
Researchers say current perception 
of heart patients must be changed
Women, minorities, and even children are at risk

Physicians and other researchers say it’s time to change the percep-
tion of cardiovascular patients. The myth that heart disease is an
ailment that only strikes white males still persists, which can

cause people to underestimate their own risk as well as cause doctors
not to be as vigilant as they need to be with cardiac treatment for
minorities and women. Because chances to control developing heart
conditions can go unnoticed, serious diseases like heart failure can
occur. 

“It’s not a matter of racism,” insists George A. Mensah, MD, chief 
of cardiology and the head of cardiovascular care at Veterans Affairs
Medical Center in Augusta, GA. “The thought that doctors are with-
holding the proper treatment because they don’t want a particular
group to get it is nonsense,” he says. The discrepancies come from the
ways many physicians have been trained, based on outdated concepts
of who gets heart disease. 

Recent studies have shown blacks receive fewer procedures such as
cardiac catheterization and bypass surgery than whites. The reasons
vary. One study conducted at the 1996 meeting of the American
Academy of Family Practice and the 1997 meeting of the American
College of Physicians found doctors did not recommend as many black
or female patients for these procedures — although the physicians
reviewed cases of white and black men and women who had identical
information indicating a procedure should be done. The information

INSIDE

MAY
1999

VOL. 2, NO. 5
(pages 49-60)

American Health Consultants® is
A Medical Economics Company

■ Sex, race, and
videotape: Study suggests
physician bias in
recommending cardiac
catheterization . . . . . . . . . 50

■ Multiple-drug therapies:
They have a role in
dispelling racial myth . . . 52

■ Race and CHF outcome:
Use this study to motivate,
not intimidate, your 
patients . . . . . . . . . . . . . . 53

■ Treatment equalizers:
Insurance, team approach
narrow racial gap in cardiac
intervention . . . . . . . . . . . 54

■ Grim prognosis: 
The CDC reports bleak future
for elderly CHF patients
needing hospitalization . . 55

■ Kids at risk: Whether you
treat kids or adults, you can
help. Here’s how . . . . . . . 57

• The myth that only white men get coronary artery disease still exists.
• Doctors say racism is not to blame for differences in cardiac proce-

dures between white and black patients. Many practitioners lack
updated information about who is at risk of developing heart disease.

• Perceptions are slow to change, but everyone must work to make
change happen.

KEY POINTS



included a positive stress test and other indica-
tors to take action, says researcher Kevin A.
Schulman, MD, of Georgetown University
Medical Center in Washington, DC, so all
patients with angina probably should have
received follow-up care. 

Researchers from the Harvard School of Public
Health in Boston recently showed an overall
underuse of cardiac procedures in the New York
City hospitals they studied. But it was most pro-
nounced in local facilities that tested for cardiac
problems but did not offer treatment on site. A
patient was more likely to receive a cardiac proce-
dure if he or she was tested at a medical center
that could deal with the problem on site.

The report notes if patients at off-site centers
have to seek care from a second facility, they face
stringent referral guidelines and can lose motiva-
tion to continue their care. Because more minori-
ties such as African-Americans may be using these
local hospitals, the differences in the numbers of
procedures could be falling along racial lines. 

Do all physicians understand differences?

Even with studies that control factors such as
diabetes, hypertension, age, insurance status, and
socioeconomic issues, evidence is mounting that
conditions such as heart failure may have distinct
natural histories according to the race of the
patient. 

But getting the word out has been a slow pro-
cess, says Mensah, an African-American. Changing
the way physicians think about heart disease
means providing doctors with updated informa-
tion at every level of their professional careers from
medical students to senior faculty.

And when it comes to teaching doctors about
who is at risk of heart disease, some pediatricians
would like to add a chapter to the curriculum.
Their current studies suggest the risks seen in
adults can be traced back to childhood. 

Major warning signs — diabetes, obesity, 
left-ventricular mass, and cholesterol levels —

can appear long before a patient grows up.
Children are already forming harmful habits

such as smoking and eating high-fat diets.
Clinicians say starting young patients on therapies
to treat the medical conditions and offering coun-
seling on diet and lifestyle can do a lot to keep
heart disease from happening in the first place. 

The good news on how medicine handles
racial issues, says Mensah, is it can be improved.
Others note patients will have to be more vocal
until doctors can do a better job of shepherding
all of their patients through cardiovascular care.
The following articles provide more details.  ■

Race and sex influence
catheterization referral
Are there subconscious racial bias and myths? 

Astudy from the Georgetown University
Medical Center in Washington, DC, reports

patients’ race and sex may influence a doctor’s
decision about whether to refer someone for car-
diac catheterization — even when other informa-
tion such as descriptions of symptoms and types
of insurance are the same.

