
Chapter 17. Aortic, coronary, and myocardial lesions
in relation to various factors
A. R. KAGAN

The relative extent of raised and calcified coronary aortic lesions, prevalence of
coronary stenosis and offresh and old myocardial infarction, and mean heart weight were
expressed on a continuous scale for 4 disease groups (coronary heart disease, cerebral
infarction/haemorrhage, hypertension/diabetes, cancer). Within these groups the relative
position for each of the lesions was calculated by subgroups of disease in order to show the
elevating or depressing effect of hypertension, diabetes, obesity, and combinations of
disease. The strength of association between 33 factors (town 5, disease 24, obesity, heart
weight, age, and sex) and the lesions was calculated. An analysis of variance was carried out
and the proportion of the variance of the different lesions accounted for by town, disease,
etc., is shown. The extent ofraised aortic lesions is strongly associated with age and hyper-
tension. It is positively associated with coronary heart disease and inversely associated with
cancer. Townfactors have a smallpositive association which is larger than that due to obesity.
33 factors taken together account for 50 % of the variance. Age alone accounts for 37 %
and sex for only 0.3 %. The extent of calcified aortic lesion is strongly associated with
age, town, hypertension, coronary heart disease and diabetes mellitus. It is inversely
associated with cancer, more strongly in cancer of the bronchus and the liver than in other
cancers. It is inversely associated with obesity. 33 factors together account for 30 % of the
variance and age alone accounts for about 13 %. The extent of raised coronary lesions is
strongly associated with age, coronary heart disease, sex, diabetes mellitus, hypertension
and obesity. It is inversely associated with cancer, more strongly in cancer of the prostate
and the liver than in other cancers. Town factors have a small association. 33 factors taken
together account for about 43 % of the variance. Age alone accounts for 25 %. The extent
of calcified coronary lesions is associated with coronary heart disease and age. There is
a low association with hypertension and diabetes, an inverse association with cancer, and a
low inverse association with obesity. 33 factors together account for 20 % of the variance.
Coronary heart disease alone accounts for 12 % and age alone accounts for 8 %. The
prevalence of coronary stenosis is strongly associated with coronary heart disease, age,
and sex. There is a small association with town factors, obesity, and hypertension, and an
inverse association with cancer. All the factors together account for about 30 % of the
variance. Coronary heart disease alone accounts for 23 % and age 10 %.

This chapter considers further the relation be-
tween age, sex, disease, pathology, physiology, and
body build on the one hand, and atherosclerosis and
myocardial lesions on the other. However, factors
such as age, sex, coronary heart disease, hyperten-
sion, and obesity, are interrelated as regards both the
disease and the lesion. The objective here is to
elucidate these interrelationships as far as possible.

Three methods have been used for this purpose.
The first depends on cross-classification, the second

on correlation, and the third on analysis of variance.
The first method shows associations by providing a
continuous scale on which the relation of six disease
groups to atherosclerosis and its lesions is com-
pared; within each disease group the effect of sub-
groups (e.g., with or without hypertension, obesity,
or diabetes mellitus) is shown. The second method
attempts to indicate the strength of the associations
of single and multiple factors. The third method
shows which factors account for what proportion of
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the observed differences in extent or prevalence of
atherosclerotic lesions, and what proportion is un-
accounted for.

Table 53. Hypertension and obesity and raised lesions
in the average aorta (standardized average athero-
sclerosis scale)

ASSOCIATIONS

Groups of subjects were selected with the factors
or combination of factors to be compared. The mean
value and its standard error for each of the lesions in
each group (the " observed value ") were calculated.
The observed value was compared with the expected
value for subjects of the same age, sex, and geo-
graphical distribution who belonged to the three
atherosclerosis reference groups described in Chap-
ter 1.
We studied the association of combinations of

disease (coronary heart disease, cerebrovascular dis-
ease, diabetes, cancer), pathology (fresh myocardial
infarction, large myocardial scar), raised blood pres-
sure, and thickness of subcutaneous fat with the
extent of raised and calcified lesions in the average
aorta and average coronary artery, the prevalence of
stenosis in any coronary artery and of fresh myo-
cardial infarction and large myocardial scar, and
mean heart weight. The method used standardized
for age, sex, and town.
The way in which factors were associated with

lesions was shown by the way in which their inclu-
sion or exclusion from the group was accompanied
by changes in the position of the observed/expected
ratios on the standardized average atherosclerosis
group scale for that lesion. As an arbitrary division
the position of any group on the scale was desig-
nated as:
low if it was < 1.00 on the standardized average
group scale;

high if it was > 1.00 on the high atherosclerosis
group scale; and

intermediate if it was > 1.00 on the standardized
average and < 1.00 on the high atherosclerosis
group scale.

