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1.0 Background

Professor Gerry Shaper and colleagues were successful in obtaining funding from the Medical Research
Council for a 5-year proposal to examine the factors responsible for the considerable regional variation
in coronary heart disease, hypertension, and stroke in Great Britain, and to determine the causes of
these conditions in order to provide a rational basis for recommendations towards their prevention.

In 1978-80, a longitudinal study of cardiovascular disease was initiated in 7735 men aged 40-59 years
drawn from one general practice in each of 24 British towns. The towns were selected using data from
a previous study of 253 towns (S J Pocock, A G Shaper et al. British Regional Heart Study: geographic
variations in cardiovascular mortality, and the role of water quality. Br Med J. 1980 May 24; 280(6226):
1243-1249). A wide range of physical, physiological, biochemical and haematological measurements
were made in these men and questionnaires relating to their life style and medical and family histories
were completed.

1.1 Study objectives

A clinical survey (physical examination) was undertaken of middle-aged men in 24 towns selected to
represent the wide distribution of cardiovascular mortality and water hardness.

The principal objectives were (a) to examine the variation between towns in the distribution of
established and possible risk factors for cardiovascular disease and to relate these variations to the
known cardiovascular mortality rates; (b) to examine the relations between risk factors and variables of
water quality, and to assess whether water quality affects cardiovascular mortality via any of the risk
factors; and (c) to examine the interrelationships between the personal risk factors.

The fieldwork for data collection began in January 1978 and completed in June 1980, by which time
7735 men had been examined in 24 towns in England, Wales, and Scotland.

2.0 Materials and methods

2.1 Selection of Towns

In selecting the towns, the investigators were primarily concerned with regional variations in
cardiovascular disease and with variations in water quality, particularly hardness. It was intended that
the towns should represent all major geographic regions (including Scotland) and at the same time
reflect the variations in mortality from cardiovascular disease and water hardness.

Seven criteria were established —
(1) All standard regions should be represented.

(2) Towns should be discrete entities, separated from major conurbations, and with populations of
50 000-100 000 at the 1971 Census. In England one larger town was included (Ipswich, 122 700).
To obtain a reasonable number of suitable towns in Scotland, some towns below 50 000 were
considered there.

(3) The choice of towns within regions should adequately reflect the variations in mortality from
cardiovascular disease and water hardness.

(4) Whenever possible towns should be chosen which are representative of the region in
socioeconomic terms.

(5) Towns with large, recent housing developments, with noticeable population movement, or with
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an unusual population structure should be avoided.
(6) The study should include some of the towns that were apparently "outliers" when mortality
from cardiovascular disease and water hardness were plotted against each other-for example,

Hartlepool, Exeter, and Harrogate.'

(7) When similar towns meet the above criteria random selection should be made.

There are 24 towns in the study. (Appendix 1)
Table | lists the towns selected and gives the standardised mortality ratios (SMRs) for cardiovascular
disease in men aged 35-64, total water hardness, population, number of men examined, and the

percentage response rate.

"Cardiovascular disease" includes all forms of cardiovascular disease except rheumatic heart disease
(International Classification of Diseases, 8th revision, codes B27-30).

TABLE | Towns included in British Regional Heart Study

Town SMRs for all Water Population No of men Response
cardiovascular disease | hardness Size examined rate (%)
in men aged 35-64 (mmol,l) | (1971 census)
Ayr 140 0.27 47 890 301 70
Bedford 80 3.27 72 880 303 73
Burnley 114 0.37 76 130 286 80
Carlisle 121 0.90 71820 389 85
Darlington 109 0.98 85900 382 82
Dewsbury 142 0.33 51130 326 79
Dunfermline 118 0.41 49 890 350 80
Exeter 90 0.72 93 800 332 84
Falkirk 98 0.38 37 600 308 75
Gloucester 84 2.08 89 980 309 73
Grimsby 96 2.60 95610 318 71
Guildford 78 2.50 58 090 335 82
Harrogate 82 0.73 63470 280 77
Hartlepool 101 5.28 97 110 334 70
Ipswich 92 3.84 122 700 362 85
Lowestoft 85 3.19 52120 324 83
Maidstone 99 3.01 71250 319 72
Mansfield 95 2.30 57 820 321 80
Merthyr Tydfil 135 0.39 55100 282 76
Newcastle-underLyme 115 2.08 77 320 293 77
Scunthorpe 109 2.88 70900 313 76
Shrewsbury 95 1.13 56 630 310 83
Southport 114 3.00 84 870 322 80
Wigan 135 0.55 81140 337 77

Conversion: Sl to traditional units-Water hardness: 1 mmol/I = calcium carbonate equivalent 100 mg/I
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2.2 Selection of General Practices

To find a representative group of men in each town in whom it would be likely that there would be a
good initial response and good subsequent follow-up, we decided to select subjects from one group
practice in each town. This also facilitated organisation and administration. Criteria for selecting a
general practice included its size (practice population over 7500 and two or more principals) and its
representativeness of socioeconomic composition and characteristics of the town population. A full list
of all general practices was obtained from the appropriate family practitioner committee and discussed
with the area medical officer or district community physician, or both. A short list of possible general
practices was drawn up and all were sent information about the regional heart study and asked to
indicate their interest and willingness to discuss participation (Appendix 2). Each interested general
practice was then visited and a further assessment made of its representativeness through discussions
with doctors and ancillary staff. After this a decision was made and one group general practice invited
to participate. If no age and sex register existed one was prepared by the study.

2.3 Selection of Subjects

To have enough men in each town to study differences in the prevalence rates of the personal risk
factors, the investigators calculated that about 300 men per town should be studied. This number
provided about 7500 men, which were enough for a prospective study. From the age and sex register
they selected at random some 450 men aged 40-59 years, stratified into equal five-year age groups. This
list of names was sent to the general practice and the doctors asked to exclude those whom they
considered would be unable to participate because of severe mental or physical disability. The
investigators emphasised that no attempt should be made to exclude subjects with cardiovascular
problems, and close scrutiny of the returned annotated lists reduced the exclusions to about six to 10
per practice. The remaining subjects were invited to take part in the study in a letter signed by all the
practice doctors (Appendix 3). Invitations which were returned undelivered were removed from the
denominator in assessing response rates. Non-responders were sent a second invitation. Those who
accepted an appointment but did not turn up were posted a reminder card asking them to attend at
any time convenient to themselves while the survey team were in the practice.

3.0 Measurements

All measurements were made by a team of three nurses. Training for standardisation of procedures,
including administering the questionnaire, was carried out before the study and repeated at intervals
throughout. A feasibility study was carried out in one town in order to test all methods and procedures,
and the results for that town are not included in the study. A pilot study was then carried out in a further
town to test the finalised methods and procedures.

A debriefing meeting was held after each visit to review any problems in methods or procedures. Each
town visit lasted two weeks, and during this period the survey co-ordinator visited the team to
strengthen relationships with the practice staff, and a study director held meetings with the doctors and
practice staff to provide information and encourage full participation in the following up. During these
visits to the team and practice, periods were spent with each nurse as part of the quality-control system.

Four different nurses took part in the study and participated in 26, 26, 19, and eight visits, respectively.

3.1 Questionnaire

A guestionnaire was administered by a nurse and details of personal and family history including
duration of residence, previous residence, and past and present occupations obtained. Questions on
chest pain, leg pain, respiratory symptoms, medical history, and drug usage were included and data
obtained on smoking, diet, alcohol intake, and physical activity at work and in leisure time.(Appendix 4)
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Physical and physiological measurements
Data was recorded on a physical examination data collection form (Appendix 5).

3.2 Height

Height was measured without shoes using a Harpenden Stadiometer with digital meter which recorded
to the nearest millimetre.

3.3 Weight

Weight in trousers and socks was measured to the nearest 0-1 kg on an MPS110 field survey scale (beam
balance).

3.4 Blood Pressure

The London School of Hygiene sphygmomanometer was used to measure the blood pressure twice in
succession with the subject seated and the arm supported on a cushion. Diastolic blood pressure was
recorded at disappearance of sounds (phase V).

Note: Mean SBP and DBP were corrected/adjusted for town and observer differences.

Blood pressure adjustments(method)

1. It is firmly believed that for the first 4 days of our visit to Darlington(8"-11™" October 1979) the
sphygmomanometer was giving progressively higher readings. A rough method of adjustment has
been applied and used for all published work. For 8" -10™" October, systolic BP readings have been
reduced by 10mmbhg, and diastolic BP readings by 5mmhg. For 11™ October, systolic BP readings
have been reduced by30mmhg and diastolic BP readings by 20mmhg.

2. Adjustment for observer differences

X = unadjusted BP
y = adjusted BP

1 3 1 >
y = exp <Ln(xijk) - E k Ln(xijk) + n Jjk Ln(xijk) )
I1
Xijn (jh Xijn )Uni
(o

average for J* observer in town i =>

1 X
o In(x,)

njj

o EN.
average for i*® town n jk Ln(xijk)

i=1,2,..24 town
j=2,34,7 observer

k=1,2, ....men ini" town seen by j" observer
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3.5 Temperature

Room temperature was recorded for each session.

3.6 Lung Function

Lung function was determined with a Vitalograph (model J49-B2) with a digital meter indicating forced
vital capacity and forced expiratory volume in one second.

3.7 Electrocardiogram

Electrocardiograms were recorded on computer tape using the modified axial XYZ lead system and
viewed on an oscilloscope for any major abnormalities. At the time of recording, any major
abnormalities were detected visually by the nursing staff and the general practitioner was advised
accordingly. The ECGS were recorded in analog form on magnetic tape for later processing. The
completed tapes for each town were sent to the collaborating centre (University Department of Medical
Cardiology , Glasgow Royal Infirmary) for analysis by computer. On a few occasions when technical
problems occurred with this apparatus 12-lead electrocardiograms were recorded on a Hewlett-Packard
(1515-B) machine and the ECG sent to the centre to be interpreted by standard visual methods.

