ORIGINAL REPORTS: HYPERTENSION

REGIONAL DIFFERENCES IN THE PREVALENCE, TREATMENT AND CONTROL OF
HYPERTENSION AND DYSLIPIDEMIA IN US URBAN HISPANIC POPULATIONS
PARTICIPATING IN HEALTH SCREENING EVENTS

Objective: We examine the prevalence, treat-
ment, and control of hypertension, dyslipidemia,
and concomitant hypertension and dyslipidemia
among Hispanics in four US communities.

Methods: This was a cross-sectional study of
Hispanics who participated in health screening
programs from 2004 to 2006. We enrolled
5288 Hispanics in Miami (1=372), New York
(n=254), Los Angeles (1=4037), and Houston
(n=625). The main outcome measures were
prevalence, treatment and control rates of
hypertension, dyslipidemia, and concomitant
hypertension and dyslipidemia.

Results: Overall prevalence rates of hyperten-
sion, dyslipidemia, and concomitant hyperten-
sion and dyslipidemia were 37.5%, 26.6%, and
15.3%, respectively. Hypertension treatment
rates ranged from 30.9% (Houston) to 68.2%
(Miami) (P<.05); control was achieved in
34.7% (Los Angeles) to 47.8% (New York,
P<.05). Dyslipidemia treatment rates were
lowest in Houston (36.5%) and highest in
New York (75.3%, P<.05); control rates were
62.3% (Houston) to 75.1% (Los Angeles P<.05).
Dual treatment of hypertension/dyslipidemia
ranged from 24.4% (Houston) to 69.4% (New
York, P<.05), dual control was achieved in
4.5% (Houston) to 35.3% (New York, P<.05).
Multivariable  logistic  regression  analyses
showed the odds of having each condition did
not to differ by region, but regional differences
existed for treatment and control.

Conclusions: A high prevalence of hyperten-
sion, dyslipidemia, and combined hyperten-
sion and dyslipidemia and low control rates for
hypertension and concomitant hypertension
and dyslipidemia exist among US Hispanic
adults in different communities. (Ethn Dis.
2008;18:409-414)
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INTRODUCTION

Hispanics are the fastest-growing
minority group in the United States;
they make up 14.8% of the popula-
tion." Certain US geographic settings
have attracted Hispanic communities of
similar ancestry. Cubans are predomi-
nant in Miami-Dade County (Florida),
Puerto Rican Americans are predomi-
nant in New York County (New York),
and Mexican Americans are predomi-
nant in Los Angeles (California) and
Harris (Houston, Texas) Counties.”

Hypertension and dyslipidemia are
major risk factors for cardiovascular
disease (CVD).”” Data from the Na-
tional Health and Nutrition Examina-
tion Survey (NHANES) showed no
difference in the prevalence of hyper-
tension between Mexican Americans
and non-Hispanic Whites.®? Low
awareness of hypertension and dyslipi-
demia, as well as poor treatment and
control rates, are noted among certain
Hispanic subpopulations.®'*"'?

NHANES does not permit the
prevalence of cardiovascular risk among
the Hispanic population to be ascer-
tained at a regional level.2? Other
studies have focused on Hispanic car-
diovascular health in a given communi-
ty or health system.'” The cardiovascu-
lar risk profile of Hispanic communities
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This study examined whether
geography, demographics, and
clinical variables are
associated with patients
having hypertension or
dyslipidemia, being treated, or
achieving recommended

treatment goals.

living in distinct urban settings has not
been carefully examined or compared
between different US regions. In this
study, we examined the prevalence,
awareness, treatment, and control of
hypertension and dyslipidemia among
volunteer and free-living Hispanics
participating in health screening events
in four distinct areas in the United
States. Specifically, this study examined
whether geography, demographics, and
clinical variables are associated with
patients having hypertension or dyslipi-
demia, being treated, or achieving
recommended treatment goals.

