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IMPORTANCE Risk profiles for premature coronary heart disease (CHD) are unclear.

OBJECTIVE To examine baseline risk profiles for incident CHD in women by age at onset.

DESIGN, SETTING, AND PARTICIPANTS A prospective cohort of US female health professionals
participating in the Women’s Health Study was conducted; median follow-up was 21.4 years.
Participants included 28 024 women aged 45 years or older without known cardiovascular
disease. Baseline profiles were obtained from April 30, 1993, to January 24, 1996,
and analyses were conducted from October 1, 2017, to October 1, 2020.

EXPOSURES More than 50 clinical, lipid, inflammatory, and metabolic risk factors
and biomarkers.

MAIN OUTCOMES AND MEASURES Four age groups were examined (<55, 55 to <65, 65
to <75, and �75 years) for CHD onset, and adjusted hazard ratios (aHRs) were calculated
using stratified Cox proportional hazard regression models with age as the time scale and
adjusting for clinical factors. Women contributed to different age groups over time.

RESULTS Of the clinical factors in the women, diabetes had the highest aHR for CHD onset at
any age, ranging from 10.71 (95% CI, 5.57-20.60) at CHD onset in those younger than 55 years
to 3.47 (95% CI, 2.47-4.87) at CHD onset in those 75 years or older. Risks that were also noted
for CHD onset in participants younger than 55 years included metabolic syndrome (aHR,
6.09; 95% CI, 3.60-10.29), hypertension (aHR, 4.58; 95% CI, 2.76-7.60), obesity (aHR, 4.33;
95% CI, 2.31-8.11), and smoking (aHR, 3.92; 95% CI, 2.32-6.63). Myocardial infarction in a
parent before age 60 years was associated with 1.5- to 2-fold risk of CHD in participants
up to age 75 years. From approximately 50 biomarkers, lipoprotein insulin resistance had the
highest standardized aHR: 6.40 (95% CI, 3.14-13.06) for CHD onset in women younger than
55 years, attenuating with age. In comparison, weaker but significant associations with CHD
in women younger than 55 years were noted (per SD increment) for low-density lipoprotein
cholesterol (aHR, 1.38; 95% CI, 1.10-1.74), non–high-density lipoprotein cholesterol (aHR, 1.67;
95% CI, 1.36-2.04), apolipoprotein B (aHR, 1.89; 95% CI, 1.52-2.35), triglycerides (aHR, 2.14;
95% CI, 1.72-2.67), and inflammatory biomarkers (1.2- to 1.8-fold)—all attenuating with age.
Some biomarkers had similar CHD age associations (eg, physical inactivity, lipoprotein[a],
total high-density lipoprotein particles), while a few had no association with CHD onset at any
age. Most risk factors and biomarkers had associations that attenuated with increasing age
at onset.

CONCLUSIONS AND RELEVANCE In this cohort study, diabetes and insulin resistance, in
addition to hypertension, obesity, and smoking, appeared to be the strongest risk factors
for premature onset of CHD. Most risk factors had attenuated relative rates at older ages.
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C ardiovascular disease, which includes coronary heart
disease (CHD), is a key factor in premature mortality.1

Premature CHD generally refers to CHD occurring be-
fore age 65 years in women or before age 55 years in men,2-4

to distinguish it from conventional CHD, which occurs at older
ages. Therefore, identifying individuals at risk of premature
CHD is essential to reducing the burden of premature morbid-
ity and mortality.

Despite advances in CHD prevention and management,
outcomes among younger adults have been suboptimal. Al-
though CHD mortality of US adults younger than 55 years de-
clined by 5.5% in men and 4.6% in women from 1979 to 1989,
over the subsequent 20 years, mortality for women was vir-
tually unchanged.5 Analyses from 2010 to 2015 of 3098 coun-
ties in the US showed that CHD mortality declined in all age
groups except for ages 55 to 64 years.6 In western Australia,
from 1996 to 2007, the annual incidence of myocardial infarc-
tion (MI) among women aged 35 to 54 years increased by 2.3%.7

Between 2000 and 2009 in British Columbia, Canada, women
aged 20 to 55 years had a 1.7% annual increase in the rates of
acute MI, which was not observed among men.8 Similarly, in
the UK, younger adults showed minimal or no improvement
in CHD mortality over a 20-year period from 1985 to 2005.9

The reasons for suboptimal outcomes are multifactorial and
may include temporal trends in age- or sex-based differences
in risk factors, clinical presentation, acute management, or
use of preventive therapies.10-15

There is also scarce information on determinants of pre-
mature CHD, particularly in women. Most biomarker studies
of premature CHD have been cross-sectional and reported dif-
ferences in the levels of low-density lipoprotein (LDL) choles-
terol, high-density lipoprotein (HDL) cholesterol, and triglyc-
erides for premature vs conventional CHD, as well as differences
by sex for premature CHD.11,12,16-18 Emerging evidence sug-
gests that CHD risk may also be associated with novel biomark-
ers related to lipoprotein subfractions, inflammation, and meta-
bolic pathways, and not merely with levels of standard risk
factors.19-27 However, characterization of biomarker profiles
that identify premature CHD has been inadequate.20-24 To our
knowledge, there have been no large prospective studies on
the association of an extensive panel of novel and traditional
biomarkers according to age at the time of incident CHD, and
none specifically in women.

To address these knowledge gaps, we investigated the rela-
tive risk of more than 50 clinical risk factors and lipid, lipo-
protein, inflammatory, and metabolic biomarkers with inci-
dent CHD among 28 024 apparently healthy women in the
Women’s Health Study during a median follow-up of 21.4 years.

Methods

Study Design and Population
The study population has been previously described.22,28-30

Briefly, from April 1993 to January 1996, the Women’s Health
Study randomized 39 876 women aged 45 years or older with-
out cardiovascular disease or cancer to receive aspirin, vita-
min E, β-carotene, or matching placebo to assess cardiovas-

cular and cancer outcomes.31 Participants provided written
informed consent and reported on baseline demographic, risk
factor, medication, and lifestyle information. The random-
ized intervention ended in 2004 with no significant reduc-
tion in the primary end points of the trial, and since then, par-
ticipants have been followed up on an observational basis. This
study includes women followed up for incident CHD through
2016 for a median of 21.4 years.

We divided study time into 4 age groups (<55, 55 to <65,
65 to <75, and ≥75 years) (Table 1) and women contributed to
advancing age groups as they aged until the occurrence of in-
cident CHD or censoring (death or last follow-up). The pre-
sent study was approved by the institutional review board of
Brigham and Women’s Hospital, Boston, Massachusetts. We
followed the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) reporting guideline for
cohort studies.