Raised lesions in the thoracic and abdominal aorta

The range of extent of raised lesion of the aorta on
the standardized average atherosclerosis group scale
was 0.80-1.33. Cancer had the lowest score and of
these, ovarian cancer had the lowest score of all.
Secondary hypertension had the highest score. The
coronary heart disease, cerebrovascular disease,
hypertension, and diabetes disease groups were simi-
lar in that none of the syndromes occurred in the low

Coronary heart deaths

HyperI Obesity
tension + I -

+ 1.26 1.29 1.28

- 1.08 1.13 1.12

1.18 1.20

Cancer deaths

Hyper- Obesity
tension + I _

+ 1.00 1.17 1.11

- 0.85 0.90 0.88

0.89 0.90

range and the standardized average ratios over-
lapped.

Hypertension was associated with raised scores in
the coronary heart disease and cancer groups, while
obesity was associated with lowered scores
(Table 53). Diabetes without hypertension was in the
intermediate range. It was associated with a raised
score in hypertensives and coronary heart deaths.
Myocardial infarction, particularly large myocardial
scar, was associated with a high score. In the
coronary group, recurrent myocardial infarction was
in the high range, and those with fresh myocardial
infarction alone were in the intermediate range. In
the cerebrovascular group, subjects who died of
cerebral haemorrhage or infarction and who had
large myocardial scars had the highest score while
those without large scars had the lowest. In the
cancer group, subjects with large myocardial scar
had the highest score and were similar to coronary
subjects without hypertension or to subjects with
fresh myocardial infarction only.

Extent ofcalcification of thoracic andabdominal aorta
The range for calcified lesions of the aorta

(0.62-1.77) was greater for all disease groups and for
each disease group separately than for raised lesions.

Hypertension was clearly associated with high
values (Table 54) and the combination of hyperten-
sion and diabetes with the highest values. Combina-
tions of diabetes and hypertension gave the highest
scores in the coronary, hypertension/diabetes, and
cancer groups. There was a tendency for obesity to
be related inversely to the score in the coronary and
cancer groups (Table 54). Large myocardial scar was
related to score. Thus, the coronary subgroups of
recurrent myocardial infarction and large myocar-
dial scar only were in the high range, while deaths
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Table 54. Hypertension and obesity and extent of
calcification in the average aorta (standardized average
atherosclerosis scale)

Coronary heart disease

Hyper- Obesity
tension

+

Hyper-
tension

Cancer

Obesity

+ 1-

+ 1.31 1.68 1.41 + 1.00 1.00 1.00

- 1.23 1.00 1.21 - 0.74 1.00 0.86

1.28 1.44 0.82 1.00

with fresh myocardial infarction only had the lowest
score. In the cerebrovascular group, cerebral infarct
with large myocardial scar ranked highest, while
cerebral infarct without coronary heart disease was

in the intermediate range. All cerebral haemorrhage
subgroups scored less than cerebral infarction. How-
ever, cerebral haemorrhage with myocardial infarc-
tion scored higher than cerebral haemorrhage with-
out myocardial infarction. In the cancer subgroups,
large myocardial scar was related to a higher score

than fresh myocardial infarction. Large myocardial
scar scored as high as obese, non-hypertensive cor-
onary deaths.

Extent of raised lesion in the average coronary artery

There was considerable overlap in scores for the
subgroups of coronary heart disease, cerebrovas-
cular disease, and hypertensive/diabetic deaths, and
all were in the high or intermediate range. Only two
coronary subgroups did not reach the high range.
Only one cerebrovascular group reached the high
range, the rest being intermediate.

