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Results: A high percentage of study participants (81.5 %)
reported a history of high blood pressure; 50.8% had high
cholesterol; 44.3% were overweight, 44.3% were obese,
and 13.9% were current cigarette smokers. About 36.9% of
the men had a reported history of diabetes; 10.8% of the
men had a history of heart attack, 13.9% had a history of
congestive heart failure, 9.2% had a history of stroke, and
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Discussion: Additional studies are needed of car-
diovascular risk factors and adverse cardiovascular events
among African American men, and interventional research
aimed at controlling hypertension. Of particular concern is
prostate cancer, and whether patients with hypertension,
hypercholesterolemia, and diabetes are receiving appropri-
ate therapy to reduce their cardiovascular risk and prevent
morbidity and mortality from adverse cardiovascular events.

Introduction

Life expectancy in the U.S. in 2015 was 75.7 years for African
Americans compared to 79.2 years for whites [1]. This disparity
in life expectancy, which is particularly pronounced for African
American men, is mainly driven by marked racial disparities in
leading causes of death such as heart disease and diabetes [1].
African Americans also experience pronounced disparities in
cancer mortality [2-6]. African Americans have poorer cardio-
vascular health and higher Cardiovascular Disease (CVD) mortal-
ity when compared to non-Hispanic whites. The high burden of
CVD among African Americans is a primary cause of disparities
in life expectancy between African Americans and whites [7].
The higher prevalence of CVD risk factors (e.g., hypertension,
diabetes mellitus, and obesity) underlies the relatively earlier
age of onset of CVDs among African Americans. Hypertension
is highly prevalent among African Americans and contributes
to disparities in stroke, heart failure, and peripheral artery dis-
ease [7]. The prevalence of diagnosed and undiagnosed hyper-
tension among African American men (42.4%) greater than 20
years of age in the U.S. is among the highest in the world [7].

African American men develop diabetes mellitus 1.52 times
more often than white men [7]. The combined prevalence of
diagnosed and undiagnosed type 2 diabetes mellitus is 21.8%
in African Americans and 11.3% in non-Hispanic whites [8]. Af-
rican Americans are twice as likely to die from diabetes as non-
Hispanic whites [9]. In a study of racial disparities in diabetes
mortality in the 50 most populous U.S. cities, African Americans
had statistically, significantly higher mortality rates compared to
whites in 39 of the 41 cities included in the analyses [9].

Obesity rates are higher among African Americans than
whites. Among adults 20 years of age and older, African Ameri-
can women had the highest rates of obesity at 58%, followed
by African American men (38%), white men (34%), and white
women (33%) [10]. Factors including greater prevalence of
nutrient poor diets contribute to obesity and obesity-related
chronic diseases like CVD and hypertension [11,12].

Prostate cancer is the most commonly diagnosed cancer in
the U.S. [13]. African American men have the highest prostate
cancer incidence rates in the world and the highest prostate
cancer mortality rate of any racial/ethnic group in the U.S. [14].
African American men are more likely to have locally advanced
or metastatic prostate cancer at diagnosis, present at an ear-
lier age, and have suboptimal outcomes to standard treatments
[15]. African American men are 2.5 times more likely to die from
prostate cancer than white men [13].

Due to the ongoing disparities in cardiovascular comorbidi-
ties among African American men, we conducted a study among
a sample of African American male patient’s ages 40 years and
older to examine the frequency of chronic diseases and chronic
disease risk factors. The overall objective was to examine the
frequency of high blood pressure, high cholesterol, diabetes,

myocardial infarction, congestive heart failure, stroke, asthma,
emphysema, and cancer among patients see at Augusta Uni-
versity Health, a large academic medical center in the South-
ern U.S. In addition, there was interest in cancer comorbidity
including self-reported prostate cancer.

Methods

Data are from the African American Men’s Health Survey, a
cross-sectional study of male, African American patients seen
at Augusta University Health. Potential respondents were ran-
domly sampled using electronic medical records. Non-institu-
tionalized men were eligible to take part in the study if they
were at least 40 years of age and resided in Augusta-Richmond
County or Columbia County, Georgia, or in Aiken County, South
Carolina.

