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Abstract
Background: Caribbean-born blacks (CBB) have been reported to have lower coronary artery
disease mortality rates than US-born blacks (UBB). We assessed whether CBB have a lower prev-
alence of cardiometabolic risk factors compared to UBB. Methods: Non-Hispanic blacks (n =
275) hospitalized for chest pain who were prospectively enrolled in our Cardiovascular Out-
comes Research Group (CORG) study provided clinical and demographic data. Results: The
study cohort comprised 45% (n = 125) UBB with a mean age of 61 + 16 years and 55% (n = 150)
CBB with a mean age of 63 *+ 11 years. Myocardial infarction was diagnosed in 33% of UBB and
36% of CBB. CBB had a lower rate of previous myocardial infarction (14 vs. 24%; p = 0.04). They
also smoked less (16 vs. 35%; p = 0.001) and were less likely to have first-degree relatives with
coronary artery disease (24 vs. 41%; p = 0.018). However, they had a similarly high prevalence of
hypertension (99 vs. 98%; p = 0.99), diabetes (58 vs. 48%; p = 0.11), dyslipidemia (53 vs. 42%; p =
0.08), and obesity (34 vs. 40%; p = 0.29) as UBB. Conclusion: A very high prevalence of hyper-
tension exists in non-Hispanic blacks hospitalized for chest pain. CBB and UBB have a similar
prevalence of cardiometabolic profile in our study population. Besides smoking, other factors
contributing to lower CHD mortality reported for CBB need to be further explored.
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Background

Coronary artery disease (CAD) continues to be the leading cause of death in all races
and ethnic groups in the USA with the highest rates occurring in the black population [1].
The age-adjusted death rate for blacks as a result of CAD is 1.2 times greater than that of
whites with a life expectancy that is 4.8 years lower [1]. Evidence suggests that blacks have a
higher prevalence of risk factors that may contribute to the development of CAD, such as
hypertension [2, 3], diabetes [4, 5], and physical inactivity [5], compared with their white
counterparts. Research has shown a comparably high prevalence of smoking [6] and hyper-
cholesterolemia [7] for both blacks and whites. Of note, black women have the highest obe-
sity rates compared with women of other races in the USA [8]. Not only are these risk factors
more common among blacks than among whites, there is also clustering of multiple risk fac-
tors in the black population [9].

Interestingly, as the literature on the disparities in the cardiovascular health of black and
white populations continues to grow, it has become apparent from epidemiological studies
that greater disparities exist within the black ethnic subgroups. A review of the 1990 US cen-
sus data linked to New York City mortality data from 1988 to 1992 revealed that Caribbean-
born blacks (CBB) of all ages have a 16% lower age-adjusted mortality rate from CAD com-
pared with southern US-born blacks (UBB) [10]. However, little is known regarding differ-
ences in the prevalence of risk factors for CAD among black ethnic subgroups. Hence, in a
prospective study, we tested the hypothesis that the prevalence of cardiometabolic risk fac-
tors is lower in CBB compared with UBB hospitalized for chest pain.

Methods

Data Source

In this study, we used the Cardiovascular Outcomes Research Group (CORG) registry of the State
University of New York (SUNY) Downstate Medical Center and three affiliated hospitals which included
Kings County Hospital, Brookdale University Hospital, and Staten Island University Hospital. The regis-
try was designed to consecutively recruit patients (aged >18 years) admitted to any of the four hospitals
for chest pain. The study protocol was approved by the Institutional Review Boards of SUNY Downstate
Medical Center and the three affiliated hospitals.

Participants

Our study cohort included 275 self-identified non-Hispanic black patients who were prospectively
enrolled into the CORG registry between April 2005 and January 2007. Information extracted from the
registry for this cohort included demographic and anthropometric data, self-identified ethnic group,
country of birth, presence or absence of hypertension, diabetes, dyslipidemia, current smoking, prior
CAD, renal failure, heart failure, peripheral vascular disease, history of CAD in first-degree relative, and
body mass index (BMI). For study purposes, patients were categorized as UBB or CBB based on their place
of birth.

Statistical Analysis

Group values were expressed as percentage and as mean * SD. Frequency and measures of central
tendency were used to describe the sample. Continuous data were compared using the paired and un-
paired Student’s t tests, and the Fisher’s exact test was used to compare the dichotomous variables. Differ-
ences in group proportions were assessed by a x? test with Yates’ correction. All statistical analyses were
performed using Statistical Package for Social Sciences 17.0 software (SPSS Inc., Chicago, Ill., USA). A p
value of <0.05 was considered to be statistically significant.
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Prevalence (%)

F|g.1.Comparlson ofprevalence Smoking  Obesity Dyslipidemia Diabetes Hypertension
of CAD risk factors in UBB and (p=0.001) (p=0.29) (p=0.08) (p=0.11) (p=0.99)

CBB.