Table 55 shows that for deaths due to coronary
disease and cancer, hypertension and obesity separ-
ately and together were associated with a raised score.
In the absence of hypertension, diabetes reached
only the intermediate range. But in combination
with hypertension, diabetes with coronary heart
disease or cancer reached the highest levels of their
disease groups.

In coronary deaths, recurrent myocardial infarc-
tion was associated with high scores while fresh
myocardial scar only or large myocardial scar only,
although still in the high range, were relatively low.
In cerebrovascular deaths, the presence of myocar-
dial infarction increased the score. Fresh and old
myocardial infarction were associated with relatively

Table 55. Hypertension and obesity and extent of
raised lesions in the average coronary artery (stan-
dardized average atherosclerosis scale)

Coronary heart disease Cancer

Hyper- Obesity Hyper- Obesity
tension + tension +

+ 1.48 1.39 1.47 + 1.13 1.00 1.00

- 1.37 1.25 1.34 - 0.84 0.80 0.80

1.43 1.32 0.89 - 0.82

high scores in the cancer deaths. Large myocardial
scar was related to the greatest effect.

Extent of calcified lesions in the average coronary
artery
All but one of the coronary groups were in the

high range. All the hypertension/diabetes groups
were in the intermediate range. The other groups
were in either the intermediate or low range.

Hypertension in coronary disease was associated
with a slight decrease in the extent of coronary
calcification, while in cancer it was associated with a
slight increase (Table 56). In both disease groups
obesity was associated with a slight decrease.

Diabetes was associated with an increase in score
in coronary, essential hypertension, and cancer cases.

Fresh myocardial infarction was associated with a
raised score in cerebrovascular deaths and cancer
and with a relatively low score in coronary deaths.
Large myocardial scar was associated with a raised
score in coronary, cerebrovascular, and cancer
deaths. Cancer deaths with large myocardial scar
scored higher than coronary deaths with fresh myo-

Table 56. Hypertension and obesity and extent of
calcification in the average coronary artery (standardized
average atherosclerosis scale)

Coronary heart disease Cancer

Hyper- Obesity Hyper- Obesity
tension + tension +

+ 1.78 1.88 1.83 + 1.00 1.00 1.00

- 1.82 2.00 1.89 - 0.69 0.75 0.70

1.88 2.01 [ _ 10.75 0.771
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cardial infarction only and at about the same level as
non-hypertensive diabetics and cerebral infarction
with large myocardial scar. Cerebrovascular deaths
without fresh or old infarction were in the low range.

Liver cancer deaths scored relatively high (cf.,
liver cirrhosis, Chapters 11 and 19).

Prevalence of stenosis in any coronary artery
Most of the coronary groups were in the high

range, but some were intermediate. None of the
other groups was in the high range. Uncomplicated
cerebrovascular deaths were in the low range.
Hypertensive diabetic deaths were all in the inter-
mediate range. In coronary and cancer deaths,
hypertension had an equivocal relation to high score,
but obesity was associated with a raised score
(Table 57).

Diabetes was associated with an intermediate
score. In combination with hypertension the score
was raised. This was seen in coronary and cancer
deaths, while hypertension without diabetes, as noted
above, had little effect.

In coronary deaths, recurrent myocardial infarc-
tion was associated with the highest score, while
fresh myocardial infarction only or large myocardial
scar only were associated with the lowest. In cere-
brovascular disease, fresh myocardial infarction or
large myocardial scar brought the score into the
intermediate range, while without coronary heart
disease they were in the low range.
Cancer deaths with large myocardial scar or fresh

myocardial infarction were in the intermediate
range, the former being higher than hypertensive
deaths.

Prevalence of large myocardial scar
All the coronary deaths, but none of the others,

were in the high range. The closest were the

Table 57. Hypertension and obesity and prevalence of
coronary stenosis in any coronary artery (standardized
average atherosclerosis scale)

Coronary heart deaths Cancer deaths

Hyper- Obesity Hyper- Obesity
tension + tension +

+ 2.11 1.86 2.10 + 1.00 0.50 0.61

- 2.11 1.79 2.08 - 0.70 0.60 0.61

| 2.14 1.841 0.73 [0.60

Table 58. Hypertension and obesity and prevalence of
large myocardial scar (standardized average athero-
sclerosis scale)

Coronary heart deaths

Hyper- Obesity
tension + _

+ 2.66 2.61 2.67

- 2.44 2.49 2.56

2.54 2.51

Cancer deaths

Hyper- Obesity
tension

+

+ 0.61 0.52 0.33

- 0.41 0.33 0.07

0.46 0.06

hypertensive/diabetic deaths, which, except for sec-
ondary hypertension, were in the intermediate range.
In coronary deaths, hypertension was associated

with slightly raised scores and the effect of obesity
was equivocal (Table 58). In cancer deaths, however,
hypertension and obesity were both associated with
raised scores.