Incident CHD Ascertainment
Incident CHD was a composite of first MI, percutaneous coro-
nary intervention, coronary artery bypass grafting, or CHD
death. Coronary heart disease events were confirmed using
medical records by a blinded end points committee of physi-
cians, as previously described.28

Risk Factor Assessment
Baseline risk factors were determined.22,25 Participants self-
reported race/ethnicity, educational level, physical activity,
smoking, alcohol intake, MI occurring in a parent before age
60 years, height, weight, blood pressure, menopausal status,
and use of hormone therapy, antihypertensive medication, and
medication for elevated cholesterol levels. Medical condi-
tions, including diabetes and hypertension (based on diagno-
sis of hypertension, systolic blood pressure ≥140 mm Hg, dia-
stolic blood pressure ≥90 mm Hg, or use of antihypertensive
medication), were based on physician diagnoses reported by
the participants. Body mass index (BMI) categories were over-
weight (BMI 25.0 to <30.0 [calculated as weight in kilograms
divided by height in meters squared]) and obese (BM I≥30.0).
Physical inactivity was defined as less than 7.5 metabolic
equivalent task hours per week. Metabolic syndrome was de-
fined as previously described.32

Key Points
Question Do risk profiles for coronary heart disease differ
by age at onset?

Findings In this cohort study including 28 024 women,
associations of most risk factors with coronary heart disease
attenuated with increasing age at onset. Of more than 50 clinical
and biomarker risk factors examined, diabetes and lipoprotein
insulin resistance had the highest relative risk, particularly for
premature coronary heart disease; some risk factors (eg, inactivity,
lipoprotein[a]) had similar associations by age at onset, and others
had no association with coronary heart disease onset at any age.

Meaning Risk profiles appear to differ by age at coronary heart
disease onset in women, with the greatest risk for premature
events associated with diabetes and insulin resistance.
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Biomarker Measurements
At baseline, 28 345 participants provided a blood sample that
was processed and stored at −170 °C until biomarker measure-
ments. We excluded participants (n = 321) without bio-
marker measurements, yielding a cohort size of 28 024 par-
ticipants. We measured levels of approximately 50 biomarkers:
apolipoproteins, lipids, triglycerides, lipoprotein (HDL, LDL,
triglyceride-rich lipoprotein [TRL] subfractions,22,32 and
lipoprotein[a]),33 inflammatory markers (fibrinogen,34 gly-
can biomarker of N-acetyl side chains of acute-phase pro-
teins [GlycA],26,35-38 and C-reactive protein),34 intercellular ad-
hesion molecule 134, and metabolic markers (creatinine,
hemoglobin A1c, homocysteine,34 and branched-chain amino
acids,25 including leucine, isoleucine, and valine) (eMethods
1 in the Supplement). The lipoprotein insulin resistance (LPIR)
score is derived as a weighted combination of 6 lipoprotein
measures related to the concentration and size of HDL, LDL,
and TRL particles (eMethods 1 in the Supplement).32

Blood Draw Time Categories
To evaluate whether the associations of clinical factors and
biomarkers with incident CHD were modified by the time

after the blood draw, we considered 2 blood draw time cat-
egories (≤10 and >10 years), denoting the time after blood
samples were obtained at enrollment.

Statistical Analysis
We divided the study time into 4 age groups (<55, 55 to <65,
65 to <75, and ≥75 years) and women contributed to advanc-
ing age groups over time until the occurrence of incident CHD
or censoring (death or last follow-up), and calculated CHD in-
cidence rates. Participants could contribute exposure time to
more than 1 age group as they aged, as previously described.39

We used stratified Cox proportional hazards regression mod-
els with the counting process method, stratified by the 4 age
groups and blood draw time categories. We estimated ad-
justed hazard ratios (aHRs) with 95% CIs for incident CHD per
SD increment of each biomarker and for clinical categories for
risk factors with clinical cutoff points. Standard deviations were
derived from the entire cohort (eTable 1 in the Supplement),
and the following variables were log transformed: C-reactive
protein, homocysteine, large HDL particles, lipoprotein(a), LPIR
score, medium TRL particles, small TRL particles, total/HDL
cholesterol ratio, triglyceride levels, triglyceride/HDL choles-

Table 1. Baseline Characteristics of Participants With and Without CHDa

Clinical risk factorsb

No. (%)c

Noncases
(n = 26 476)d

Incident CHD

At age <55 y (n = 63) At 55 to <65 y (n = 384) At 65 to <75 y (n = 654) At age ≥75 y (n = 447)
Age, mean (SD), y 48.6 (2.2) 52.5 (4.3) 57.5 (6.3) 66.2 (6.0) 54.5 (7.0)

Self-reported race/ethnicity

White 61 (98.4) 366 (96.6) 618 (95.8) 434 (97.8) 24996 (95.2)

Black 1 (1.6) 4 (1.1) 16 (2.5) 5 (1.1) 494 (1.9)

Hispanic 0 2 (0.5) 6 (0.9) 2 (0.5) 280 (1.1)

Asian 0 5 (1.3) 4 (0.6) 1 (0.2) 372 (1.4)

Other 0 2 (0.5) 1 (0.2) 1 (0.2) 115 (0.4)

Educational level

<4 y Post high school 43 (69.4) 245 (64.5) 397 (62.5) 313 (71.0) 14383 (55.3)

Bachelor’s degree 15 (24.2) 78 (20.5) 130 (20.5) 65 (14.7) 6207 (23.9)

Master’s degree or doctorate 4 (6.5) 57 (15.0) 108 (17.0) 63 (14.3) 5427 (20.9)

BMI, mean (SD) 28.9 (5.6) 28.3 (5.8) 27.5 (5.1) 26.1 (4.9) 25.9 (4.9)

Current smoker 24 (38.1) 112 (29.2) 118 (18.1) 57 (12.8) 2955 (11.2)

Diabetes 11 (17.5) 76 (19.8) 69 (10.6) 39 (8.7) 575 (2.2)

Metabolic syndrome 39 (61.9) 221 (57.6) 312 (48.1) 179 (40.2) 6161 (23.3)

Hypertension 31 (49.2) 157 (40.9) 291 (44.5) 222 (49.7) 6665 (25.2)

Hypertension treatment 18 (28.6) 94 (24.5) 164 (25.1) 120 (26.9) 3358 (12.7)

Systolic blood pressure, median
(IQR), mm Hg

135 (125-145) 125 (115-135) 135 (120-135) 135 (125-145) 125 (115-135)

Physical inactivitye 36 (57.1) 220 (57.3) 347 (53.1) 208 (46.5) 11 747 (44.4)

Parental myocardial infarction
at age <60 y

19 (30.2) 99 (26.3) 123 (19.3) 53 (12.1) 3673 (14.1)

Postmenopausal 24 (38.7) 163 (42.5) 458 (70.3) 419 (94.0) 14 143 (53.5)

Postmenopausal hormone
replacement therapy

17 (17.0) 83 (21.6) 236 (36.1) 159 (35.6) 8199 (31.0)

Cholesterol-lowering treatment 7 (11.1) 31 (8.1) 51 (7.8) 29 (6.5) 780 (3.0)

Abbreviations: BMI, body mass index (measured as weight in kilograms divided
by height in meters squared); CHD, coronary heart disease; IQR, interquartile
range.
a Baseline biomarkers are presented in eTable 5 in the Supplement.
b Risk factor data were missing for up to 2% of participants.

