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High heart attack rates in overseas Indians

McKeigue PM, Miller GJ, Marmot MG. (Department of
Community Medicine, University College and Middlesex
School of Medicine, London and MRC Epidemiology and
Medical Care Unit, Middlesex, London, UK.) Coronary
heart disease in South Asians overseas: A review. J Clin
EpidemioI1989;42:597-609.

SUMMARY
This study, an overview of the recent literature on the subject,
reveals that immigrants from the Indian subcontinent (India,
Pakistan and Bangladesh) in several countries including the
United Kingdom, Trinidad, Fiji, Singapore and South Africa
have unusually high rates of mortality and morbidity due to
coronary heart disease (CHD). The CHD rates in South Asians
are higher than those in local populations and other immigrant
groups. These high rates---common to South Asian immigrant
communities of varied ethnocultural and linguistic backgrounds-
are not explained on the basis of the conventional 'major'
coronary risk factors such as elevated serum. cholesterol,
smoking or hypertension. A high prevalence of non-insulin
dependent diabetes mellitus (NIDDM) and high plasma tri-
glyceride levels have characterized South Asians overseas.
Psychosocial stress related to migration may contribute to the
risk amongst South Asians in Britain but does not explain the
high rates relative to other immigrant communities or account
for high CHD rates in long established Indian communities in
the Caribbean and Pacific regions. Metabolic abnormalities in
South Asian immigrants are consistent with a state of hyper-
insulinaemia due to insulin resistance. The study suggests that
intra-abdominal adiposity-a determinant of insulin resistance-
needs to be evaluated as a mechanism contributing to enhanced
coronary risk in South Asians.

COMMENT
This review is essential reading for anyone interested in
the problem of CHD in Indians and includes the available
epidemiological data from several studies in India.

CHD in South Asian immigrants is one of modern
epidemiology's most exciting puzzles. While it has been
assumed for decades (mainly due to the paucity of good
population surveys and absence of reliable mortality data)
that CHD is uncommon in Indians, immigrants of Indian
origin are dying of.CHD in large numbers in several of
.their adopted lands. This could have been easily ascribed
to. the stress of migration, altered lifestyles and greater
exposure to coronary risk factors. However, the Indian
immigrants have higher mortality rates than other immig-
rants such as those of Afro-Caribbean descent who are as
disadvantaged socially as South Asian immigrants. Another
study in Japanese migrants to Hawaii and San Francisco
has shown that the migrants have CHD rates intermediate
between the residents of their native country and those of
their adopted country. 1 How can one then explain the fact
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that Indian immigrants have higher coronary mortality
rates than even the Scots or South African males who
have higher coronary mortality rates than most other
population groups? Unless one believes that India has the
highest coronary mortality rates in the world (there is as
yet no evidence to suggest this), the paradox remains
unexplained.

The conventional major coronary risk factors also do
not seem to explain. this excessive risk in South Asians.
Thus, the prevalence of 'major' coronary risk factors, i.e.
elevated serum total cholesterol, hypertension and smok-
ing, are either similar or even lower than in other ethnic
groups. The high coronary rates and their lack of association
with major coronary risk factors were uniformly found in
men as well as women of diverse linguistic and geographic
groups of South Asians (Gujaratis, Punjabis, Dravidians
and Bangladeshis). The only exception was the high rate
of smoking in Bangladeshi men. Though ghee has been
incriminated by some as being a source of cholesterol
oxides which are more atherogenic than pure cholesterol.i
a study from India has refuted this belief.'

Non-insulin dependent diabetes mellitus and hyper-
insulinaemia have been found to be highly prevalent in
immigrants of South Asian origin." The prevalence of
diabetes is about 18% in South Asians compared with 4%
in Europeans; 2-hour post-load insulin levels are twice as
high; plasma triglycerides are higher and HDL cholesterol
is lower and these metabolic abnormalities are strongly
correlated with central adiposity measured by the waist-
hip ratio (McKeigue: personal communication). Since
increased visceral abdominal fat (as measured by computed
tomography) positively correlates with an adverse cardio-
vascular risk factor profile, 4 the relation between abdominal
adiposity, hyperinsulinaemia and cardiovascular risk is
becoming clear. It is likely to emerge as a major mechanism
of CHD in South Asians. .

We at the All India Institute of Medical Sciences, New
Delhi are at present collaborating with Marmot and
McKeigue in an Indo-British study to evaluate the compara-
tive prevalence of CHD and coronary risk factors among
native Indians and those who are immigrants in Britain.
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