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In 2010, the American Heart Association (AHA) declared 2020 health strategy goals to
reduce deaths from cardiovascular disease and stroke by 20% and to improve the
cardiovascular health (CVH) of all Americans by 20%.1 The latter goal is aimed at helping
everyone living in the United States (US) to achieve, or at least move toward ideal CVH by
focusing on seven key health behaviors and risk factors—smoking, body mass-index, diet
(based on the healthy diet score), participation in physical activity, and levels of blood
pressure (<120/80 mm Hg), blood glucose (<100 mg/dL), and total cholesterol (<200 mg/
dL).2 What must not be forgotten is that this 2020 AHA strategy was instituted against the
background of health disparities identified by the Institute of Medicine3 in 2003 that are still
present in our society today. In this issue, Dong et al.# describe a strong, graded relationship
between the number of ideal CVH metrics and cardiovascular disease (CVD) risk (stroke,
MI, and vascular death) among whites, blacks, and Hispanics living in the same community.
Furthermore, the authors assessed stroke as a separate outcome event whereas prior
studies®8 on ideal CV health either did not include stroke or treated stroke only as a
component of a composite outcome.

There are several other key observations reported by Dong et al. First, the study highlights
the observation that ideal CVH is rare. A glaring finding of the study is the dismally low
prevalence of ideal CVH in the urban setting in which no participants had all seven ideal
CVH metrics, and few participants had 5-6 metrics (4.4%). Thus, considerable work needs
to be done in order to achieve ideal CVH for all Americans and these findings point to a
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particular challenge in urban, relatively low income communities. However, it is
encouraging that having ideal levels of even 5-6 of the CVH metrics conveys significant
protection from incident events. This supports the notion that health promotion policies
focused on improvements in health behaviors such as physical activity, smoking, obesity,
and diet are as important as controlling vascular factors such as blood pressure, cholesterol,
and blood glucose in improving CVH and lowering risk for overall CVD, stroke and Ml
across all race and ethnic groups.

A second key finding was the significant reduction in CV risk for achieving a single ideal
CVH metric. Specifically, it is important to note that the change in adjusted event rates
going from 0-1 to 2 ideal CVH metrics was much greater than for any other increase of a
single CVH metric unit. Thus, the drop in adjusted CVD incidence rates going from 0-1 to 2
ideal health metrics (41.3 to 30.4 per 1000 person-years) was 2.4 times the drop in adjusted
CVD incidence rates going from 2 to 3 ideal health metrics (30.4 to 25.9 per 1000 person-
years). In fact, the drop in adjusted CVD incidence rates going from 0-1 to 2 ideal health
metrics represented 46% of the overall drop in adjusted CVD incidence rates going from 0—
1 to 5-6 ideal CVVH metrics (41.3 to 23.7 per 1000 person-years). This indicates that while
those with 0-1 ideal CVH metrics are at very high risk, just taking that first step toward
improving CVH dramatically improves outcomes, which is a very important message for
individuals and communities. Doing something, rather than nothing, to initiate the steps
towards ideal CVH will make a huge difference. Given the current poor state of US
population CVH metrics,>7: 9 it is important to remember this message.

The AHA 2020 strategy has shed important light on the CVH of the nation and of minority
communities. Consistent with other studies,® 7 an important disparity highlighted by this
report is that the prevalence of ideal CVH varies by race-ethnicity and this disparity remains
significant after adjustment for age and gender. The article by Dong et al. confirms the
message that all groups can have lower rates of adverse CV outcomes if they achieve ideal
CVH. A major contribution of the report by Dong et al. is the inclusion of Hispanics. While
there is little reason to believe that Hispanics would not benefit from ideal CVH, if achieved,
it was not known whether they would benefit to an equal extent. Although the actual CVH
metrics chosen by the AHA were based on the evidence from a large number of population-
based studies, the definition of ideal CVH metrics has largely been derived from evidence
collected in white cohorts. Thus, it is important to evaluate the application of these CVH
metrics to CVD risk assessment across different populations.

