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HIGHLIGHTS

cholesterol and LDL-C rates were similar for men in urban Ghana and Europe.
• Total
total cholesterol and LDL-C were most prevalent in urban Ghanaian women.
• High
triglycerides were more prevalent in Ghanaian women in Ghana than in Europe.
• High
HDL-C was most prevalent in rural Ghana, followed by urban Ghana and Europe.
• Low
• TC/HDL-C-ratio was the highest in urban Ghanaian men and women.
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Background and aims: African populations have a favourable lipid profile compared to European populations.
However, the extent to which they differ between rural and urban settings in Africa and upon migration to
Europe is unknown. We assessed the lipid profiles of Ghanaians living in rural- and urban-Ghana and Ghanaian
migrants living in three European countries.
Methods: We used data from a multi-centre, cross-sectional study among Ghanaian adults residing in rural- and
urban-Ghana and London, Amsterdam and Berlin (n = 5482). Dyslipidaemias were defined using the 2012
European Guidelines on Cardiovascular Prevention. Comparisons between groups were made using age-standardised prevalence and prevalence ratios (PRs) with adjustments for important covariates.
Results: In both sexes, the age-standardised prevalence of high total cholesterol (TC) and LDL-cholesterol (LDLC) was lower in rural- than in urban-Ghana and Ghanaian migrants in Europe. Adjusted PRs of high TC and LDLC were higher in urban-Ghana (TC PR = 2.15, 95%confidence interval 1.69–2.73) and Ghanaian migrant men
(TC PR = 2.03 (1.56–2.63)) compared to rural-Ghana, but there was no difference between rural- and Ghanaian
migrant women (TC PR = 1.01 (0.84–1.22)). High triglycerides levels were as prevalent in rural-Ghana (11.6%)
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as in urban-Ghana (12.8%), but were less prevalent in Ghanaian migrant women (2.0%). In both sexes, low HDLcholesterol was most prevalent in rural-Ghana (50.1%) and least prevalent in Europe (12.9%).
Conclusion: The lipid profile varied among ethnically homogeneous African populations living in different
geographical locations in Africa and Europe. Additional research is needed to identify factors driving these
differential risks to assist prevention efforts.

1. Introduction

2.1. Study population and study design

The prevalence of hypercholesterolemia is markedly lower in subSaharan African (SSA) populations compared to the worldwide prevalence. Prevalence rates of high total cholesterol (TC) range from 5%
in Lesotho to 26% in mainland Tanzania [1], compared to around 30%
globally [2]. Moreover, migrants originating from SSA are believed to
have a more favourable lipid profile compared to European descent
populations, with lower triglyceride (TG) and higher high-density lipoprotein cholesterol (HDL-C) levels [3].
This favourable lipid profile has previously been thought to contribute to the relatively low prevalence of coronary heart disease (CHD)
among African descent populations in Europe [4]. However, Harding
et al. showed worrying results analysing the CHD mortality trends in the
UK: in 2003, for the first time since 1979, Jamaican born women had a
higher age-standardised CHD death rate than those born in England and
Wales [5]. Additionally, the prevalence of cardiovascular disease (CVD)
is not only increasing among African descent migrants, but also in
countries in SSA where these populations originate form [6]. This suggests that the cardio-protective effect of the favourable lipid profile of the
African origin populations is fading [7]. Ongoing urbanisation, accompanied by consumption of energy-dense, processed food and a sedentary
lifestyle, might affect the lipid profile and possibly reflects on the CVD
risk of the population in SSA [8]. Moreover, contextual factors in the
place of settlement after migration, such as access to healthcare and
preventative services or nutrition supply, may be shaping the dyslipidaemia risk of SSA populations in Europe [9]. For instance, geographical
differences have been observed in the prevalence of low HDL-C and high
triglycerides among Dutch-African Caribbeans compared to EnglishAfrican Caribbeans [10]. This suggests the influence of unique environmental factors on the cholesterol profile of SSA migrant populations.
Migration studies offer the opportunity to assess the influence of
environmental factors on the occurrence of dyslipidaemia. However, this
has never been studied in a homogenous migrant population. So far, only
migration surrogates, e.g. comparing African populations residing in
West Africa to African Americans and African Caribbeans that have migrated centuries ago, have been used to compare lipid profiles among
African descent populations residing in different geographical locations
[11,12]. However, African diaspora residents originate from heterogeneous ancestry and show high levels of genetic diversity as well as
admixture with other ethnic groups [13], which makes it difficult to
assess the potential impact of migration on the lipid profile of African
populations [14]. Moreover, migration studies including the source population residing in the country of origin in SSA provide innovative ways
of assessing the role of contexts and migration on the occurrence of
dyslipidaemia, hereby increasing the understanding of factors that predispose migrant populations to the increasing CVD prevalence [15].
Therefore, the aim of this study was to compare the prevalence of
dyslipidaemias among a homogenous population of Ghanaians living in
rural and urban Ghana, as well as among Ghanaians living in three
different European countries.

The RODAM study was carried out between 2012 and 2015, including
Ghanaians aged ≥25–70 years, living in rural (Ashanti region) and urban
Ghana (Kumasi and Obuasi), and in the cities of London, Amsterdam and
Berlin. Various recruitment strategies were necessary at the different study
sites, due to differences in population registration systems across European
countries as well as in Ghana. For instance, in Amsterdam, participants
were drawn from the municipal population registration, whereas in
London and Berlin, Ghanaian organisations and churches served as the
sampling frame. In rural and urban Ghana, participation rates were 76%
and 74%, respectively. In Europe, the participation rates were 53% in
Amsterdam, 75% in London and 68% in Berlin. In the different locations,
non-respondents were younger than respondents, and men were more
frequently non-respondents than women in all sites except for Berlin.
The population of Ghana constitutes of numerous different ethnic
groups, of which Akan forms the largest group [16]. About half of the
Ghanaian population is of Akan ethnicity, of whom the majority lives in
the Central, Western and Ashanti region.
2.2. Measurements and definitions
Data collection was standardised by using standard operation procedure across all study sites. Information on demographics, ethnicity
(“Which group do you belong to?”), educational level, past medical history, and lifestyle factors were obtained through questionnaires. Smoking
status was classified into current and former smokers, and never smoked.
Alcohol, total energy, fat, carbohydrate, and protein intake in grams per
day were estimated using standard portion seizes combined with frequencies of intake based on a standardised Food Propensity Questionnaire
(Ghana-FPQ). This Ghana-FPQ was based on the European-FPQ adjusted
to the Ghanaian diet [17]. The WHO-STEPS questionnaire was used to
derive physical activity in metabolic equivalent (MET, hours/week),
which included physical activity at work, while commuting and in leisure
time [18]. Answers were subsequently classified based on the guidelines of
The IPAQ group [19], into low, moderate or high level of total physical
activity. The use of lipid-lowering medication was assessed using the
question: “Do you use cholesterol-lowering medication?”. Physical examination was performed using validated devices. Weight and height were
measured in light clothing without shoes using SECA 877 weighing scales
and SECA 217 portable stadiometers. Body Mass Index (BMI, kg/m2) was
calculated by dividing the weight in kilograms by the squared height in
meters. Waist circumference (cm) and hip circumference (cm) were
measured using measuring tape at the midpoint between the lower rib and
the upper margin of the iliac crest, and around the major trochanter, respectively. Waist-to-hip ratio (WHR) was calculated by dividing waist by
hip circumference. All anthropometric measurements were performed
twice and the average of the two measurements was used for analysis.
Fasting venous blood samples were collected by trained research assistants after an overnight fast of at least 10 h. All samples were transported
from the local research centres to Berlin, to avoid inter-laboratory bias.
Information on fasting plasma glucose (FPG) concentration was obtained
using an enzymatic method (hexokinase method by colorimetry). For TC,
LDL-C, HDL-C and TG concentration, a ready-to-use reagent for colorimetry
was used. All analyses were performed using an ABX Pentra 400 chemistry
analyser (ABX Pentra; Horiba ABX, Germany). We chose to use the
European Guidelines on Cardiovascular Prevention 2012 guideline [20], as
this provided the most complete definition of all four dyslipidaemias