The trend is most dramatic in black women,
who received just 40% of the referrals of white
men with identical conditions. Overall, females
received 60% of the referrals given to male
patients. Blacks received 60% of the referrals that
white patients received. 

“It’s not my belief that the difference is due 
to overt bias,” says researcher Kevin A.
Schulman, MD, of the university’s Clinical
Economics Research Unit. “It’s more likely to 
be subconscious.”

Schulman says doctors may not know specifics
about particular ethnic groups and may instead
operate on stereotypes. Medical schools don’t
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teach students about how people are raised and
grow within an ethnic group, so the stereotypes
are not corrected.

The problem is a familiar one, says George A.
Mensah, MD, chief of cardiology and the head of
cardiovascular care at the Veterans Affairs
Medical Center in Augusta, GA. Medical training
may be perpetuating racial myths from one gen-
eration of physicians to the next because even
though accurate data gained from recent studies
are available, they make their way into practice
very slowly. 

Some doctors may not think African-
Americans are vulnerable to coronary artery dis-
ease, Mensah says. The misconception began
with studies in the 1960s that compared how
blacks and whites developed heart disease. Poor
populations of African-Americans, who could not
afford to eat a lot of fatty snack food or cheese, or
buy cigarettes, were compared to more affluent
whites, who could.

The black subjects’ rates of coronary heart dis-
ease were much lower, and the flawed findings
went on to help shape misconceptions on how to
recognize heart disease in black people. These
early studies needed to control such confounding
factors.

Schulman’s study “is a very good one,”
Mensah says, because it is designed to control
many of the confounding factors that could them-
selves contribute to the decision whether to rec-
ommend catheterization.

Specifics of the Georgetown study

More than 700 doctors attending the 1996
meeting of the American Academy of Family
Practice and the 1997 meeting of the American
College of Physicians were shown video footage
of actors portraying patients. The patients were
white or black, a man or woman, and either 55
or 70 years old. They gave identical scripted

descriptions of three different types of chest
pain: definite angina, possible angina, and non-
anginal pain. The descriptions were approved
by a panel of four cardiologists. Insurance infor-
mation was the same for respective age groups
as well as occupations.

Patients were considered either high- or low-
risk for coronary heart disease. They were
assigned characteristics mimicking the subjects
found in different cardiovascular disease risk per-
centiles of the Framingham Study (70% to 80%
for high risk and 20% to 30% for low risk). 

Doctors first were asked to characterize the
chest pain and estimate the chance it represented
coronary disease, defined as at least a 70% block-
age of a coronary artery. From there, they could
make these four choices:

1. Do not get a stress test.
2. Get a regular stress test.
3. Get a stress test with thallium.
4. Order other tests like echocardiography. 

If they ordered a test, one of three results was
given, according to the angina groups. The doctor
was asked again for the probability the patient
had significant arterial disease and if he or she
would send the patient for catheterization.

Schulman says it was essential to show the
doctors actual footage of the patients. Presenting
a situation similar to an office visit triggered
thought patterns that may not have happened if
the practitioner was given written pages to read.

“Our whole hypothesis was that this is some-
thing visual,” he says.

Implications of the study

“Really, what it takes to fix the issue of bias 
on recommendation is you have to have dialog
going on across the country,” Schulman says.
This dialog needs to discuss what biases are at
work in making clinical decisions as well as what
patients should expect from their doctors during
an office visit. Identifying the bias and replacing
it with information that supports better decision
making, however, probably won’t be a comfort-
able process.

“Physicians never think they are biased,” says
Gail L. Daumit, MD, a researcher from Johns
Hopkins Medical Institutions in Baltimore who
studies racial differences in access to cardiac care
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Multiple-drug therapy
combats CHF and myths

Charles Curry, MD, says he worries about
misconceptions that could be perpetuated

in the care of black patients with heart failure. 
“For treating hypertension, it’s well-known

that black people don’t respond as well to ACE
inhibitors,” he says, citing a Veterans Affairs
study that found a beta-blocker or ACE
inhibitor alone was good enough to control
high blood pressure in 70% of the study’s
white patients, but only half to 60% of the
black patients could be controlled with just one
of the drugs. 

Heart failure is a different story

When these drugs are used with diuretics
and digitalis, however, the doctor is using a
universally accepted therapy that’s right for
everyone with heart failure, says Curry, who is
chief of the division of cardiovascular disease
at Howard University in Washington, DC. 

A doctor may conclude incorrectly that just
because a drug used by itself is not as effec-
tive for treating hypertensive black people as
for white patients, the same drug will not be
effective for treating black patients with heart
failure. 

“The problem is, they are two different dis-
eases,” Curry says.