METHODS

More than 200 health screening
events with 19,501 participants were
conducted from 2004 to 2006 in four
US communities with high concentra-
tions of Hispanics: Miami, New York,
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Los Angeles, and Houston. Of these,
5288 participants from 27 health
screening events had all of the required
data examined by cross-sectional analy-
sis for this report. Participants were
recruited through advertisements in the
media, websites, community calendars,
and local flyers. Screening events were
held at two types of venues: “commu-
nity” (churches, community centers,
retail/grocery stores, and festivals) and
“healthcare facility” (outside areas of
outpatient hospitals/clinics and physi-
cian offices). Participation was volun-
tary, and screening was provided at no
cost. Participants received a report of
their measurements, general lifestyle
counseling, and recommendation to
seek physician advice, as appropriate,
based on their results.

Medical history and demographics
were self-reported on a questionnaire
administered in both English and Span-
ish. Blood pressure was measured by the
OMRON Automatic Monitor (Omron
Healthcare, Inc, Bannockburn, Ill), and
total cholesterol and glucose levels were
measured with the Cholestech LDX
instrument (Cholestech, Hayward, Calif).

Classification of hypertension, dysli-
pidemia, and diabetes mellitus were
based on the Seventh Report of the
Joint National Committee on the
Prevention, Detection, Evaluation, and
Treatment of High Blood Pressure, the
National Cholesterol Education Pro-
gram Adult Treatment Panel III, and
the American Diabetes Association
guidelines, respectively.”®'* Hyperten-
sion was defined as blood pressure (BP)
=140/90 mm Hg (or =130/80 mm
Hg in patients with diabetes) or on
antihypertensive medication. Dyslipide-
mia was defined as total cholesterol level
=240 mg/dL (or =200 mg/dL in pa-
tients with diabetes or history of heart
disease) or on lipid-lowering medica-
tion. Diabetes was defined as glucose
level =126 mg/dL (fasting) or
=200 mg/dL (random) or on diabetes
medication. Control of hypertension
was defined as having blood pressure
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<140/90 mm Hg (or <130/80 mm
Hg if diabetic) and control of dyslipi-
demia was defined as having total
cholesterol <240 mg/dL (for those
without diabetes or heart disease) or
total cholesterol <200 mg/dL (for those
with heart disease or diabetes).

Additionally, we assessed partici-
pants’ self-awareness of dyslipidemia
and hypertension on the basis of
responses to questions provided during
the screening event. We classified a
participant as aware of his or her
condition (hypertension or dyslipide-
mia) if he or she responded affirmatively
to the questions “Have you ever been
told by a doctor that you have high
blood pressure?” (hypertension) and
“Have you ever been told by a doctor
that you have high cholesterol?” (dysli-
pidemia) or reported currently taking
medication for high blood pressure or
high cholesterol. These measures were
subsequently compared to our classifi-
cation of disease for each study subject.

CVD risk factors included age and
sex (men =45 years or women =55
years), current smoker, hypertension,
dyslipidemia, high-density lipoprotein
(HDL) cholesterol <40 mg/dL, family
history of early heart disease (heart
attack in father or brother before age
55 or before age 65 in mother or sister).

Continuous variables were compared
across communities by using analysis of
variance, and categorical variables were
compared by using the % test. Logistic
regression was used to identify predictors
of prevalence of hypertension, dyslipide-
mia, and concomitant hypertension and
dyslipidemia as well as treatment and
control of blood pressure, lipid levels, or
both in the overall study sample. All
analyses were conducted by using SAS
version 9.1 (SAS Institute, Inc, Cary,
North Carolina).

RESULTS

Data from 5288 participants from
Miami (»=372), New York (n=254),
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Los Angeles (2=4037), and Houston
(n=625) were included in this analysis.
The mean age for the overall population
was 47.8 years, 61.6% were female, 11.1%
had diabetes or heart disease, and 62.6%
had low HDL cholesterol levels (Table 1).