Data were collected using postal survey questionnaires. The
mailings were sent to 1,000 potential research participants. A
sequential mailing protocol was followed using a modified Dill-
man method. An advance letter was mailed to the men by the
study principal investigator (SSC). The letter provided informa-
tion about the study (purpose, potential benefits, and risks).
Three weeks later, a survey consent letter was mailed to those
who had not opted out along with a copy of the survey ques-
tionnaire and a pre-addressed, stamped return envelope. Those
who had not opted out or returned a completed questionnaire
were sent a reminder postcard three weeks later.

We obtained outcome measures through a self-reported
postal survey which included questions about chronic disease
risk factors and diseases (congestive heart failure, high blood
pressure, diabetes, myocardial infarction, stroke, asthma, em-
physema, and cancer). Respondents were asked, “Please mark
an X beside each of the health conditions that you discussed
with a healthcare provider” Also, “Are you currently taking
medications for any of the conditions below? (diabetes, high
blood pressure, high cholesterol).” Body Mass Index (BMI) was
estimated using self-reported information about height and
weight. A BMI of 25-29.99 kg/m? was defined as overweight; a
body mass index greater than or equal to 30 kg/m? was defined
as obese. Survey responses were checked for completeness and
then coded and entered into an electronic database.

Descriptive analyses were used to examine the frequency of
chronic disease outcomes. We compared the distribution of co-
morbidities between men with a history of prostate cancer to
those without a history of prostate cancer using Fisher’s exact
test. We considered a = 0.05 as the level of significance level.

Results

A total of 65 men completed the study questionnaires, corre-
sponding to a response rate of 6.5%. The mean age of the men
was 64.4 years (Table 1). Of the 65 surveyed participants, the
majority of participants had two persons living within a house-
hold (n =35, 59.3%), were retired (n = 28, 46.7%), were married
or with partner (n = 41, 65.1%), had a high school educational
level (n = 16, 25.4%), and reported good general health (n = 33,
53.4%).

A high percentage of the study participants (81.5 %) report-
ed a history of high blood pressure; 50.8% had high cholesterol;
44.3% were overweight, 44.3% were obese, and 13.9% (9 of 65)
were current cigarette smokers (Table 2). About 36.9% of the
men had a reported history of diabetes. About 10.8% of the
men had a reported history of heart attack, 13.9% had a history
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of congestive heart failure, 9.2% had a history of stroke, and
15.4% had a history of prostate cancer (Table 2).

Table 3 displays the results stratified according to whether or

Table 2: Self-reported History of Chronic Disease and Risk Fac-

tors among African American men (n=65).