Hispanics, although the largest ethnic minority group in the US,10 are little understood and
largely understudied. Hispanics are characterized by significantly more geographic, racial,
and socio-cultural heterogeneity than white or African-American populations in the US and
there have been problems of extrapolating findings from Caucasian or black populations to
Hispanics. Furthermore, the Hispanic paradox clouds our view of the health of
Hispanics.11: 12 The paradox basically states that there is lower CV and overall mortality
among Hispanics despite a worse CV and socioeconomic profile compared to non-Hispanic
whites. The Hispanic paradox perpetuates the notion that Hispanics are at low
cardiovascular risk when in fact this may not be the case and may result in less aggressive
CVD treatment and prevention in Hispanic populations.
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The study by Dong et al. helps to clarify some of these issues. Despite the presumed
‘paradox’, the relation of ideal CVH factors with CV outcomes was similar across race-
ethnic groups. This is a very important point as some in the medical community remain
unsure about how to evaluate CV risk among Hispanics. The authors indicate that there were
substantial race-ethnic disparities in the prevalence of ideal CVH metrics and these
disparities partially accounted for the differences in CVD risk. Additionally, the study
showed that the CVD incidence rates were similar between whites and blacks after
adjustment for the number of ideal heath metrics. However, the overall incident CVD rates
remained lower for Hispanics compared to the other race-ethnic groups regardless of the
number of ideal CVH metrics. What is also striking is that the differential CV benefit of
having ideal vs. poor CVH was less for Hispanics than the other race-ethnic groups. This
suggests that although the components of ideal CVH predict CV risk among Hispanics,
certain elements of the Hispanic paradox may in fact exist. Large studies on the Hispanic
populations such as the landmark Hispanic Community Health Study / Study of Latinos may
help to establish the basis for the paradox and determine which factors are relevant.13

While the authors correctly emphasize that risk factors, not race per se, determine CV risk,
there are real challenges that must be explicitly addressed in order to achieve adequate
control of CV risk factors across race-ethnicity minority communities. Specific challenges in
Hispanic populations include language barriers and health literacy issues that need to be
addressed. The cultural competency of the ideal CVH message in Hispanic populations
needs attention so that we get the message across with the most impact. Hispanics and other
minorities reside more frequently in areas with lower socioeconomic status with worse
environments and reduced access to healthy foods and activities'# 15 as well as reduced
access to care.16 Furthermore, not all physicians feel comfortable caring for minority
patients.

Moreover, only 1/3 of cardiologists feel that health disparities even exist.1” This is a
problem since the 2020 goals cannot be met without acknowledgment of these disparities.
Substantial progress has been made since the IOM report on health disparities was first
released in 2002 and the gap as decreased considerably,8 but we need to acknowledge that
disparities still exist, as highlighted by the work by Dong et al., and that there is still a
considerable amount of work to be done. Future studies could look at ideal CVH in other
minority US populations inclusive of other Hispanic subgroups, Asians, and Native
Americans. It would also be important to determine if there are CVH differences between
urban and non-urban locales and whether specific interventions studies can be performed
across different populations that actually change CVH to result in improved outcomes. Of
course, the overwhelmingly good news is that despite the existence of disparities,
achievement of ideal CVH is as important in Hispanics as for other race-ethnic groups. To
reach the 2020 goals we need to be cognizant of the existing disparity issues and vigilant in
working toward improved CVH for all Americans.

References

1. Lloyd-Jones DM, Hong Y, Labarthe D, Mozaffarian D, Appel LJ, Van Horn L, Greenlund K,
Daniels S, Nichol G, Tomaselli GF, Arnett DK, Fonarow GC, Ho PM, Lauer MS, Masoudi FA,
Robertson RM, Roger V, Schwamm LH, Sorlie P, Yancy CW, Rosamond WD. Defining and setting

Circulation. Author manuscript; available in PMC 2015 May 17.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Rodriguez

15.

16.

17.

18.

Page 4

national goals for cardiovascular health promotion and disease reduction: the American Heart
Association’s strategic Impact Goal through 2020 and beyond. Circulation. 2010; 121:586-613.
[PubMed: 20089546]

. Roger VL, O’Donnell CJ. Population health, outcomes research, and prevention: example of the

American Heart Association 2020 goals. Circ Cardiovasc Qual Outcomes. 2012; 5:6-8. [PubMed:
22253367]

. Institute of Medicine. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care.

National Academic Press; 2003.

. Dong C, Rundek T, Wright CB, Anwar Z, Elkind MSV, Sacco RL. Ideal Cardiovascular Health

Predicts Lower Risks of Myocardial Infarction, Stroke, and Vascular Death across Whites, Blacks
and Hispanics: the Northern Manhattan Study. Circulation. 2012; 125:XX-XXX.