A total of 37.5% of participants had
hypertension, and of these, 39.8%
reported treatment, and 37.4% of those
receiving treatment were controlled
(Table 2). The prevalence of hyperten-
sion ranged from 35.7% in Houston to
42.1% in New York, although differ-
ences between the communities were
not significant. Logistic regression also
showed the likelihood of having hyper-
tension did not differ between commu-
nities compared with Los Angeles
(Table 3). Treatment rates ranged from
30.9% in Houston to 68.2% in Miami,
and the likelihood of receiving therapy
among participants with hypertension
was significantly higher in Miami and
New York than in Los Angeles (Ta-
ble 4). The likelihood of controlling
hypertension was higher in New York
than in Los Angeles (Table 5).

A total of 26.6% of participants had
dyslipidemia; 43.4% with dyslipidemia
reported treatment, and 73.1% of those
treated were controlled (Table 2). No
difference was seen between the commu-
nities in the likelihood of having dysli-
pidemia (Table 3). Treatment rates were
significantly higher in New York than in
Miami, Los Angeles, or Houston, and
New York participants were more likely
to receive lipid-lowering medication than
were Los Angeles participants (Table 4).
The likelihood of control for dyslipide-
mia was significantly less in Houston
than in Los Angeles (Table 5).

A total of 15.3% of participants had
concomitant hypertension and dyslipi-
demia; 37.1% with concomitant condi-
tions were treated for both and 24.6%
of those treated had both conditions
controlled. Logistic regression showed
that the likelihood of having combined
hypertension and dyslipidemia was not
significantly different between the com-

munities (Table 3). The likelihood of
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Table 1.

Baseline demographics by geographic community

Overall (N=5288)

Miami (n=372)

New York (n=254)

LA (n=4037)

Houston (n=625)

Mean age (SD), years

Female, %

With health insurance, %
Community screening venue, %
Mean systolic BP (SD), mm Hg
Mean diastolic BP (SD), mm Hg
Mean TC (SD), mg/dL

Mean HDL-C (SD), mg/dL

Low HDL-C, %*

Smokers,%

0-1 Risk Factor, %t

2-3 Risk Factors,%t

=4 Risk Factors, %t

DM or CHD, %

DM, %

CHD, %

47.8 (13.9)
61.6

21.8

70.8
129.0 (19.6
77.8 (11.2
197.2 (42.9
43.3 (129
62.6
9.8
46.4
36.0
6.5
11.1
9.3
2.5

55.7 (11.5)%f
65.1¢
19.4¢
43.0%f
123.0 (16.4)°F
77.4 (10.2)%°
201.7 (41.7)°
43.7 (13.8)
63.2
13.4f
32.0c,e,f
38.2¢
10.8%"
19.15¢f
11.0%¢
10.8%f

49.7 (15.3)b<
75.2a,b,(:
78.Oa,b,c
100.0%b<
125.3 (19.3)*P
74.5 (10.2)P<
182.7 (40.6)*P°
44.4 (13.3)
61.4
18.5%P
39.8a,b,c
27.6a,b,c
6.7
26.Oa,b,c
19.7%b¢
10.6™P

13.3

47.3 (13.7)>4f
60.0°4
18.8"
68.104f
129.6 (19.7)>F
77.8 (11.4)°4
196.8 (43.0)>4F
43.0 (12.7)°
63.2
8.8b’f
47621
36.1°
6.2"
10.0>4f

9.1bd
1.104f

45.4 (14.4)>%¢
65.0*

19.8°

92.6%4e

130.5 (19.4)*¢

202.7 (42.7)*4

( )
78.9 (10.9)<

42.7)

( )

44.4 (13.6)°
59.2
10.9°
49.8%¢
37.1°
5.6°
7.5a,d,e
5.00%e
2.7a,d,e

Statistically significant differences (P<.05) are indicated for comparisons between (a) NY and Houston, (b) NY and LA, (c) NY and Miami, (d) Houston and LA, (e) Houston and

Miami and (f) LA and Miami.