Diabetes with hypertension was associated with a
higher score than either alone. The combination was
associated with a raised score in coronary heart
disease and cancer deaths.

Prevalence offresh myocardial infarction

Only coronary heart disease deaths were in the
high range. The cerebrovascular deaths were all in
the low range. All hypertensive/diabetic deaths,
except cases with secondary hypertension, were in
the intermediate range.

Hypertension was associated with a high score in
coronary and cancer deaths (Table 59). Obesity was
associated with a high score only in coronary deaths.

Hypertensive/diabetic deaths scored high in the
intermediate range when! both conditions were

Table 59. Hypertension and obesity and prevalence of
fresh myocardial infarction (standardized average
atherosclerosis scale)

Coronary heart deaths Cancer deaths

Hyper- Obesity Hyper- Obesity
tension + tension

+ 5.20 4.49 4.90 + 0.19 0.23 0.23

- 5.08 4.34 4.70 - 0.08 0.08 0.07

| 5.03 4.21 |0.10| 0.06 |
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Table 60. Summary of relations between aortic, coronary, and myocardial lesions and other factors

Extent b Prevalence a, b

Basic condition a Additional
factors a Raised Calcified Raised Calcified Heart Coronaryaortic aortic coronary coronary weight stenosis FMI LSc

lesions lesions lesions lesions weight stenosis

CHD, thin, not hypertensive None I I I H I H H H
or diabetic

FMI 1+ lo H+ 1- H+ 1-

LSc H+ H+ H+ H- H+ I-

Fat I- 1+ H+ H- H+ H+ H+ Ho

Cerebral haemorrhage None I I H L L L
without CHD

FMI lo 1+ H++ H+ H+ 1+

LSc H++ 1+ 1+ H+ H+ 1+

Cerebral infarction None I I I I L L I
without CHD

FMI H++ 1- 1+ H+ H+ 1+
LSc H+ H+ 1+ H+ H+ 1+

Cancer without (None L L L L L L L L
hypertension

Liver cancer (I+) I+ I+ I+ L+ L+ L+ L-

I Obesity L- L- L+ L- L+ L+ Lo L+

Diabetes mellitus None I H I I L I I
without hypertension

CHD H+ H+ H+ H+ Ho Ho Ho H+

Hypertension H+ H+ H++ 1+ H+ 1+ 1+ 1+

Hypertension without None H I I I H I I
diabetes

Secondary
hypertension H+ I - I + I - H + I - L- L-

CHD H+ H+ H+ H- H+ Ho H+ H+

Cancer l+ I+ I+ L+ L+ Lo L+ L+

a FMI = fresh myocardial infarction, LSc = large myocardial scar, CHD = coronary heart disease.
b Level of atherosclerosis: H = in high range, I = in intermediate range, L = in low range. Change associated with additional factor:

+ = raised, - = lowered, o = equivocal or no effect.

present but lower when either was present alone.
Secondary hypertension scored much less.

Heart weight

As was expected, hypertension and obesity were
associated with raised scores in coronary and cancer
deaths. Thus thin, non-hypertensive coronary heart
disease cases and obese hypertensive cancer deaths
were at the same level in the intermediate range.
Cases of diabetes without hypertension were in the
low range. The highest scoring coronary heart deaths
and cancer subgroups were the obese hypertensive
subjects.