2. Materials and methods
The rationale, conceptual framework, design and methodology of
the Research on Obesity and Diabetes among African Migrants
(RODAM) study have been previously described elsewhere in detail [9],
and will be summarized here.
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included in this study. High TC was defined as a plasma cholesterol concentration of ≥5.0 mmol/L, high TG concentration ≥1.7 mmol/L, high
LDL-C concentration ≥3.0 mmol/L, and low HDL-C concentration as <
1.0 mmol/L in men and < 1.2 mmol/L in women. Dichotomisation of these
variables will make it possible to identify participants at increased CVD risk,
and may be clinically relevant with regard to initiation of lipid-lowering
therapy. There is no international threshold for an increased TC/HDL-C
ratio, and this value was therefore presented as a continuous variable.

Inc.). Age-standardised prevalence was calculated using R Statistics
version 3.4.1 (R Core Team. 2017, R for Windows, version 3.4.1. R
Foundation for Statistical Computing, Vienna, Austria).
2.4. Ethical considerations
This study was performed in accordance with the Declaration of
Helsinki. Ethical approval of the study protocols was requested at all sites
from the respective ethics committees in Ghana (School of Medical
Sciences/Komfo Anokye Teaching Hospital Committee on Human Research,
Publication & Ethical Review Board), the Netherlands (Institutional Review
Board of the AMC, University of Amsterdam), Germany (Ethics Committee
of Charité-Universitätsmedizin Berlin) and the UK (London School of
Hygiene and Tropical Medicine Research Ethics Committee) before data
collection began in each country. Written informed consent was obtained
from each participant prior to the enrolment in the study.

2.3. Statistical analysis
Participants outside the age range of 25–70 and those who did not
participate in the physical examination were excluded from the data
analyses as were participants with missing data on lipids (Fig. 1).
All analyses were stratified by sex. Data on categorical variables were
presented as frequencies and percentages with 95% confidence interval
(CI), and as means and 95% CI for continuous variables, per study site
and sex. Because of skewed distribution, alcohol intake was reported as
median with interquartile range (IRQ). Age-standardised prevalence
rates of the dyslipidaemias were calculated using the direct method, with
the age distribution of the total RODAM population as standard population. Prevalence ratios (PRs) were calculated by means of Poisson regression with robust variance to examine the differences in prevalence of
dyslipidaemia between the different study sites [10,21]. PRs indicate the
ratio between the prevalence of an outcome in the exposed versus nonexposed population, with ‘migration’ being the exposing factor. Therefore, the population of rural Ghana served as the reference group, as this
was conceptualised as the non-exposed group. In addition, a linear regression analysis was performed to assess geographical differences in the
TC/HDL-C-ratio. Results were presented as the linear regression coefficients (β) with corresponding 95% confidence intervals. To assess the
potential role of environmental factors and to adjust for confounding
factors, the regression analyses were adjusted in six models. Model 1 was
adjusted for age; model 2 for age and level of education; model 3 for
model 2 plus physical activity and smoking (lifestyle model); model 4 for
model 3 plus alcohol and daily energy intake (dietary model); model 5
for model 4 plus BMI, WHR and FPG (pathological condition model); and
model 6 for model 5 plus the use of lipid-lowering medication [22]. Full
case analysis was performed. Model 1 included 100% of the participants,
model 2 94%, model 3 81%, and model 4 to 6 71% of the participants.
Analyses were performed using IBM SPSS Statistics version 24 (SPSS
Inc. Released 2016. SPSS for Windows, Version 24.0. Chicago, SPSS

3. Results
3.1. Population characteristics
6385 Ghanaians agreed on participation, of whom 5898 completed
the questionnaire, physical examination and blood sample collection.
After exclusion of participants outside the age range and with missing
values on blood lipid profile, 5482 participants were eligible for analysis (Fig. 1). The majority of the participants (84%) reported to be of
Akan ethnicity, which was consistent between the study locations (rural
Ghana 87%, urban Ghana 79%, Amsterdam 85%, Berlin 82%, and
London 86%). The mean age of the population differed per geographical location, with Amsterdam-Ghanaian men, and rural- and
London-Ghanaian women being slightly older compared to their
counterparts at the other study sites (Table 1). Men and women in rural
Ghana had the lowest level of education, whereas London- Ghanaians
were most frequently highly educated. More than 95% of the EuropeanGhanaians were first generation migrants. Of all study populations,
Berlin-Ghanaian men had the highest mean use of alcohol per day, and
did smoke most frequently (15%). Ghanaians living in rural Ghana and
Amsterdam were most frequently highly physical active, whereas
London-Ghanaians had the lowest level of physical activity. The total
energy intake was highest in Berlin and London, followed by rural
Ghana, Amsterdam and urban Ghana. However, this was not reflected
in BMI and waist circumference, which showed a positive gradient from