Other physicians say to avoid falling into
the myth trap, it’s important to remember that
patients will be getting more than one drug to
bring their conditions into better control.

“Very rarely do you have to treat patients
with single drugs,” says George A. Mensah,
MD, chief of cardiology and the head of car-
diovascular care at the Veterans Affairs
Medical Center in Augusta, GA. 

Watch out for hypertension

And when black patients have both heart
failure and hypertension, it may take more
than one drug to bring blood pressure under
control.

“I think that is an important point,” says
Daniel L. Dries, MD, MPH, a cardiology and

clinical trials research fellow at the National
Heart, Lung, and Blood Institute in Bethesda,
MD. “Black patients with heart failure who are
on ACE inhibitors still tend to run hyperten-
sive,” he says.

The ACE inhibitor dosage should be maxi-
mized first, then titrate the beta-blocker up
from a low dose. At this point, a black patient
could have a blood pressure of 160/90 with an
ejection fraction of 15%, he says.

To lower blood pressure further, Dries says
he uses clonidine because its use in this situa-
tion has been proven. Felodipine or Amlodipine
also can be used to control blood pressure. They
do not improve patient survival but can help
get a handle on blood pressure.

ACE inhibitors ARE beneficial

Mensah adds that following the multidrug
routine for heart failure helps doctors avoid
another racially based myth: 

Because African-Americans tend to have
lower concentrations of renin, they don’t
need ACE inhibitor therapy. (That’s why tra-
ditional CHF treatment for black patients was
digitalis and a diuretic.) In actuality, if a
patient has heart failure, he or she will bene-
fit from ACE inhibitors. “I’m amazed how
many patients, regardless of race, are not on
ACE inhibitors,” Dries says. “And that’s
proven medication.”

Other problem areas that affect patients
across the racial spectrum include:

1. Adding the beta-blocker to heart failure
therapy before the patient is titrated up on
ACE inhibitors. 

Dries says he often sees patients come into
the hospital with bad heart failure symptoms.
They are not on a maximized dose of ACE
inhibitors and they are given a beta-blocker. 

“That’s a mistake,” he says.

2. Patients are not on an appropriate level
of diuretics.

“The most common mistake I see is not
knowing how much extra fluid a person is
retaining,” Dries says. Physicians need to
check a patient’s throat for a bulge, which indi-
cates extra fluid. “Sometimes you diurese and
the patient feels 100% better.”  ■



among kidney patients. “Sometimes it takes a
study to open their eyes. That can be a painful
thing to do, but it’s important.”

“Unfortunately, until it’s fixed, I think patients
have to be more aggressive,” Schulman says.
Minorities should not feel intimidated about
telling doctors about chest pain, he says, and
should be more insistent about getting the right
care. If patients feel their complaints are not
being taken seriously, they should seek a second
opinion.

Doctors in the study were internists and family
physicians. Schulman says while this study can’t
be extrapolated to cardiologists, he would expect
specialists to show similar recommendation pat-
terns as the generalists. “They all went to the
same medical schools,” he says. “They all trained
together.”

Suggested reading

1. Schulman, et al. The effect of race and sex on physi-
cians’ recommendations for cardiac catheterization. New
Engl J Med 1999; 340(8):618-625.  ■

Use literature to motivate
patient compliance
Some may need to watch disease management

Daniel L. Dries, MD, MPH, says his team’s
study on the racial differences in CHF out-

come has generated some concern among the
people he is treating. 

The report, produced by the Clinical Trials
Scientific Research Group at the National Heart,
Lung, and Blood Institute in Bethesda, MD, con-
cluded black patients may have a higher risk of
heart failure and death from all causes, compared
to whites treated in a similar way.

“I’ve had a lot of patients come in to ask about
it,” Dries says, a cardiology and clinical trials
research fellow. But he doesn’t let the news intim-
idate them. Instead, he explains how scientists
are piecing together evidence suggesting a black
patient faces the most severe outcomes if CHF
runs out of control — and the body’s response to
a failing heart may be even more dramatic than
in other groups of patients. That means it’s time
to really get to work on controlling the disease.

“Rather than get discouraged, my patients get
very motivated to be seen in the clinic, to take
medication, and to exercise.” 

Details of the study 

Dries and the other researchers from his team
didn’t have to start their study from scratch. They
used the prevention and treatment phases of the
1990 Studies of Left Ventricular Dysfunction (the
SOLVD trial) as a starting point. Patients had
already been assembled and randomized to
either enalapril or a placebo, and the data were
already there to analyze according to the racial
background of the patients and their results.

“It gave us a great opportunity to sort out if
there was independent association with race and
bad outcomes,” Dries says.