not the respondent reported a history of prostate cancer. Men Chronic disease/Risk factor Frequency (%)
who reported a personal history of prostate cancer were signifi- Heart attack 7(10.8)
cantly more likely to have a history of heart attack and stroke
and to be overweight (Table 3). Congestive heart failure 9(13.9)
Stroke 6(9.2)
Table 1: Characteristics of study participants, African American Diabetes 24 (36.9)
Men’s Health Survey (n=65).
High blood pressure 53 (81.5)
Characteristic Frequency (%) .
High cholesterol 33(50.8)
Mean age (SD)* —years (N = 58) 64.44 (9.32)
Prostate Cancer 10 (15.4)
Annual Income (N = 60)
Cigarette smoking status
<$20,000 9 (15.0)
Current smoker 9(13.9)
$20,000-$34,999 4(6.7)
$35,000-$49,999 8(13.3) Former smoker 26 (40.0)
$50,000-$64,999 9 (150) Never smoked 30 (462)
$65,000-$79,999 11 (18.3) Body mass index
$80,000 + 8(13.3) Underweight 1(1.6)
Missing? 11(18.3) Normal weight 6(9.8)
Number of people in household (N = 59) Overweight 27 (44.3)
! 13(22.0) Obese 27 (44.3)
2 35 (59.3)
3+ 11(18.7) Table 3: Self-reported History of Chronic Disease/Risk Factors
Employment status (N=60) among African American Men with and without a Personal His-
tory of Prostate Cancer (n=65).
Retired 28 (46.7)
Employed 10 (16.7) Chronic disease/Risk No Prostate Cancer | Prostate Cancer
[ o, " 1
On disability 16 (26.7) factor Frequency (%) Frequency (%) @ p-value
(N =55) (N = 10)
Temporarily unemployed 6(10.0)
Heart attack 3(5.5) 4 (40.0) 0.0085
Marital status (N=63)
Congestive heart failure 8(14.5) 1(10.0) -
Married/Partner 41 (65.1)
. Stroke 3(5.5) 3(30.0) 0.0421
Single 12 (19.1)
Widowed 3(4.8) Diabetes 18 (32.7) 6 (60.0) 0.1537
Separated,/Divorced 7(11.1) High blood pressure 43 (78.2) 10 (100.0) 0.2489
Education (N=63) High cholesterol 25 (45.5) 8(80.0) 0.0824
Less than HS 8(12.7) Cigarette smoking status
HS or equivalent 16 (25.4) Current smoker 9(16.4) 0(0.0) 0.3263
Some college 15(23.8) Former smoker 20 (36.3) 6 (60.0)
A iate d 7(11.1
ssoclate degree ( ) Never smoked 26 (47.3) 4 (40.0)
Bachelor degree 9(14.3)
Body mass index
Graduate degree 8(12.7)
Normal weight 6(10.9) 0(0.0) 0.0224
Perceived general health (N=63)
Overweight 19 (34.6) 8(80.0)
Excellent 1(1.6)
Very good 8(12.7) Obese 26 (47.3) 1(10.0)
1p value determined using Fisher’s exact test.
Good 33(52.4)
Fair 16 (25.4)
Poor 5(7.9)

SD=Standard Deviation
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Discussion

The results of this survey indicate that African American
men seen at a large academic medical center in the Southern
U.S. have a high prevalence of cardio-metabolic risk factors and
disease including hypertension, hypercholesterolemia, diabe-
tes, overweight and obesity. Hypertension is a major cause of
cardiovascular morbidity and mortality and all-cause mortality.
About 30% of all deaths among African Americans are attribut-
able to hypertension [16]. Compared with whites, hypertension
in African Americans is more prevalent, occurs earlier in life, is
more severe, and is more often associated with cardiovascular
complications [26,17]. African Americans have a greater bur-
den of hypertension-related diseases (stroke, coronary heart
disease, heart failure, and renal dysfunction) than the general
population, which may be due to racial differences in periph-
eral vascular resistance, greater salt sensitivity, and circulating
renin levels [16, 18]. Pathophysiologic mechanisms of hyper-
tension among African Americans may involve the intra-renal
renin-angiotensin system, variations in angiotensinogen, and
increased aldosterone sensitivity [17]. There are also possible
gene-environment pathways connecting psychosocial stress
from direct or indirect experiences of racism with hypertension
outcomes [19]. Cardiovascular disease is the leading cause of
death among African Americans [16]. The rate of stroke mortal-
ity is higher in the southeastern region of the U.S. (the “stroke
belt”) than in other regions [16].

In the current study, a high percentage of participants who
reported having a history of hypertension also reported that
they were taking antihypertensive medication. However, no in-
formation was available about whether the hypertension was
controlled or not. African Americans are more likely to have un-
controlled hypertension than whites, which is likely to be partly
due to level of adherence to blood pressure lowering medica-
tions [20]. Other contributors to uncontrolled hypertension in-
clude lack of knowledge about the condition, lack of support,
having hypertension that is resistant to treatment, and comor-
bidities such as diabetes and renal disease [20].

Although avoidance of cigarette smoking, reduced obesity,
and use of health care services can improve health, such factors
are influenced by social determinants of health such as income,
employment, and education [1, 2]. In our study among African-
American men, we observed that 15% were living with less than
$20,000 of annual income. Prior studies report that poverty
rates are two times higher among African-Americans (25.4%)
compared to non-Hispanic whites (10.4%) [1]. Unemployment
rates are more than two times higher among African Americans
compared to non-Hispanic whites [1]. There are also substantial
disparities in educational attainment. Fewer African Americans
graduate from high school (72.5%) than non-Hispanic whites
(87.2%) [2].