* Females HDL-cholesterol <50 mg/dL; males HDL-cholesterol <40 mg/dL.
T Risk factors (in those without DM or CHD): age and sex (men =45 years of age or women =55 years of age), current smoker, HTN, DYS, HDL-C <40 mg/dL, family history
of early CHD (heart attack in father or brother before 55 years of age, or before 65 years of age in mother or sister).
BP=blood pressure; CHD=coronary heart disease; DM=diabetes mellitus; HDL=high-density lipoprotein; LA=Los Angeles; NY=New York; SD=standard deviation;

TC=total cholesterol.

receiving concomitant antihypertensive
and lipid-lowering therapy was signifi-
cantly higher in New York and lower in
Houston than in Los Angeles (Table 4).
Joint control of hypertension and
dyslipidemia was particularly low in

Houston (4.5%) compared with Miami
(24.4%), New York (35.3%), or Los
Angeles (25.0%), but logistic regression
analysis showed no differences between
the communities when other variables
were taken into account (Table 5).

Logistic regression analyses examin-

ing factors associated with the likeli-
hood of having hypertension, dyslipide-
mia, or both showed no differences
between participants screened at com-
munity venues and those screened at

Table 2. Prevalence, treatment and control of hypertension (HTN) and/or dyslipidemia

(DYS)

Overall (N=5288)

Miami (n=372)

NY (n=254)

LA (n=4037)

Houston (n=625)

HTN, % (n/N)

HTN treated, % (n/N)

HTN controlled among prevalent,
% (n/N)

HTN controlled among treated, %
(n/N)

DYS, % (n/N)

DYS treated, % (n/N)

DYS controlled among prevalent, %
(n/N)

DYS controlled among treated, %
(n/N)

HTN+DYS, % (n/N)

HTN+DYS dually treated, % (n/N)

HTN+DYS dually controlled among
prevalent, % (n/N)

HTN+DYS dually controlled among
treated, % (n/N)

37.5(1982/5288)
39.8 (788/1982)

14.9 (295/1982)
37.4 (295/788)
26.6 (1404/5288)
43.4 (610/1404)
31.8 (446/1404)
73.1 (446/610)
15.3 (811/5288)
37.1 (301/811)
9.1 (74/811)

24.6 (74/301)

41.4 (154/372)
68.2%" (105/154)

31.8%% (49/154)
46.7° (49/105)
37.9%" (141/372)
53.29¢0 (75/141)
39.09¢1 (55/141)
73.3 (55/75)
20.4%F (76/372)
59.2°% (45/76)
14.5° (11/76)

24.4° (11/45)

42.1 (107/254)
64.5%" (69/107)

30.8*" (33/107)
47.8" (33/69)
31.9" (81/254)
75.3%P< (61/81)
53.10¢ (43/81)
70.5 (43/61)
19.3 (49/254)
69.4%" (34/49)
24.5* (12/49)

35.3% (12/34)

37.1 (1498/4037)
36.4%7 (545/1498)

12.6"" (189/1498)
34.7°F (189/545)
25.1°7(1015/4037)
40.7>% (413/1015)
30.54f (310/1015)
75.19 (310/413)

14.87 (596/4037)
33.6"" (200/596)

8.4 (50/596)

25.09 (50/200)

35.7 (223/625)
30.9%¢ (69/223)

10.8%¢ (24/223)
34.8 (24/69)
26.7° (167/625)
36.5%¢ (61/167)
22.8%%¢ (38/167)
62.34 (38/61)
14.4° (90/625)
24.4%¢ (22/90)
a,d,e
1.1 (1/90)

4.5%%€ (1/22)

Statistically significant differences (P<.05) are indicated for comparisons between: (a) NY and Houston, (b) NY and LA, (c) NY and Miami, (d) Houston and LA, (e) Houston
and Miami and (f) LA and Miami. HTN=blood pressure =140/90 mm Hg (=130/80 mm Hg in participants with diabetes mellitus) or on medication; DYS=total cholesterol
=240 mg/dL (=200 mg/dL if with diabetes mellitus or prior coronary heart disease) or on medication.

