

Systematic review
We did not do a specifi c systematic review of the scientifi c literature before undertaking 
this study. However, our study team was aware of the extremely scarce previous data for 
stroke risk factors in sub-Saharan Africa; therefore, a formal systematic review would be 
unlikely to yield any additional insight. On the basis of the existing literature, and of 
fi ndings from previous studies done by members of our study team,5,19–21 we recognised 
that an important unanswered question was: what are the risk factors for stroke in 
sub-Saharan Africa? RW has conducted previous research on stroke in Tanzania, from 
which key fi ndings have been published.5,19

Interpretation
Our study adds substantially to the existing knowledge of stroke risk factors in sub-Saharan 
Africa. This report is the fi rst published community-based, case-control study of HIV 
infection as a risk factor for stroke with prospective case-ascertainment. The role of the risk 
factors investigated seems to be similar to those reported in other world regions. Our data 
for the role of HIV infection are unique and provide new insight into the interplay between 
two medical problems that are a major burden on health-care services in the region. 
Clinicians should be aware of the increased risk of stroke in people with HIV, even in the 
absence of antiretroviral treatment. 



Articles

www.thelancet.com/lancetgh   Vol 1   November 2013 e288

Acknowledgments
We thank all health-care workers, offi  cials, carers, and family members 
at both study sites who assisted in identifi cation of cases, examination 
and assessment of participants with stroke, and data collection and 
input; and all staff  at North Tyneside General Hospital who assisted in 
analysis of blood samples.

References
1 Connor MD, Thorogood M, Modi G, Warlow CP. The burden of 

stroke in Sub-Saharan Africa. Am J Prev Med 2007; 33: 172–73.
2 Murray CJ, Vos T, Lozano R, et al. Disability-adjusted life years 

(DALYs) for 291 diseases and injuries in 21 regions, 1990–2010: 
a systematic analysis for the Global Burden of Disease Study 2010. 
Lancet 2012; 380: 2197–223.

3 O’Donnell MJ, Xavier D, Liu L, et al. Risk factors for ischaemic and 
intracerebral haemorrhagic stroke in 22 countries (the 
INTERSTROKE study): a case-control study. Lancet 2010; 376: 112–23.

4 Walker R, Whiting D, Unwin N, et al. Stroke incidence in rural and 
urban Tanzania: a prospective, community-based study. 
Lancet Neurol 2010; 9: 786–92.

5 Walker RW, McLarty DG, Kitange HM, et al. Stroke mortality in 
urban and rural Tanzania. Lancet 2000; 355: 1684–87.

6 Hajat C, Tilling K, Stewart JA, Lemic-Stojcevic N, Wolfe CD. Ethnic 
diff erences in risk factors for ischemic stroke: a European 
case-control study. Stroke 2004; 35: 1562–67.

7 Sacco RL, Boden-Albala B, Abel G, et al. Race-ethnic disparities in 
the impact of stroke risk factors: the northern Manhattan stroke 
study. Stroke 2001; 32: 1725–31.

8 Owolabi MO, Ugoya S, Platz T. Racial disparity in stroke risk 
factors: the Berlin-Ibadan experience; a retrospective study. 
Acta Neurol Scand 2009; 119: 81–87.

9 Amu E, Ogunrin O, Danesi M. Re-appraisal of risk factors for 
stroke in Nigerian Africans – a prospective case-control study. 
African J Neurol Sci 2005; 24: 20–27.

10 Danesi MA, Oyenola YA, Ontiri AS. Risk factors associated with 
cerebrovascular accidents in Nigerians (a case control study). 
East African Med J 1983; 60: 190–95.

11 Adult Morbidity and Mortality Project (AMMP). Policy Implications 
of Adult Morbidity and Mortality; fi nal report. Nov 27, 2004. http://
research.ncl.ac.uk/ammp/fi nrep/ (accessed Oct 3, 2012).

12 Paraiso MN, Houinato D, Guerchet M, et al. Validation of the use of 
historical events to estimate the age of subjects aged 65 years and 
over in Cotonou (Benin). Neuroepidemiology 2010; 35: 12–16.

13 Bonita R, Beaglehole R. Modifi cation of Rankin Scale: recovery of 
motor function after stroke. Stroke 1988; 19: 1497–500.

14 The fi fth report of the Joint National Committee on Detection, 
Evaluation, and Treatment of High Blood Pressure (JNC V). 
Arch Intern Med 1993; 153: 154–83.

15 Third Report of the National Cholesterol Education Program 
(NCEP) Expert Panel on Detection, Evaluation, and Treatment of 
High Blood Cholesterol in Adults (Adult Treatment Panel III) fi nal 
report. Circulation 2002; 106: 3143–421.