At the beginning of both the prevention and
treatment trials of the SOLVD study, these charac-
teristics were different between black and white
participants:

♥ Blacks tended to be younger than white 
participants. 

♥ Blacks had higher average diastolic blood
pressure. 

♥ Blacks had higher serum creatinine 
concentration.

♥ Blacks used beta-blockers and anti-arrhyth-
mia drugs less often than whites. 

♥ Blacks used diuretics more often than
whites.

Blacks and whites had similar average systolic
blood pressure and equal randomization to either
enalapril or placebo.

In both trials, more black patients died of
pump failure, stroke, and pulmonary embolism.
(Dries’s group included in the pump failure end
point what the SOLVD study termed “probable
arrhythmia with some antecedent worsening of
heart failure.”)

Dries’s group combined the prevention and

May 1999 / CHF DISEASE MANAGEMENT™ 53

• Researchers returning to the 1990 Studies of
Left Ventricular Dysfunction (SOLVD) cohort
find worse outcomes among black patients.

• The study can be used to motivate black
patients to keep up with disease management.

• Other trials will continue to work out the
details in the neurohormonal responses in
CHF patients.
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treatment trials and statistically adjusted for 
the primary variables of the study, as well as
socioeconomic issues such as the financial dis-
tress and amount of education. 

Blacks had a higher relative risk of dying from
all causes, pump failure, and a combined end
point for death from any cause or hospitalization
for heart failure. When the team adjusted the
variables according to the separate trials, blacks
still had a higher relative risk of dying from all
causes. (Although the relative risk was reduced
from the prevention trial to the treatment group:
1.46 and 1.22 respectively.)

“I was a little bit surprised,” Dries says. “I
thought after we readjusted for these risks, they
would disappear. But even after we readjusted,
the differences were still there.”

What could have caused the differences in out-
comes between whites and blacks? The team
reported it probably wasn’t a difference in ACE
inhibitor sensitivity, since blacks were random-
ized to both a placebo and enalapril. 

Dries notes there were some indications blacks
had higher levels of catecholamines, which could
indicate the neurohormonal response to heart
failure may be different according to the race of
the patient. 

The hypothesis is difficult to prove with this
data set because the numbers of black patients in
some of the trials were too small to be conclusive.
It’s easy to see that black patients developed
heart failure at a younger age, however, and
developed more fibrosis. And on an anecdotal
level, Dries says the study should bring nods of
agreement from cardiac specialists.

“I think if you talk to most cardiologists and
ask them if black patients tend to do worse, the
answer would be ‘yes.’”

One cardiologist may have another explana-
tion, however. Charles Curry, MD, chief of car-
diovascular disease at Howard University in
Washington, DC, says it’s important to consider
how long it may take black and white patients
to develop heart failure. An African-American
who develops heart failure after first becoming
hypertensive at a young age may have a longer
buildup than a white patient, although both
may be in the same functional stage when they
are compared in a study. 

“The result is a longer time to cause destruc-
tion to the heart muscle,” Curry says.

“I thought we did a good job in adjusting for
risk,” Dries responds, but notes it could explain
some of the findings. Dries adds he wishes the

SOLVD study included the amount of time it 
took individual patients to develop the disease.
Studies going on now such as the BEST trial will
be looking at the development of neurohormones
over time. 

“They’ll be able to test the hypothesis that we
proposed,” he says, adding that even before doc-
tors figure out the biochemical nuances between
the races, the third-generation beta-blockers may
be especially useful to treat black patients.  ■

Racial equalizers:
Insurance, team approach

Medicare eligibility and an ongoing involve-
ment with clinicians can equalize the num-

bers of invasive cardiac procedures white and
black patients receive, according to researchers at
Johns Hopkins Medical Institutions in Baltimore.

They found in a group of patients who later
went on to develop end-stage renal disease
(ESRD) and qualify for Medicare, whites first
received almost three times the number of cardio-
vascular procedures than blacks. After they
developed ESRD and had Medicare coverage,
however, the procedure rates were nearly the
same.

“We wanted to do this study because we had a
unique data set for seven years,” says Gail L.
Daumit, MD, researcher and master’s candidate
in health sciences and epidemiology at Johns
Hopkins.

The Hopkins group used patient information
collected by the United States Renal Data System
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• With patients who later went on to develop
end-stage renal disease (ESRD) and qualify
for Medicare, white patients received three
times the number of invasive cardiac proce-
dures than black patients.

• When most patients had ESRD and Medicare
coverage, whites had only 1.4 times the num-
ber of cardiac procedures as black study 
participants.