Fig. 1. Flow chart of participants eligible for analysis.
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Table 1
Population characteristics by locality and sex.
Total n (%)
Men, n (%)
Age, years (CI)
Education level, % (CI)
None or elementary
Lower secondary
Higher secondary
Tertiary
Unknown
Duration of stay in Europe, years (CI)
First generation migrant, % (CI)
Current smoking, yes, % (CI)
Alcohol use, g/day (median, IQR)
Physical activity, % (CI)
Low level
Moderate level
High level
Energy intake, kcal/day (CI)
Fat intake, g/day (CI)
Carbohydrates, g/day (CI)
Protein, g/day (CI)
BMI, kg/m2 (CI)
Waist circumference, cm (CI)
Waist-hip ratio (CI)
Fasting plasma glucose, mmol/L (CI)
Total cholesterol, mmol/L (CI)
LDL-C, mmol/L (CI)
HDL-C, mmol/L (CI)
Triglycerides, mmol/L (CI)
Use of lipid lowering medication, yes, % (CI)

Women, n (%)
Age, years (CI)
Education level, % (CI)
None or elementary
Lower secondary
Higher secondary
Tertiary
Unknown
Duration of stay in Europe, years (CI)
First generation migrant, % (CI)
Current smoking, yes, % (CI)
Alcohol use, g/day (median, IQR)
Physical activity, % (CI)
Low level
Moderate level
High level
Energy intake, kcal/day (CI)
Fat intake, g/day (CI)
Carbohydrates, g/day (CI)
Protein, g/day (CI)
BMI, kg/m2 (CI)
Waist circumference, cm (CI)
Waist-hip ratio (CI)
Fasting plasma glucose, mmol/L (CI)
Total cholesterol, mmol/L (CI)
LDL-C, mmol/L (CI)
HDL-C, mmol/L (CI)
Triglycerides, mmol/L (CI)
Use of lipid lowering medication, yes, % (CI)

2082 (100)
2082 (100)

1121
2082
1937
1648
1731

(100)
(100)
(93.0)
(79.2)
(83.1)

1648
1648
1648
1648
2078
2075
2075
2079
2082
2082
2082
2082
2082

(79.2)
(79.2)
(79.2)
(79.2)
(99.8)
(99.7)
(99.7)
(99.9)
(100)
(100)
(100)
(100)
(100)

3400 (100)
3400 (100)

1509
3400
3172
2685
2907

(100)
(100)
(93.3)
(79.0)
(85.5)

1648
1648
1648
1648
3390
3388
3388
3399
3400
3400
3400
3400
3399

(79.2)
(79.2)
(79.2)
(79.2)
(99.7)
(99.6)
(99.6)
(100)
(100)
(100)
(100)
(100)
(100)

Rural-Ghanaians

Urban-Ghanaians

AmsterdamGhanaians

Berlin-Ghanaians

London-Ghanaians

401 (19.3)
46.2 (44.9–47.4)

412 (19.8)
46.5 (45.4–47.7)

573 (27.5)
48.4 (47.6–49.2)

297 (14.3)
45.8 (44.5–47.1)

399 (19.2)
46.0 (44.9–47.1)

39.4 (34.7–44.2)
35.7 (31.1–40.4)
13.2 (10.2–16.8)
5.7 (3.8–8.3)
6.0 (4.0–8.6)
n/a
n/a
5.8 (3.8–8.5)
0.64 (3.73)

22.1 (18.3–26.3)
42.7 (38.0–47.5)
20.6 (16.9–24.7)
9.0 (6.5–12.0)
5.6 (3.7–8.1)
n/a
n/a
3.3 (1.9–5.5)
0.14 (1.5)

20.2 (17.1–23.7)
41.4 (37.4–45.4)
25.5 (22.0–29.2)
7.7 (5.7–10.1)
5.2 (3.6–7.3)
18.5 (17.8–19.2)
98.5 (97.1–99.3)
8.0 (5.9–10.6)
2.90 (9.05)

6.1 (3.8–9.2)
47.8 (42.2–53.5)
28.3 (23.4–33.6)
17.5 (13.5–22.1)
0.3 (0.0–1.6)
16.8 (15.5–18.2)
99.3 (37.9–99.9)
14.8 (11.1–19.2)
4.22 (22.15)

4.0 (2.4–6.3)
25.3 (12.2–29.7)
16.8 (13.4–20.7)
40.4 (35.6–45.2)
13.5 (10.4–17.1)
14.9 (13.9–15.9)
98.6 (96.9–99.5)
1.4 (0.5–3.0)
0.73 (2.09)

10.9 (8.0–14.3)
16.7 (13.2–20.7)
71.6 (66.9–76.0)
3023 (2877–3169)
94.7 (91.1–98.4)
446 (419–473)
82.6 (79.1–86.2)
20.9 (20.6–21.2)
76.7 (75.9–77.5)
0.89 (0.88–0.89)
5.1 (5.0–5.2)
4.2 (4.1–4.3)
2.5 (2.4–2.6)
1.2 (1.1–2.2)
1.1 (1.0–1.1)
0

22.3 (18.3–26.6)
18.4 (14.8–22.5)
57.8 (52.9–62.6)
2435 (2357–2512)
83.5 (80.3–86.6)
334 (321–347)
81.9 (79.4–84.4)
24.2 (23.8–24.5)
84.7 (83.7–85.7)
0.90 (0.90–0.91)
5.8 (5.5–6.0)
5.1 (5.0–5.2)
3.3 (3.2–3.4)
1.2 (1.2–1.2)
1.2 (1.1–1.2)
0.2 (0.0–1.1)

20.9 (17.0–25.2)
14.7 (11.4–18.6)
59.1 (54.1–64.0)
2655 (2548–2761)
98.8 (93.4–104.2)
332 (318–347)
93.3 (90.2–96.3)
27.0 (26.7–27.3)
93.2 (92.3–94.1)
0.95 (0.94–0.95)
5.7 (5.5–5.9)
5.1 (5.0–5.1)
3.3 (3.2–3.4)
1.3 (1.3–1.4)
1.0 (1.0–1.1)
8.9 (6.8–11.4)

24.2 (19.6–29.3)
20.9 (16.5–25.8)
52.2 (46.5–57.8)
3277 (3112–3442)
125.4 (117.8–133.0)
393 (371–416)
105.9 (101.0–110.8)
26.4 (26.0–26.9)
91.2 (89.9–92.4)
0.92 (0.91–0.93)
5.5 (5.2–5.7)
5.2 (5.0–5.3)
3.3 (3.1–3.4)
1.4 (1.4–1.5)
1.1 (1.0–1.2)
4.4 (2.5–7.2)

41.4 (36.4–46.6)
18.5 (14.8–22.8)
30.9 (26.3–35.8)
3146 (2972–3319)
127.9 (119.0–136.8)
385 (360–409)
108.6 (102.9–114.3)
27.4 (27.1–27.8)
92.8 (91.7–93.8)
0.90 (0.90–0.91)
5.3 (5.1–5.5)
5.0 (4.9–5.1)
3.3 (3.2–3.4)
1.3 (1.3–1.3)
1.0 (0.9–1.0)
8.5 (6.1–11.6)