1. British Regional Heart Study: the electrocardiogram and risk of myocardial infarction on
follow-up. -J Electrocardiol . 1987 Oct;20 Suppl:53-6.

3.8 Blood

Blood samples were taken, using evacuated tubes, for biochemical analysis, haematological study, and
blood grouping (ABO and rhesus). Serum was analysed for concentrations of sodium, potassium, urea,
creatinine, urate, calcium, phosphate, albumin, globulin, bilirubin, glucose, total cholesterol, and high-
density-lipoprotein cholesterol and activities of alkaline phosphatase, aspartate transaminase, and
gammaglutamyltranspeptidase.

Lead concentrations were measured, and cadmium concentrations are also to be determined.
High-speed liquid chromatography is being carried out for serum fatty-acid analysis in certain
subgroups.

The time at which samples were obtained was recorded.

3.8.1 Frozen Serum

5661 Serum samples were frozen for future analysis in 18 of the towns

3.9 Consistency of recording/ observer bias

Consistency of recording-The flow pattern of the above investigations took the men through three
successive stations, (a) the guestionnaire; (b) measurements of height, weight, blood pressure, and
respiratory function; and (c) electrocardiography and blood sampling. The data obtained at each station
could be attributed to a specific nurse for purposes of checking quality control.

3.10 Personality and attitudes (Bortner questionnaire Appendix 6 )

While the men were waiting to start the above series of investigations they completed a simple 14-
item questionnaire on personality and attitudes.
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3.11 Water supplies

Water supplies-A team from the Water Research Centre (Medmenham, Bucks) joined the survey team
for two days during the study in each town, administered a questionnaire on water-usage patterns to
about 15% of the sample (about 40 men in each town), and arranged for collection of tap-water supplies
from their homes. The samples were analysed for a wide range of bulk and trace elements.

3.12 Urine samples

In the last five towns casual urine samples from all men were collected into normal hydrochloric acid
(1/20 dilution). The men being studied by the Water Research Centre provided an overnight 12-hour
sample, which was collected into 50 ml normal hydrochloric acid. Samples were analysed for creatinine,
sodium, potassium, calcium, and magnesium concentrations.
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Regional Heart Study

Department of Clinical Epidemiology

& Social Medicine

The Royal Free Hospital

21 Pond Street

Dear Dr. LONDON NW3 2PN
Telephone O1-794-0431

We are involved in setting up a study to determine the reasons for the considerable
regional variations in cardiovascular disease and stroke throughout England and Wales.
The study is concerned with differences in water quality as well as with risk factors

~— for cardiovascular disease. It is supported by the Medical Research Council.

About twenty representative towns have been chosen on the basis of their death

rates and differences in the hardness of their water supply. In each of the towns

we hope to examine about 300 men from the age/sex registers of co-operating general

practices. If you do not have an age/sex register, we will be able to help set one
up without cost to the practice.

Critical to this study is the examination carried out by the same team of three
trained nurses in all the towns to ensure comparability. The amount of work
involved by the doctors is really very small - mainly removing the names of any
unsuitable subjects. The follow-up will consist of recording cardiovascular
contacts only. Provided that their practitioners agree, we will also tag the
records of the subjects in the Health Services Register at Southport, so that a

check can be kept on subsequent mortality. The examination results will, of course,
be made available to you and we hope that they will be useful for individual patient
care.

A brief outline of the study is enclosed with this letter. We may be contacting
you over the next months about the possibility of working together. We hope that
these details will provide a suitable introduction.

Yours sincerely,

Professor A.G. Shaper. Nicholas Cohen, MD.
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Study Directors
Professor A G Shaper FRCP FFCM
Doctor N Cohen MD MRCP

INTRODUCING THE REGIONAL HEART STUDY

dedededoded defededededededede dode de ke dede de e e dede de hede ek ek ek

BACKGROUND

Cardiovascular disease accounts for about half of all deaths in men aged
over 45 years in the United Kingdom, and three-quarters of these deaths are
due to coronary heart disease (CHD). The problem is still on the increase
and younger men and women are being affected more than in previous years.
There are marked regional variations with the highest rates for CHD and
stroke in Scotland, the North of England and Wales, the lowest rates in

the South and South-East of England.

AIMS

The aim of the Regional Heart Study is to determine whether these marked
regional differences are due to any of the established risk factors
(hypertension, smoking, blood lipids, etc.) or due to some environmental
factor such as climate or water hardness. Qur previous studies have shown
a strong association between water hardness and death rates from CHD and
stroke - the highest rates in the soft water towns and the lowest rates in
the hard water towns. The present study is supported by a long term
programme grant from the Medical Research Council and is carried out in
close collaboration with the Water Research Centre, Medmenham, Bucks.

The Regional Heart Study is based in the Department of Clinical Epidemiology
and Social Medicine, Royal Free Hospital, London, NW3 (Professor A.G. Shaper).

DESIGN

We have selected 20 towns in England and Wales to represent the range of
cardiovascular disease and water hardness and to cover all regions of the
country. We still have to choose 2 towns in Scotland. The 1978 list of
towns includes Harrogate, Shrewsbury, Lowestoft, Mansfield, Burnley,
Southport, Guildford, Merthyr Tydfil, Bedford and Hartlepool. In each
town we are collaborating with a representative general practice to recruit
about 300 men aged 40-59 years, chosen at random from the age/sex register.
Where no age/sex register exists, we set one up without cost to the
collaborating practice, Practices with more than one doctor, centrally
situated and with a minimum practice population of 7,500 are most suitable
for our study.

Examinations and administration of a questionnaire are carried out by a team
of three nurses under the supervision of a Senior Research Fellow
(Dr. Nicholas Cohen). The biochemical study is under the supervision of

fove
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Professor Tom Whitehead of the Medical School, Birmingham (DHSS-
supported) and studies of lead and cadmium are carried out by
Professor Barbara Clayton, Great Ormond Street Hospital (DOE-supported).

FOLLOW=-UP

The aim is to recruit some 7,500 men into the Study over the next

2 years. As soon as each man enters the Study, a longitudinal study
of morbidity and mortality is initiated. The study team are well
launched into the 1978 programme of towns and the Water Research Centre
send a team to each town to carry out a detailed tap water study for

33 chemical elements in a 10% sample of the households.

This is the first national study of cardiovascular disease in the U.K.
It is hoped that it will provide some answers to the questions posed

by the considerable regional variations in CVD and in particular, to the
fascinating question of whether water hardness is an important risk
factor for cardiovascular disease.
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Dear

There has been a lot of talk recently about heart disease. We are trying to
find out why heart attacks occur - and how we can prevent them.

A team from the Regional Heart Study, which is supported by the Medical
Research Council, has been invited to work with our practice. They will
carry out a special examination concerned mainly with the heart, blood
pressure and lungs, which will take about 45 minutes.

It is not possible to offer this health check to all our patients. You
have been chosen from the men aged 40-59 on our list by computer selection
without our looking at your medical record. It is important for you to
take this oppurtunity, even if you see us regularly or already have heart
trouble. We believe this detailed screening is very much in your own
interest.

The team will be working in the Kiddrow Lane Medical Centre, Kiddrow Lane,
Burnley from Monday 6th November until Friday 17th November. An appointment
is enclosed for you and we do hope that you will be able to attend. We
should be grateful if you could telephone, or use the reply card, to confirm
that you will come.

Yours sincerely,

Y
e
RS

PLEASE TELEPHONE BETWEEN 11am - 1pm OR RETURN THE REPLY CARD TODAY
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If you would like to accept the appointment given please puta
cross here:

8.30-10

10-12 2.00-5 5-6.30

If you wish to participate but are unable to attend at the time
given, please tick any times you will be available.

If you are unable to participate at all put a cross here:

Alter address if incorrect

-

5

PLEASE TELEPHONE OR RETURN AS SOON AS POSSIBLE.

R.H.S.3

Your appointment is at:

Tel:

At:

Ref:
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THIS IS A MEDICAL RESEARCH SURVEY
ALL THE INFORMATION IS CONFIDENTIAL

PERSONAL HEALTH RECORD

AT1 the information recorded in this personal health record will be
treated as strictly confidential and will be available only to your own
doctor and the Regional Heart Study team. The results of the analysis
of your replies to the questionnaire and the physical measurements made
will be used by your own doctor as part of the individual health care
which he provides for you. The results of the research involvingall
the men taking part inthe studywill appear only in the form of general
statistics from which it will be impossible to identify you as an
individual.

If you have any questions or problems about any of the procedures included
in your examination, do not hesitate to ask the members of the Study
team.

THANK YOU FOR YOUR CO-OPERATION IN THIS STUDY. THE FINDINGS WILL HELP
TO IMPROVE THE HEALTH OF MEN THROUGHOUT THE COUNTRY.
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1
Serial Number | | | | | | | | | 1
Card Number | 0 ! 9
Date of Screening | | | | | | | 11
Time of Screening I:':I:':I 17
1. GENERAL
What is your date of birth? Day 21
Month 23
Year 19 25
Where were you born?
TOWN Lo
County ..o
Country ..o
1.2 How many years have you lived within 10 miles of this town? I:I:I
If you have moved to this area within the last five years, where did 27
you move from? years
1.3  What is your marital status?
Single 1
Married 2 I:I 29
Widowed 3
Other 4
1.4  How many children do you have? M F
<5 yrs 30
5-10 yrs. 32
11-16 yrs. 34
> 16 yrs. 36
YOUR FATHER
21 Where was your Father born?
TOWN oo,
County ..o
Country ..o
2.2 lIs your father alive? (Y/N) I:I 38
2.3  How old is he now? / How old was he when he died? I:':I 39

years
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If your father has died, what were you told was the cause of his

death?

