
P S Gill, T P Quirke, J W Mant and T F Allan

442 British Journal of General Practice, June 2004

The use of lipid-lowering drugs across 
ethnic groups in the secondary prevention
of ischaemic heart disease: analysis of
cross-sectional surveys in England
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Introduction

ISCHAEMIC heart disease (IHD) is the leading cause of mor-
bidity and mortality in the United Kingdom (UK). It is partic-

ularly high among the UK South Asian community.1 The
National service framework for coronary heart disease2 has
been implemented to improve health outcomes in part by the
identification of individuals with clinically established IHD,
and by their subsequent management with lipid-lowering
medication.1 A recent ecological study showed that patients
in practices with a large South Asian population are less likely
to be taking lipid-lowering drugs, despite their expected
greater need.3 The aim of this study was to examine the effect
of ethnicity on the prevalence of lipid-lowering drug use in
people with IHD, using data from a different dataset.

Method
Individual participant data were extracted from the Health
Surveys for England 1998 and 1999, the latter including a
boosted sample of minority ethnic groups.4 In these surveys,
participants completed a questionnaire, and at a subsequent
nurse visit they were asked what medication they were taking
and were then asked to show the containers if possible.
Participants were classified by presence or not of reported
IHD. Owing to the small number of patients in some ethnic
groups, the self-assigned ethnic group variables were aggre-
gated as follows for subsequent analysis: white/Irish (as
defined in the Health Survey for England results4) and black
(Caribbean, Chinese, Indian, Pakistani and Bangladeshi).

The relationship between clinical and demographic vari-
ables and the use of lipid-lowering drugs was analysed by
logistic regression in SPSS (Version 10.0). Forward condi-
tional selective and backward conditional elimination
methods were used to check for consistency. Variables
were included if statistically significant at the 5% level. The
variables tested comprised ethnicity and those investigated
in a previous study (age group, sex, type of IHD, year of
diagnosis, smoking status, body mass index, presence of
diabetes, presence of hypertension, social class, educational
qualifications, access to a car, housing tenure, marital status,
number in household, and region of England).5

Results
There were 1123 patients with IHD, of whom 908 had data on
prescription of lipid therapy. The odds ratio (OR) for each
variable within the model is shown in Table 1. Whereas the
univariate analysis suggested that minority ethnic groups
were more likely to be using lipid-lowering drugs (for black
patients, OR = 1.48, 95% confidence interval = 0.97 to 2.26),
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SUMMARY
A secondary analysis of the Health Surveys for England data
was performed to explore the use of lipid-lowering drug therapy
in people with ischaemic heart disease (IHD) across ethnic
groups. There were significant associations with age group, type
of IHD, and housing tenure and the taking of lipid-lowering
drugs. There was no significant association with ethnic group.
Keywords: cardiovascular diseases; ethnic groups; lipid-
lowering drugs.



this association disappeared in the multivariate analysis
when adjusted for housing tenure, smoking status, age, and
type of IHD. Indeed, only age, type of IHD and housing
tenure remained significant in the final multivariate model.

Discussion
This study confirms the finding of Reid et al that people with
IHD are more likely to be taking lipid-lowering therapy if they
are younger and have a history of myocardial infarction rather
than angina.5 In addition, this study suggests that use of lipid-
lowering therapy is associated with socioeconomic factors
but not ethnicity. This is consistent with other studies that have
shown significant associations with social deprivation and use
of statins,6 and inferior quality of medical care for non-white
patients in deprived, poorly resourced primary care.7

This study used individual-based data obtained from nation-
al representative surveys. Less than 20% of participants were
from minority ethnic groups, and it was necessary to combine
these to form a heterogeneous category for analysis. This may
have masked differences in the use of lipid-lowering therapies
between different minority ethnic groups. There may also be
bias as a result of non-participation. The response rate within
the survey was lower in minority ethnic groups4 and this might
also have masked differences in the use of lipid-lowering ther-
apy between ethnic groups, if patients with better access to
health services were over-represented. 

With the exception of age and socioeconomic factors, the
data does not include factors relating to individual behav-
iour that may have an effect on medication use. The data
does not allow a consideration of the impact of the charac-
teristics of medical practitioners or the practices within
which they work, and how these affect the patient and
determine subsequent outcomes.8

Our findings reaffirm that age and deprivation are important
predictors of which patients with IHD receive lipid-lowering
therapy. In contrast, we found no evidence that ethnicity
influences the use of these drugs. The substantially lower
use of lipid-lowering drugs in individuals aged over 65 years,
in whom absolute benefits of therapy are higher, suggests
that inappropriate ‘ageism’ may be influencing prescribing
decisions. The lower use in people in rented housing offers
yet another example of the inverse care law.9
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HOW THIS FITS IN

What do we know?
Lipid-lowering drugs are effective for 
secondary prevention of IHD and are not 
widely used within the general population, in particular among
practices with a large proportion of South Asian patients, the
elderly, and those with angina only.

What does this paper add?
Deprivation rather than ethnicity is an important predictor for
the use of lipid-lowering drugs.

Table 1. Odds ratios for treatment of ischaemic heart disease with lipid-lowering drugs.

Variablea nb Univariate odds ratio (95% CI) Multivariate odds ratioc(95% CI) P-value

Age (years)
≥75 269 1.00 1.00
65–74 308 5.36 (2.86 to 9.96) 5.13 (2.74 to 9.59) 0.002
<65 331 9.39 (5.14 to 17.15) 9.51 (5.14 to 17.61) <0.001

Type of ischaemic heart disease
Myocardial infarction 452 1.80 (1.29 to 2.50) 1.74 (1.23 to 2.49) 0.002
Angina only 456 1.00 1.00

Housing tenure
Owned 606 1.79 (1.24 to 2.60) 1.63 (1.09 to 2.46) 0.02
Rented 302 1.00 1.00

Current smoker
Yes 163 1.00 1.00
No 745 1.23 (0.80 to 1.91) 1.62 (1.00 to 2.62) 0.05

Ethnicity 
Blackd 133 1.48 (0.97 to 2.26) 1.01 (0.65 to 1.59) 0.96
White/Irishe 775 1.00 1.00

aSex, year of diagnosis, body mass index, presence of diabetes, presence of hypertension, social class, educational qualifications, access to a car,
marital status, number in household and region of England showed non-significant associations with lipid-lowering drugs, and are therefore not shown
in this table. b(total = 908). cR2 = 0.15. dCaribbean, Chinese, Indian, Pakistani and Bangladeshi. eAs defined in the Health Survey for England results.4