16 Walker RW, Jusabani A, Aris E, Gray WK, Mitra D, Swai M. 
A prospective study of stroke sub-type from within an incident 
population in Tanzania. S Afr Med J 2011; 101: 338–44.

17 Benjamin LA, Bryer A, Emsley HC, Khoo S, Solomon T, 
Connor MD. HIV infection and stroke: current perspectives and 
future directions. Lancet Neurol 2012; 11: 878–90.

18 Dewhurst MJ, Dewhurst F, Gray WK, Chaote P, Orega GP, 
Walker RW. The high prevalence of hypertension in rural-dwelling 
Tanzanian older adults and the disparity between detection, 
treatment and control: a rule of sixths? J Hum Hypertens 2013; 
27: 374–80.

19 Walker RW, MacLarty DG, Masuki G, et al. Age specifi c prevalence 
of impairment and disability relating to hemiplegic stroke in the 
Hai district of northern Tanzania. J Neurol Neurosurg Psychiatry 
2000; 68: 744–49. 

20 Unwin N, Setel P, Rashid S, et al. Noncommunicable diseases in 
sub-Saharan Africa: where do they feature in the health research 
agenda? Bull World Health Organ 2001; 79: 947–53. 

21 Unwin N, McLarty D, Machibya H, et al. Changes in blood pressure 
and lipids associated with rural to urban migration in Tanzania. 
J Hum Hypertens 2006; 20: 704–06. 

22 Tipping B, de Villiers L, Wainwright H, Candy S, Bryer A. Stroke in 
patients with human immunodefi ciency virus infection. 
J Neurol Neurosurg Psychiatry 2007; 78: 1320–4. 

23 Qureshi AI, Janssen RS, Karon JM, et al. Human 
immunodefi ciency virus infection and stroke in young patients. 
Arch Neurol 1997; 54: 1150–53. 

24 Chow FC, Regan S, Feske S, Meigs JB, Grinspoon SK, Triant VA. 
Comparison of ischemic stroke incidence in HIV-infected and 
non-HIV-infected patients in a US health care system. 
J Acquir Immune Defi c Syndr 2012; 60: 351–58. 

25 Sen S, Rabinstein AA, Elkind MS, Powers WJ. Recent developments 
regarding human immunodefi ciency virus infection and stroke. 
Cerebrovasc Dis 2012; 33: 209–18. 

26 Friis-Moller N, Reiss P, Sabin CA, et al. Class of antiretroviral drugs 
and the risk of myocardial infarction. N Engl J Med 2007; 
356: 1723–35. 

27 Nagel MA, Mahalingam R, Cohrs RJ, Gilden D. Virus vasculopathy 
and stroke: an under-recognized cause and treatment target. 
Infect Disord Drug Targets 2010; 10: 105–11. 

28 Lee B, Anekthananon T, Poungvarin N, Nilanont Y. Etiology and 
risk factors of stroke in HIV-infected patients in Siriraj Hospital: 
a case-control study. J Med Assoc Thai 2012; 95 (suppl 2): S227–34. 

29 Rasmussen LD, Engsig FN, Christensen H, et al. Risk of 
cerebrovascular events in persons with and without HIV: a Danish 
nationwide population-based cohort study. AIDS 2011; 25: 1637–46. 

30 Longo-Mbenza B, Longokolo Mashi M, Lelo Tshikwela M, et al. 
Relationship between younger age, autoimmunity, cardiometabolic 
risk, oxidative stress, HAART, and ischemic stroke in Africans with 
HIV/AIDS. ISRN Cardiol 2011; 2011: 897908.

31 Patel VB, Sacoor Z, Francis P, Bill PLA, Bhigjee AI, Connolly C. 
Ischemic stroke in young HIV-positive patients in Kwazulu-Natal, 
South Africa. Neurology 2005; 65: 759–61.

32 Hoff mann M, Berger JR, Nath A, Rayens M. Cerebrovascular 
disease in young, HIV-infected, black Africans in the KwaZulu 
Natal province of South Africa. J Neurovirol 2000; 6: 229–36.

33 Kargman DE, Tuck C, Berglund L, et al. Lipid and lipoprotein levels 
remain stable in acute ischemic stroke: the Northern Manhattan 
Stroke Study. Atherosclerosis 1998; 139: 391–99.


	Stroke risk factors in an incident population in urban and rural Tanzania: a prospective, community-based, case-control study
	Introduction
	Methods
	Study design and participants
	Measurement of risk factors
	Statistical analysis
	Role of the funding source

	Results
	Discussion
	Acknowledgments
	References