Heart trouble

High blood pressure
Stroke

Respiratory disease
Cancer of lung
Other cancer
Accident or injury
Other

Don’t know

APPENDIX 4
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3.2
3.3

3.4

YOUR MOTHER

Where was your mother born?

TOWN oo

Country ..o

Is your mother alive? (Y/N)

How old is she now? / How old was she when she died?

If your mother has died, what were you told was the cause of her

death?

Heart trouble

High blood pressure
Stroke

Respiratory disease
Cancer of breast
Other cancer
Accident or injury
Other

Don’t know

42

years 43

|:|45

© 0 N O aa A ODN -

4.2

OCCUPATION

What is your present job? ...

If employed go to question 4.4

If you are unemployed, for how long has this been?

<6weeks
6wk.-5mo.

6mo. —1yr.

> 1 year

O R S
N
[o)]
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3
4.3 s this because of ill health? (Y/N) |:| 47
44  What kind of work have you done for the longest period of time?
4.5  What business or industry is this?
46 How many years have you done this kind of work? L[]
years 48
4.7  Are/were you:
SELF-EMPLOYED with 25 or more employees 1
with less than 25 employees 2
without employees 3
MANAGER of 25 or more people 4 I:I 50
of less than 25 people 5
FOREMAN e, 6
ORDINARY EMPLOYEE ... 7
ARMED SERVICES ..., 8
SEVERE CHEST PAIN
5.1  Have you ever had a severe pain in your chest lasting for half an I:I 51
hour or more? (Y/N)
If NO, go to question 6.
5.2  Where did you get this severe pain?
52
(Show chart.)
5.3 Did you see a doctor because of this pain? (Y/N) I:I 55
CHEST PAIN
6.1 Do you ever have any pain or discomfort in your chest? (Y/N) I:I 56
If NO, go to question 7.
6.2  When last did you get the pain?

Within 1 month
1-5 months ago
6-12 months ago

Over 1 year ago

a A WO DN -

Occasionally
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70

4
6.3 How often do you get it?
Daily 1
Weekly 2
Monthly 3 I:I 58
Once only 4
Occasionally 5
6.4  Where do you get this pain or discomfort?
(Show chart.) 59
6.5  When you walk at an ordinary pace on the level, does this produce I:I 62
the pain? (Y/N)
6.6 When you walk uphill or hurry, does this produce the pain? (Y/N) 63
6.7  When you get any pain or discomfort in your chest on walking, I:I
what do you do?
Stop
6
Slow down I:I ¢
Continue at the same pace 3
6.8  Does the pain or discomfort in your chest go away if you stand 65
still? (Y/N) |:|
6.9 How long does it take to go 10 minutes or less 1
away? more than 10 minutes 2 I:I %
7.0 PHLEGM, COUGH AND BREATHING
71 Do you usually bring up phlegm (spit) from your chest first thing in &7
the morning in the winter? (Y/N) I:I
If NO, go to question 7.4
7.2 Do you bring up phlegm like this on most days for as much as 3 63
months in the winter each year? (Y/N) I:I
7.3  Inthe past 3 years have you ever had a period of increased cough
and phlegm lasting 3 weeks or more?
Yes, once 1
66
Yes, twice or more 2 I:I
Never
7.4  Does your chest sound wheezy or whistling on most days (or

nights)? (Y/N)
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5
7.5 Does the weather affect your breathing?
And if so, at what season of the year is it most affected?
Not affected 1
| g
Winter 2
Summer 3
Both 4
BREATHLESSNESS
8.1 Do you get short of breath walking with people your own age on -
level ground? (Y/N) I:I
8.2  On walking up hills or stairs, do you get more breathless than 73
people you on age? (Y/N) I:I
8.3 Do you ever have to stop walking because of breathlessness? I:I 74

(Y/N)

S.E.G.
Social class

Activity score

L1 Js

77

78

L
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Serial Number | | | | | | | | |

Card Number

0

2

LEG PAIN

9.1 Do you ever get pain in your calf muscles on walking at an
ordinary pace, on the level? (Y/N)

9.2 Do you get pain in your calf muscles when you walk uphill or
hurry? (Y/N)

]
[ ]

10 MEDICAL HISTORY

10.1 Have you ever been told by a doctor that you have, or have had,

any of the following?
Angina

Heart attack
Coronary thrombosis
Myocardial infarction
Other heart trouble
High blood pressure
Stroke

Diabetes

Peptic ulcer

Gout

Gall bladder disease
Thyroid disease
Arthritis

Bronchitis

Asthma

Other condition (s)

iNCluding SUrgery........c.coeveieiiiiii i

10.2 Are you on any regular medical treatment from a doctor for
any condition?

If NO, go to question 10.3

Do you know if the pills / medicines /injections are:-
Tranquillizers
Pain killers
Antihypertensive drugs
Anti coagulants

Lipid lowering drugs

(YIN)
(YIN)
(Y/IN)
(YIN)

YIN
Y/N
YIN
Y/N
Y/N

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34
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Oral antidiabetics Y/N 35
Injection of insulin Y/N 36
Any others YIN 37
Don’t know Y/N 38

10.3 Have you taken any of these in the last 48 hours?

Tranquillizers Y/N 39
Pain killers Y/N 40
Antihypertensive drugs  Y/N 4
Anti coagulants YIN 42
Lipid lowering drugs  Y/N 43
Oral antidiabetics Y/N 44
Injection of insulin Y/N 45
Any others Y/N 46

Don’t know YIN 47

11 DIET & ALCOHOL

11.1  How many times during an average week would you have the
following foods?

Meat (including beef, lamb, pork, bacon in any form) | 48
Chicken 50
Fish 52
Eggs - how many eggs do you eat in a week 54
Cheese — how often do you eat cheese, including cheese 56
dishes?
Breakfast cereals — how often do you eat these (porridge
included)? State kind ..........ccoiiiiiii I:I:I %8
11.2 What kinds of bread do you eat ?
White YIN 60
Brown Y/N 61
Wholemeal Y/N 62
Other Y/N 63
11.3 Spreading fats: What kinds do you use at home?
Butter YIN 64
Margaring ......................... YIN 65
(State kind or brand name.)
11.4 Do you take sugar?
In tea YIN 66
In coffee YIN 67
In other drinks Y/N 68



APPENDIX 4


APPENDIX 4

8
11.5 Do you use milk?
On cereals Y/N
In tea Y/N
In coffee Y/N
As a milk drink Y/N

11.6

(i)  Would you describe your present alcohol intake as:
None

On special occasions only
Once or twice a month
Weekends

Daily / most days

a A WO N -

If NONE, go to question 12

(i)  What type of drink do you usually take?
Beer

Spirits
Wine/sherry
Mixed beer & spirits

a A WO N =

Mixed beer, spirits, wine
and sherry

(ii) How much do you usually take?
2 drinks a day or less

3-6 drinks a day

more than 6 drinks a day

W N =

(One drink is a single whisky, gin or brandy, a glass of wine, sherry
or port or half a pint of beer.)

69

70

71

72

73

74

75
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Serial Number | | | | | |

Card Number 0

12 SMOKING

121

12.2

12.3

12.4

12.5

(i) Do you smoke at present?
Yes, regularly

No
Occasionally

If NO, go to question 12.6
(i) How old were you when you started?

(ii) Have you ever given up smoking? (Y/N)
(iv) If yes, what is the maximum time for which you have given
up smoking?

(i) Do you smoke cigarettes now?
Yes regularly 1
No
Occasionally (<1 day)

If NO, or OCCASIONALLY go to question 12.3

(i)  How many cigarettes do you usually smoke a day?

w

J 0@ C

(i)  If hand rolled, how much tabacco do you use a week? (0zs.)

Now proceed to 12.4
(i)  Were you previously a regular cigarette smoker? (Y/N)

(i)  If Yes, how many cigarettes did you usually smoke a day?
(ii) At what age did you change to a pipe and / or cigars?
(i) Do you smoke a pipe now?
Yes regularly
No
Occasionally
If NO or OCCASIONALLY go to question 12
(i)  If YES, how many ozs. a week do you smoke?

(i) Do you smoke a pipe now?
Yes regularly 1

No
Occasionally

(i)  If YES, how many cigars do you smoke a day?
Large
Small

If you smoke ANYTHING currently, go to question 13.

W L

years

0ZS.

1 L

12

15

20

22

23

25

27

20

30

31

32
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(iy Have you ever smoked for a more than 1 month ? (Y/N)
How much did you usually smoke
Cigarettes (per day)
Pipe (ozs) (per week)
Cigars (per day) Large
Small

If NO, go to question 13.
(i) At what age did you start smoking?

(ii) At what age did you finally stop smoking?

(iv)

What was the maximum time between these two ages for
which you gave up smoking?

I:Iss

36
38
40
42

5

years 44

years 46

5

years 48

13
13.1

13.2

EXERCISE

(i) Do you usually walk or cycle in the course of your journeys to
or from work each day?
No 1
Walk 2
Cycle 3

If YES, how many minutes do these journeys take?

(i)  Apart from your journeys to or from work, do you usually
walk or cycle on weekdays?
No 1
Walk 2
Cycle 3

If YES, how many minutes do you walk/cycle each day?

(i)  Would you say that in your occupation you are physically :
Very active
Fairly active
Average
Fairly inactive
Very inactive

A wWN -

On average, a man of your age spends 4 hours on most weekends
on some of the following activities: walking, gardening, household
chores, DIY projects. Compared to such a man, how physically
active do you consider yourself?
Very active
Fairly active
Average
Fairly inactive
Very inactive

A WN -

50

H L

51

50

H L

51

|

56

|

57
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13.3 Apart from these activities, do you take active physical exercise,
e.g. running, digging, swimming, tennis, golf, sailing, etc.
No

Occassionally

2
Frequently 3 I:I 58

If NO or Occasionally — stop here.