In the coronary deaths, recurrent myocardial
infarction was associated with a higher score than all
principal coronary deaths. In cerebrovascular
deaths, the highest scores related to cerebral haemor-
rhage with fresh myocardial infarction or cerebral
infarction with fresh myocardial infarction. The
combination of cerebrovascular accident with large
myocardial scar was also associated with a relatively
high score. Uncomplicated cerebral haemorrhage
was in the high range but uncomplicated cerebral
infarct was in the intermediate range. Scores for
cancer deaths with fresh myocardial infarction or
large myocardial scar were at the upper level for the
group. These findings are summarized in Table 60.
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Table 61. Factors and lesions used for showing strength
of association

Towns 1. Malmo
2. Prague

Group 1 3. Ryazan
4. Yalta

L 5. Tallin

Disease -6. Sudden heart death
7. Coronary heart disease

(principal)
8. Coronary heart disease

Group 2 (secondary)
Coronary 9. Coronary occlusion
Heart 10. Coronary thrombosis
Disease 11. Coronary occlusion without

myocardial infarction
12. Fresh myocardial infarction
13. Large myocardial scar
14. Rupture of heart

l15. Hypertension present
Group 3 16. Cerebral haemorrhage
Hypertension 17. Cerebral infarct

L18. Cerebral pseudocyst

Group 4 F19. Atherosclerotic death
'Athero- 20. Peripheral vascular disease
sclerosis n L . Other atherosclerotic disease

Group 5 22. Diabetes mellitus present
Diabetes

-23. Cancer (principal)
Group 6 24. Cancer (secondary)
'Low Athero- 25. Accident (principal)
sclerosis 26. Accident (secondary)

L27. "Low atherosclerosis - death

28. Other specific disease
Group 7 (principal)
Other diseases 29. Other specific disease

L (secondary)

Body build Group 8 30. Subcutaneous fat thickness

Group 9 31. Heart weight

Lesions [2. Extent of raised lesions,
average aorta

33. Extent of calcified lesions,
average aorta

34. Extent of raised lesions,
average coronary artery

35. Extent of calcified lesions,
average coronary artery

36. Prevalence of stenosis, any
coronary artery

Age 37.

Sex 38.

STRENGTH OF RELATIONSHIP BETWEEN FACTORS

AND LESIONS

An attempt was made to show the strength of
association of age, sex, town, " disease ", and " phy-
sical " factors, to atherosclerotic lesions. The factors'
and lesions considered are listed in Table 61.

Partial correlation coefficients
Partial correlation coefficients for each of the

factors 1-31 and the 5 lesions were calculated with
the effect of age and sex removed. Those for age were
calculated with the effect of sex removed and those
for sex with the effect ofage removed. The partial cor-
relation coefficients are summarized in Table 62. The
significance of the coefficients (r) is as follows:
r >0.02, P <0.05; r >0.03, P <0.01; r >0.04,
P <0.001. The table shows that while most of the
coefficients were statistically significant, few indicated
a strong relationship.

Age
One exception was the strong association between

age and extent of raised lesions in the aorta and
coronary arteries (r = 0.61 and 0.51). The relation-
ship was also quite strong for the extent of calcifica-
tion in all vessels and for prevalence of coronary
stenosis. For all lesions except coronary stenosis the
relationship ranked higher than for any of the other
factors. In coronary stenosis, although it was quite
strong (r = 0.32), it ranked third of all the factors.

Sex
The correlations of sex with the lesion were gener-

ally low but significant. The extent of aortic calcified
lesions differed from all others in being negative, i.e.,
associated with females. Correlations with coronary
raised lesions and stenosis were higher (r = 0.18 and
0.14). For other lesions the sex coefficients were at
about the same level as the highest town correlates.

Town
Ryazan correlated negatively with all lesions and

Malmo positively with all except the extent of raised
and calcified coronary lesions. The coefficients were
mostly low though significant, but in the case of
extent of aortic calcification, Malmo, the highest
positive town correlate, ranked second, and Prague,
the highest negative town correlate, was higher than
the highest negative disease correlate and ranked
fifth of all factors.

Disease
Disease factors correlated positively with preva-

lence of coronary stenosis more strongly than any
other factor and were second only to age in other
lesions. Disease factors also gave the strongest nega-
tive correlations with the exception of aortic calcifica-
tion, where a town factor (Prague) was slightlygreater.