c Percentages may not total 100 owing to rounding.
d Noncases did not develop CHD during follow-up.
e Physical inactivity: less than 7.5 metabolic equivalent task hours per week.
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terol ratio, and TRL triglyceride levels. Model 1 included base-
line race/ethnicity, educational level categories (3 categories:
1-4 years post high school, bachelor’s degree, master’s de-
gree, or doctorate), menopause, postmenopausal hormone use,
randomized treatment assignments, and 7 strata based on 4
age groups (<55, 55 to <65, 65 to <75, and ≥75 years) and blood
draw time categories (≤10 years and >10 years) (Figure 1,
Figure 2, and Figure 3, eTable 2 in the Supplement). The stra-
tum based on age less than 55 years and blood draw time greater
than 10 years had no CHD events and was dropped (eMethods
2 in the Supplement). In additional analyses, we examined the
associations between risk factors and incident CHD in mod-
els that included the model 1 covariates plus the following ad-
ditional covariates (physical activity [<7.5 and ≥7.5 metabolic
equivalent task hours per week], current smoking, BMI, sys-
tolic blood pressure, diabetes, MI in a parent before age 60

years, and baseline treatment for hypertension or for high
cholesterol levels) (eTable 3 in the Supplement). The popula-
tion-attributable risk for clinical risk factors was calculated as
previously described (eTable 4 in the Supplement).40

Likelihood ratio tests evaluated interactions between in-
dividual risk factors and age groups (3 df) (Table 2; eTable 3 in
the Supplement) and between risk factors and blood draw time
categories (3 df) (eTable 2 in the Supplement). Statistical sig-
nificance for all analyses was established at 2-tailed P < .01. Sta-
tistical analyses were conducted using SAS, version 9.4 (SAS
Institute Inc).

Results
Of the 28 024 participants included in the analysis, 26 476
participants (94.5%) did not develop CHD and incident CHD

Figure 1. Associations of Clinical Risk Factors and Lipid Biomarkers
per SD Increment With Incident Coronary Heart Disease (CHD)
by Age at CHD Onset
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Hazard ratios (95% CI) were obtained from stratified Cox proportional hazards
regression models (stratified by age groups and blood draw time categories)
adjusted for model 1 covariates (baseline race/ethnicity, educational level
categories, menopause, postmenopausal hormone use, randomized treatment
assignment, and interactions between the risk factor of interest and age
groups). Hazard ratios were based on the presence vs absence of risk factors.
Hazard ratios and 95% CIs are provided in Table 2, and SDs are provided in
eTable 1 in the Supplement. BMI indicates body mass index; HDL, high-density
lipoprotein; LDL, low-density lipoprotein; and MI, myocardial infarction.

Figure 2. Associations of Lipoprotein Particles per SD Increment
With Incident Coronary Heart Disease (CHD) by Age at CHD Onset
for Low-Density Lipoprotein (LDL) Particles, Triglyceride-Rich Lipoprotein
(TRL) Particles, and High-Density Lipoprotein (HDL) Particles
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Hazard ratios (95% CI) were obtained from stratified Cox proportional hazards
regression models (stratified by age groups and blood draw time categories)
adjusted for model 1 covariates (baseline race/ethnicity, educational level
categories, menopause, postmenopausal hormone use, randomized treatment
assignment, and interactions between the risk factor of interest and age
groups). To further adjust for confounding among LDL subclasses, their models
included model 1 covariates plus the other LDL subclasses (large, medium,
or small LDL particles). To adjust for confounding between total LDL particles
and LDL particle average size, their models included model 1 covariates plus the
other LDL biomarkers (total LDL particles or LDL particle average size).
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occurred in 1548 participants (5.5%) during the study period.
Most baseline characteristics differed between CHD cases and
noncases (Table 1; eTable 5 in the Supplement) and in age
groups (eTable 6 in the Supplement). The prevalence of most
clinical risk factors (eg, diabetes, metabolic syndrome, and
hypertension) and levels of biomarkers (eg, total cholesterol,
C-reactive protein, and LPIR score) were higher in cases than
noncases, particularly for cases in women younger than 55
years. During median follow-up of 21.4 years, CHD incidence
rates per 100 person-years ranged from 0.07 (95% CI,
0.06-0.09) for CHD onset at less than 55 years to 0.62
(95% CI, 0.57-0.68) for CHD onset at 75 years or older (eTable 7
in the Supplement).

Clinical Risk Factors
Diabetes had the highest relative risk for incident CHD onset
at any age; for CHD onset in women younger than 55 years, the
model 1 aHR was 10.71 (95% CI, 5.57-20.60) and attenuated with
age, with a risk of 3.47 (95% CI, 2.47-4.87) at onset in those 75
years or older (Figure 1 and Table 2). Increased risks were also
noted for CHD onset in women younger than 55 years for meta-
bolic syndrome (aHR, 6.09; 95% CI, 3.60-10.29), hyperten-

sion (aHR, 4.58; 95% CI, 2.76-7.60), obesity (aHR, 4.33;
95% CI, 2.31-8.11), and smoking (aHR, 3.92; 95% CI, 2.32-
6.63), which also attenuated with age. Myocardial infarction
in a parent before age 60 years was associated with a 1.5- to
2-fold increased risk of CHD in participants up to age 75 years.

Lipids and Lipoproteins
Significant associations with CHD onset in women younger
than 55 years were noted (per SD increment, model 1) for
total cholesterol (aHR, 1.39; 95% CI, 1.12-1.73), LDL choles-
terol (aHR, 1.38; 95% CI, 1.10-1.74), non-HDL cholesterol
(aHR, 1.67; 95% CI, 1.36-2.04), apolipoprotein B (aHR, 1.89;
95% CI, 1.52-2.35), and triglyceride (aHR, 2.14; 95% CI, 1.72–
2.67) levels (Figure 1 and Table 2) and attenuated with age.
These biomarkers showed associations with incident CHD in
all age groups.

A few of the lipid and lipoprotein biomarkers did not sig-
nificantly attenuate in their CHD associations with increas-
ing age at onset, including lipoprotein(a), several LDL and TRL
subfractions, and total HDL particles (Figure 2 and Table 2).
The LDL particle subfractions showed variable associations
with CHD by age at onset (Figure 2 and Table 2). For CHD on-
set in women younger than 55 years, the strongest risk asso-
ciations for LDL measures were seen for small LDL particles,
total LDL particles, and smaller average LDL size (by approxi-
mately 2-fold per SD increment), which were all numerically
greater than the association of LDL cholesterol with CHD on-
set at younger than 55 years. Further adjustment of total LDL
particles with LDL particle average size and the converse did
not materially alter the strength of their associations with
CHD, indicating that both LDL particle number and particle size
were associated with risk.

Similar to triglyceride levels, associations for TRL par-
ticle size, total TRL particles, and TRL triglyceride levels were
associated with incident CHD in all age groups, with stronger
associations in younger age groups (Figure 2 and Table 2). Vari-
able associations were seen for TRL subfractions. Stronger as-
sociations with CHD at younger vs older (≥75 years) ages were
seen for TRL size, large, medium, and very small TRL par-
ticles, but not for other sized TRL particles. Triglyceride-rich
lipoprotein cholesterol was associated with an increased
risk of CHD, but to a lesser magnitude than TRL particles or
TRL triglyceride levels.

No significant difference was noted for total HDL par-
ticles with CHD by increasing age (Figure 2 and Table 2);
however, for HDL particle subfractions, variable risk associa-
tions were noted that were more prominent for CHD onset at
younger ages. Most HDL particles had an inverse association
with CHD, except for small HDL particles, which had a posi-
tive association. Similar to HDL cholesterol, average HDL
particle size was associated inversely with a risk of CHD,
especially for women at younger ages—a risk that also
attenuated with older age.