. Folsom AR, Yatsuya H, Nettleton JA, Lutsey PL, Cushman M, Rosamond WD. Community

prevalence of ideal cardiovascular health, by the American Heart Association definition, and
relationship with cardiovascular disease incidence. J Am Coll Cardiol. 2011; 57:1690-1696.
[PubMed: 21492767]

. Bambs C, Kip KE, Dinga A, Mulukutla SR, Aiyer AN, Reis SE. Low prevalence of “ideal

cardiovascular health” in a community-based population: the heart strategies concentrating on risk
evaluation (Heart SCORE) study. Circulation. 2011; 123:850-857. [PubMed: 21321154]

. Yang Q, Cogswell ME, Flanders WD, Hong Y, Zhang Z, Loustalot F, Gillespie C, Merritt R, Hu

FB. Trends in cardiovascular health metrics and associations with all-cause and CVD mortality
among US adults. JAMA. 2012; 307:1273-1283. [PubMed: 22427615]

. Troost JP, Rafferty AP, Luo Z, Reeves MJ. Temporal and Regional Trends in the Prevalence of

Healthy Lifestyle Characteristics: United States, 1994-2007. Am J Public Health. 2011:e1—-€7.
[Epub ahead of print].

. Shay CM, Ning H, Allen NB, Carnethon MR, Chiuve SE, Greenlund KJ, Daviglus ML, Lloyd-Jones

DM. Status of cardiovascular health in US adults: prevalence estimates from the National Health
and Nutrition Examination Surveys (NHANES) 2003-2008. Circulation. 2012; 125:45-56.
[PubMed: 22095826]

. Ennis SR, Rios-Vargas M, Albert NG. The Hispanic Population 2010: US Census Briefs. U.S.
Census Bureau. 2011:1-16.

. Franzini L, Ribble JC, Keddie AM. Understanding the Hispanic paradox. Ethn Dis. 2001; 11:496-
518. [PubMed: 11572416]

. Sorlie PD, Backlund E, Johnson NJ, Rogot E. Mortality by Hispanic status in the United States.
JAMA. 1993; 270:2464-2468. [PubMed: 8031341]

. Lavange LM, Kalsheek WD, Sorlie PD, Aviles-Santa LM, Kaplan RC, Barnhart J, Liu K,
Giachello A, Lee DJ, Ryan J, Criqui MH, Elder JP. Sample design and cohort selection in the
Hispanic Community Health Study/Study of Latinos. Ann Epidemiol. 2010; 20:642—649.
[PubMed: 20609344]

14. Lovasi GS, Neckerman KM, Quinn JW, Weiss CC, Rundle A. Effect of individual or

neighborhood disadvantage on the association between neighborhood walkability and body mass
index. Am J Public Health. 2009; 99:279-284. [PubMed: 19059849]

Hickson DA, Diez Roux AV, Smith AE, Tucker KL, Gore LD, Zhang L, Wyatt SB. Associations
of fast food restaurant availability with dietary intake and weight among African Americans in the
Jackson Heart Study, 2000-2004. Am J Public Health. 2011; 101(Suppl 1):S301-309. [PubMed:
21551382]

Kang-Kim M, Betancourt JR, Ayanian JZ, Zaslavsky AM, Yucel RM, Weissman JS. Access to
care and use of preventive services by Hispanics: state-based variations from 1991 to 2004. Med
Care. 2008; 46:507-515. [PubMed: 18438199]

Lurie N, Fremont A, Jain AK, Taylor SL, McLaughlin R, Peterson E, Kong BW, Ferguson TB Jr.
Racial and ethnic disparities in care: the perspectives of cardiologists. Circulation. 2005;
111:1264-1269. [PubMed: 15769767]

Cohen MG, Fonarow GC, Peterson ED, Moscucci M, Dai D, Hernandez AF, Bonow RO, Smith
SC Jr. Racial and ethnic differences in the treatment of acute myocardial infarction: findings from

Circulation. Author manuscript; available in PMC 2015 May 17.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Rodriguez

Page 5

the Get With the Guidelines-Coronary Artery Disease program. Circulation. 2010; 121:2294—
2301. [PubMed: 20479153]

Circulation. Author manuscript; available in PMC 2015 May 17.