Table 62 shows the top three positive correlations
of disease and lesion and, where applicable, the top
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Table 63. Percentage of variance in lesions attributable to age, 5 towns, 24 diseases, or 2 physical factors (males and
females aged 10-99 years) a

Extent in aorta Extent in coronary artery Prevalence of

Factors Raised lesions Calcified lesions Raised lesions Calcified lesions coronary stenosis

M F M F M F M F M F

All (33) (Age + Groups 1-9) 51 49 31 29 46 40 23 16 32 26

Age (1) 37 37 12 16 26 25 8 8 11 9

Towns (5) Group 1 9 7 4 4 8 5 3 2 5 2

Diseases (24) Groups 2-9 28 21 7 10 31 24 13 11 26 21

CHD (9) Group2 11 10 3 6 20 15 12 10 24 19

hypertensive (4) Group 3 10 11 1 4 10 9 1 1 3 4

atherosclerotic (3) Group 4 5 3 0.4 2 4 4 1 2 4 3

diabetic (1) Group 5 1 1 1 0.3 2 3 1 1 1 1

cancer, accident,
etc. (5) Group 6 20 12 4 4 19 12 3 3 8 5

other specific
diseases (2) Group7 8 1 2 1 6 1 1 0.2 4 1

Physical (2) Groups 8 &9 5 7 1 2 7 7 1 1 3 2

Groups 1-9 (31) 31 27 9 13 33 28 13 12 27 22

Sex (age eliminated) 0.3 0.1 3 0.5 2

a All values are significant (P< 0.001).

three negative correlations. Large myocardial scar
and coronary occlusion occurred in the top three
positive correlates of disease, and cancer was the
highest negative correlate of disease, with each
lesion.
For extent of raised lesion of the aorta, hyperten-

sion was the highest disease correlate and second
only to age. Hypertension was positively associated
with each lesion, and the association was statistically
significant. Hypertension was of similar magnitude
in extent of raised lesions of the coronary arteries as
in raised lesions of the aorta, but ranked 5th in the
former. With the other lesions the coefficient was
considerably lower and ranked 9th in calcification of
aorta, 15th in calcification of the coronaries, and
14th in prevalence of coronary stenosis.

Physicalfactors
Heart weight correlated positively with each

lesion. It was high in raised lesions of the coronary
arteries and aorta (r = 0.21), ranking 7th in the
former and 3rd in the latter, and relatively low in
calcified lesions (r = 0.04, 0.05), ranking 11th in the
coronary arteries and 17th in the aorta.

Obesity was negatively correlated with extent of
aortic calcification, not correlated with coronary
calcification (low positive, r = 0.03, in males and
low negative, r = 0.02, in females) and positively
associated with the other lesions.
The coefficients were generally rather low (al-

though highly significant) and, except in the case of
extent of raised coronary lesions, lower than town
factors.

RELATIVE CONTRIBUTION OF TOWN,
DISEASE, PHYSICAL FACTORS, AGE,
AND SEX TO VARIANCE OF LESIONS

So far it has been shown that the association of
single town, disease, physical factors, and sex with
the different lesions was generally weak, and of age
was relatively strong. Regression analysis (see Chap-
ter 1) permits a calculation of the extent to which the
variation in each of the 5 lesions can be accounted
for by the factors singly or in combination. This is
illustrated in Table 63. The main points may be
summarized as follows:
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1. The proportion of variation accounted for by
all factors (including age) taken together was very
similar in men and women (range for different
lesions 16-51 %). It varied with the lesion and artery,
accounting for as much as half of the variability of
raised aortic lesions, a little less than half for raised
coronary lesions, one-third for calcified aortic le-
sions and coronary stenosis, and one-fifth for calci-
fied coronary lesions.

2. The proportion of variation accounted for by
age alone (range 8-37%) had a pattern similar to
that for all factors together. It was similar in males
and females and accounted for a high proportion of
the variance attributable to all factors considered
together. This proportion was greatest for raised
aortic lesions, a little less for raised coronary lesions,
less still for calcified aortic lesions and coronary
stenosis, and least for calcified coronary lesions.

3. The proportion of variation accounted for by
all disease factors considered together (range
7-28%) approximated to the proportion accounted
for by age alone. For lesions of the aorta it ac-
counted for a little less than age, for raised and

calcified coronary lesions a little more than age, and
for coronary stenosis much more.