Inflammatory and Metabolic Biomarkers
Of all the approximately 50 lipid, inflammatory, and meta-
bolic biomarkers examined, the LPIR score was associated with
the highest standardized relative risk of incident CHD in most

Figure 3. Associations of Inflammatory and Metabolic Biomarkers
per SD Increment With Incident Coronary Heart Disease (CHD)
by Age at CHD Onset
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Hazard ratios (95% CI) were obtained from stratified Cox proportional hazards
regression models (stratified by age groups and blood draw time categories)
adjusted for model 1 covariates (baseline race/ethnicity, educational level
categories, menopause, postmenopausal hormone use, randomized treatment
assignment, and interactions between the risk factor of interest and age
groups). Hazard ratios were based on the presence vs absence of risk factors.
BCAAs indicates branched chain amino acids; CRP, C-reactive protein;
eGFR, estimated glomerular filtration rate; GlycA, glycan biomarker of N-acetyl
side chains of several acute-phase proteins; ICAM-1, intercellular adhesion
molecule 1; and LPIR, lipoprotein insulin resistance.
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Table 2. Associations of Risk Factors and Biomarkers With Incident CHD by Age at Onset

Clinical risk factorsa

Incident CHD, adjusted HR (95% CI)

P value for interactionbAt age <55 y At 55 to <65 y At 65 to <75 y At age ≥75 y
BMI, per SD increment 1.47 (1.24-1.74) 1.40 (1.29-1.51) 1.33 (1.24-1.42) 1.12 (1.01-1.24) .002

BMI categories

Overweight (25.0 to <30.0) 2.13 (1.10-4.14) 1.78 (1.39-2.28) 1.78 (1.48-2.14) 1.12 (0.91-1.39) .004

Obese (≥30.0) 4.33 (2.31-8.11) 2.76 (2.15-3.55) 2.14 (1.74-2.62) 1.32 (1.02-1.71) <.001

Current smoker 3.92 (2.32-6.63) 2.97 (2.37-3.71) 1.89 (1.54-2.32) 1.89 (1.42 - 2.52) .003

Diabetes 10.71 (5.57-20.60) 10.92 (8.44-14.13) 4.49 (3.46-5.83) 3.47 (2.47-4.87) <.001

Metabolic syndrome 6.09 (3.60-10.29) 4.45 (3.62-5.47) 2.82 (2.40-3.30) 1.79 (1.48-2.17) <.001

Hypertension 4.58 (2.76-7.60) 2.38 (1.93-2.94) 2.06 (1.76-2.43) 1.64 (1.36-1.98) <.001

Systolic BP, per SD increment, mm Hg 2.24 (1.84-2.74) 1.61 (1.48-1.76) 1.48 (1.38-1.59) 1.26 (1.15-1.37) <.001

Physical inactivityc 1.53 (0.92-2.55) 1.59 (1.30-1.96) 1.43 (1.22-1.67) 1.21 (1.00-1.46) .25

Parental MI at age <60 y 2.19 (1.26-3.81) 2.07 (1.64-2.61) 1.60 (1.31-1.96) 1.18 (0.88-1.57) .02

Lipids and lipoproteins, per SD increment

Cholesterol

Total 1.39 (1.12-1.73) 1.43 (1.32-1.56) 1.24 (1.16-1.34) 1.12 (1.02-1.22) <.001

LDL 1.38 (1.10-1.74) 1.44 (1.31-1.57) 1.24 (1.16-1.34) 1.12 (1.02-1.22) .001

HDL 0.39 (0.27-0.55) 0.50 (0.44-0.56) 0.61 (0.56-0.67) 0.77 (0.70-0.86) <.001

Total/HDL cholesterol ratio 2.40 (1.90-3.05) 2.21 (2.01-2.43) 1.76 (1.63-1.91) 1.40 (1.27-1.55) <.001

Triglycerides 2.14 (1.72-2.67) 1.80 (1.64-1.97) 1.61 (1.49-1.74) 1.30 (1.18-1.43) <.001

Triglyceride/HDL cholesterol ratio 2.27 (1.83-2.81) 1.92 (1.75-2.10) 1.69 (1.57-1.82) 1.34 (1.22-1.48) <.001

Non-HDL cholesterol 1.67 (1.36-2.04) 1.67 (1.54-1.81) 1.41 (1.32-1.51) 1.21 (1.11-1.32) <.001

Apolipoprotein B 1.89 (1.52-2.35) 1.78 (1.65-1.93) 1.52 (1.42-1.62) 1.26 (1.15-1.38) <.001

Apolipoprotein A-I 0.69 (0.51-0.94) 0.61 (0.55-0.68) 0.76 (0.70-0.82) 0.88 (0.80-0.97) <.001

Lipoprotein(a) 1.22 (0.92-1.62) 1.27 (1.15-1.42) 1.11 (1.03-1.21) 1.10 (1.00-1.21) .15

LDL particles

Totald 1.75 (1.42-2.15) 1.59 (1.45-1.74) 1.36 (1.27-1.47) 1.24 (1.13-1.36) <.001

Largee 1.02 (0.74-1.42) 1.04 (0.92-1.17) 1.01 (0.92-1.11) 1.10 (0.99-1.23) .67

Mediume 1.13 (0.80-1.60) 1.16 (1.02-1.32) 1.08 (0.98-1.19) 0.99 (0.88-1.10) .32

Smalle 2.25 (1.76-2.89) 1.93 (1.73-2.15) 1.57 (1.43-1.72) 1.37 (1.22-1.53) <.001

LDL particle average sized 0.64 (0.50-0.80) 0.74 (0.67-0.82) 0.80 (0.74-0.86) 0.89 (0.81-0.97) .01

TRL particles

Total 1.74 (1.44-2.10) 1.55 (1.42-1.70) 1.38 (1.28-1.48) 1.24 (1.13-1.35) <.001

Very large 1.27 (1.16-1.40) 1.16 (1.10-1.23) 1.18 (1.13-1.23) 1.11 (1.03-1.19) .20

Large 1.66 (1.43-1.93) 1.39 (1.29-1.51) 1.34 (1.26-1.43) 1.20 (1.10-1.31) .002

Medium 1.80 (1.14-2.84) 1.64 (1.37-1.96) 1.52 (1.32-1.75) 1.23 (1.06-1.43) .05

Small 0.84 (0.73-0.96) 0.99 (0.89-1.09) 1.01 (0.93-1.10) 1.15 (0.99-1.33) .04

Very small 1.77 (1.43-2.18) 1.53 (1.40-1.67) 1.34 (1.24-1.44) 1.19 (1.09-1.31) <.001

TRL cholesterol 1.66 (1.35-2.02) 1.32 (1.21-1.44) 1.31 (1.22-1.41) 1.14 (1.04-1.26) .006

TRL triglycerides 1.77 (1.47-2.12) 1.55 (1.41-1.69) 1.39 (1.30-1.49) 1.24 (1.14-1.36) <.001

