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The racial disparity in disease outcomes has 
been recognized for decades. African Americans 

have higher mortality risks compared with their 
white counterparts. The life expectancy for African-
American men and women is less than that for 
other Americans. Stroke mortality risks are two-
fold greater for African Americans. End-stage renal 
disease is five times more common for African-
American men and women. In addition, the age 
of onset of diseases such as stroke is considerably 
earlier for African Americans. For example, a 
45-year-old African-American man residing in the 
Southeast has the stroke risk of a 55-year-old white 
man in the Southeast and a 65-year-old white man 
residing in the Midwest.1 Elevated blood pressures 
(BPs) are seen in all four race–sex groups, but are 
more prevalent among African-American men and 
women.2 The increased prevalence and relative risks 
constitute significant population attributable risks.3 
For example, the population attributable risk for 
hypertension and 30-year mortality among white 
men was 23.8% compared with 45.2% among 
black men and 18.3% for white women compared 
with 39.5% for black women. These excess risks 
have been long recognized. The Evans County Heart 
Study,4 under the guidance of Dr. Curtis Hames and 
the Charleston Heart Study5 were both initiated in 
1960 specifically to study these racial disparities 
in cardiovascular disease in adults. Similarly, the 
Bogalusa Heart Study6 assessed the racial differenc-
es in children and young adults. More recently, the 
Jackson Heart Study7 has been established to assess 
cardiovascular risk factors in this population.

Hypertension has been a common denominator in 
these studies of the excess disease burden for African 
Americans. In addition to a higher prevalence, indi-
viduals in this group are less likely to be aware of their 
high BP, less likely to have their hypertension medi-
cally treated and, subsequently, less likely to have BP 
under control.8 Even among hypertensive individuals 
being medically treated, African Americans are less 
likely to have their BP at goal. The prevalence and 
severity of hypertension has also been documented 
in other black populations.9

Health care providers and policymakers have 
recognized the racial disparities in hypertension con-
trol and hypertension-related outcomes. Identifying 
specific reasons for the racial differences and devel-
oping interventions have been more complicated. 
In response to this public health burden, many aca-
demic centers in the United States have a division or 
unit devoted to reducing racial disparities in disease. 
The National Institutes of Health, the Centers for 
Disease Control, and other federal and state agen-
cies have substantial resources committed to initia-
tives and investigator-initiated programs to develop 
interventions focused on reducing disparities in 
health. Societies such as the International Society of 
Hypertension in Blacks have been established with 
this goal. Sessions at the 2005 American Society 
of Hypertension 20th Annual Scientific Meeting 
showcased this theme. Research initiatives such as 
the Black Pooling Project are focused on the assess-
ment of racial differences in risks. Nonetheless, 
while improvements in racial differences in disease 
outcomes have been achieved, the racial disparities 
remain after these interventions.

A key component of the disparity issue is the iden-
tification of major factors involved with the associ-
ation. Epidemiologic studies have failed to identify 
the “smoking gun.” For example, while body mass 
index and fat patterning explain some of the racial 
differences in the prevalence of hypertension, dif-
ferences remain.10 Likewise, socioeconomic status www.lejacq.com ID: 4134
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explains some of the racial differences in BP levels, 
but African Americans continue to have elevated 
BP levels in all categories of socioeconomic sta-
tus.11 Medical care indicators such as access to 
care and utilizations of care explain part, but not 
all, of the differences in hypertension and disease 
rates.12 Only a portion of the racial difference is 
explained when considering emerging and novel 
risk factors such as birth weight (where, for exam-
ple, African Americans are twice as likely to have 
a low birth weight).13,14

Results from clinical trials have also shown racial 
differences in results, suggesting different treatment 
effects for the various racial groups. Dietary fac-
tors such as sodium and potassium, while different 
for African Americans and whites, do not explain 
the racial disparities in hypertension. The Dietary 
Approaches to Stop Hypertension (DASH)15,16 diet 
with sodium restriction, however, was found to 
result in better BP reduction for African Americans 
than whites, indicating that black individuals may 
respond differently than whites. Similarly, with 
antihypertensive medical treatment, different medi-
cations may produce different effects in African 
Americans and whites. Calcium channel blockers 
and diuretics have been proposed as being particu-
larly effective for African Americans with hyperten-
sion.17–19 Angiotensin-converting enzyme (ACE) 
inhibitors and angiotensin receptor blockers (ARBs) 
have not been shown to be as effective in black 
populations compared with white populations.18–20 
Similarly, ACE inhibitors, ARBs, and β blockers 
have been reported to be less effective in blacks with 
heart failure compared with white patients.21

Key considerations in the interpretation of 
efficacy data are the sample size of the study and 
variation in other factors. It is critical that observa-
tional studies and/or clinical trials include an ade-
quate number of African Americans in the sample 
for sufficient power to assess racial differences in 
the effects of therapy or other factors. Likewise, it 
is critical to assess the racial differences in multiple 
other factors and characteristics, as these are often 
the main determinants of BP levels.

As factors associated with racial disparities in 
hypertension and outcomes remain unclear, con-
tinuing epidemiologic studies, in addition to the 
development of intervention programs to reduce 
the disparities, should be emphasized. Clinical 
trials should include adequate samples of African 
Americans in order for results to be applicable to 
this segment of the hypertensive population. A 
major concern in the study of racial disparities and 
the subsequent development of interventions is the 

labeling of risks associated with a defined segment 
of the population, such as stroke risk being higher 
in the southeast. A clear socioeconomic associa-
tion is seen for hypertension in patients with less 
education. College scholarships are not, however, 
proposed as an intervention for hypertensive indi-
viduals with less than a high school degree. It may 
be just as inappropriate to label all hypertensive 
African Americans as nonresponsive to specific 
classes of antihypertensive therapies, despite data 
indicating a difference in response rates.
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