Rural-Ghanaians

Urban-Ghanaians

AmsterdamGhanaians

Berlin-Ghanaians

London-Ghanaians

625 (18.4)
46.6 (45.6–47.6)

1030 (30.3)
44.7 (44.0–45.4)

860 (25.3)
44.9 (44.9–46.0)

250 (7.4)
44.7 (43.5–45.9)

365 (18.7)
47.6 (46.8–48.4)

62.2 (58.4–66.0)
25.6 (22.3–29.10
3.0 (1.9–4.6)
1.9 (1.1–3.2)
7.2 (5.4–9.4)
n/a
n/a
0.0 (0.0–0.0)
0.06 (0.61)

50.5 (47.4–53.5)
35.9 (33.0–38.9)
8.5 (7.0–10.4)
2.7 (1.9–3.8)
2.3 (1.5–3.4)
n/a
n/a
0.1 (0.0–0.5)
0.06 (0.58)

40.7 (37.5–44.1)
30.5 (27.5–33.6)
18.3 (15.8–21.0)
3.8 (2.7–5.3)
6.6 (5.1–8.4)
17.5 (16.9–18.0)
99.6 (99.0–99.9)
2.0 (1.2–3.2)
0.73 (3.14)

11.6 (8.1–16.0)
54.0 (47.8–60.1)
24.8 (19.8–30.4)
7.6 (4.8–11.4)
2.0 (0.8–4.3)
16.9 (15.7–18.2)
99.6 (98.1–100.0)
3.3 (1.5–6.0)
1.13 (3.02)

10.2 98.1–12.8)
30.2 (26.8–33.9)
24.3 (21.0–27.7)
21.9 (18.8–25.2)
13.4 (10.9–16.2)
17.4 (16.4–18.3)
96.8 (95.1–98.0)
0.2 (0.0–0.8)
0.06 (1.47)

23.4 (20.1–27.0)
23.4 (20.1–27.0)
53.0 (48.9–57.0)
2891 (2786–2996)
95.3 (92.6–98.1)
427 (407–447)
79.5 (76.9–82.0)
23.7 (23.3–24.0)
83.8 (82.9–84.7)
0.89 (0.89–0.90)
5.2 (5.0–5.3)
4.7 (4.6–4.8)
3.0 (2.9–3.0)
1.2 (1.2–1.2)
1.1 (1.1–1.2)
0

40.3 (37.3–43.3)
15.8 (13.6–18.1)
43.4 (40.3–46.4)
2292 (2249–2336)
81.1 (79.2–83.0)
313 (306–294)
76.6 (75.1–78.2)
28.0 (27.7–28.3)
91.2 (90.5–91.9)
0.90 (0.90–0.91)
5.5 (5.4–5.7)
5.3 (5.2–5.3)
3.5 (3.4–3.5)
1.3 (1.3–1.3)
1.1 (1.1–1.2)
0.4 (0.1–0.9)

16.6 (13.7–19.7)
21.1 (17.9–24.5)
56.5 (52.5–60.5)
2449 (2372–2527)
93.0 (88.6–97.3)
308 (298–318)
89.0 (86.6–91.3)
30.3 (29.9–30.6)
95.8 (95.0–96.6)
0.89 (0.89–0.90)
5.4 (5.3–5.4)
5.0 (4.9–5.1)
3.2 (3.1–3.2)
1.5 (1.4–1.5)
0.8 (0.8–0.8)
6.7 (5.2–8.6)

31.3 (25.8–37.3)
18.3 (13.8–23.5)
45.5 (39.4–51.8)
3232 (3050–3415)
123.0 (114.8–131.2)
411 (383–439)
107.5 (102.3–112.7)
29.1 (28.5–29.7)
93.7 (92.3–95.1)
0.88 (0.87–0.89)
4.8 (4.7–5.0)
5.1 (5.0–5.2)
3.2 (3.0–3.3)
1.6 (1.5–1.6)
0.9 (0.8–0.9)
4.0 (2.1–7.0)

42.3 (38.4–46.4)
23.0 (19.8–26.6)
24.6 (21.2–28.2)
2974 (2836–3111)
114.0 (106.9–121.0)
382 (363–402)
101.2 (96.9–105.5)
30.9 (30.5–31.3)
96.7 (95.7–97.6)
0.87 (0.87–0.88)
5.2 (5.1–5.3)
5.0 (4.9–5.1)
3.2 (3.1–3.2)
1.5 (1.4–1.5)
0.8 (0.8–0.9)
8.5 (6.5–10.9)

Values are means or percentages with corresponding 95% confidence intervals.
CI, 95% confidence interval; IQR, Interquartile range; n/a, not available.

rural, through urban Ghana to Europe in both men and women. In men,
WHR followed the same gradient. In contrast, in women WHR was
highest in urban Ghana, and lowest in Berlin and London, suggesting a
less favourable body fat distribution in urban Ghanaian women. FPG
was comparable between rural-Ghanaian and London-Ghanaian men,
and between the other three sites. In women, Berlin-Ghanaians had the
lowest FPG, followed by rural- and London-Ghanaians. The use of lipid-

lowering medication was more prevalent in European-Ghanaians
compared to their homeland counterparts.
3.2. Total cholesterol
The age-standardised prevalence and PR of high TC were substantially higher in urban-Ghanaian compared to rural-Ghanaian man,
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and comparable between urban- and European-Ghanaian men (Figs. 2A
and 3A). In women, high TC was more prevalent in urban-Ghanaian
compared to rural-Ghanaian women, but PRs did no longer differ between European-Ghanaian and rural-Ghanaian women after adjustment
was made for BMI, WHR and FPG (Fig. 3B and Supplementary Table 1).
Adjustment for the use of lipid-lowering medication or length of stay in
Europe did not affect the PRs.

migrant Ghanaian counterparts, which was reflected in the PRs (Fig. 3A
and B). Adjusting for multiple factors did not affect the PRs.
3.5. Triglycerides
In men, the prevalence of high TG levels did not vary between the
geographical locations (Fig. 2A), whereas in women, high TG was more
prevalent in rural and urban Ghana than in Europe (Fig. 2B). In men,
the adjusted models showed lower PRs in migrants although the differences were non-significant (Fig. 3A). In women, PRs were higher in
rural and urban Ghana compared to Europe, even after adjusting for
various factors (Fig. 3B and Supplementary Table 1).