TRL particle average size 2.21 (1.68-2.90) 1.64 (1.47-1.83) 1.53 (1.41-1.67) 1.27 (1.14-1.41) <.001

HDL particles

Total 0.96 (0.73-1.27) 0.81 (0.72-0.90) 0.90 (0.83-0.98) 0.93 (0.85-1.03) .21

Large 0.74 (0.65-0.85) 0.76 (0.72-0.80) 0.80 (0.76-0.84) 0.91 (0.83-0.99) .001

Medium 0.65 (0.47-0.90) 0.54 (0.48-0.62) 0.72 (0.66-0.79) 0.85 (0.76-0.94) <.001

Small 1.60 (1.24-2.08) 1.42 (1.28-1.57) 1.29 (1.20-1.40) 1.09 (0.99-1.19) <.001

HDL particle average size 0.50 (0.36-0.69) 0.54 (0.48-0.61) 0.66 (0.60-0.72) 0.89 (0.80-0.98) <.001

Inflammatory, per SD increment

CRP 1.76 (1.37-2.27) 1.67 (1.50-1.86) 1.62 (1.49-1.77) 1.25 (1.12-1.39) <.001

Fibrinogen 1.49 (1.22-1.81) 1.50 (1.40-1.61) 1.29 (1.20-1.37) 1.18 (1.09-1.28) <.001

ICAM-1 1.52 (1.26-1.82) 1.49 (1.39-1.59) 1.33 (1.25-1.42) 1.20 (1.09-1.32) .002

GlycA 1.84 (1.49-2.27) 1.61 (1.47-1.77) 1.47 (1.36-1.58) 1.18 (1.07-1.31) <.001

(continued)
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age groups in model 1 (aHR, 6.40; 95% CI, 3.14-13.06 for CHD
onset at <55 years, attenuating with age) (Figure 3 and Table 2).
Compared with the LPIR score, the hemoglobin A1c level was
weakly associated with incident CHD, and some of the other
metabolic biomarkers (eg, citrate) showed no association with
incident CHD across age groups. The total branched chain
amino acid biomarkers implicated in the pathway of insulin
resistance, in particular isoleucine and valine, showed posi-
tive associations with incident CHD at all age groups. All the
inflammatory biomarkers examined showed positive associa-
tions (by approximately 1.2- to 1.8-fold per SD) with incident
CHD, which attenuated with age (Figure 3 and Table 2).

Blood Draw Time Categories
Within age groups, the associations of clinical risk factors, bio-
markers, and incident CHD did not differ significantly by blood
draw time categories (eTable 2 in the Supplement).

Additional Analyses
We examined the associations with incident CHD using mod-
els adjusted for model 1 covariates plus additional covariates
(physical activity, current smoking, BMI, systolic blood pres-
sure, diabetes, MI in a parent at age <60 years, and baseline
treatment for hypertension or for high cholesterol levels) and
evaluated the associations using separate models for each clini-
cal risk factor or biomarker at a time. The associations of bio-
markers with incident CHD observed in model 1 (Table 2) were
generally preserved in this model (eTable 3 in the Supple-
ment). The association of LPIR with incident CHD was mini-
mally attenuated, despite adjustment for prevalent diabetes.

Population-Attributable Risk
The population-attributable risk for the clinical risk factors at-
tenuated with age (eTable 4 in the Supplement). Of the 7 clini-
cal risk factors analyzed (model 1), metabolic syndrome had
the highest population-attributable risk in all age groups, which
ranged from 53.1% (<55 years) to 17.3% (≥75 years), while pa-
rental MI before age 60 years had the lowest population-
attributable risk in all age groups.

Discussion
In this large prospective study of apparently healthy women, we
identified risk profiles associated with the risk of CHD occurring
at younger ages. Of the clinical factors, diabetes was associated
with the highest relative risk for incident CHD in women younger
than 55 years (>10-fold higher adjusted relative risk), in addition
to hypertension, obesity, and smoking, which were also strong
risk factors for premature CHD. Of the approximately 50 mea-
sured biomarkers examined in women with CHD younger than
55 years, the LPIR score reflecting insulin resistance had the
highest magnitude of relative risk (>6-fold higher adjusted stan-
dardized relative risk), which was greater than the association
of LDL cholesterol levels, standard lipid levels, or inflammatory
biomarkers. Most clinical factors and biomarkers of cardiovas-
cular risk showed age-attenuated associations with incident
CHD. The study findings underscore the importance of diabetes
and insulin resistance as major determinants of premature
CHD, as well as other modifiable major risk factors that can be
addressed with lifestyle or preventive interventions.

Table 2. Associations of Risk Factors and Biomarkers With Incident CHD by Age at Onset (continued)

Clinical risk factorsa

Incident CHD, adjusted HR (95% CI)

P value for interactionbAt age <55 y At 55 to <65 y At 65 to <75 y At age ≥75 y
Metabolic, per SD increment

Hemoglobin A1c 1.38 (1.26-1.50) 1.32 (1.28-1.37) 1.24 (1.20-1.28) 1.14 (1.07-1.22) <.001

LPIR score 6.40 (3.14-13.06) 2.61 (2.08-3.28) 2.09 (1.77-2.48) 1.15 (1.00-1.33) <.001

Homocysteine 1.03 (0.79-1.35) 1.21 (1.10-1.33) 1.12 (1.04-1.22) 1.05 (0.95-1.16) .18

Citrate 0.97 (0.73-1.29) 1.05 (0.95-1.16) 1.01 (0.93-1.09) 0.98 (0.89-1.08) .80

Branched-chain amino acids 1.47 (1.20-1.80) 1.41 (1.29-1.53) 1.31 (1.22-1.40) 1.12 (1.02-1.23) .002

Valine 1.51 (1.22-1.87) 1.41 (1.29-1.54) 1.30 (1.21-1.40) 1.11 (1.01-1.22) .001

Leucine 1.30 (1.03-1.64) 1.34 (1.22-1.47) 1.22 (1.13-1.32) 1.05 (0.96-1.16) .005

Isoleucine 1.50 (1.23-1.83) 1.37 (1.26-1.49) 1.32 (1.24-1.42) 1.18 (1.08-1.29) .04

Alanine 1.10 (0.85-1.41) 1.18 (1.07-1.30) 1.17 (1.09-1.27) 0.99 (0.90-1.09) .03

eGFR 1.27 (1.12-1.43) 0.99 (0.89-1.09) 0.96 (0.88-1.04) 1.06 (0.97-1.15) .01

Creatinine 0.55 (0.41-0.74) 0.99 (0.89-1.09) 1.07 (0.99-1.15) 0.95 (0.87-1.04) <.001

Abbreviations: BMI, body mass index (calculated as weight in kilograms divided
by height in meters squared); CHD, coronary heart disease; CRP, C-reactive
protein; eGFR, estimated glomerular filtration rate; GlycA, glycan biomarker of
N-acetyl side chains of several acute-phase proteins; HDL, high-density
lipoprotein; HR, hazard ratio; ICAM-1, Intercellular adhesion molecule 1;
LDL, low-density lipoprotein; LPIR, lipoprotein insulin resistance;
MI, myocardial infarction; TRL, triglyceride-rich lipoprotein.
a Hazard ratios (95% CI) were obtained from stratified Cox proportional hazards

regression models (stratified on age groups and blood draw time categories)
adjusted for model 1 covariates (baseline race/ethnicity, educational level,
menopause, postmenopausal hormone use, randomized treatment
assignment, and interactions between the risk factor of interest and age
groups). The following were log transformed: CRP, homocysteine, large HDL

particles, lipoprotein(a), LPIR score, medium TRL particles, small TRL particles,
total/HDL cholesterol ratio, triglycerides, triglyceride/HDL cholesterol ratio,
and TRL triglycerides. eTable 1 in the Supplement provides the SDs.