About 25.4% of the men in current study reported a personal
history of prostate cancer. A statewide study determined that
African Americans in east central Georgia-an area near Augusta,
Georgia-exhibited the greatest cancer disparities for prostate
cancer in men compared to whites [21]. African American men
are more likely to develop aggressive prostate cancer, yet less
likely to be screened despite guidelines recommending shared
decision-making about prostate cancer screening and PSA test-
ing [11,15]. It is unclear whether screening through PSA testing
reduces mortality [22]. However, no firm conclusions about the
benefits-to harm ratio of PSA screening can be drawn in Afri-
can American men due to their limited representation in two

landmark clinical trials of the effectiveness of prostate cancer
screening in reducing mortality from the disease [11]. A more
recent study that used Surveillance, Epidemiology, and End
Results (SEER) data to investigate survival disparities between
African American and white men provided a compelling case
for continued PSA testing for African American men [23]. The
controversy surrounding prostate cancer screening, coupled
with the high rates of incidence and mortality among African
American men, make it that much more important for African
American men to engage in an informed decision-making pro-
cess around prostate cancer screening [24]. Previous studies
have suggested that men who are more knowledgeable about
prostate cancer are more likely to have been screened [25].
While informed decision-making is the current recommenda-
tion for prostate cancer screening, recent studies indicate that
many African American men may not be making informed deci-
sions about prostate cancer screening [11]. This is partly due to
patients having limited knowledge of prostate cancer screen-
ing which could be improved by having these discussions with
their healthcare provider [26]. In the current study, men who
reported a personal history of prostate cancer were significantly
more likely to have a history of heart attack and stroke and to
be overweight.

With respect to limitations, we lacked information about the
clinical characteristics and timing of prostate cancer. Misclas-
sification bias is a possibility due to the use of self-reported in-
formation. However, the validity of self-reported hypertension
has been reported to be high among African Americans [27]. A
further issue is that the results of this study may not be general-
izable to other populations of African American men. However,
the sample was diverse in terms of socioeconomic factors and
other demographic characteristics.

In conclusion, African American patients seen at medical
centers such as Augusta University Health may have a high bur-
den of cardio-metabolic risk factors and disease. Efforts may
be needed to assist the effectiveness of clinical care teams,
decrease care barriers, and improve patient adherence [28].
The relatively high number of patients with a personal history
of prostate cancer suggests that further research is needed to
examine the quality of prostate cancer survivorship care in this
high-risk patient population.

References

1. Singh GK, Daus GP, Allender M, Ramey CT, Martin EK, et al,.
Social determinants of health in the United States: addressing
major health inequality trends for the nation, 1935-2016. Inter-
national Journal of MCH and AIDS. 2017; 6: 139.

2. Noonan AS, Velasco-Mondragon HE, Wagner FA. Improving the
health of African Americans in the USA: an overdue opportunity
for social justice. Public Health Reviews 2016; 37: 37-12.

3. Coughlin SS, Blumenthal DS, Seay SJ, et al.Toward the elimina-
tion of colorectal cancer disparities among African Americans. J
Racial Ethn Health Disparities. 2016; 3: 555-564.

4, Coughlin SS, Yoo W, Whitehead MS, Smith SA, et al. Advancing
breast cancer survivorship among African-American women.
Breast Cancer Res Treat. 2015; 153: 253-261.

5. Coughlin SS, Matthews-Juarez P, Juarez PD, Melton CE, King M.
Opportunities to address lung cancer disparities among African
Americans. Cancer medicine. 2014; 3: 1467-1476.

6. Smith ZL, Eggener SE, Murphy AB. African American prostate
cancer disparities. Curr Urol Rep. 2017; 18: 81.

Journal of Community Medicine



MedDocs Publishers

10.

11.

12.

13.

14.

15.

16.

17.

18.

Carnethon MR, Howard G, Albert MA, Anderson CA, Bertoni AG,
et al. Cardiovascular health in African Americans. A Scientific
Statement from the American Heart Association. Circulation.
2017; 136: e393-e423.

Menke A, Casagrande S, Geiss L, Cowie CC. Prevalence of and
trends in diabetes among adults in the United States. 1988-
2012. JAMA. 201; 314: 1021-1029.