Table 1. Comparison of

sociodemographic and medical [P o e CBB p

characteristics of UBB and CBB (n =125) (n=150) value
Age, years 61x16 63*11 0.18
Male subjects 49 (39%) 72 (48%) 0.18
No high-school diploma 39 (31%) 80 (53%) <0.001
First-degree relative with CAD 43 (41%) 29 (24%) 0.018
Previous MI 30 (24%) 20 (14%) 0.04
PVD 6 (5%) 9 (6%) 0.79
Previous CVA 6 (5%) 10 (7%) 0.45
Heart failure 14 (11%) 9 (6%) 0.19
CKD 14 (11%) 20 (13%) 0.48

MI = Myocardial infarction; PVD = peripheral vascular disease;
CVA = cerebrovascular disease; CKD = chronic kidney disease.

Results

The study cohort comprised 45% (n = 125) UBB (mean age 61 * 16 years, 39% male)
and 55% (n = 150) CBB (mean age 63 £ 11 years, 48% male). Myocardial infarction was di-
agnosed in 33% of UBB and 36% of CBB. Fewer UBB reported that they obtained a high-
school diploma compared with CBB (53 vs. 31%; p = < 0.0001). Other baseline characteristics
are shown in table 1.

Although CBB smoked less (16 vs. 35%; p = 0.001), had a lower frequency of previous
history of myocardial infarction (14 vs. 24%; p = 0.04), and were less likely to have first-degree
relatives with CAD (24 vs. 41%; p = 0.018), they had a similarly high prevalence of hyperten-
sion (99 vs. 98%; p = 0.99), diabetes (58 vs. 48%; p = 0.11), dyslipidemia (53 vs. 42%; p = 0.08),
and obesity (34 vs. 40%; p = 0.29) as UBB (fig. 1).

Discussion

This study revealed a high prevalence of hypertension and other cardiometabolic risk
factors in a population of non-Hispanic blacks hospitalized for chest pain. Surprisingly, both
UBB and CBB had a similar prevalence of hypertension, diabetes, dyslipidemia, and obesity,
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even though UBB had a relatively higher prevalence of smoking, previous myocardial infarc-
tion, and a greater likelihood of having a first-degree relative with CAD.

Research suggests that foreign-born blacks, particularly CBB, have lower CAD mortal-
ity rates [10, 11]. Of note, life expectancy was found to be 9.4 years longer for CBB men and
7.8 years longer for CCB women compared with UBB [12]. Other studies also indicate that
UBB have less healthy dietary habits, tend to be more obese, less active and have a higher 10-
year risk of developing CAD compared with their foreign-born counterparts [13-15]. How-
ever, in the present study, we found a similar prevalence of hypertension, diabetes, dyslipid-
emia, and obesity in both UBB and CBB. A possible explanation for this observation may be
related to acculturation. It is well documented in the literature that the longer foreign-born
blacks stay in the USA, the more likely they are to adopt a westernized lifestyle and the more
their health status approximates that of their US-born counterparts. Kim et al. [16] reported
that foreign-born New Yorkers generally reported better health outcomes compared with
US-born individuals. In that study, increased duration of stay in the USA was associated with
poor health of foreign-born individuals, even though their access to care and utilization of
preventive services increased during this period. This decline in health was noticed after 4
years of residency in the USA [16].

Our finding of a higher prevalence of smoking in UBB compared with CBB is consistent
with other studies [13, 14, 17]. Among 189 healthy individuals of African ancestry aged 18-40
years, smoking was more prevalent among US-born Afro-Caribbeans and African-Ameri-
cans (blacks whose 2 parents were born in the USA) compared to foreign-born Afro-Carib-
beans [13, 14]. Similarly, in line with studies suggesting that CBB and other foreign-born
blacks enjoy a health advantage compared with UBB [16, 18, 19], we observed a higher prev-
alence of personal and family history of a previous myocardial infarction in UBB compared
with CBB. Finally, we observed a staggering prevalence of hypertension in both UBB and
CBB with almost the entire cohort being hypertensive. Community-based studies estimate
the age-adjusted prevalence of hypertension among blacks older than 20 years of age at 41-
44% [20], increasing to 60% in blacks aged 45-84 years [21]. The high prevalence of hyper-
tension in our cohort may be related to a combination of their ethnicity, age, and the presence
of multiple risk factors for CAD.

This study has several limitations. First, our study population was small in size and may
not be generalizable to black individuals across their lifespan, as most individuals in the
study were blacks who were older than 60 years of age. Second, we did not obtain informa-
tion on dietary practices and length of stay in the USA. Other studies have shown the impact
of acculturation on the prevalence of risk factors for CAD. Third, only black patients hospi-
talized for chest pain were included in our study. Most other studies enrolled young and
healthy non-institutionalized patients or used data from surveys. We studied older patients
(mean age 62 years) who were actually hospitalized for chest pain. It is, therefore, not surpris-
ing that we found a high prevalence of hypertension, diabetes, and dyslipidemia in the entire
cohort. Future studies should assess variations in the prevalence of these risk factors among
various black ethnic subgroups in community-based settings.

In conclusion, our study showed that a very high prevalence of hypertension exists in
non-Hispanic blacks hospitalized for chest pain. CBB and UBB have a similar prevalence of
cardiometabolic risk profile in our study population. Besides smoking, other factors contrib-
uting to lower CHD mortality reported for CBB need to be further explored.
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