13.4 Please state type of activity...........cooviiiiiii
13.5 How many years have you been involved in this activity?

years 59
13.6 How many times a month (on average) do you undertake these
activities?
Winter 61
63
Summer

Administrator 65

Coder 66

] L
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British Regional Heart Study (BRHS)
1978-80 Baseline physical examination data collection form

Physical and Physiological Measurements

(2)

(1)

(2)

Height
Weight
Blood pressure S

Ds

Blood pressure S

Ds

FVC

FEV1

FVC

FEV1

Pulse Rate

Serial Number

Card Number

Units

mms.

1/10 kgms.

mmHg

mmHg

cl

cl

cl

cl

per min

APPENDIX 5

1

1

Obs Measurement

HpEEEE
[T T]
L]
L]

L]
LT

HpEEEN

11

16

20

23
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APPENDIX F BORTNER QUESTIONNAIRE

SURNAME sraLno: || | | [ [ [ ] v
CARD NO : |:|:| V2
DATE LI T [ [ ] v
ATTITUDE ENQUIRY
1. Never Late A Casual about Appointments
[T e
2. Not competitive A Very Competitive
[T e
3. Anticipates what others are going
to say (nods, interrupts, finishes for them) A Good listener, hears others out D:' B3
4. Always rushed A Never feels rushed, even under pressure |:|:| B4
5. Can wait patiently A Impatient when waiting |:|:|
B5
6. Goes “all out” A Causal
]
7. Takes things one at a time A Tries to do many things at once,
thinks about what he’s going to do next D:' B7
8. Emphatic speech A Slow, deliberate talker |:|:| B8
B9
9. Wants good job recognised by others A Only cares about satisfying himself D:'
no matter what others think
10. Fast doing things (eating, walking etc) A Slow doing things D:' B10
11. Easy going A Hard driving |:|:| B11
12. “Sits” on feelings A Expresses feelings |:|:| B12
13. Many interests A Few interests outside work |:|:| B13
14. Satisfied with job A Ambitious |:|:| B14
45-46
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CLINICAL RESEARCH

British Regional Heart Study: cardiovascular risk factors
in middle-aged men in 24 towns

A G SHAPER, S ]JPOCOCK, MARY WALKER, N M COHEN, C]JWALE, A G THOMSON

Abstract

The British Regional Heart Study seeks to define risk
factors for cardiovascular disease, to examine their
interrelationships, and to explain the geographic varia-
tions in cardiovascular disease in Britain. A clinical
survey of men aged 40-59 in 24 British towns was carried
out and preliminary data from the survey analysed.
On a town basis cardiovascular mortality was associated
with mean systolic blood pressure and the prevalence of
heavy cigarette smoking and heavy alcohol consumption.
No such association was seen for body mass index or
mean serum total cholesterol or high-density-lipoprotein
cholesterol concentration. Cigarette smoking and alcohol
intake and, to a less degree, systolic blood pressure were
related to the social class (percentage of manual workers)
of a town, and these factors may determine to some
extent the increased risk of cardiovascular disease in
manual workers.

Blood pressure in individual subjects was affected
predominantly by age, body mass index, and alcohol
intake. Body mass index appeared to affect blood pressure
to a greater extent than alcohol intake and did so with a
consistent and positive linear trend. Nevertheless, the
differences between towns in mean blood pressure
readings appeared to be more closely associated with
variations in the prevalence of heavy drinking than with
variations in body mass index. Alcohol intake and body
mass index explained only a part of the striking differ-
ences between towns in mean blood pressure readings,
and some important “town” factors remained unex-
plained.
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S ] POCOCK, Msc, PHD, senior lecturer in medical statistics
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Introduction

There is a twofold range in mortality from ischaemic heart
disease and stroke in the towns of Britain, the highest mortality
being in the west of Scotland and the lowest in south-east
England. The British Regional Heart Study was undertaken to
explain these substantial variations in cardiovascular mortality
by assessing the role of environmental, socioeconomic, and
personal risk factors. The study falls into three main phases.

Phase 1 related cardiovascular mortality over five years
(1969-73) in 253 towns in England, Wales, and Scotland to a
wide range of environmental and socioeconomic data.! A multi-
factorial approach in analysing this information showed that the
geographic variation in cardiovascular mortality was related to
water hardness, rainfall, temperature, and socioeconomic factors.
Water hardness was negatively associated with cardiovascular
mortality, even after allowing for climatic and socioeconomic
effects, and this apparent effect was present for both stroke and
ischaemic heart disease but not for non-cardiovascular disease.

Phase 2 was a clinical survey of middle-aged men in 25 towns
selected from the broad data base of phase 1 to represent the
wide distribution of cardiovascular mortality and water hardness.
The principal objectives of this phase were (a) to examine the
variation between towns in the distribution of established and
possible risk factors for cardiovascular disease and to relate these
variations to the known cardiovascular mortality rates; (b) to
examine the relations between risk factors and variables of water
quality, and to assess whether water quality affects cardiovascular
mortality via any of the risk factors; and (¢) to examine the
interrelationships between the personal risk factors.

Phase 3 is a prospective study of cardiovascular morbidity and
mortality in the same group of middle-aged men to determine
which of the many personal risk factors are most strongly
related to cardiovascular events and to assess their behaviour
under differing environmental conditions.

The fieldwork for phase 2 was begun in January 1978 and
completed in June 1980, by which time 8241 men had been
examined. This paper is concerned with the prevalence of
individual cardiovascular risk factors in 7727 middle-aged men
in 24 towns in England, Wales, and Scotland; with their inter-
relationships ; and with their relation to cardiovascular mortality
in these towns. The analysis excludes the pilot town and a repeat
visit to one town (514 men in all).
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Materials and methods
SELECTION OF TOWNS

In selecting the towns for phase 2 we were primarily concerned with
regional variations in cardiovascular disease and with variations in
water quality, particularly hardness. We intended that the towns should
represent all major geographic regions (including Scotland) and at the
same time reflect the variations in mortality from cardiovascular
disease and water hardness. Seven criteria were established.!

(1) All standard regions should be represented.

(2) Towns should be discrete entities, separated from major conur-
bations, and with populations of 50 000-100 000 at the 1971 Census.
In England one larger town was included (Ipswich, 122 700). To
obtain a reasonable number of suitable towns in Scotland, some towns
below 50 000 were considered there.

(3) The choice of towns within regions should adequately reflect the
variations in mortality from cardiovascular disease and water hardness.

(4) Whenever possible towns should be chosen which are repre-
sentative of the region in socioeconomic terms.?

(5) Towns with large, recent housing developments, with noticeable
population movement, or with an unusual population structure
should be avoided.

(6) The study should include some of the towns that were apparently
“outliers” when mortality from cardiovascular disease and water
hardness were plotted against each other—for example, Hartlepool,
Exeter, and Harrogate.!

(7) When similar towns meet the above criteria random selection
should be made.

Table I lists the 25 towns selected and gives the standardised
mortality ratios for cardiovascular disease in men aged 35-64, total
water hardness, population, number of men examined, and the
percentage response rate. ‘“‘Cardiovascular disease” includes all forms
of cardiovascular disease except rheumatic heart disease (International
Classification of Diseases, 8th revision, codes B27-30).

TABLE I—Towns included in regional heart study

Standardised
mortality ratios
for all cardio-

vascular disease = Water Population No of men Response
in men aged  hardness size examined rate (Y,)

Town 35-64 (mmol;1) (1971 census)
Ayr 140 0-27 47 890 301 70
Bedford 80 327 72 880 303 73
Burnley 114 0-37 76 130 286 80
Carlisle 121 0-90 71 820 389 85
Darlington 109 0-98 85 900 382 82
Dewsbury 142 033 51 130 326 79
Dunfermline 118 0-41 49 890 350 80
Exeter 90 0-72 93 800 332 84
Falkirk 98 0-38 37 600 308 75
Gloucester 84 2:08 89 980 309 73
Grimsby 96 2:60 95 610 318 71
Guildford 78 2:50 58 090 335 82
Harrogate 82 0-73 63 470 280 77
Hartlepool 101 5:28 97 110 334 70
Ipswich 92 3-84 122 700 362 85
Lowestoft 85 319 52120 324 83
Maidstone 99 3-01 71 250 319 72
Mansfield 95 2-30 57 820 321 80
Merthyr Tydfil 135 0-39 55 100 282 76
Newecastle-

under-Lyme 115 2:08 77 320 293 77
Peterborough

(pilot town) 92 3:72 70 100 279 80
Scunthorpe 109 2-88 70 900 313 76
Shrewsbury 95 1-13 56 630 310 83
Southport 114 3-00 84 870 322 80
Wigan 134 0-55 81 140 337 77

Conversion: SI to traditional units—Water hardness: 1 mmol'l= calcium carbonate
equivalent 100 mg/l.

SELECTION OF PRACTICE

To find a representative group of men in each town in whom it would
be likely that there would be a good initial response and good subse-
quent follow-up, we decided to select subjects from one group practice
in each town. This also facilitated organisation and administration.
Criteria for selecting a practice included its size (practice population
over 7500 and two or more principals) and its representativeness of
socioeconomic composition and characteristics of the town population.
A full list of all practices was obtained from the appropriate family
practitioner committee and discussed with the area medical officer or
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district community physician, or both. A short list of possible practices
was drawn up and all were sent information about the regional heart
study and asked to indicate their interest and willingness to discuss
participation. Each interested practice was then visited and a further
assessment made of its representativeness through discussions with
doctors and ancillary staff. After this a decision was made and one
group practice invited to participate. If no age and sex register
existed one was prepared by the study.