Rosenstock S, Whitman S, West JF, Balkin M. Racial disparities
in diabetes mortality in the 50 most populous US cities. J Urban
Health 2014; 91: 873-885.

Benjamin e, Blaha MJ, Chiuve SE, et al. Heart disease and stroke
statistics update: a report from the American Heart Association.
Circulation 2017; 135: e146-e603.

Bartley K, Jung M, Yi S. Diet and blood pressure differences
among whites, blacks and Hispanics in New York City 2010. Ethn
Dis 2014; 24: 175-181.

Chan Q, Stamler J, Elliott P. Dietary factors and higher blood
pressure in African-Americans. Curr Hypertens Rep 2015; 17: 10.

Woods-Burnham L, Stiel L, Wilson C, Montgomery S, et al. Physi-
cian consultations, prostate cancer knowledge, and PSA screen-
ing of African American men in the era of shared decision-mak-
ing. Am J Men’s Health 2018; 12: 751-759.

Howlader N, Noone AM, Krapcho M, et al. Editors. SEER cancer
statistics review, 1975-2009 Bethesda, MD: National Cancer In-
stitute. 2012.

Smith ZL, Eggener SE, Murphy AB. African-American prostate
cancer disparities. Curr Urol Rep. 2017; 18: 81.

Flack JM, Ferdinand KC, Nasser SA. Epidemiology of hyperten-
sion and cardiovascular disease in African Americans. J Clin Hy-
pertension. 2003; 5: 5-11.

Ferdinand KC, Nasser SA. Understanding the importance of race/
ethnicity in the care of the hypertensive patient. Curr Hypertens
Rep. 2015; 17: 1-10.

Saunders E. Hypertension in blacks. Med Clin North Am. 1987;
71:1013-1029.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Quinlan J, Person LN, Clukay CJ, Mitchell MM, Boston Q. et al.
Genetic loci and novel discrimination measures associated with
blood pressure variation in African Americans living in Tallahas-
see. PLoS One. 2016; 11: e0167700.

Dave GJ, Bibeau DL, Schulz MR, Aronson RE, Ivanov LL, et al. Pre-
dictors of uncontrolled hypertension in the Stroke Belt. J Clin
Hypertension. 2013; 15: 562-569.

Wagner SE, Hurley DM, Hebert JR, McNamara C, Bayakly AR, et
al. Cancer mortality-to-incidence ratios in Georgia: describing
racial cancer disparities and potential geographic determinants.
Cancer. 2012; 118: 4032-4045.

Patel K, Kanu M, Liu J, Bond B, Brown E, et al. Factors influencing
breast cancer screening in low-income African Americans in Ten-
nessee. Journal of community health. 2014; 39: 943-950.

Powell lJ, Vigneau FD, Bock CH, Ruterbusch LK, Heilbrun LK, et al.
Reducing prostate cancer racial disparity: evidence for aggres-
sive early prostate cancer PSA testing of African American men.
Cancer Epidemiol Biomakers Prev. 2014; 23505-23511.

Holt CL, Le D, Saunders DR, et al. Informed decision-making and
satisfaction with a church-based men’s health workshop series
for African-American men: men-only vs. Mixed-gender format. J
Cancer Educ. 2015; 30: 530-534.

Pedersen VH, Armes J, Ream E. Perceptions of prostate cancer in
Black African and Black Caribbean men: a systematic review of
the literature. Psycho-Oncology. 2012; 21: 457-468.

Woods-Burnham L, Stiel L, Wilson C, Montgomery S, Duran AM,
et al. Physician consultations, prostate cancer knowledge, and
PSA screening of African American men in the era of shared
decision-making. Am J Mens Health. 2018; 12: 751-759.

Giles WH, Lance MJ, Croft JB, Keenan NL, Lane MJ, et al. The
validity of self-reported hypertension and correlates of hyper-
tension awareness among Blacks and whites within the Stroke
Belt. Am J Prev Med. 1995; 11: 163-169.

Nasser SA, Ferdinand KC. Community outreach to African-Amer-
icans: Implementations for controlling hypertension. Current
Hypertension Reports. 2018; 20: 1-9.

Journal of Community Medicine