• The team approach to treatment can be
applied to patients with cardiovascular risk
factors like diabetes and hypertension.
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for its Case Mix Severity Study of patients with
end-stage renal disease. Because data were col-
lected over several years, the Hopkins group
could follow specific patients as they developed
ESRD and became eligible for Medicare. “It’s sort
of the before and after picture,” Daumit explains.

These study subjects are special, she says,
because they are kidney patients. Their condi-
tion means they better be compliant with their
care. If they don’t
come in for dialy-
sis — which
could be as often
as three times a
week — they will
die. And when
they come in for
care so often, they
bond with nurses,
doctors, and
other staff. There
is a greater
chance that a
developing heart
problem will be
caught by one of
the clinicians
(who know a patient is already sick). And
because connections with doctors and facilities
have been made — and Medicare is available to
pay — there is a better chance that patients will
agree to a cardiac procedure if one is suggested.

“More than just insurance has to come together,”
she says, adding the team approach used in treat-
ing ESRD could be helpful in taking care of
patients who are not as sick but still are at risk
of cardiovascular disease, such as those with dia-
betes or hypertension. “It just doesn’t have to be
as stringent.”

But having a system in place where a nurse
educator or other staff keep track of patients can
prevent them from becoming lost to follow-up,
she says. Even methods as simple as a phone call
or letter from the doctor’s office to urge patients
to continue with their care can help a lot, she
says. A busy practice may have an educator, a
nurse, or someone else to help keep patients from
falling through the cracks, but “that infrastruc-
ture in a practice often isn’t there.”

But could having insurance and a team in place
to take care of patients all but erase the differences
seen between black and white patients who get
cardiovascular care? Commenting on the study,
Richard L. Kravitz, MD, from the University of

California, Davis, says the racial gap seen in
the study may not be as dramatic as the team 
suggested. 

At the beginning of the study period, the
researchers did not statistically adjust for the
number of years patients are at risk of developing
heart disease, but they made the adjustments at
the end of the study. Instead of seeing whites get
nearly three times the number of cardiac proce-
dures that blacks get, the number may be closer
to 2½ times. “It’s still a very big difference, even
with the correcting,” Kravitz says, noting the
overall methods were very good.

“I would agree that may have changed it
slightly,” Daumit says, “But it’s most important
to look at the end point.” Doing so emphasizes
white and black patients have nearly the same
rates of cardiovascular care if the coverage and
team approach are in place.

Suggested reading

1. Daumit GL, et al. Use of cardiovascular procedures
among black persons and white persons: a seven-year
nationwide study in patients with renal disease. Ann Intern
Med 1999; 130:173-182.

2. Kravitz RL.Ethnic differences in use of cardiovascular
procedures: New insights and new challenges. Ann Intern
Med 1999; 130:231-233.  ■

‘Grim’ prognosis for elderly
hospitalized with CHF 
Older subjects make racial implications unclear 

Astudy by the Centers for Disease Control and
Prevention (CDC) in Atlanta paints a dark

picture for elderly patients hospitalized for their
first time for heart failure. Among patients who
survive to be discharged, a third die within a
year. And six years after the hospitalization, less
than a fifth of the men and a quarter of the
women will still be alive.

Lead researcher Janet B. Croft, PhD, says it’s
important to consider this data set in the study:

❒ Her team looked at 170,239 Medicare
patients, all 67 or older. 

❒ Only patients who were hospitalized for the
first time for CHF were included in the study.

❒ Because the team studied Medicare claims,
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there was no way of knowing the patients’ func-
tional status or which patients may have been
treated for CHF on an outpatient basis.

This selection of the data set could explain why
black patients seemed to do better than white
patients, she says. For this group, white men had
a 10% greater risk of mortality than black men.

After six years from hospital discharge, the
statistics show:

❒ 19% of black men were still alive, compared
to 16% of white men.

❒ 25% of black women survived, compared to
23% of white women.

Is age of onset a factor?

Croft says, in general, blacks tend to develop
CHF at a younger age than whites. It is possible
that by looking only at older CHF patients who
were healthy enough to stay out of the hospital
until they were older than 67, the black patients
could have been in better physical condition than
white patients. The typical black CHF patient
may have been hospitalized already (and there-
fore ineligible for the study) or have died before
reaching the study age.

“There has already been a mortality selection,”
adds George A. Mensah, MD, chief of cardiology
and the head of cardiovascular care at the
Veterans Affairs Medical Center in Augusta, GA.
As patients live to be much older, he says, the
racial differences often disappear. 

But even though patients lived long enough to
be in the study, the chance to survive another six
years is not good.

“It may have seemed that black patients did
better,” Croft adds, “but survival is still bad for
everyone.”

Croft says greater use of ACE inhibitors and

beta-blockers could help keep patients in better
control of their heart failure. Using the drugs
after patients have a heart attack or develop
hypertension could help prevent heart failure
from developing.