LA=Los Angeles; NY=New York.
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Table 3. Likelihood of having hypertension, dyslipidemia, or both among Hispanics seen at health-screening programs in Los
Angeles, Miami, New York, and Houston (n=4175)*

Parameter

Hypertension OR (95% CI)

Dyslipidemia OR (95% CI)

Both OR (95% CI)

Community (referent: Los Angeles)
Miami
New York
Houston
Female sex (referent: male)
Age (continuous)
Heart disease (referent: no heart disease)
Diabetes (referent: no diabetes)
Health insurance (referent: no health insurance)
Community venue (referent: healthcare venue)

100(75133) 108(81143) 5 (.67-1.36)

5 (.61-1.19) 3 (.66-1.31) 7 (.144-1.03)
119(96146) 123(99153) 107(81142)

2 (.54-72)1 3 (.63-.85)T 6 (.63-.92)t
1 07 (1.06-1.07)t 1 05 (1.04-1.05)t 1 06 (1.05-1.07)t
3.80 (2.12-6.82)t 5.21 (3.00-9.06)t 7.40 (4.32-12.67)t
5.41 (4.14-7.07)t 4.12 (3.27-5.19)t 5.38 (4.24-6.82)t
2.46 (1.87-3.23)t 1.00 (.77-1.30) 1 84 (1.30-2.60)T
1.00 (.75-1.33) 1.08 (.81-1.43) 5 (.67-1.36)

OR, odds ratio; Cl, confidence interval.

* Logistic regression analyses included all participants with complete data on the covariates.

Significance levels: T P<.005

healthcare facility venues; women were
significantly less likely than men to have
each condition; increasing age or having
heart disease or diabetes were associated
with a greater likelihood of having
hypertension or dyslipidemia (Table 3).
The likelihood of receiving treatment
for hypertension or for both hyperten-
sion and dyslipidemia was higher for
women than for men, but no difference
between the sexes was observed for
dyslipidemia treatment (Table 4). In-
creasing age or presence of heart disease
were associated with increased likeli-
hood of receiving therapy for all
conditions, while having diabetes was

not. Although the likelihood of treat-

ment for all conditions was higher with
increasing age (Table 4), being at goal
for hypertension was less likely (Ta-
ble 5). Participants with diabetes were
less likely to attain control of dyslipide-
mia than were those without diabetes
(Table 5).

A large proportion of participants
(46.2%) were unaware that they had
hypertension; only 8.3% of participants
with dyslipidemia reported being un-
aware of their condition. Awareness
varied regionally; in New York and
Miami, only approximately one-fourth
of participants reported being unaware
that they had hypertension. In Houston,
55.2% of participants reported being

unaware that they had hypertension,
and in Los Angeles, 48.3% reported
being unaware. Unawareness of dyslipi-
demia was highest (9.1%) in Los
Angeles, compared with 6.0% to 6.4%

in other communities.

DISCUSSION

Our analysis suggests CVD risk
factors are highly prevalent in Hispanics
who were assessed in voluntary health-
screening programs in the United
States, regardless of region. More than
half of participants had two or more
CVD risk factors, diabetes, or heart

Table 4. Likelihood of receiving treatment for hypertension, dyslipidemia, or both among Hispanics seen at health-screening
programs in Los Angeles, Miami, New York, and Houston

Parameter

Hypertension OR (95% Cl) (n=1585*) Dyslipidemia OR (95% Cl) (n=1167*) Both OR (95% Cl) (n=670%*)

Community (referent: Los Angeles)

Miami 1.93 (1.26-2.95)% 1.16

New York
Houston
Female sex (referent: male)
Age (continuous)
Heart disease (referent: no heart
disease)
Diabetes (referent: no diabetes)
Health insurance (referent: no
health insurance)
Community venue (referent:
healthcare venue)

1.35

(

2. 44 (1.47-4.05)%
6 (.53-1.08)

1 65 (1.31-2.09)%

1.07 (1.06-1.08)F

4.59 (2.12-9.90)¢
.84 (.63-1.12)