b Likelihood ratio test (3 df) of the null hypothesis that the risk factor or
biomarker has the same effect across age groups. P value for interaction
determined as risk factor × age group.

c Physical inactivity: less than 7.5 metabolic equivalent task hours per week.
d Included model 1 covariates plus LDL particle concentration and LDL particle

average size.
e Included model 1 covariates plus other LDL subclasses (large, medium,

or small LDL particles).
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Most previous studies on dyslipidemia and premature CHD
measured biomarkers at the time of the acute CHD event and
reported on the prevalence of dyslipidemia or risk of CHD based
on unadjusted models, reaching disparate conclusions. These
studies showed mixed results with a higher18,41,42 or lower43,44

prevalence of dyslipidemia in younger vs older adults with
acute coronary syndromes, MI in individuals younger than 40
years vs controls,45,46 or similar levels of HDL cholesterol and
triglycerides among women younger than 65 years vs older
women with acute syndromes.47 INTERHEART examined
adults by age deciles (from <40 to >70 years) and observed that
younger vs older adults had a higher risk of MI associated with
apolipoprotein B levels measured at the time of presentation
of MI,48 consistent with our findings regarding apolipopro-
tein B measured several years before the onset of CHD. In the
present study, the association of lipoprotein subfractions with
premature CHD was consistent with atherogenic properties re-
ported in non–age-stratified analyses21-24,49,50 and in individu-
als aged 40 years or younger with MI vs controls.45,46 A pre-
vious study reported on non–age-stratified associations of
lipoproteins with incident cardiovascular disease22 showed that
small LDL particles confound the association of atherogenic
large LDL particles with both carotid intima-media thickness51

and cardiovascular disease.22 Our present results are consis-
tent with these previous observations and provide further evi-
dence for the atherogenicity of different LDL particles at dif-
ferent ages. In particular, for premature CHD risk, both the size
and number matter for LDL, with somewhat stronger associa-
tions than found for LDL cholesterol.

The positive association of inflammatory biomarkers with
CHD, which was more pronounced for premature CHD, sup-
ports the growing evidence on the role of inflammation in ini-
tial and recurrent cardiovascular events.52-55 A previous study
reported that GlycA, a glycosylation biomarker of certain acute
phase reactants, was associated with an increased risk of type
2 diabetes.37 GlycA, as well as intercellular adhesion mol-
ecule 1 and fibrinogen, were more strongly associated with
premature CHD, suggesting that the inflammation that accom-
panies excess adiposity states, such as diabetes and insulin
resistance, could be even more relevant for CHD occurring at
younger ages.

In the present study, insulin resistance as measured by the
LPIR score had the strongest association with premature CHD
out of approximately 50 novel and standard biomarkers ex-
amined. Previous studies reported that LPIR was associated
with incident diabetes both in the presence and absence of
statin therapy.32,56 Lipoprotein insulin resistance is a nuclear
magnetic resonance–measured score that was developed from
lipoprotein subfraction profiles as a correlate of insulin resis-
tance as measured by the homeostasis model assessment of
insulin resistance and provides an estimate of the probability
of incident diabetes.57 In the present study, the LPIR score had
a greater association with CHD occurring in women at younger
ages and up to age 75 years than all the other biomarker mea-
sures, including hemoglobin A1c, LDL cholesterol, non-HDL
cholesterol. The LPIR score potentially links insulin resis-
tance and its concomitant atherogenic dyslipoproteinemia with
future risk of both diabetes and premature CHD; this role re-

quires further investigation, especially because the risk of LPIR
was minimally attenuated after further adjustment for preva-
lent diabetes. In addition to the observation that a history of
diabetes was associated with a 10-fold increase in the risk of
premature CHD, we found that metabolic syndrome was posi-
tively associated with CHD, albeit at a lower magnitude. Meta-
bolic syndrome has been studied extensively, involves the
measurement of widely available biomarkers (triglyceride, HDL
cholesterol, and glucose levels) and is easier to quantify. On
the other hand, the LPIR score is a newer biomarker compos-
ite and involves measurement of lipoproteins through spe-
cialized laboratory testing.

Similarly, obesity and overweight were associated with in-
cident CHD and could be targeted to reduce the risk of CHD,
in particular for younger women. Behavioral modification
could also target smoking, as smoking was associated with a
higher risk of incident CHD and other studies have related
smoking cessation to a lower risk of CHD mortality.58 Smok-
ing remains a major public health problem across all ages but
in particular for younger individuals, and smoking cessation
initiatives should remain part of efforts to reduce cardiovas-
cular risk across all ages.59

In this study, the incidence rates of CHD increased with
age and were approximately 10-fold higher for CHD onset
at age 75 years or older vs younger than 55 years, consistent
with age being a substantial risk factor. Analysis of the rela-
tive rates of risk factors for incident CHD should not, how-
ever, imply that risk factors are more important at younger vs
older ages. Thus, the importance of primary cardiovascular
disease prevention among older women is not diminished by
the observed attenuation of relative rates of risk factors with
incident CHD in older individuals. Rather, these results sug-
gest the stronger relative associations of risk factors at younger
vs older ages and emphasize the need for improved primary
prevention among younger women. Furthermore, the age-
related attenuation of relative risk has implications for cardio-
vascular risk modeling depending on the age group in which
CHD occurs. In this context, a modeling analysis of partici-
pants pooled from 4 observational studies showed that age,
race/ethnicity, and sex can apparently estimate the probabil-
ity of cardiovascular risk.60 Improving modifiable clinical risk
factors (eg, smoking and diabetes) could substantially reduce
CHD events.60

Strengths and Limitations
Our study has strengths and limitations. The generalizability
of our findings to women younger than 45 years, men, or non-
White racial/ethnic groups needs further evaluation. Partici-
pants self-reported lifestyle and medical history, which is
subject to recall bias. We had limited data on pregnancy com-
plications or vasomotor symptoms, which are emerging as im-
portant risk factors for CHD. Measurement of other bio-
marker pathways may also contribute to CHD risk. Our study
has strengths, including that it was large, had a prospective de-
sign with robust follow-up of prespecified end points (inci-
dent CHD), and included information on various lifestyle fac-
tors and biomarkers. In addition, there are challenges to
comparing the risks associated with clinical categorical vari-
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ables vs continuous biomarkers. Similar issues affect the
population-attributable risks, which depend on the magni-
tude of risk association and the prevalence of the risk factors
in the population.