“That’s the main message we at the CDC 
are trying to give,” she says, adding the agency
is now working to educate physicians about
using these medications in a programs with 
managed care providers and state Peer Review
Organizations associated with the Health Care
Finance Administration. 

“Almost 50% of heart failure patient hospital-
izations could be prevented with the right medi-
cation,” she says.  ■

Coming soon: New drug for
hospitalized CHF patients

Anew genetically engineered drug should
soon be available to treat patients who need

to be hospitalized for CHF.
Approval for nesiritide, a synthetic form of

human b-type natriuretic peptide given intra-
venously, is still pending with the U.S. Food and
Drug Association (FDA). It was recommended for
approval by the Cardiovascular and Renal Drugs
Advisory Committee to the FDA in January, says
William Abraham, MD, nesiritide researcher and
director of the heart failure and transplantation
section at the University of Cincinnati. It may
become available in June or July.

Abraham says early in CHF development, the
heart does a good job compensating for its dimin-
ishing performance with its vasodilating hor-
mones. But as the heart continues to fail, other
hormones are released that trigger vasoconstric-
tion. Both dilating and constricting hormones are
released at the same time.

“The theory is vasoconstrictors win out,” he
says, adding the drug helps overcome the vaso-
constriction and also has diuretic properties.

Nesiritide will be produced with the brand
name Natrecor and be marketed by Bayer AG for
Scios, Inc. 

“This really is a useful addition to our arma-
mentation,” he says, adding anything doctors can
do to get patients to leave the hospital and not
return in worse shape is a worthy goal. 

At the March scientific session of the American
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• Patients over age 67 discharged after their
first CHF hospitalization have a bleak out-
come, according to the Centers for Disease
Control and Prevention in Atlanta.
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men and 25% of women survived six years
after discharge.
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extrapolation because of the limitations on 
the data set.
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College of Cardiology, Abraham’s research team
reported the drug lessened symptoms in patients
with severe and moderate histories of CHF.
Pulmonary capillary wedge pressure and cardiac
index also were improved.

Abraham says scientists have isolated at least
five natriuretic peptides. Studies to produce other
drugs are continuing. It’s still not known if there
will be any differences in effectiveness according
to the race of the patients who use it.  ■

Today’s kids at risk to be
tomorrow’s heart patients
Racial trends, body shape clues of risk

They may be young now, but many kids could
be well on the road to developing heart dis-

ease. Researchers say well-recognized risk factors
in adults are appearing in racially based patterns
in children. Overall, those who are studying the
details say too many kids are smoking. Kids are
too fat. And diseases such as diabetes are getting
a foothold. 

But what do all those facts mean to clinicians
who take care of CHF patients today — most of
whom are well into adulthood? Start working
with pediatricians, says Stephen R. Daniels, MD,
PhD, a pediatrician and epidemiologist at the
University of Cincinnati College of Medicine and
Children’s Hospital Medical Center. 

“Physicians who take care of adults with
hypertension or heart disease can alert the doc-
tors treating their younger relatives,” he says.
That way, doctors are getting a jump on a child’s
family history of risk factors for developing heart
disease. “If you tweak at both ends, hopefully the
message will get out.” 

Increases in left-ventricular mass, hyperten-
sion, and unhealthy cholesterol levels all can be

developing in pediatric cases. “It’s clear these
bodily processes can start early,” he says.

Daniels says there are many different types of
interventions doctors can put into place for kids
to help them avoid developing heart disease later
in life:

1. Check the patient’s blood cholesterol.
If it is too high, kids can be put on medication to

keep it under control. And after a child is 3, blood
pressure should be checked on a regular basis. 

“Pediatricians tend to feel less comfortable
treating children with cholesterol medication or
for high blood pressure,” he says. “When they
have severe problems, they can send the child to
a specialist.” The University of Cincinnati has a
pediatric drug therapy clinic that specializes in
this kind of care.

2. During an office visit, get a sense of where
fat is being distributed on the child’s body. 

Boys and girls follow the apple-and-pear-
shape models, just like adults. It’s really a spec-
trum, Daniels says. Most boys put fat on around
their middle, while girls put on weight around
the hips and thighs. But it is possible to see girls
with central fat and boys take on the pear shape.

Daniel’s recent study, published in the February
issue of Circulation, reported fat distribution is a
better indicator of cardiovascular risk than percent
body fat. 

His team X-rayed 127 children 9 to 17 with
dual-energy X-ray absorptiometry, took fasting
lipid and lipoprotein levels and blood pressure,
and assessed left-ventricular mass. He found that
central fat distribution can be a predictor of
triglycerides, high-density lipoprotein (HDL)
cholesterol, systolic blood pressure, and left-ven-
tricular mass.