1(27-.64)%

1.93 (1.26-2.95)%

(.74-1.80)
2. 08 (1.13-3.84)1

7 (.58-1.29)
1 13 (.87-1.47)
1.05 (1.04-1.06)%

3.14 (1.54-6.37)%
1.10 (.81-1.51)

.94 (.62-1.42)

1.16 (.74-1.80)

(.72-2.51)
2. 55 (1.16-5.60)1

0 (.27-.93)t
1 88 (1.28-2.77)%
1.06 (1.04-1.08)%

3.45 (1.55-7.69)%
.67 (.45-1.01)

4 (.24-81)t

1.35 (.72-2.51)

OR, odds ratio; Cl, confidence interval.

* Logistic regression analyses included only participants who had the condition of interest noted in the respective columns with complete data on the covariates

Significance levels: T P<.05;  P<.005
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Table 5.

Los Angeles, Miami, New York, and Houston

Likelihood of controlling hypertension, dyslipidemia, or both among Hispanics seen at health-screening programs in

Parameter

Hypertension OR
(95% CI) (n=642%)

Dyslipidemia OR
(95% CI) (n=320%)

Both OR
(95% CI) (n=250%)

Community (referent: Los Angeles)
Miami
New York
Houston
Female sex (referent: male)
Age (continuous)
Heart disease (referent: no heart disease)
Diabetes (referent: no diabetes)
Health insurance (referent: no health insurance)
Community venue (referent: healthcare venue)

1.54 (.93-2.53)
2.80 (1.53-5.15)%
117(67 2.07)
5 (.61-1.20)
6 (.95-.98) ¥
9 (.31-1.13)
8 (.59-1.32)
3 (.26-.70)f
154(93 2.53)

(.43-1.85) 1(.38-2.18)
(.29-1.74) 233(92 5.89)
(.16-.82)1 5 (.05-1.20)
(.68-1.89) 6 (.41-1.40)
(.98-1.03) 9 (.96-1.02)
(.52-2.54) 104(40 2.70)
(.29-81)F .74 (.37-1.42)
(.59-2.40) .60 (.26-1.36)
0 (.43-1.85) 91 (.38-2.18)

OR, odds ratio; Cl, confidence interval.

* Logistic regression analyses included only those participants with complete venue information who had the conditions of interest and who were treated for the conditions.

Significance levels: T P<.05, ¥ P<.005.

disease. More than one-third had hy-
pertension alone, more than one-quarter
had dyslipidemia alone, and up to one-
fifth had concomitant hypertension and
dyslipidemia. While the prevalence of
these CVD risk factors did not signif-
icantly differ between the communities
after adjusting for venue, health insur-
ance, age, sex, and presence of heart
disease or diabetes, regional differences
were observed in the treatment and
control of hypertension and dyslipide-
mia. A higher proportion of Hispanics
in New York received treatment com-
pared with those in Los Angeles, and
participants in Houston consistently
had the lowest rates of control for
hypertension, dyslipidemia, and com-
bined hypertension and dyslipidemia.
Our findings are supported by the
Multi-Ethnic Study of Atherosclerosis,
which reported similar prevalences of
hypertension and dyslipidemia in His-
panics.">'® Control rates for hyperten-
sion and dyslipidemia among Hispanics
receiving treatment were also similar.
The prevalence, treatment, and con-
trol of combined hypertension and
dyslipidemia in US Hispanics in the
NHANES 2001-2002 dataset were
lower (9.8%, 12.4%, and 0%, respec-
tively)'? than observed in our study
(15.3%, 37.1%, 9.1%, respectively).
Dyslipidemia was classified by total
cholesterol levels in our study versus

low-density lipoprotein cholesterol lev-
els in NHANES, which may party
explain the difference.'”