Conclusions
In this cohort study, we have identified biomarkers that may
be associated with the risk of CHD occurring in women at
younger vs older ages, finding the most substantial risk of pre-
mature CHD associated with diabetes and insulin resistance
biomarkers, as well as hypertension, obesity, and smoking. Al-

though LDL and non-HDL cholesterol levels were associated
with premature CHD risk, their relative magnitude was less than
that of LPIR, an indicator of atherogenic dyslipoproteinemia.
Future work should examine the role of these biomarkers in
improving determination of the estimated probability and clas-
sification of premature CHD beyond traditional biomarkers to
guide preventive efforts. Cardiometabolic risk factor preven-
tion and management remain important at all ages. This in-
tervention is particularly relevant given that most countries
are encumbered by a substantial burden of premature cardio-
vascular mortality and would benefit from strategies to im-
prove identification of risk, screening, stratification, and early
treatment.61

ARTICLE INFORMATION

Accepted for Publication: November 24, 2020.

Published Online: January 20, 2021.
doi:10.1001/jamacardio.2020.7073

Author Affiliations: Center for Lipid Metabolomics,
Brigham and Women’s Hospital, Harvard Medical
School, Boston, Massachusetts (Dugani, Moorthy,
Li, Demler, Glynn, Mora); Division of Hospital
Internal Medicine, Mayo Clinic, Rochester,
Minnesota (Dugani); Division of Preventive
Medicine, Brigham and Women’s Hospital, Harvard
Medical School, Boston, Massachusetts (Moorthy,
Li, Demler, Ridker, Glynn, Mora); College of
Medicine, Mohammed Bin Rashid University of
Medicine and Health Sciences, Dubai, United Arab
Emirates (Alsheikh-Ali); Division of Cardiovascular
Medicine, Brigham and Women’s Hospital, Harvard
Medical School, Boston, Massachusetts (Ridker,
Mora).

Author Contributions: Dr Mora had full access to
all of the data in the study and takes responsibility
for the integrity of the data and the accuracy of the
data analysis. Drs Dugani and Moorthy contributed
equally to this study.
Concept and design: Dugani, Moorthy, Demler,
Ridker, Glynn, Mora.
Acquisition, analysis, or interpretation of data:
All authors.
Drafting of the manuscript: Dugani, Moorthy.
Critical revision of the manuscript for important
intellectual content: All authors.
Statistical analysis: Dugani, Moorthy, Li, Demler,
Glynn.
Obtained funding: Mora.
Administrative, technical, or material support:
Dugani, Moorthy, Ridker, Mora.
Supervision: Moorthy, Ridker, Mora.

Conflict of Interest Disclosures: Dr Ridker
reported receiving grants from the National Heart,
Lung, and Blood Institute, Amarin, Kowa, and
Novartis, and personal fees from Agepha, Amarin,
Bayer, CivibioPharm, Corvidia, Iqvia, Inflazome,
Jansson, and Sanofi outside the submitted work.
Dr Ridker is listed as a coinventor on patents held
by the Brigham and Women's Hospital related to
the use of inflammatory biomarkers in
cardiovascular disease (licensed to AstraZeneca and
Siemens). Dr Glynn reported receiving research
grants to the Brigham & Women’s Hospital from
AstraZeneca, Kowa, Novartis, and Pfizer. Dr Mora
reported receiving institutional research grant
support from Atherotech Diagnostics for research
outside the current work, served as a consultant to

Quest Diagnostics, and has a patent regarding the
use of GlycA in relation to colorectal cancer risk.
No other disclosures were reported.

Funding/Support: This work was supported by
grants from the National Institutes of Health
(CA-047988, HL-043851, HL-080467, HL-099355,
and UM1CA182913 to Women’s Health Study), R01
HL134811, HL 117861, R01 DK112940, and K24
HL136852 (Dr Mora), with additional grant funding
from the Molino Family Trust; grant K01 HL135342
(Dr Demler); and United Arab Emirates-Harvard
Medical School Cooperative Research Award,
Dubai, UAE (Drs Alsheikh-Ali and Mora).

Role of the Funder/Sponsor: The funding
organizations had no role in the design and conduct
of the study; collection, management, analysis, and
interpretation of the data; preparation, review, or
approval of the manuscript; and decision to submit
the manuscript for publication.

Additional Contributions: The nuclear magnetic
resonance measurements were provided to the
study by LabCorp, Inc. Mallory Heath, MLIS
(Brigham and Women’s Hospital, Boston, MA),
assisted with editing the manuscript.

REFERENCES

1. Hunter DJ, Reddy KS. Noncommunicable
diseases. N Engl J Med. 2013;369(14):1336-1343.
doi:10.1056/NEJMra1109345

2. De Sutter J, De Bacquer D, Kotseva K, et al;
EUROpean Action on Secondary Prevention
through Intervention to Reduce Events II study
group. Screening of family members of patients
with premature coronary heart disease; results
from the EUROASPIRE II family survey. Eur Heart J.
2003;24(3):249-257. doi:10.1016/S0195-668X(02)
00386-X

3. Kotseva K, Wood D, De Backer G, De Bacquer D,
Pyörälä K, Keil U; EUROASPIRE Study Group.
EUROASPIRE III: a survey on the lifestyle, risk
factors and use of cardioprotective drug therapies
in coronary patients from 22 European countries.
Eur J Cardiovasc Prev Rehabil. 2009;16(2):121-137.
doi:10.1097/HJR.0b013e3283294b1d

4. Lloyd-Jones DM, Nam B-H, D’Agostino RB Sr,
et al. Parental cardiovascular disease as a risk factor
for cardiovascular disease in middle-aged adults:
a prospective study of parents and offspring. JAMA.
2004;291(18):2204-2211. doi:10.1001/jama.
291.18.2204

5. Wilmot KA, O’Flaherty M, Capewell S, Ford ES,
Vaccarino V. Coronary heart disease mortality

declines in the United States from 1979 through
2011. Circulation. 2015;132(11):997-1002. doi:10.
1161/CIRCULATIONAHA.115.015293

6. Vaughan AS, Ritchey MD, Hannan J, Kramer MR,
Casper M. Widespread recent increases in
county-level heart disease mortality across age
groups. Ann Epidemiol. 2017;27(12):796-800.
doi:10.1016/j.annepidem.2017.10.012

7. Nedkoff LJ, Briffa TG, Preen DB, et al. Age- and
sex-specific trends in the incidence of hospitalized
acute coronary syndromes in Western Australia.
Circ Cardiovasc Qual Outcomes. 2011;4(5):557-564.
doi:10.1161/CIRCOUTCOMES.110.960005

8. Izadnegahdar M, Singer J, Lee MK, et al.
Do younger women fare worse? sex differences in
acute myocardial infarction hospitalization and
early mortality rates over ten years. J Womens
Health (Larchmt). 2014;23(1):10-17. doi:10.1089/
jwh.2013.4507

9. Allender S, Scarborough P, O’Flaherty M,
Capewell S. Patterns of coronary heart disease
mortality over the 20th century in England and
Wales: possible plateaus in the rate of decline. BMC
Public Health. 2008;8(1):148. doi:10.1186/1471-
2458-8-148

10. Andersson C, Vasan RS. Epidemiology of
cardiovascular disease in young individuals. Nat Rev
Cardiol. 2018;15(4):230-240. doi:10.1038/nrcardio.
2017.154