Left unattended over time, Daniels says, these
conditions can go on to cause heart disease. 

The fat factor

“One question that comes up is ‘Do we know
how to alter fat distribution — can you turn an
apple into a pear?’” he says. “We don’t know
how to do that. Which factors influence the depo-
sition of fat? There’s a lot of research we need to
do.” 

But there are a lot of basic interventions 
that can be done right now, adds Marilyn A.
Winkleby, PhD, MPH, from the Center for
Research and Disease Prevention at Stanford
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• Children show risk factors commonly associ-
ated with developing heart disease.

• These risk factors appear in racially based
patterns.

• Doctors can help kids develop healthy lifestyle
habits and get in control of risk factors. 

KEY POINTS



University School of Medicine in Palo Alto, CA.
Those interventions focus mostly on giving kids
some thoughtful direction in how to start making
good choices about the food to eat and the habits
to develop. 

What’s needed, Winkleby says, is to help young-
sters understand what heart-healthy activity means
and to get them thinking about how to lower their
cardiovascular risks. Kids need help because it’s
too easy to get off track.

What’s on the menu?

“Go to any park, and what’s your choice at the
snack bar?” she asks. The answer usually is junk
food such as soda, chips, and ice cream. Stop in
for lunch at any public school, and you will see
fast-food options. 

And kids in urban areas may not have facili-
ties available to them to get some exercise.
Playgrounds can be crime scenes, and sports
pavilions are often so crowded it’s hard to get
regular access.

“What it comes down to is how committed do
you want to be to eliminate heart disease?”
Winkleby asks. “Are we going to make an envi-
ronment where kids can grow up and find sup-
port to have a healthy lifestyle? As a society we
can make a difference.”

Her recent study of black, white, and Mexican
children and young adults showed different ethnic
groups had varying risk factors that all can lead to
heart disease. The report, the Third National Health
and Nutrition Examination Survey, 1988-1994, used
89 mobile examination centers to collect informa-
tion about 2,769 black, 2,854 Mexican-American,
and 2,063 non-Hispanic whites ages 6 to 24.

Here are some trends Winkleby and her team
found: 

♥ Among white children living in families with
low education levels, 77% of the males and 66%
of females ages 18 to 24 smoke. Researchers

reported the racial differences in smoking habits
began to appear with kids 10 to 13 years old. 

♥ Black and Mexican-American women 18 to
24, averaging 5-feet, 4-inches tall, were an aver-
age of 12.5 pounds heavier than white females
the same height and age. The ethnic difference
could first be seen among girls ages 6 to 9, show-
ing a difference in body mass index of 0.5 BMI
units. Young women ages 18 to 24 showed a dif-
ference of 2 BMI units. 

♥ In every age group, 6 to 9; 10 to 13; 14 to 17;
and 18 to 24, all subjects derived their energy
from diets consisting of more than 30% fat. But
the percentage was higher in black and Mexican-
American girls and black boys than in white girls
and boys. 

♥ Black and Mexican-American girls and boys
had higher glycosylated hemoglobin levels than
white girls and boys.

♥ Black girls had higher systolic blood pres-
sure than white girls beginning at age 6. This
trend was seen in every other age group.

After assessing the data, the team determined
kids need interventions to help control their
weight, beginning early in childhood — espe-
cially black and Mexican-American girls. Black
and Mexican-American girls and boys also need
help to prevent Type 2 diabetes. 

Doctors can help

Winkleby says kids need guidance from people
who can make the right suggestions on how to
take better care of themselves. “Physicians are
very influential,” she says. “Kids love their pedia-
trician.” That relationship provides a good atmo-
sphere to start talking to kids about these issues,
or get a nurse or other caregiver to help:

♥ Advise about diet.
“Doctors should be asking where their patients

work,” she says. Many teens have jobs after
school and on weekends, and very often it’s at a
fast-food restaurant. That tends to be where they
eat one or two meals a day, which adds up to
thousands of daily calories, and a great deal of it
is fat. 

“Kids don’t know how many calories to get or
how to know about limiting fat,” she says. “It’s
awareness of these things that kids need and
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Correction

In the March issue of CHF Disease Management,
Ervin Vergara , RN, staff nurse at Casa Colina

Centers for Rehabilitation in Pomona, CA, Adult
Day Health Care program was inadvertently mis-
quoted. Vergara said swelling in the lower extremi-
ties is a symptom of CHF.  ■



physicians can certainly help with that.”
♥ Ask patients if they smoke, and if they do,

help them to quit.
At medical meetings, Winkleby often shows

advertising targeted to young urban white males
to illustrate how tobacco companies know the
market is there. 