SELECTION OF SUBJECTS

To have enough men in each town to study differences in the preva-
lence rates of the personal risk factors we calculated that about 300 men
per town should be studied. This number provided about 7500 men,
which were enough for the prospective study (phase 3). From the age
and sex register we selected at random some 450 men aged 40-59
years, stratified into equal five-year age groups. This list of names was
sent to the general practice and the doctors asked to exclude those
whom they considered would be unable to participate because of
severe mental or physical disability. We emphasised that no attempt
should be made to exclude subjects with cardiovascular problems, and
close scrutiny of the returned annotated lists reduced the exclusions
to about six to 10 per practice. The remaining subjects were invited to
take part in the study in a letter signed by all the practice doctors.
Invitations which were returned undelivered were removed from the
denominator in assessing response rates. Non-responders were sent a
second invitation. Those who accepted an appointment but did not
turn up were posted a reminder card asking them to attend at any
time convenient to themselves while the survey team were in the
practice.

MEASUREMENTS

All measurements were made by a team of three nurses. Training
for standardisation of procedures, including administering the
questionnaire, was carried out before the study and repeated at
intervals throughout. A feasibility study was carried out in one town in
order to test all methods and procedures, and the results for that town
are not included in the study. A pilor study was then carried out in a
further town to test the finalised methods and procedures, and the
results for that town are not presented here.

A questionnaire was administered by a nurse and details of personal
and family history including duration of residence, previous residence,
and past and present occupations obtained. Questions on chest pain,
leg pain, respiratory symptoms, medical history, and drug usage were
included and data obtained on smoking, diet, alcohol intake, and
physical activity at work and in leisure time. (Copies of questionnaire
available on request.)

Height and weight—Height was measured without shoes using a
Harpenden Stadiometer with digital meter which recorded to the
nearest millimetre. Weight in trousers and socks was measured to the
nearest 0-1 kg on an MPS110 field survey scale (beam balance).

Blood pressure—The London School of Hygiene sphygmomanometer
was used to measure the blood pressure twice in succession with the
subject seated and the arm supported on a cushion. Diastolic blood
pressure was recorded at disappearance of sounds (phase V). Room
temperature was recorded for each session

Lung function was determined with a Vitalograph (model J49-B2)
with a digital meter indicating forced vital capacity and forced expira-
tory volume in one second.

Electrocardiograms were recorded on computer tape using the three-
lead orthogonal system? and viewed on an oscilloscope for any major
abnormalities. The completed tapes for each town were sent to a
collaborating centre for analysis by computer. On a few occasions when
technical problems occurred with this apparatus 12-lead electrocardio-
grams were recorded on a Hewlett-Packard (1515-B) machine and
sent to the centre for analysis.

Blood samples were taken, using evacuated tubes, for biochemical
analysis, haematological study, and blood grouping (ABO and
rhesus). Serum was analysed for concentrations of sodium, potassium,
urea, creatinine, urate, calcium, phosphate, albumin, globulin, bili-
rubin, glucose, total cholesterol, and high-density-lipoprotein
cholesterol and activities of alkaline phosphatase, aspartate trans-
aminase, and gammaglutamyltranspeptidase. Lead concentrations
were measured, and cadmium concentrations are also to be deter-
mined. High-speed liquid chromatography is being carried out for
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serum fatty-acid analysis in certain subgroups. The time at which
samples were obtained was recorded.

Consistency of recording—The flow pattern of the above investiga-
tions took the men through three successive stations, (a) the question-
naire; (b) measurements of height, weight, blood pressure, and
respiratory function; and (¢) electrocardiography and blood sampling.
The data obtained at each station could be attributed to a specific
nurse for purposes of checking quality control.

Personality and attitudes—While the men were waiting to start the
above series of investigations they completed a simple 14-item
questionnaire on personality and attitudes.*

Water supplies—A team from the Water Research Centre (Medmen-
ham, Bucks) joined the survey team for two days during the study in
each town, administered a questionnaire on water-usage patterns to
about 15%, of the sample (about 40 men in each town), and arranged
for collection of tap-water supplies from their homes. The samples
were analysed for a wide range of bulk and trace elements.

Urine samples—In the last five towns casual urine samples from all
men were collected into normal hydrochloric acid (1/20 dilution). The
men being studied by the Water Research Centre provided an over-
night 12-hour sample, which was collected into 50 ml normal hydro-
chloric acid. Samples were analysed for creatinine, sodium, potassium,
calcium, and magnesium concentrations.

There were 25 towns in the study, including the pilot town, and a
repeat visit was made to one town (because of a low response rate at an
unrepresentative practice on the first visit), making 26 town visits in
all. Four different nurses took part in the study and participated in 26,
26, 19, and eight visits, respectively. A briefing was carried out before
each visit and a debriefing meeting was held after each visit to review
any problems in methods or procedures. Each town visit lasted two
weeks, and during this period the survey co-ordinator (MW) visited
the team to strengthen relationships with the practice staff, and a study
director (AGS or NMC) held meetings with the doctors and practice
staff to provide information and encourage full participation in phase
3. During these visits to the team and practice, periods were spent
with each nurse as part of the quality-control system.

RESPONSE RATES

The number of men examined in each town is expressed as a per-
centage of those invited to participate and who were presumed to have
received the invitations. The response rate (table 1) averaged 789,
(range 70-85%), 18 of the 24 towns having a response rate of 759, or
more.

Presentation of results

The field work on the 25 towns was completed in June 1980, but it
will be some time before all the data are ready for analysis and com-
ment. The results presented here relate to a limited number of
variables in 24 towns (excluding the pilot town), and the data are
presented in two main ways.

Cardiovascular mortality—This “town-based” analysis relates the
standardised mortality ratio (SMR) for cardiovascular disease (1969-
73) for a town to the mean values of several variables derived from
men studied in that town—for example, blood pressure, body mass
index, smoking, drinking, and social class. In this approach we were
looking for associations which could then be explored further by other
methods to see if they might be causal.

Blood pressure—This ‘“individual-based’ analysis treats the 7727
men in the 24 towns as one large group of middle-aged British men
and explores the relations between blood pressure and several other
variables measured in these men.

Cardiovascular mortality

This form of presentation allows examination of the extent to which
established or possible cardiovascular risk factors varied between
towns differing in cardiovascular mortality. Figure 1 uses the SMRs
for cardiovascular disease (ICD codes B27-30) for men aged 35-64
years for the period 1969-73. The SMRs for all cardiovascular disease
(excluding rheumatic heart disease) are used in this presentation
because they correlated strongly and positively with the SMRs for both
ischaemic heart disease (r =0-99) and cerebrovascular disease (r =0-87).
The term ischaemic heart disease includes hypertensive disease and
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“other forms of heart disease” (ICD codes B27-29) and conforms
with recommendations that we have made for international and
regional studies.®

These SMRs are plotted against the mean values of systolic and
diastolic blood pressure, serum total cholesterol and serum high-
density-lipoprotein cholesterol concentrations, and body mass index
and also against the percentage of ‘“heavy” smokers, percentage of
“heavy” drinkers, and percentage of manual workers among the men
surveyed in each town.

BLOOD PRESSURE

There was a pronounced between-town variation in both mean
systolic and mean diastolic blood pressure. Mean systolic blood
pressure ranged from 136 mm Hg in Guildford and Shrewsbury to
153 mm Hg in Dunfermline, while mean diastolic pressures ranged
from 77 mm Hg in Lowestoft to 88 mg Hg in Dunfermline. There was
a positive association between mean systolic pressure and the SMR
for cardiovascular disease (r=0-55, p <0:01). The association with
mean diastolic blood pressure was less pronounced and not statistically
significant (r=0-30). Towns with a low mean systolic ( < 140 mm Hg)
or diastolic (<80 mm Hg) blood pressure had an SMR below 100,
except Scunthorpe with a mean diastolic pressure of 78 mm Hg and
an SMR of 109. Towns with a higher mean systolic or diastolic
pressure showed a substantial variation in SMR.

SMOKING

The percentage of heavy smokers (men smoking 20 or more
cigarettes daily) ranged from 12%, in Guildford to 40%, in Grimsby,
and there was a positive association between the percentage of heavy
smokers and a town’s SMR for cardiovascular disease (r=0-50,
p <0-05).

ALCOHOL

Each man interviewed answered three questions on alcohol con-
sumption (frequency, type, and quantity) based on the General
Household Survey (1972-3) questioanaire.® A ‘“heavy” drinker is one
who has more than six drinks either daily or on each day at the week-
end, a drink being either a half-pint of beer, a glass of wine, or a single
tot of spirits. On this basis, the proportions of heavy drinkers ranged
from 7%, in Guildford to 459, in Merthyr Tydfil. There was a strong
positive association with the SMR for cardiovascular disease and the
percentage of heavy drinkers (r=0-67, p < 0-001). Those towns with a
less than 25% prevalence of heavy drinkers were predominantly
below average for mortality from cardiovascular disease (10 out of 14
had SMRs below 100), while those with a higher prevalence of heavy
drinkers were predominantly above average for mortality from the
disease (seven out of 10 had SMRs over 110). Nevertheless, a positive
association was found between the percentage of heavy smokers and
percentage of heavy drinkers in these towns (r=0-71, p <0-001), so
that it was impossible on a town basis to separate the possible effects on
cardiovascular mortality of these two factors.

SERUM TOTAL CHOLESTEROL AND HIGH-DENSITY LIPOPROTEIN

The mean concentrations of serum total cholesterol showed only a
small range between towns (5:99-6-59 mmol/l; 231-254 mg/100 ml),
and no association was seen with cardiovascular disease mortality.
Similarly, the range of mean concentrations of high-density-lipo-
protein cholesterol was small (1-07-1-22 mmol/l; 41-47 mg/100 ml)
and no association was seen with cardiovascular disease
mortality. There was certainly no suggestion on a town basis that
higher mean concentrations of high-density-lipoprotein cholesterol
were associated with lower cardiovascular disease mortality.

