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Obstructive sleep apnoea (OSA) is a common 
condition, with studies from the USA suggesting that 
the prevalence is 4% in men and 2% in women.[1] The 
prevalence in other parts of the world is unknown but 
is likely to be similar.

The theory of epidemiological transition outlined by Omran[2] 

suggests there are three basic stages: pestilence and famine, receding 
pandemics, and degenerative and man-made disease. The developed 
world, in general, is in stage 3 with lifestyle changes (diet, reduced 
activity, smoking) resulting in atherosclerosis and death from 
cardiovascular disorders and other non-communicable diseases. 
Improvements in availability of food, sanitation and healthcare in 
the developing world are leading to a move from pestilence and 
famine to an increased prevalence of non-communicable diseases, 
particularly diseases of the cardiovascular system. Cardiovascular 
disease accounts for approximately 30% of all deaths globally, 80% of 
these in low- and middle-income countries.[3] South Africa illustrates 
a blend of epidemiological stages – 67% of deaths in 2011 were a 
result of communicable diseases, 11% (38% of the non-communicable 
diseases) were due to cardiovascular disease.[4]

OSA is strongly associated with a number of cardiovascular 
diseases. Hypertension, stroke, arrhythmias and heart failure are 
prominent among these. The Wisconsin Sleep Cohort followed 1 522 
subjects and demonstrated greater mortality in those with severe 
OSA (19.1%) compared with those with none (4%). Cardiovascular 
mortality counted for 26% of deaths in those without OSA and 42% 
in those with severe OSA.[5] Similarly, Marin et al.[6] demonstrated a 
higher incidence of fatal cardiovascular events in those with untreated 
severe disease than those with mild disease (1.06 v. 0.55 events per 100 
person years). Those patients with moderate or severe OSA who were 
treated with continuous positive airways pressure (CPAP) had rates 
of fatal and non-fatal cardiovascular events that were similar to those 
with no or mild disease.

Hypertension has the best documented association with OSA. 
Treatment with CPAP has a modest but significant effect on blood 
pressure, which is increased by better compliance with CPAP use for 
at least 4 hours per night,[7] although this effect is only seen in those 
who have symptoms of excessive sleepiness.[8] There is also evidence to 
suggest better outcomes after stroke and improved arrhythmia control, 
particularly atrial fibrillation, when OSA is diagnosed and treated.[9,10]

The article in this journal by Adeninyi et al. is important as it 
highlights the high prevalence of symptoms typical of OSA in medical 

patients in a developing country. Sleep problems have been harshly 
dealt with and largely ignored in developing countries to date. The 
transition from diseases of pestilence and famine to increasing 
numbers of non-communicable diseases means that, as suggested by 
Gersh et al.,[11] increasing emphasis will have to be placed on simple 
measures such as avoiding smoking and obesity and increasing 
exercise. More complex measures such as the appropriate use of 
drugs and the recognition and management of OSA will become 
increasingly more important.
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