Billboards of tough, smoking T-shirted young
men being admired by seductive young women
poised on a fire escape are difficult images to
compete with — especially when most of their
peers, parents, and grandparents probably smoke
as well. Doctors can help break the allure of
smoking by being good counselors. 

♥ Look out for diabetes and hypertension.
Be especially careful that black girls are not on

their way to developing them. Guide patients
with the diseases toward keeping them under
control.

“It’s not very jazzy,” Winkleby says, “but these
are powerful messages.”

Suggested readings

1. Winkleby MA, et al. Ethnic variation in cardiovascular
disease risk factors among children and young adults. JAMA
1999; 281(11):1,006-1,013.

2. Daniels SR, et al. Association of body fat distribution
and cardiovascular risk factors in children and adolescents.
Circulation 1999; 99:541-545.  ■

Too many unaware of 
risk of heart disease

Marilyn A. Winkleby, PhD, MPH, says it
happens all the time. She sits in with her

focus group for low-income moms, to train them
about health issues, and the participants have no
idea they are at risk of heart disease.

They have received other messages loud and
clear — such as the need to immunize their chil-
dren and how to avoid the spread of AIDS.
“These are the things that have been made a pri-
ority,” says Winkleby, a researcher at the Center
for Research and Disease Prevention at Stanford
University School of Medicine in Palo Alto, CA. 

They have seen the advertisements on the
sides of buses and heard the public service mes-
sages on the radio and can go into great detail
on what they should know, which they should

be able to do.
“But when you tell them that heart disease is

what they will most likely die of, they can’t
believe it,” she says. “We’re just at that stage of
information.”

Realistic images of heart disease absent

Winkleby says a colleague of hers believes part
of the problem is the way heart disease is por-
trayed in advertisements for drugs that treat dif-
ferent cardiac conditions. There is no sign of
suffering or loss in quality of life. It’s all pho-
tographs of vibrant couples — men and women
in their 50s and 60s who just need to take a pill
and everything gets better. “We’ve made it a nice
and pretty disease,” she says. 

“Death comes suddenly. It’s peaceful.” 
Similarly, at the Centers for Disease Control

and Prevention (CDC) in Atlanta, Janet B. Croft,
PhD, says the CHF deaths she sees are not as 
simple as the general public may think. “It’s such
a miserable, slow death,” she says, recalling how
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people can slowly suffocate or be so weak they
are too tired to finish a meal.

People need to know this is not a natural way
live out the rest of one’s years, says Croft, a
researcher from the CDC’s cardiovascular health
branch.

“If it happened to younger people, more peo-
ple would sit up and take notice. But since
patients are older, people can be saying, ‘It’s nat-
ural. Older people should die.’ But it really isn’t
natural,” she explains.

Croft says a good comparison to use is this:
Research shows a healthy person who turns 65
can be expected to live about 9 to 17 more years.
But her recent study showed a third of the 67-
year-olds being discharged from their first CHF
hospitalization will die within a year. In six years,
fewer than 25% of women and less than 20% of
men will still be alive.

And of course, that doesn’t even count all the
people who did not survive long enough to make
the study age, or who already had been hospital-
ized more than once. (See related story, p. 55, for
more information.)  ■■

Health care Y2K reference
resource available

With the year 2000 deadline fast approaching,
hospitals are scrambling to complete a pro-

cess that in many cases was started too late. 
In response to a serious problem, American

Health Consultants, publisher of CHF Disease
Management, has published the Hospital Manager’s
Y2K Crisis Manual, a compilation of resources for
nontechnical hospital managers. 

This 150-page reference manual includes infor-
mation, in nontechnical language, on the prob-
lems your facility will face, the potential fixes,
and the possible consequences, including:

• Will your computers and software work in
2000?

• What does Y2K mean for patient care?
• What will happen to your medical devices?
• How can you make sure your vendors are

Y2K-compliant? 
• Are you at legal risk due to Y2K?
• Are you prepared if Y2K delays Health Care

Financing Administration’s payments?
Jan. 1, 2000, is not a moving target. Either your

computer systems, medical devices, and suppli-
ers can handle the date change, or they can’t, in
which case your entire organization faces serious
problems. 

The Hospital Manager’s Y2K Crisis Manual
is available now for $149. To order, contact
American Health Consultants’ customer service
at (800) 688-2421.  ■
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CE objectives

After reading CHF Disease Management,
health care professionals will be able to:

1. Identify management, clinical, educa-
tional, and financial issues relevant to the
care of CHF patients.

2. Explain how those issues affect CHF
patients and the providers who care for
them. 

3. Describe practical ways to solve prob-
lems commonly encountered by care
providers in their daily activities.  ■