BODY MASS INDEX

The body mass index (weight/height?) was used as a measure of
adiposity for the men in each town. Guildford, the town with the
lowest SMR, had an exceptionally low body mass index, but there was
no overall association between the mean body mass index and town
SMR.
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SOCIOECONOMIC AND GEOGRAPHIC PATTERNS

In this analysis the socioeconomic state (social class) of a town is
expressed as the percentage of manual workers in the sample of men
drawn from the participating general practice. Social class was based
on the occupation which each man had held for the longest period,
rather than on his current occupation. The proportion of manual
workers ranged from 249, in Guildford to 849, in Grimsby (fig 1),
and there was a positive association between the social class of the town
and the SMRs for cardiovascular disease (r=0-40, p=0-05). It was
not a strong association and, while towns with less than 50%, manual
workers (“non-manual” towns) mainly had SMRs below 100, those
with more than 50%, manual workers (‘“‘manual” towns) showed a very
wide range of SMRs. The four towns with the highest SMRs
(Dewsbury, Ayr, Wigan, Merthyr Tydfil) were all “manual’’ towns.

It is widely recognised that smoking and alcohol consumption are
influenced by socioeconomic and geographic factors. In this study the
proportion of manual workers in the 24 towns correlated positively
with both heavy smoking (r=0-84) and heavy drinking (r=0-72).
There was also a significant correlation between the proportion of
manual workers and the mean systolic blood pressure (r=0-55,
p <0-01) but not with mean diastolic blood pressure (r=0-33). Thus
three factors which correlate with cardiovascular mortality in the
analysis of town-based data (cigarette smoking, alcohol intake, and
systolic blood pressure) were all associated to a greater or less degree
with social class.

The “non-manual” towns (fig 1) were on the whole those with rela-
tively low alcohol consumption, low prevalence of smoking, and lower
mean blood pressures. They tended to be in the southern half of
England, and there were more towns with a hard water supply
(>1-7 mmol/l; >170 mg/l) than with a soft water supply. In the
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manual towns, those with SMRs over 100 differed from those with
SMRs below 100 by having in general a higher mean systolic blood
pressure, much higher prevalences of heavy smoking and heavy
drinking, and predominantly a soft water supply. Mean body mass
indices and serum total cholesterol and high-density-lipoprotein
cholesterol concentrations did not differ between the manual towns
with high SMRs and those with low SMRs for cardiovascular disease.

Blood pressure

The following results relate to the 7727 men aged 40-59 years from
the 24 towns in the study. This analysis concerns blood pressure in
particular, because blood pressure is a well-established risk factor in
cardiovascular disease of all kinds and because of the striking differ-
ences in mean blood pressures between the towns. Simple univariate
associations are examined initially and then multiple regression
techniques used to establish the relevance to blood pressure of
various factors when all are considered simultaneously. Table II
shows the mean systolic and diastolic blood pressures for subjects
classified according to age, body mass index, cigarette smoking,
alcohol consumption, social class, and marital state.

AGE

In most communities blood pressure increases with age, and in our
data there was a clear increase in systolic pressure with each five-year
increase in age. Diastolic pressure showed only a small increase with
age.
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FIG 1—Standardised mortality ratios (SMRs) for all cardiovascular diseases in men aged 35-64 years in 24 British towns (1969-73) plotted against means of
several variables measured in middle-aged men in same towns during regional heart study.
Conversion: SI to traditional units—Cholesterol and high-density-lipoprotein cholesterol: 1 mmol/l +38-6 mg/100 ml.
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TABLE I1—Personal factors associated with blood-pressure in middle-aged men
in regional heart study

Mean blood pressure

(mm Hg)
Factor No of men Systolic Diastolic
Age in years:
- 1836 1397
45-49 1896 143-1 824
50-54 1974 146-8 831
55-59 2021 1509
Body mass index (wt/ht?) in kg/m?:
<225 1256 137-4 75-4
22'5-24-4 1763 1415 79-1
24-5-26-4 2044 1457 824
26°5-28'4 1420 1486 85-4
>285 1241 1539 900
Cigarette smoking:
2501 1438 826
Ex-smokers 2030 147-7 836
1-19/day 1185 144-6 81-3
20/day 835 145°1 81-1
21-40/day 1068 145-3 81-3
> 40/day 92 141-1 782
Alcohol consumption:
None X 466 144-4 816
Monthly or spe;ial occl:(asxgns only lggi {438 81-1
: t weekends 436 811
1-2 drinks/day § pgjly ceond o 1425 810
: At weekends 4 145-2 82:1
3-6 drinks/day Daily cend lggz 1446 821
- At weekends 147-2 839
>6 drinks/day | i1y 830 1505 833
Social class distribution:
1 607 141-2 809
II 1733 1429 81-2
III non-manual 719 146-2 83-2
IIT manual 3323 147-1 82-8
I 783 1455 829
v 316 1469 828
Armed services 231 140-4 807
Marital state:
Single 374 1486 850
Married 6982 145-1 82-1
Widowed 98 1453 815
Other 273 1438 821

BODY MASS INDEX (WEIGHT/HEIGHT?)

There was a definite positive trend with body mass index for both
systolic and diastolic blood pressures. To illustrate the clinical signifi-
cance of the units for body mass index (kg/m?), consider a 6 ft (183 cm)
man weighing 114 stone (73 kg). He has a body mass index of 21-7 and
falls into the lowest category (table II). Each stone (6-35 kg) increase
in weight moves him successively into a higher category of body mass
index, with estimated mean increases in systolic and diastolic blood
pressures of about 4 mm Hg and 3-5 mm Hg per stone, respectively.
At each body mass index there was considerable individual variation
in blood pressure, but the correlation coefficient between blood
pressure and body mass index, though highly significant, was only
moderate in size (systolic pressure, r=0-26; diastolic pressure,
r=0-36; p <0-001 in each case).

CIGARETTE SMOKING

Cigarette smoking had no apparent effect on blood pressure. There
was a suggestion of a slight reduction in systolic pressure in those
smoking over 40 a day, but this was a very small group. Ex-smokers
(including ex-cigarette smokers who were currently pipe or cigar
smokers) had a higher mean systolic blood pressure than non-smokers
or current smokers.

ALCOHOL

The highest systolic and diastolic blood pressures were found in
men having more than six drinks either daily or on each day at week-
ends, with higher pressures in those doing so daily than in those doing
so only at the weekends. This level of drinking was reported by 259,
of all men in the study. Compared with abstainers and occasional
drinkers these increases in mean systolic and diastolic pressures for
heavy drinkers were highly significant (p <0-01 in each case). The
mean systolic blood pressure in men having one or two drinks daily
was slightly lower than in abstainers and occasional drinkers, but this
difference was not statistically significant.
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SOCIAL CLASS

Men in social classes I and II had significantly lower mean systolic
and diastolic blood pressures than manual workers (classes 111 manual,
IV, and V). The association of social class with blood pressure appeared
to be relatively weak compared with the effects of age or body mass
index.

MARITAL STATE

The very small group of single men showed significantly higher
mean systolic and diastolic blood pressures.

BODY MASS INDEX, ALCOHOL, AND BLOOD PRESSURE

The findings for body mass index presented in table II were also
tabulated separately for each social class, age group, and cigarette
smoking and alcohol consumption category, and in each case the same
strong relation between body mass index and blood pressure was
present.

The association of alcohol intake with blood pressure shown in
table II was also examined separately for each social class, age group,
body mass index group, and cigarette-smoking group. The higher
blood pressures in heavy drinkers (over six drinks daily or on each day
at weekends) appeared consistently for each age group, for each
cigarette-smoking category, and for each social class.
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FIG 2—Systolic and diastolic blood pressure and alcohol intake in
men aged 40-59 years at various body mass indices (BMI: 1,
<22'5 kg/m?; 2, 22-5-24-4 kg/m?; 3, 24-5-26-4 kg/m?; 4, 26-5-
28-4 kg/m?; 5, >>28-5 kg/m?).
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Body mass index and alcohol intake seemed largely to operate inde-
pendently of one another as regards their effect on blood pressure
(fig 2). The effects of body mass index were particularly clear cut for
diastolic blood pressure, with a consistent mean difference of around
15 mm Hg between the heaviest and lightest groups at each alcohol
intake. The heavy drinkers showed consistently higher mean systolic
and diastolic pressures compared with abstainers and occasional
drinkers for each category of body mass index. Moderate drinking—
that is, three to six drinks daily or on each day at weekends—was not
associated with any consistent increase in blood pressure, once body
mass index was taken into account. In the lightest groups of men
(body mass index < 22-5), however, there was a statistically significant
increase in both mean systolic and mean diastolic blood pressure in
the moderate drinkers compared with abstainers and occasional
drinkers or with light drinkers (p <0-01 in each case). There was no
evidence that light drinkers (one or two drinks/day, daily or at week-
ends) had lower blood pressures than non-drinkers.

MULTIPLE REGRESSION ANALYSIS OF VARIABLES
AFFECTING BLOOD PRESSURE

Multiple regression techniques were used to establish to what
extent systolic and diastolic blood pressure in individuals was asso-
ciated with age, observer, body mass index, alcohol intake, smoking
behaviour, social class, marital state, and town when all of these
factors were considered simultaneously.

Highly significant associations continued to be present between
blood pressure (systolic and diastolic) and age, body mass index,
observer, alcohol intake, marital state, and town. Body mass index
emerged as the factor most significantly associated with individual
blood pressure. Even within the limited age range of this study (40-59
years) a significant age trend persisted after multiple regression
analysis, more pronounced for systolic than diastolic blood pressure.
The effect of heavy drinking, particularly on a daily basis, continued
to show a significant effect on blood pressure after adjustment for all
other factors. The raised systolic blood pressure in ex-smokers was
considerably reduced after allowing for other factors but remained
significant (p=0-02), while the low systolic pressure in very heavy
smokers was not significant after adjustment for other factors. The
mean diastolic blood pressure was significantly lower in cigarette
smokers than in current non-smokers ( — 1-4 mm Hg after adjustment),
and this effect was most noticeable for those smoking more than 40
cigarettes a day (—4-6 mm Hg after adjustment).