Less access to medical services may
contribute to lower treatment and
control rates of CVD risk factors in
Hispanics.'> According to the US
Census Bureau, 32.7% of Hispanics
lacked health insurance in 2005, but
78.2% of participants recruited at our
health screening events lacked insur-
ance. In a large-scale clinical trial in
which participants had equal access to
medical care and medication, Hispanics
controlled their hypertension as well as

A higher proportion of
Hispanics in New York
received treatment compared
with those in Los Angeles, and
participants in Houston
consistently had the lowest
rates of control for
hypertension, dyslipidemia,
and combined hypertension

and dyslipidemia.
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or better than non-Hispanic partici-
pants.'”

Our study demonstrated that, rela-
tive to Hispanic men, Hispanic women
are less likely to have hypertension,
dyslipidemia, or concomitant hyperten-
sion and dyslipidemia. Hispanic women
have lower hypertension-related mortal-
ity than Hispanic men across all
Hispanic subpopulations, as well as
lower prevalence of dyslipidemia.'®'®

The findings of this study are
limited to a convenience sample of
patients who voluntarily attended
screenings in urban areas and may not
be generalizable to other Hispanic
populations. Because this study relied
on voluntary participation, it may have
attracted a disproportionate number of
participants with concerns about their
health. Other limitations of this study
include the following: low-density lipo-
protein cholesterol levels were not
analyzed because they were available
for only a small subset of participants;
triglyceride levels were not analyzed
because some samples were taken in a
nonfasting state, and data on body mass
index and lifestyle factors were not
captured. Prevalence and treatment rates
may not be precisely estimated in this
study because participants’ medical
histories, including medication use,
were based on self-report. All partici-
pants in this analysis were of Hispanic
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origin, but their specific ancestry was
not recorded. Birthplace information
would have allowed examination of
potential differences between first- and
second-generation individuals.

Conducting community health-
screening programs is well accepted in
the Hispanic population, and is helpful
in identifying subjects with CVD risk
and providing education to this often
underserved population. Our study has
highlighted variation in the treatment
and control of hypertension and dysli-
pidemia in US urban Hispanic com-
munities. Further research on Hispanic
subpopulations of different ancestry,
intergenerational differences, environ-
mental and cultural factors affecting
clinical management and the implica-
tions on CVD risk detection and
treatment in Hispanic individuals are
warranted.

ACKNOWLEDGMENTS

This study was supported by Pfizer Inc, New
York, New York. The authors acknowledge
the contributions of Stewart Levy, RPh, and
Heather Laird, BS, Impact Health, who
collated the data for this study. EunMee Lee,
Craig Roberts, and Simon Tang are em-
ployees of Pfizer Inc. Sean Candrilli was a
paid consultant. Stanley Bassin has no
conflict of interest. Nathan Wong has
received research funding from the Univer-
sity of California, Irvine, Pfizer Inc, and
Merck & Co Inc and consultant income
from Merck & Co Inc and Novartis
Pharmaceuticals. Editorial assistance was
provided by Fiona Nitsche, PhD, of Envi-
sion Pharma and funded by Pfizer Inc.

REFERENCES
1. US Census Bureau. Table 1: National charac-
teristics (May 17, 2007). Available at: www.

414

10.

census. gov/ Press- Release/www/releases/archives/

cb07-70¢bl1.pdf Last accessed August 2008.

. US Census Bureau. Table 5: Cumulative

estimates of the components of population
change by race and Hispanic or Latino origin
for the United States: April 1, 2000 to July 1,
2005 (NC-EST2005-05). May 10, 2006.
Available at: www.census.gov/popest/national/
asth/NC-EST2005/NC-EST2005-05.xls. Last
accessed, August 2008.

. US Census Bureau. BO3001: Hispanic or

Latino Origin by Specific Origin. 2006 Amer-
ican Community Survey. Available at: http://
factfinder. census.gov/servlet/ DT Table?_bm=
y&-geo_id =01000US&-ds_name=ACS_2006_
EST_GO00_8&-redoLog=false&-mt_name=ACS_
2006_EST_G2000_B03001. Last accessed, August
2008.

