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The 'Country Profile of India' ,recently published in The Lancet, I

made exceptionally interesting reading to many of us in South
Africa. The corresponding 'Profile of South Africa' was pub-
lished in 1997.2There are so many exciting comparisons which
can be made between the two countries. The two which I found
particularly fascinating were the demographic situation in the
populations and the highly contrasting coronary heart disease
(CHD) experience.

It was especially interesting to note that in the Indian states of
Tamil Nadu and Kerala, the World Health Organization's goal of
total fertility rate of2.1 has already been reached, with most states
projected to achieve the target by AD 2050. In Africa, such a
desirable change, alas, is highly unlikely to occur in the foresee-
able future. In the majority of countries, large families are still
very common, especially in rural areas. Kenya has perhaps the
world's most rapid population growth with a doubling period of
less than a generation. Certainly family size decreases with
urbanization. In Soweto, South Africa (3~ million population),
African families with 3~ children are usual.' A generation ago,
we made an enquiry from pupils at a number of high schools.
Using anonymous questionnaires, girls in matriculation classes
(schoolleavers) were asked: 'How many children do you plan to
have?' The average number was 2.1 with 18% stating that their
primary aim was to be career girls. Somewhat later, we carried out
a survey on urban African housewives aged 35~0 years, regard-
ing their views on family size. The general impression was that
almost all of them would have preferred 2-3 children, but their
husbands insisted on their having a larger number. With regard to
the fall in family size in western countries, some of you would
have noticed a recent report from Spain, in which the average
number of children per family has become 1.2, with child-bearing
commencing at 30 years," In Kerala, the infant mortality rate is 17
per 1000 live-births which is highly enviable. In comparison, it is
20-25 in Soweto,' and that of African-Americans 17 per 1000
live-births.' In Singapore it is 5 per 1000,6surely the lowest rate,
but the population in that city has been reported to have the third-
highest average income in the world. So, at the opposite extreme
of income but with tremendous determination-well done, Kerala!

The commonness of CHD in Indians, yet the relative rarity of
the disease in Africans despite the high prevalence of risk factors,
is understandably a topic of great interest. In India, the mean
levels of serum cholesterol in those dwelling in rural and urban
areas were 4.3 and 5.1 mmollL, and the prevalence of hyperten-
sion 12% and 27%, respectively. IThese data are almost identical
to those published on Africans in South Africa, namely, 4.4 and
5.0 mmollL, and 11% and 24%, respectively." Moreover, the
prevalence of obesity in urban African women (Cape Town) is
45%,9 while the prevalence of diabetes in both sexes is about
double that of the white population.'? Despite these promotive
factors, in Soweto, CHD is responsible for less than 1% of total
deaths, whereas in India the disease is ranked as a 'major killer'.
In the United Kingdom, the mortality rate from the disease in
immigrant Indians is 40% higher than that in the white popula-
tion." Why are Indians so susceptible? The Country Profile stated
that 'the excess risk of Indians to CHD seems to result from
lifestyle-related conventional risk factors (acquired in the urban
or migrant environment), operating in conjunction with non-
conventional risk factors that may be genetically determined or

selected for survival in an adverse natural or intrauterine environ-
ment'. A similar view was expressed in the UK. II Clearly, risk
factors have different implications according to the context. Thus,
regarding serum cholesterol level, although Belfast and Toulouse
have the same mean level, CHD is 3~ times more common in
Belfast. 12In Spain, there is the Gilbertian situation where mortal-
ity rate from CHD is falling, but the intakes of energy and fat are
rising. 13Not the least puzzling of situations, in the USA, despite
the halving of mortality rate from CHD, a recent report found a
slight rise in the number of patients with myocardial infarction
admitted to hospital. 14

To revert to the present low occurrence of CHD in Africans, we
really must not be complacement and think that the problem will
continue to be a minor one, for two reasons. First, there must be
recognition that among the admittedly small segment of better-
circumstanced urban Africans, fat now supplies about 30%-35%
of energy, fibre intake has halved, smoking is rising, particularly
among men, and the level of physical activity is decreasing
markedly. Secondly, we cannot close our eyes to the fact that
CHD in African-Americans, reported to be relatively rare in
1973,15is now very common, and the present mortality rate in
African-American women is higher than in white American
women. 16None of the puzzling situations described in any way
lessens our confidence that, with regard to the avoidance and
control of cardiovascular disease and cancer, there are major
benefits to be derived from adopting and following a 'healthy'
lifestyle, which alas, few are willing to practice. In the African
population, all wish to follow the more comfortable lifestyle of the
white population in all respects, and really, who can blame them?
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