The difference in systolic blood pressure between social classes I
and II (combined) and manual workers (III manual, IV, and V)
remained significant though somewhat reduced, since half of the
difference in table II had been accounted for by other factors such as
body mass index and alcohol. The social class difference in diastolic
blood pressure was not significant. Single men, after all other factors
had been considered, continued to have a significantly higher systolic
blood pressure (+3-2 mm Hg) and diastolic blood pressure (+2-5
mm Hg) than married men.

When all these factors had been taken into account major differ-
ences in mean systolic blood pressure remained between the towns,
with little alteration in their rank order or in the range of mean
systolic pressure. The implication of this observation was that while
these factors significantly affected individual systolic blood pressures
they still did not explain the major differences between towns in mean
systolic pressures. The effect of observer differences cannot contribute
to solving this problem, as each observer dealt randomly with roughly
similar numbers of men in each town.

BODY MASS INDEX, ALCOHOL, AND BLOOD PRESSURE (TOWN-BASED DATA)

The relation between body mass index, alcohol intake, and blood
pressure may also be examined using town-based information. The
variables measured on the men in each town may be correlated, using
the mean values—for example, blood pressure and body mass index—
or the percentage prevalence—for example, alcohol and smoking. As
shown in fig 1, the mean body mass indices did not vary much between
towns and did not correlate with the SMRs for cardiovascular disease.
The percentage of heavy drinkers varied widely between towns and
correlated positively with the SMR for cardiovascular disease (fig 1).
On an intertown basis, there was no relation between mean body mass
index and blood pressure but there was a positive association between
heavy drinking and blood pressure (systolic, r=0-53, p<0-01;
diastolic, r=0-46, p <0-05).
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BLOOD PRESSURE AND WATER HARDNESS (TOWN BASED DATA)

There was no overall relation between water hardness and mean
systolicor diastolic blood pressure (systolic, r = 0-10; diastolic,r =0-16);
however, the five towns with the highest mean diastolic pressures
(Dunfermline, Carlisle, Falkirk, Burnley, Darlington) were all towns
with soft water (<1-1 mmol/l; <110 mg/l).

Discussion

The regional variations in cardiovascular mortality in Britain
have been recognised for many years and examined in various
ways.”’"1° Recently, we related cardiovascular mortality for
1969-73 in 253 towns in England, Wales, and Scotland to
environmental and socioeconomic variables and estimated the
contribution made to the variation in mortality from cardio-
vascular disease by water hardness, rainfall, temperature, and
socioeconomic factors.! Differences in the distribution of indi-
vidual risk factors could also contribute to the striking regional
variations in mortality, and almost certainly many of these are
included under the heading of “socioeconomic” factors. We
know little, however, about geographic variations in the distri-
bution of the established risk factors such as smoking, hyper-
tension, and hyperlipidaemia. Information is available on diet,
tobacco, and alcohol intake for the standard regions covering
England, Wales, and Scotland!' '* and therefore attempts to
explain the geographic variations in mortality from cardiovascular
disease in terms of diet or smoking have been based on these
large standard regions.!*-'5 Data of this kind are not available
for individual towns. Each standard region is a complex mixture
of smaller areas which differ considerably in mortality from
various disorders and will certainly differ considerably in
smoking, drinking, and dietary patterns. Although these region-
based studies may provide leads to more detailed investigation,
conclusions based on them must of necessity be tentative.

No single study of cardiovascular disease or its risk factors
can provide comprehensive information applicable to the whole
British population. We chose to study middle-aged men
recruited through representative towns. For organisational
reasons it was necessary to concentrate on urban areas but we
wished to avoid large towns and conurbations because of their
greater complexity and heterogeneity in respect of many
variables. The size of our towns made it practicable to select one
general practice per town, and recruitment through general
practice provided an unselected sample of the general male
population and allowed prospective morbidity studies in these
men. The use of general practices, no matter how carefully
chosen, carries the risk that the men in any one such practice
may not be truly representative of the town. We checked this
issue subsequently by comparing the social class distribution of
the men examined in each town and the social class composition
of men in that town at the 1971 Census. The 1971 Census data
relate to all heads of households (all ages), while the regional
heart study concerns men aged 40-59 years. The correlation
coefficient of 0-76 for these two sets of data in respect of the
percentage of manual workers is therefore reassuring. The scale
of our investigations over 25 towns ensured that any possible
inappropriate choice of practice in one town could not seriously
bias our findings.

We have shown that several environmental factors—water
hardness, rainfall, temperature, and certain social factors—
substantially explain the geographic ~ariations in cardiovascular
mortality in Britain. Broad terms like “social factors’ obviously
cover a wide range of behavioural variables and phenomena
associated with living standards and conditions. Even climatic
factors may have an effect on “life style’ in terms of physical
activity in leisure time, smoking and drinking habits, and
dietary preferences. The clinical study (phase 2) described in
this paper set out to explore the ways in which social factors
might be reflected in behaviour—for example, smoking and
drinking—and in physiological measurements—for example,
body mass index, blood pressure, and blood lipids.
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CARDIOVASCULAR MORTALITY

We have related the information obtained on the sample of
men examined in each town (blood pressure, smoking, and so on)
to the most recently available measure of cardiovascular mortality
for that town (1969-73). The associations seen in these 24 towns
suggest that blood pressure, cigarette smoking, and alcohol
intake contribute to geographic variations in cardiovascular
mortality while serum total cholesterol and high-density-lipo-
protein cholesterol and body mass index do not appear to do so.
This town-based approach is part of the search for variables
which may differ sufficiently in their distribution between towns
to account to some degree for the differences observed in SMRs
between towns. Caution is required in interpreting these town-
based comparisons, for the absence of an association does not
imply that the variable being examined is not important in
cardiovascular disease, but merely that it does not obviously
contribute to intertown variation in cardiovascular mortality.
The presence of an association may merely reflect interrelation-
ships between the variables and may not have direct (causal)
significance. This approach must therefore be regarded as useful
but preliminary.

BLOOD PRESSURE

The mean blood pressures in these middle-aged men varied
widely between the 24 towns and we therefore examined the
variables associated with blood pressure in all the men regarded
as one group. We hesitate to call these variables ‘‘determinants”
of blood pressure except in a statistical sense and the word
“‘effect” is also used in terms of statistical association rather than
with causal inference.

The strong associations between blood pressure and age, body
mass index, and alcohol intake seen on univariate analysis (table
II) were confirmed on cross-tabulation and on analysis by
multiple regression techniques. Body mass index appeared to
affect individual blood pressure to a greater extent than alcohol
and did so with a consistent and linear positive trend over the
whole range of body mass indices. Alcohol and body mass index
operated independently of one another as regards their effect on
blood pressure. Heavy drinking, as defined in this study, had a
pronounced and consistent effect on blood pressure, though even
moderate drinking appeared to be associated with increased
blood pressure in the lowest body mass index group. In the
heavier men, the effects of moderate drinking may have been
confounded by the body mass index reached and its strong
independent effect on blood pressure. In an atmosphere which
regards light drinking as beneficial to health in general and to the
cardiovascular system in particular'® 17 we emphasise that our
data do not disclose any beneficial effect on blood pressure of
light drinking. The effects of cigarette smoking on blood pressure
did not appear to be important, and the lower diastolic blood
pressure in very heavy smokers was not explained by the
variables included in the analysis. Social class continued to have
a small unexplained independent effect on systolic blood
pressure; this could have been due to the failure of our question-
naire to elicit “very heavy’’ drinking.

Multiple regression analysis indicated that only 21%, of the
between-town variance in systolic blood pressure was explained
statistically by the effects of body mass index and heavy drinking.
We presume that most of this explained variation was due to
heavy drinking, as examination of the relationship between the
town-based mean levels of blood pressure, body mass index, and
heavy drinking showed a significant association between heavy
drinking and mean blood pressure but not between mean body
mass index and mean blood pressure. Because of the high
prevalence of heavy drinking in Britain, this may be an important
contributor to community levels of hypertension. Heavy drinking
may also have effects on the heart and circulation which could
affect cardiovascular mortality through mechanisms other than
blood pressure. Indeed, heavy drinking could be an important
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and rather neglected factor in cardiovascular disease. We
anticipate that the prospective part of the regional heart study
(phase 3) will contribute to determining the validity of this
suggestion.

BODY MASS INDEX, ALCOHOL, AND BLOOD PRESSURE

The relevance of body mass as a determinant of individual
blood pressure has been established,'® and the positive asso-
ciation of alcohol intake with blood pressure has been reported
in the United States.’® 2° In those studies, as in ours, the effect
of alcohol on blood pressure was largely confined to heavy
drinkers, but since a substantial proportion of men in the
British study are thus categorised, its impact on hypertension in
Britain may be considerable. Geographic variations in smoking
and drinking have been shown in the standard British regions,
and because smoking is an established risk factor for cardio-
vascular disease the geographic association between smoking and
cardiovascular mortality is accepted as causal.!’®* The close but
complex relation between smoking and drinking habits in the
individual, however, clearly indicates that the impact of one
factor on health cannot be studied without taking the other into
account. Studies which apparently show that alcohol may be
associated with reduced rates of ischaemic heart disease cannot
be regarded as sound if they do not take smoking habits into
account. Conversely, if alcohol does have effects on blood
pressure in particular and on cardiovascular disease in general,
then failure to allow for alcohol intake may exaggerate the effects
apparently associated with smoking.