3.3. LDL-cholesterol
A high LDL-C level was more prevalent in all sites compared to rural
Ghana, and was as prevalent in urban-Ghanaian men and even more
prevalent in urban-Ghanaian women, compared to the European sites
(Fig. 2A and B). In men, the PR did not differ between urban Ghana and
the European sites and was about twice as high compared to rural
Ghana, in various models (Fig. 3B, Supplementary Table 1). In women,
the PR was higher in urban Ghana compared to rural Ghana (Fig. 3B),
but did not differ from rural Ghana in European-Ghanaian women after
adjustment for physical activity, smoking, energy and alcohol intake,
BMI, WHR and FPG (Fig. 3B, Supplementary Table 1). Adjustment for
the use of lipid-lowering medication and length of stay in Europe did
not affect the PRs.

3.6. TC/HDL-C-ratio
In men, the TC/HDL-C-ratio was highest in urban Ghana (Fig. 2A).
In women, the TC/HDL-C-ratio was higher in rural and urban Ghana
compared to the European sites (Fig. 2B). These patterns were reflected
in the PRs (Fig. 4). In Ghanaian migrant men, the coefficient became
significantly different from rural Ghanaians after adjustment for BMI,
WHR and FPG was made (Supplementary Table 1). In urban-Ghanaian
women, the coefficient became non-significant from rural Ghana after
adjustment for physical activity and smoking was made, but the differences persisted in European sites after adjusting for other factors.
Similar patterns were observed when all the European sites where
combined, though the PR for high triglycerides in European-Ghanaian
men became significantly lower compared to rural Ghanaian men
(Supplementary Table 2). Sensitivity analysis excluding those

3.4. HDL-cholesterol
36% of the rural-Ghanaian men and 50% of the rural-Ghanaian
women had a low HDL-C level (Fig. 2A and B). These prevalence rates
were higher in the rural-Ghanaians compared to urban-Ghanaian and

Fig. 2. Age-standardised prevalence of dyslipidaemias and TC/HDL-C ratio by locality and sex.
(A) Men, (B) women. Error bars are 95% confidence intervals.
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Fig. 3. Prevalence ratios of dyslipidaemias by locality and sex.
(A) Men, (B) women. Model adjusted for age, level of education, physical activity, smoking, alcohol use, total energy intake, BMI, WHR, fasting plasma glucose and
use of lipid-lowering medication. Error bars are 95% confidence intervals.

participants using lipid-lowering medication did not show differences
in PRs of dyslipidaemias.

Ghanaian migrant women. High TG was as prevalent in rural-as in
urban-Ghanaian men and women, and tended to be less prevalent in
Europe, especially in women. The prevalence of low HDL-C showed a
negative gradient from rural Ghana, through urban Ghana to Europe, in
both men and women.

4. Discussion
4.1. Key findings

4.2. Discussion of the key findings

The prevalence of the individual dyslipidaemias varied among
homogenous African population living in different geographical locations. In men, high TC showed a positive gradient from rural to urban
Ghana, but no difference between urban Ghana and Europe, reflecting
the prevalence of a high LDL-C. In women, high TC and LDL-C were
more prevalent in urban-Ghanaian compared to rural-Ghanaian and

The observed rural-to-urban gradient in the prevalence of high TC
and LDL-C levels is in line with previous Ghanaian findings, reporting
that urban residency was significantly associated with higher TC and
LDL-C levels [23]. This seems to suggest the influence of urbanisation
on the development of dyslipidaemia. However, adjusting for variations

Fig. 4. Linear regression coefficients for TC/HDL-C-ratio by locality and sex.
Model adjusted for age, level of education, physical activity, smoking, alcohol use, total energy intake, BMI, WHR, fasting plasma glucose and use of lipid-lowering
medication. Error bars are 95% confidence intervals.
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in lifestyle and dietary factors associated with urbanisation, appeared
not to explain the differences between urban-Ghanaians and ruralGhanaians. In addition, remarkably, adjusting for BMI, WHR and FPG
did not affect the rural-urban difference in lipid profile. Therefore, it
seems that other factors underlie the poor lipid profile of the urbanGhanaian population, such as the quality for dietary fat or other (micro) nutrients, or unknown factors. In contrast, in Ghanaian migrant
women, adjustment for BMI, WHR and FPG attenuated the differences
in high TC and LDL-C PRs compared to their rural-Ghanaian counterparts. This suggests overweight and obesity to have an impact on the
lipid profile of Ghanaian migrant women.
Within the Ghanaian population, the prevalence of low HDL-C was
highest in rural Ghana, followed by urban Ghana and was lowest in
their European residing counterparts. The low levels of HDL-C in rural
and urban Ghana appear to outweigh the relatively high TC levels in the
Ghanaian migrants, as could be observed by the TC/HDL-C-ratio. These
high prevalence rates of low HDL-C in rural Ghana are in agreement
with previous reports from Ghana, demonstrating a prevalence rate of
61% in rural residing women and 38% in rural residing men, with similar prevalence rates among urban residents [23]. In addition, high
TG was more prevalent in the rural- and urban-Ghanaian than in the
Ghanaian migrants women. A few studies from SSA reported the phenomenon of low levels of HDL-C with relatively high levels of triglycerides [23,24], a lipid pattern associated with insulin resistance [25].
As HDL-C has a key role in the transport of excessive cholesterol towards the liver for excretion, and has anti-thrombotic and anti-inflammatory properties, it fulfils an important cardio-protective role
[26]. Individuals with low HDL-C levels were shown to have an increased risk for CHD, and this association was stronger in women than
in men [27,28]. Thus, the high prevalence of low HDL-C in combination
with high TG levels in the Ghanaian population points to an important
CVD risk factor, especially among women.
HDL-levels are positively influenced by the level of physical activity
[29] and moderate alcohol use [30], and negatively affected by abdominal obesity [31] and smoking [32]. Moreover, HDL-levels are low
during inflammation [33]. However, adjustment for these factors did
not explain the observed geographical differences. Previous RODAM
results showed distinct differences in source of dietary energy intake
per geographical location [17], however, adjustments for fat, carbohydrate and/or protein intake did not affect the PRs (data available
upon request), suggesting that other factors may play a part. Therefore,
additional research is needed to assess potential factors, such as dietary
components other than macronutrients, which may be driving this low
HDL-C levels in the rural-Ghanaian population.
There were marked differences between the lipid profiles among
Ghanaian migrants living in different European countries. For instance,
there was a lower prevalence of low HDL-C in Berlin-Ghanaian men
compared to Amsterdam- and London-Ghanaian men. These differences
persisted after adjustment for duration of stay in Europe (data available
on request), suggesting the potential influence of national contextual
factors on the lipid profiles of the respective European countries. This is
in line with a previous study, showing difference in dyslipidaemia rates
between populations of the same African origin, living in different
European countries [10]. Prevailing health behaviour, national public
health policies or access to preventative services might vary between
countries, leading to differences in health between migrant populations
of the same ethnic background [9]. As we conducted this study among a
genetically homogenous population, the geographical differences in
lipid profile between Ghanaian migrants and non-migrants are unlikely
to be attributed to genetic differences. Therefore, we hypothesize that
these differences might be in part attributable to epigenetic modification. Multiple epigenetic loci have shown to be associated with lipid
traits [34,35], and epigenetic modifications appeared to be highly dynamic [36]. As migration coincide with major changes in environment,
lifestyle and psychosocial factors, this might potentiate epigenetic
modifications, affecting the lipid profile of Ghanaian migrants. In