. US Census Bureau. Source: The Hispanic

Population. Available at: http://www.census.
gov/prod/2001pubs/c2kbr01-3.pdf. Last ac-
cessed, August 2008..

. Chobanian AV, Bakris GL, Black HR, et al.

The Seventh Report of the Joint National
Committee on Prevention, Detection, Evalu-
ation, and Treatment of High Blood Pressure:
The JNC 7 Report. JAMA. 2003;289(19):
2560-2572.

. Executive Summary of The Third Report of

The National Cholesterol Education Program
(NCEP) Expert Panel on Detection, Evalua-
tion, and Treatment of High Blood Choles-
terol in Adults (Adult Treatment Panel III).
JAMA. 2001;285(19):2486-2497.

. Lorenzo C, Williams K, Hunt K], Haffner

SM. Trend in the prevalence of the metabolic
syndrome and its impact on cardiovascular
disease incidence: the San Antonio Heart

Study. Diabetes Care. 2006529(3):625-630.

. Hertz RP, Unger AN, Ferrario CM. Diabetes,

hypertension, and dyslipidemia in Mexican
Americans and non-Hispanic Whites. A J Prev

Med. 2006;30(2):103-110.

. Ong KL, Cheung BMY, Man YB, et al.

Prevalence, awareness, treatment, and control
of hypertension among United States adults
1999-2004. Hypertension. 2007;49(1):69-75.
Rosamond W, Flegal K, Friday G, et al. Heart
disease and stroke statistics—2007 update: a
report From the American Heart Association
Statistics Committee and Stroke Statistics

Ethnicity & Disease, Volume 18, Autumn 2008

Subcommittee. Circulation. 2007;115(5):
e69—el71.

11. Centers for Disease Control and Prevention.
Disparities in screening for and awareness of
high blood cholesterol—United States, 1999—
2002. MMWR. 2005;54(5):117-119.

12. Wong ND, Lopez V, Tang S, Williams GR.
Prevalence, treatment, and control of com-
bined hypertension and hypercholesterolemia
in the United States. Am | Cardiol. 2006;
98(2):204-208.

13. Davidson JA, Moreno PR, Badimon JJ, et al.
Cardiovascular disease prevention and care in
Latino and Hispanic subjects. Endocr Pract.
2007;13(1):77-85.

14. American Diabetes Association. Diagnosis and
classification of diabetes mellitus. Diabetes
Care. 2007;30(Suppl 1):542-547.

15. Kramer H, Han C, Post W, et al. Racial/ethnic
differences in hypertension and hypertension
treatment and control in the Multi-Ethnic
Study of Atherosclerosis (MESA). Am | Hy-
pertens. 2004;17(10):963-970.

16. Goff DC, Jr, Bertoni AG, Kramer H, et al.
Dyslipidemia prevalence, treatment, and control
in the Mult-Ethnic Study of Atherosclerosis
(MESA): gender, ethnicity, and coronary artery
calcium. Circulation. 2006;113(5):647—656.

17. Margolis KL, Piller LB, Ford CE, et al. Blood
pressure control in Hispanics in the Antihy-
pertensive and Lipid-Lowering Treatment to
Prevent Heart Attack Trial. Hypertension.
2007;50(5):854-861.

18. Florez H, Silva E, Fernandez V, et al.
Prevalence and risk factors associated with
the metabolic syndrome and dyslipidemia in
White, Black, Amerindian and mixed Hispan-
ics in Zulia State, Venezuela. Diabetes Res Clin
Pract. 2005;69(1):63-77.

AUTHOR CONTRIBUTIONS

Design concept of study: Lee, Tang

Data analysis and interpretation: Lee, Can-
drilli, Roberts, Tang, Bassin, Wong

Manuscript drafi: Lee, Candrilli, Roberts,
Bassin, Wong

Statistical expertise: Candirilli, Bassin, Wong

Acquisition of funding: Lee, Tang

Administrative, technical, or material assis-
tance: Lee, Roberts

Supervision: Lee, Tang, Wong