SOCIAL CLASS AND RISK FACTORS

There is considerable interest in the relation between social
class and cardiovascular mortality, and recent data show that
working-class men and women have a higher mortality from
ischaemic heart disease (ICD codés B27-29) than the non-
manual classes.?! Working-class men had slightly lower mortality
rates from ischaemic heart disease than non-manual workers
(social classes I and II) in 1931 and 1951. By 1961 the mortality
rates in the non-manual male workers had levelled off while they
continued to rise in manual workers. By 1971 the rates in manual
workers exceeded those in non-manual workers.??* A prospective
study of London male civil servants showed that men in the
lowest grades of employment had more than three times the
mortality from ischaemic heart disease (B27-29) of men in the
highest grades.?* The men in the lowest grades smoked more,
exercised less, were shorter and more overweight, and had higher
blood pressures and lower glucose tolerance levels than men in
the highest grades. These differences, however, were thought to
explain only a part of the higher mortality from ischaemic heart
disease. In the British Regional Heart Study there was an
association on a town basis between social class and cardio-
vascular mortality, but it was not strong and appeared to be
related to a considerable extent to town differences in smoking,
drinking, blood pressure, and the hardness of drinking water.

Conclusion

This report presents the aims and objectives of the British
Regional Heart Study, details the methods used in the clinical
survey, and provides some of the initial findings in the 24 towns;
many variables remain to be analysed. It will be some time
before adequate material is available for relating the incidence of
cardiovascular events to established or suspected risk factors
(phase 3). We hope that this study will help to explain the
striking geographic variations in cardiovascular mortality in
Britain and thereby provide means of postponing or preventing
the onset of cardiovascular disease.



186

The British Regional Heart Study is supported by a programme
grant from the Medical Research Council. The work of our collabora-
tors, the Water Research Centre, is supported by the Department of
the Environment. The team of research nurses included Joanna
Wellwood (Coulter), Peggy Thornton (Smith), Christine Fisher, and
Catherine Bond, and their dedicated, cheerful contribution is deeply
appreciated. We are grateful to all the general practitioners and their
staff for their willing collaboration and to the participants for their
response and interest. Sir Charles Forte (Trust Houses Forte) has
made accommodation available to our survey team at special rates, and
we are grateful for this help. Biochemical estimations in this study
were carried out at the Wolfson Research Laboratories, Queen
Elizabeth Hospital, Birmingham (Professor T Whitehead) under a
programme supported by the DHSS. Dr Mary Fulton, Department
of Community Medicine, Edinburgh recruited the Scottish practices
and helped to supervise the study in these towns. Derek Cook,
Jackie Harrison, Melanie Bartley, and Hazel Beazleigh have made
considerable contributions to the work of the regional heart study.
Richard Cummins (Milbank Memorial Fund research fellow) provided
constructive critical comment on this paper.

Requests for reprints should be addressed to Professor A G Shaper.

References

1 Pocock SJ, Shaper AG, Cook DG, et al. British Regional Heart Study:
geographic variations in cardiovascular mortality, and the role of water
quality. Br Med ¥ 1980;280:1243-9.

2 Webber R, Craig J. Socioeconomic classification of local authority areas.
OPCS studies on medical and population subjects. No 35. London: HMSO,
1978.

3 MacFarlane PW, Lawrie TDV. An introduction to automated electro-
cardiogram interpretation. London: Butterworths, 1974.

4 Bortner RW. A short rating scale as a potential measure of pattern of
behaviour. ¥ Chronic Dis 1969 ;22:87-91.

5 Clayton DG, Taylor D, Shaper AG. Trends in heart disease in England
and Wales 1950-1973. Health Trends 1977:9:1-6.

¢ Office of Population Censuses and Surveys. General household survey
1972-3. London: HMSO, 1974-5.

BRITISH MEDICAL JOURNAL VOLUME 283 18 juLy 1981
7 Morris JN, Crawford MD, Heady JA. Hardness of local water supplies and
mortality from cardiovascular disease. Lancet 1961 ;i:860-2.

8 Crawford MD, Gardner MJ, Morris JN. Mortality and hardness of local

water supplies. Lancet 1968;i:827-31.
® Howe GM. National atlas of disease mortality in the United Kingdom. 2nd
ed. London: Nelson, 1979.

10 Fulton M, Adams W, Lutz W, Oliver MF. Regional variations in mortality
from ischaemic heart and cerebrovascular disease in Britain. Br Heart ¥
1978;40:563-8.

11 Ministry of Agriculture, Fisheries and Fooa. Household food consumption
and expenditure 1969-1973. Annual reports of the National Food Survey
Committee. London: HMSO, 1971-5.

12 Department of Employment. Family expenditure survey 1969-73. London:
HMSO, 1970-4.

13 Knox EG. Ischaemic-heart-disease mortality and dietary intake of calcium.
Lancer 1974;i:1465-7.

14 Armstrong BK, Mann JI, Adelstein AM, Eskin F. Commodity consump-
tion and ischaemic heart disease mortality with specialreference todietary
practice. ¥ Chronic Dis 1975 ;28:455-69.

15 Chilvers C, Adelstein AM. Interpreting patterns of mortality from circu-
latory disease in the regions of England and Wales: results from the
decennial supplement on area mortality, 1969-73. Health Trends 1981;
13:28-31.

16 Anonymous. Need pleasure be harmful ? Lancer 1980;i:350.

17 Turner TB, Bennett VL, Hervandez H. The beneficial role of moderate
alcohol use. Johns Hopkins Med ¥ 1981;148:53-63.

18 Taylor HL. Body composition and elevated blood pressure: a comment.
In: Stamler J, Stamler R, Pullman TN, eds. The epidemiology of hyper-
tension. New York: Grune and Stratton, 1967:101-9.

1% Klatsky AL, Friedman GD, Siegelaub AB, Gerart M]. Alcohol consump-
tion and blood pressure. Kaiser-Permanente Multiphase Health
Examination Data. N Engl ¥ Med 1977 ;296:1194-9.

20 Harburg E, Ozgoren F, Hawthorne VM, Schork MA. Community norms
of alcohol usage and blood pressure: Tecumseh, Michigan. Am ¥ Public
Health 1980370:813-20.

21 Office of Population Censuses and Surveys. Occupational mortality, the
Registrar General’s decennial supplement for England and Wales 1970-72.
London: HMSO, 1978. (Series DS No 1.)

22 Marmot MG, Adelstein AM, Robinson N, Rose GA. Changing social class
distribution of heart disease. Br Med ¥ 1978;ii:1109-12.

2 Rose G, Marmot MG. Social class and coronary heart disease. Br Heart §
1981;45:13-9.

(Accepted 18 Fune 1981)

OF THE PARAPHRENITIS.

THE paraphrenitis, or inflammation of the diaphragm, is fo nearly
connefted with the pleurify, and refembles it fo much in the manner
of treatment, that it is fcarce neceflary to confider it as a feparate
difeafe.

IT is attended with a very acute fever, and an extreme pain of the
part affe€ted, which is generally augmented by coughing, {neezing,
drawing in the breath, taking food, going to ftool, making water, &c.
Hence the patient breathes quick, and draws in his bowels to prevent
the motion of the diaphragm; is reftlefs, anxious, has a dry cough, a
hiccup, and often a delirium. A convulfive laugh, or rather a kind of
involuntary grin, is no uncommon fymptom of this difeafe.

EveERrY method muft be taken to prevent a fuppuration, as it is
impoffible to fave the patient’s life when this happens. The regimen
and medicine are in all refpefts the fame as in the pleurify. We fhall
only add, that in this difeafe emollient clyfters are peculiarly ufeful,
as they relax the bowels, and by that means make a derivation from
the part affeCted.

OF THE PLEURISY.

THE true pleurify is an inflammation of that membrane called the
pleura, which lines the infide of the breaft. It is diftinguifhed into the
moift and dry. In the former, the patient fpits freely; in the latter,
little or none at all. There is likewife a fpecies of this difeafe, which is
called the fpurious or baftard pleurify, in which the pain is more external,
and chiefly affe€ts the mufcles between the ribs. The pleurify prevails
among labouring people, efpecially fuch as work without doors,
and are of a fanguine conftitution. It is moft frequent in the {pring
feafon.

CAUSES.—The pleurify may be occafioned by whatever ob-
ftruéts the perfpiration; as cold northerly winds; drinking cold liquors

when the body is hot; {leeping without doors, on the damp ground;
wet clothes; plunging the body into cold water, or expofing it to the
cold air, when covered with fweat, &c. It may likewife be occafioned
by drinking ftrong liquors; by the ftoppage of ufual evacuations;
as old ulcers, iffues, {weating of the feet or hands, &c. the fudden
ftriking in of any eruption, as the itch, the meafles, or the {mall-pox.
Thofe who have been accuftomed to bleed at a certain feafon of the
year, are apt, if they neglett it, to be feized with a pleurify. Keeping
the body too warm by means of fire, clothes, &c. renders it more
liable to this difeafe. A pleurify may likewife be occafioned by violent
exercife, as running, wreftling, leaping, or by fupporting great weight,
blows on the breaft, &c. A bad conformation of the body fometimes
renders perfons more liable to this difeafe, as a narrow cheft, a ftraitnefs
of the arteries of the pleura, &c.

SYMPTOMS.—This, like moft other fevers, generally begins
with chillnefs and fhivering, which are followed by heat, thirft, and
reftlefTnefs. To thefe fucceeds a violent pricking pain in one of the
fides among the ribs. Sometimes the pain extends towards the back-
bone, fometimes towards the forepart of the breaft, and at other times
towards the fhoulder-blades. The pain is generally moft violent
when the patient draws in his breath.

THE pulfe in this difeafe is commonly quick and hard, the urine
high-coloured; and if blood be let, it is covered with a tough crutft,
or buffy coat. The patient’s fpittle is at firft thin, but afterwards it
becomes grofler, and is often ftreaked with blood.

REGIMEN.—Nature generally endeavours to carry off this
difeafe by a critical difcharge of blood from fome part of the body,
by expeftoration, {weat, loofe ftools, thick urine, or the like. We
ought therefore to fecond her intentions by leflening the force of the
circulation, relaxing the veflels, diluting the humours, and promoting
expetoration.

(Buchan’s Domestic Medicine, 1786.)