addition, contextual factors specific to the country of destination after
migration, might lead to epigenetic changes, thereby potentially affecting the lipid profile of the migrant population in a country-specific
way [9]. Further research is needed to establish potential intercountry
factors, such as epigenetic differences, contributing to the observed
differences among Ghanaian migrants residing in different European
countries.
Compared to the respective European host populations, Ghanaian
migrants had lower levels of TC and TG [37–39]. For instance, the
prevalence of high TC was 66% in Dutch, compared to 48% in Amsterdam-Ghanaians men [37], and TG was high in 13% of the German
women compared to 8% in the Berlin-Ghanaian women in our study
[40]. LDL-C levels were comparable between the Ghanaian migrant and
the European host populations [39,41,42]. However, the prevalence of
a low HDL-C level was higher in the Ghanaian migrant population
compared to the European host populations, especially among women.
22% of the Dutch [43], 14% of the German [40], and 16% of the
English women [10] have a low HDL-C level, compared to 38%, 30%,
and 40% in Amsterdam-, Berlin-, and London-Ghanaian women in this
study, respectively. These observed ethnic differences in lipid profile
are possibly due to ethnic specific genetic differences between the
Ghanaian migrants and European host population [44]. Despite the
lower TC and TG levels in Ghanaian migrants compared to the European host population, the high prevalence of high LDL-C and even
higher prevalence of low HDL-C levels in the Ghanaian migrants than in
the European host population are of great concern with regard to the
CHD risk of this SSA population.
Historically, African descent populations in the USA and Europe
were shown to have lower CHD prevalence rates compared to the
European descent population [3,45,46]. In SSA, the CHD mortality was
far below the global CHD mortality rate [47]. However, 2016 data show
a higher prevalence of CHD in African-American women compared to
European-American women [48]. Moreover, in Europe a trend towards
higher CHD event rates in SSA migrant women compared to women of
the Western European host population could be observed [49]. In addition, in SSA, the number of CHD deaths increased by almost 90% in
the 1990–2013 time period [6]. The high prevalence of dyslipidaemia
in this current study does not bode well for the future trend in CHD
burden in the African population in Europe and SSA, if preventive
measurements are not put into place.
4.3. Strengths and limitations
The use of a study population of Ghanaians living in different geographical locations in Africa and Europe, is a unique strength of the
RODAM study, hereby providing the opportunity to assess migrationrelated factors and intercountry differences in dyslipidaemia. One
previous study has tried to assess the influence of international migration on the lipid profile of the SSA population [12], but this was
based on heterogeneous (Ghanaians, Nigerians and African-Americans)
African populations. Another strength of this study is the use of highly
standardised operating procedures across all study locations, assuring
for uniform data collection at the different study sites.
Given the cross-sectional nature of this study, conclusions regarding
the causality should be drawn with caution. Due to differences in registration systems per geographical location, the recruitment strategies
had to be adapted to suit the various study locations. In Amsterdam,
participants were drawn from the municipality registration, whereas in
London and Berlin, Ghanaians were recruited via membership lists of
Ghanaian organisations and churches in these cities. However, given
that a majority of the Ghanaian migrants is affiliated with Ghanaian
organisations [9,50], we believe that the used recruitment strategy has
led to a study population that is fairly representative of the Ghanaian
population in Europe.
As non-respondents were younger compared to respondents, an
overestimation of the prevalence of the dyslipidaemias could have
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occurred. However, as the pattern of non-response was consistent
across the geographical locations, we consider the comparison of lipid
profile between the locations to be valid.

[6]

4.4. Conclusion

[7]

The prevalence of dyslipidaemias is high in the Ghanaian population, in both men and women, in rural and urban environments in
Africa and in Ghanaian migrant population in Europe despite the important variations across sites. In order to create an effective strategy
for the prevention and control of dyslipidaemia among SSA populations, additional research is needed to establish key factors driving
these geographical differences in lipid profiles.

[8]
[9]

[10]

Conflicts of interest

[11]

The authors declared they do not have anything to disclose regarding conflict of interest with respect to this manuscript.

[12]

Financial support
[13]

The work was supported by the European Commission under the
Framework Programme, grant number 278901. LM's contribution was
supported by the Wellcome Trust, grant number WT082178. JS was
supported by the DZHK (German Centre for Cardiovascular Research)
and the Berlin Institute of Health (BIH).

[14]
[15]

Author contributions

[16]

CA and EL conceived the study. CA, EB, KM, FPM, AGA, EOD, and
JA, LS, SB, MBS, ID, and KKG designed and carried out the recruitment
and data collection. EL performed the statistical analysis and wrote the
manuscript, supervised by CA and in cooperation with all co-authors.
All authors read and approved the final version of the manuscript.

[17]

Acknowledgments

[20]

[18]
[19]

The authors are very grateful to the advisory board members for
their valuable support in shaping the methods, to the research assistants, interviewers and other staff of the five research sites, who have
taken part in gathering the data and, most of all, to the Ghanaian volunteers participating in this project. We gratefully acknowledge Jan
van Straalen from the Amsterdam UMC for his valuable support with
standardisation of the laboratory procedures and the AMC Biobank for
support in biobank management and storage of collected samples.

[21]
[22]
[23]
[24]

Appendix A. Supplementary data

[25]

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.atherosclerosis.2019.02.030.