4. The coronary heart disease group (group 2,
range 3-24%) accounted for as much as all diseases
together in calcified coronary lesions and coronary
stenosis but only one-third to one-half in the other
lesions. The hypertensive group (range 1-11 %) ac-
counted for more lesion variability than diabetes
(range 0.3-3 %), except for calcified aortic lesions in
men and calcified coronary lesions in men and
women.

5. Geographical location (range 2-9 %) accounted
for a little less of the lesion variability than the
hypertensive disease group in raised aortic and cor-
onary lesions and as much or a little more in calcified
aortic and coronary lesions and coronary stenosis.

6. Sex (range 0.1-3%) accounted for very little of
this variability and more for raised coronary lesions
and coronary stenosis than for the other lesions.
Some of the factors studied that account for

variability in the lesions may be causative, but it is
very probable that many are not. Other factors not
studied must contribute more to the lesions than the
32 factors that were studied.

UME

CHAPITRE 17. RAPPORTS ENTRE LES LESIONS AORTIQUES,
CORONARIENNES ET MYOCARDIQUES, ET DIVERS FACTEURS

L'importance relative des lesions saillantes et des
lesions calcifiees touchant les coronaires et l'aorte, la
prevalence de la stenose coronarienne et celle de l'infarctus
myocardique recent ou ancien, enfin le poids moyen du
cceur sont reportes sur une echelle continue pour 4 groupes
de maladies (cardiopathies coronariennes, infarctus/
hemorragies cerebraux, hypertension/diabete, et cancer).
Dans ces groupes, la situation relative pour chacune de
ces lesions est calculee par sous-groupes de maladies
afin de montrer l'effet favorisant ou reducteur de l'hyper-
tension, du diabete, de l'obesit6 et des associations
pathologiques. L'efficacite de l'association entre 32 fac-
teurs (ville 5, maladie 24, obesite, poids du cceur, age et
sexe) et les lesions est calculee, et une analyse de variance
effectu6e. On indique la contribution respective du lieu
de residence, de la nature de la maladie, etc., A la variance
des diff6rentes lesions.

L'importance des lesions aortiques saillantes est, dans
une large mesure, liee a l'age et a l'hypertension. Elle est
en raison directe de la cardiopathie coronarienne et en
raison inverse du cancer. Les facteurs propres au lieu de

residence ont avec elle une relation directe legere; elle est
toutefois plus grande que celle due a l'obesite. L'ensemble
des 33 facteurs consideres intervient pour 50% dans la
variance. L'age seul y contribue pour 37% et le sexe pour
0,3% seulement. L'importance des lesions aortiques cal-
cifiees est, dans une large mesure, liee a l'age, au lieu de
residence, A l'hypertension, a la maladie coronarienne
et au diabete. Elle est en raison inverse du cancer, par-
ticulierement dans le cancer des bronches ou du foie,
et en raison inverse 6galement de l'obesite. L'ensemble
des 33 facteurs consideres intervient pour 30% dans la
variance, et l'age seul pour quelque 13 %. L'importance
des lesions coronariennes saillantes est, dans une large
mesure, liee a l'age, a la cardiopathie coronarienne, au
sexe, au diabete, A l'hypertension et a l'obesit6. Elle est
en raison inverse du cancer, particulierement du cancer
de la prostate et du foie. Les facteurs propres au lieu de
residence n'ont avec elle qu'une faible relation. Les
33 facteurs consideres ensemble interviennent pour
environ 43% dans la variance, l'age seul pour 25 %.
L'importance des lesions coronariennes calcifiees est liMe
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AL la cardiopathie coronarienne et 'a I'Age. Ii existe une
relation faible avec l'hypertension et le diabete, un
rapport inverse avec le cancer, et un rapport inverse
faible avec l'obesit6. L'ensemble des 33 facteurs intervient
pour 20% dans la variance, la cardiopathie corona-
rienne seule pour 12% et l'age seul pour 8%. La preva-
lence de la st6nose coronarienne est fortement liee a la

cardiopathie coronarienne, I'age et le sexe. Elle a un
rapport faible avec les facteurs tenant au lieu de residence,
a l'ob6sit6 et a 1'hypertension, et elle est en raison inverse
du cancer. L'ensemble des facteurs intervient pour
quelque 30% dans la variance, la cardiopathie coro-
narienne seule pour 23 %, et l'age pour 10%.