[26]
[27]

References

[28]

[1] WHO Regional Office for Africa, Report on the Status of Major Health Risk Factors
for Noncommunicable Diseases, WHO African Region, 2015 2016.
[2] M.H. Forouzanfar, A. Afshin, L.T. Alexander, S. Biryukov, M. Brauer, K. Cercy, et al.,
Global, regional, and national comparative risk assessment of 79 behavioural, environmental and occupational, and metabolic risks or clusters of risks, 1990–2015:
a systematic analysis for the Global Burden of Disease Study 2015, Lancet 388
(10053) (2016) 1659–1724.
[3] Joint Health Surveys Unit, K. Sproston, J. Mindell, Health Survey for England 2004
- Volume 1 - the Health of Minority Ethnic Groups, The Information Centre, 2006
Available from https://files.digital.nhs.uk/publicationimport/pub01xxx/
pub01170/hea-surv-ethn-min-eng-2004-rep-v1.pdf.
[4] A.A.M. van Oeffelen, I. Vaartjes, K. Stronks, M.L. Bots, C. Agyemang, A.A.M. VO,
et al., Sex disparities in acute myocardial infarction incidence: do ethnic minority
groups differ from the majority population? Eur. J. Prev. Cardiol. 22 (2) (2015)
180–188.
[5] S. Harding, M. Rosato, A. Teyhan, Trends for coronary heart disease and stroke

[29]
[30]
[31]

[32]
[33]

90

mortality among migrants in England and Wales, 1979-2003: slow declines notable
for some groups, Heart 94 (4) (2008) 463–470.
G.A. Mensah, G.A. Roth, U.K.A. Sampson, A.E. Moran, V.L. Feigin,
M.H. Forouzanfar, et al., Mortality from cardiovascular diseases in sub-Saharan
Africa, 1990-2013: a systematic analysis of data from the Global Burden of Disease
Study 2013, Cardiovasc. J. Afr. 26 (2 Suppl 1) (2015) S6–S10.
A.K. Keates, A.O. Mocumbi, M. Ntsekhe, K. Sliwa, S. Stewart, Cardiovascular disease in Africa: epidemiological profile and challenges, Nat. Rev. Cardiol. 14 (5)
(2017) 273–293.
A.V. Hernández, V. Pasupuleti, A. Deshpande, A. Bernabé-Ortiz, J.J. Miranda, Effect
of rural-to-urban within-country migration on cardiovascular risk factors in lowand middle-income countries: a systematic review, Heart 98 (3) (2012) 185–194.
C. Agyemang, E. Beune, K. Meeks, E. Owusu-Dabo, P. Agyei-Baffour, A. de-Graft
Aikins, et al., Rationale and cross-sectional study design of the Research on Obesity
and type 2 Diabetes among African Migrants: the RODAM study, BMJ Open 4 (3)
(2014) e004877.
C. Agyemang, A.E.A. Kunst, R. Bhopal, P. Zaninotto, J. Nazroo, N. Unwin, et al., A
cross-national comparative study of metabolic syndrome among non-diabetic Dutch
and English ethnic groups, Eur. J. Public Health 23 (3) (2013) 447–452.
A.R. Bentley, C.N. Rotimi, Interethnic differences in serum lipids implications for
cardiometabolic disease risk in African ancestry populations, Glob. Heart 12 (2)
(2017) 141–150.
A.E. Sumner, J. Zhou, A. Doumatey, O.E. Imoisili, A. Amoah, J. Acheampong, et al.,
Low HDL-cholesterol with normal triglyceride levels is the most common lipid
pattern in West Africans and African Americans with Metabolic Syndrome: implications for cardiovascular disease prevention, CVD Prev. Control 5 (3) (2010)
75–80.
S.A. Tishkoff, F.A. Reed, F.R. Friedlaender, C. Ehret, A. Ranciaro, A. Froment, et al.,
The genetic structure and history of Africans and African Americans, Science 324
(5930) (2009) 1035–1044 (80- ).
K. Bryc, E.Y. Durand, J.M. Macpherson, D. Reich, J.L. Mountain, The genetic ancestry of African Americans, Latinos, and European Americans across the United
States, Am. J. Hum. Genet. 96 (1) (2015) 37–53.
C. Agyemang, A. de-Graft Aikins, R. Bhopal, Ethnicity and cardiovascular health
research: pushing the boundaries by including comparison populations in the
countries of origin, Ethn. Health 17 (6) (2012) 579–596.
Ghana Statistical Service, Population and Housing Census - National Analytical
Report. 2013, (2010).
C. Galbete, M. Nicolaou, K.A. Meeks, A. de-Graft Aikins, J. Addo, S.K. Amoah, et al.,
Food consumption, nutrient intake, and dietary patterns in Ghanaian migrants in
Europe and their compatriots in Ghana, Food Nutr. Res. 61 (1) (2017) 1341809.
B.E. Ainsworth, W.L. Haskell, S.D. Herrmann, N. Meckes, D.R. Bassett, C. TudorLocke, et al., Compendium of physical activities: a second update of codes and MET
values, Med. Sci. Sports Exerc. 43 (8) (2011) 1575–1581 2011.
Guidelines for Data Processing and Analysis of the International Physical Activity
Questionnaire ( IPAQ ) – Short and Long Forms, (2005), pp. 1–15.
J. Perk, G. De Backer, H. Gohlke, I. Graham, Ž. Reiner, M. Verschuren, et al.,
European Guidelines on cardiovascular disease prevention in clinical practice
(version 2012), Eur. Heart J. 33 (13) (2012) 1635–1701.
Lund Research Ltd, Poisson Regression Analysis Using SPSS Statistics [Internet],
(2018) Available from: https://statistics.laerd.com/spss-tutorials/poissonregression-using-spss-statistics.php.
J. Lopez-Miranda, C. Williams, D. Larion, Dietary, physiological, genetic and pathological influences on postprandial lipid metabolism, Br. J. Nutr. 98 (3) (2007)
458–473.
N. Kodaman, M.C. Aldrich, R. Sobota, F.W. Asselbergs, K.A. Poku, N.J. Brown, et al.,
Cardiovascular disease risk factors in Ghana during the rural-to-urban transition: a
cross-sectional study, PLoS One 11 (10) (2016) e0162753.
Ulasi II, C.K. Ijoma, O.D. Onodugo, Ulasi II, C.K.O.O. Ijoma, A community-based
study of hypertension and cardio-metabolic syndrome in semi-urban and rural
communities in Nigeria, BMC Health Serv. Res. 10 (1) (2010) 71.
S.S.K. Yu, D.C. Castillo, A.B. Courville, A.E. Sumner, The triglyceride paradox in
people of African descent, Metab. Syndrome Relat. Disord. 10 (2) (2012) 77–82.
A.T. Remaley, M. Amar, D. Sviridov, HDL-replacement therapy: mechanism of action, types of agents and potential clinical indications, Expert Rev. Cardiovasc Ther.
6 (9) (2008) 1203–1215.
R.D. Abbott, P.W. Wilson, W.B. Kannel, W.P. Castelli, High density lipoprotein
cholesterol, total cholesterol screening, and myocardial infarction. The
Framingham Study, Arterioscler. Thromb. Vasc. Biol. 8 (3) (1988) 207–211.
M.T. Cooney, A. Dudina, D. De Bacquer, L. Wilhelmsen, S. Sans, A. Menotti, et al.,
HDL cholesterol protects against cardiovascular disease in both genders, at all ages
and at all levels of risk, Atherosclerosis 206 (2) (2009) 611–616.
K. Tambalis, D.B. Panagiotakos, S a Kavouras, L.S. Sidossis, Responses of blood
lipids to aerobic, resistance, and combined aerobic with resistance exercise training:
a systematic review of current evidence, Angiology 60 (5) (2009) 614–632.
P.W. Wilson, R.J. Garrison, W.P. Castelli, M. Feinleib, P.M. McNamara,
W.B. Kannel, Prevalence of coronary heart disease in the Framingham Offspring
Study: role of lipoprotein cholesterols, Am. J. Cardiol. 46 (4) (1980) 649–654.
D. Wormser, S. Kaptoge, E. Di Angelantonio, A.M. Wood, L. Pennells, A. Thompson,
et al., Separate and combined associations of body-mass index and abdominal
adiposity with cardiovascular disease: collaborative analysis of 58 prospective
studies, Lancet 377 (9771) (2011) 1085–1095.
W.Y. Craig, G.E. Palomaki, J.E. Haddow, Cigarette smoking and serum lipid and
lipoprotein concentrations: an analysis of published data, BMJ 298 (6676) (1989)
784–788.
A. Jahangiri, High-density lipoprotein and the acute phase response, Curr. Opin.

Atherosclerosis 284 (2019) 83–91

E. van der Linden, et al.
Endocrinol. Diabetes Obes. 17 (2) (2010) 156–160.
[34] S. Sayols-Baixeras, I. Subirana, C. Lluis-Ganella, F. Civeira, J. Roquer, A. Do, et al.,
Identification and validation of seven new loci showing differential DNA methylation related to serum lipid profile: an epigenome-wide approach. The REGICOR
study, Hum. Mol. Genet. 25 (20) (2016) ddw285.
[35] K.V.E. Braun, K. Dhana, P.S. de Vries, T. Voortman, J.B.J. van Meurs,
A.G. Uitterlinden, et al., Epigenome-wide association study (EWAS) on lipids: the
Rotterdam Study, Clin. Epigenet. 9 (1) (2017) 1–11.
[36] B.L. Tremblay, F. Guénard, I. Rudkowska, S. Lemieux, P. Couture, M.C. Vohl,
Epigenetic changes in blood leukocytes following an omega-3 fatty acid supplementation, Clin. Epigenet. 9 (1) (2017) 1–9.
[37] C. Koopman, I. van Dis, F. Visseren, I. Vaartjes, M. Bots, Hart- en vaatziekten in
Nederland 2012, cijfers over risicofactoren, zeikte en sterfte, Hartstichting. Den
Haag, 2012.
[38] C. Scheidt-Nave, Y. Du, H. Knopf, A. Schienkiewitz, T. Ziese, E. Nowossadeck, et al.,
Prevalence of dyslipidemia among adults in Germany. Results of the German health
interview and exmination survey for adults (DEGS1), Bundesgesundheitsblatt Gesundheitsforsch. - Gesundheitsschutz 56 (5–6) (2013) 661–667.
[39] Joint Health Surveys Unit, Health Survey for England 2011. Health, Social Care and
Lifestyles, (2011).
[40] S. Moebus, C. Balijepalli, C. Losch, L. Gores, B. von Stritzky, P. Bramlage, et al., Ageand sex-specific prevalence and ten-year risk for cardiovascular disease of all 16 risk
factor combinations of the metabolic syndrome - a cross-sectional study,
Cardiovasc. Diabetol. 9 (1) (2010) 34.
[41] J.W. Balder, J.K. de Vries, I.M. Nolte, P.J. Lansberg, J.A. Kuivenhoven,
P.W. Kamphuisen, Lipid and lipoprotein reference values from 133,450 Dutch
Lifelines participants: age- and gender-specific baseline lipid values and percentiles,
J. Clin. Lipidol. 11 (4) (2017) 1055–1064 e6.
[42] E. Steinhagen-Thiessen, P. Bramlage, C. Lösch, H. Hauner, H. Schunkert, A. Vogt,

[43]

[44]
[45]
[46]
[47]
[48]
[49]
[50]

91

et al., Dyslipidemia in primary care – prevalence, recognition, treatment and control: data from the German Metabolic and Cardiovascular Risk Project (GEMCAS),
Cardiovasc. Diabetol. 7 (1) (2008) 31.
C. Agyemang, I.G. van Valkengoed, B.J. van den Born, R. Bhopal, K. Stronks,
Heterogeneity in sex differences in the metabolic syndrome in Dutch white,
Surinamese African and South Asian populations, Diabet. Med. 29 (9) (2012)
1159–1164.
K.V.E. Braun, T. Voortman, K. Dhana, J. Troup, W.M. Bramer, J. Troup, et al., The
role of DNA methylation in dyslipidaemia: a systematic review, Prog. Lipid Res. 64
(2016) 178–191.
S.S. Yoon, C.F. Dillon, K. Illoh, M. Carroll, Trends in the prevalence of coronary
heart disease in the U.S.: national health and nutrition examination survey,
2001–2012, Am. J. Prev. Med. 51 (4) (2016) 437–445.
C. Agyemang, J. Addo, R. Bhopal, A.D.G. Aikins, K. Stronks, Cardiovascular disease,
diabetes and established risk factors among populations of sub-Saharan African
descent in Europe: a literature review, Glob. Health 17 (2009) 1–17.
World Health Organization, The World Health Report 1999: Making a Difference,
WHO Library Cataloguing in Publication Data, 1999.
D. Mozaffarian, E.J. Benjamin, A.S. Go, D.K. Arnett, M.J. Blaha, M. Cushman, et al.,
Heart disease and stroke statistics - 2016 update. A report from the American Heart
Association, Circulation 133 (4) (2016) e38–48.
K.S. Rabanal, R.M. Selmer, J. Igland, G.S. Tell, H.E. Meyer, Ethnic inequalities in
acute myocardial infarction and stroke rates in Norway 1994-2009: a nationwide
cohort study (CVDNOR), BMC Public Health 15 (2015) 1073.
G. Elam, A. McMunn, J. Nazroo, Feasibility Study for Health Surveys Among Black
African People Living in England: Final Report - Implications for the Health Survey
for England 2003, Joint Health Surveys Unit National Centre for Social Research,
London, 2001.