11. Bucholz EM, Strait KM, Dreyer RP, et al.
Sex differences in young patients with acute
myocardial infarction: a VIRGO study analysis. Eur
Heart J Acute Cardiovasc Care. 2017;6(7):610-622.
doi:10.1177/2048872616661847

12. Pelletier R, Humphries KH, Shimony A, et al;
GENESIS-PRAXY Investigators. Sex-related
differences in access to care among patients with
premature acute coronary syndrome. CMAJ. 2014;
186(7):497-504. doi:10.1503/cmaj.131450

13. Pancholy SB, Shantha GPS, Patel T, Cheskin LJ.
Sex differences in short-term and long-term
all-cause mortality among patients with ST-segment
elevation myocardial infarction treated by primary
percutaneous intervention: a meta-analysis. JAMA
Intern Med. 2014;174(11):1822-1830. doi:10.1001/
jamainternmed.2014.4762

14. Khera S, Kolte D, Gupta T, et al. Temporal trends
and sex differences in revascularization and
outcomes of ST-segment elevation myocardial
infarction in younger adults in the United States.
J Am Coll Cardiol. 2015;66(18):1961-1972. doi:10.
1016/j.jacc.2015.08.865

Risk Factors by Age at Onset for Incident Coronary Heart Disease in Women Original Investigation Research

jamacardiology.com (Reprinted) JAMA Cardiology Published online January 20, 2021 E9

© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a CDC – Center For Disease Control User  on 03/11/2021

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamacardio.2020.7073?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1056/NEJMra1109345
https://dx.doi.org/10.1016/S0195-668X(02)00386-X
https://dx.doi.org/10.1016/S0195-668X(02)00386-X
https://dx.doi.org/10.1097/HJR.0b013e3283294b1d
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.291.18.2204?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.291.18.2204?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1161/CIRCULATIONAHA.115.015293
https://dx.doi.org/10.1161/CIRCULATIONAHA.115.015293
https://dx.doi.org/10.1016/j.annepidem.2017.10.012
https://dx.doi.org/10.1161/CIRCOUTCOMES.110.960005
https://dx.doi.org/10.1089/jwh.2013.4507
https://dx.doi.org/10.1089/jwh.2013.4507
https://dx.doi.org/10.1186/1471-2458-8-148
https://dx.doi.org/10.1186/1471-2458-8-148
https://dx.doi.org/10.1038/nrcardio.2017.154
https://dx.doi.org/10.1038/nrcardio.2017.154
https://dx.doi.org/10.1177/2048872616661847
https://dx.doi.org/10.1503/cmaj.131450
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2014.4762?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2014.4762?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1016/j.jacc.2015.08.865
https://dx.doi.org/10.1016/j.jacc.2015.08.865
http://www.jamacardiology.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073


15. Zhao M, Vaartjes I, Graham I, et al. Sex
differences in risk factor management of coronary
heart disease across three regions. Heart. 2017;103
(20):1587-1594. doi:10.1136/heartjnl-2017-311429

16. Yusuf S, Hawken S, Ôunpuu S, et al;
INTERHEART Study Investigators. Effect of
potentially modifiable risk factors associated with
myocardial infarction in 52 countries (the
INTERHEART study): case-control study. Lancet.
2004;364(9438):937-952. doi:10.1016/S0140-6736
(04)17018-9

17. Singh A, Collins BL, Gupta A, et al.
Cardiovascular risk and statin eligibility of young
adults after an MI: Partners YOUNG-MI registry.
J Am Coll Cardiol. 2018;71(3):292-302. doi:10.1016/j.
jacc.2017.11.007

18. Avezum A, Makdisse M, Spencer F, et al; GRACE
Investigators. Impact of age on management and
outcome of acute coronary syndrome: observations
from the Global Registry of Acute Coronary Events
(GRACE). Am Heart J. 2005;149(1):67-73. doi:10.
1016/j.ahj.2004.06.003

19. Würtz P, Havulinna AS, Soininen P, et al.
Metabolite profiling and cardiovascular event risk:
a prospective study of 3 population-based cohorts.
Circulation. 2015;131(9):774-785. doi:10.1161/
CIRCULATIONAHA.114.013116

20. Stegemann C, Pechlaner R, Willeit P, et al.
Lipidomics profiling and risk of cardiovascular
disease in the prospective population-based
Bruneck study. Circulation. 2014;129(18):1821-1831.
doi:10.1161/CIRCULATIONAHA.113.002500

21. Mora S, Buring JE, Ridker PM, Cui Y. Association
of high-density lipoprotein cholesterol with
incident cardiovascular events in women, by
low-density lipoprotein cholesterol and
apolipoprotein B100 levels: a cohort study. Ann
Intern Med. 2011;155(11):742-750. doi:10.7326/
0003-4819-155-11-201112060-00006

22. Mora S, Otvos JD, Rifai N, Rosenson RS,
Buring JE, Ridker PM. Lipoprotein particle profiles
by nuclear magnetic resonance compared with
standard lipids and apolipoproteins in predicting
incident cardiovascular disease in women. Circulation.
2009;119(7):931-939. doi:10.1161/CIRCULATIONAHA.
108.816181

23. Mora S, Buring JE, Ridker PM. Discordance of
low-density lipoprotein (LDL) cholesterol with
alternative LDL-related measures and future
coronary events. Circulation. 2014;129(5):553-561.
doi:10.1161/CIRCULATIONAHA.113.005873

24. Holmes MV, Millwood IY, Kartsonaki C, et al;
China Kadoorie Biobank Collaborative Group.
Lipids, lipoproteins, and metabolites and risk of
myocardial infarction and stroke. J Am Coll Cardiol.
2018;71(6):620-632. doi:10.1016/j.jacc.2017.12.006

25. Tobias DK, Lawler PR, Harada PH, et al.
Circulating branched-chain amino acids and
incident cardiovascular disease in a prospective
cohort of US women. Circ Genom Precis Med. 2018;
11(4):e002157. doi:10.1161/CIRCGEN.118.002157

26. Akinkuolie AO, Glynn RJ, Padmanabhan L,
Ridker PM, Mora S. Circulating N-linked
glycoprotein side-chain biomarker, rosuvastatin
therapy, and incident cardiovascular disease: an
analysis from the JUPITER Trial. J Am Heart Assoc.
2016;5(7):e003822. doi:10.1161/JAHA.116.003822

27. Akinkuolie AO, Paynter NP, Padmanabhan L,
Mora S. High-density lipoprotein particle subclass

heterogeneity and incident coronary heart disease.
Circ Cardiovasc Qual Outcomes. 2014;7(1):55-63.
doi:10.1161/CIRCOUTCOMES.113.000675

28. Ridker PM, Cook NR, Lee I-M, et al.
A randomized trial of low-dose aspirin in the
primary prevention of cardiovascular disease in
women. N Engl J Med. 2005;352(13):1293-1304.
doi:10.1056/NEJMoa050613

29. Lee I-M, Cook NR, Gaziano JM, et al. Vitamin E
in the primary prevention of cardiovascular disease
and cancer: the Women’s Health Study:
a randomized controlled trial. JAMA. 2005;294(1):
56-65. doi:10.1001/jama.294.1.56

30. Cook NR, Lee I-M, Gaziano JM, et al. Low-dose
aspirin in the primary prevention of cancer: the
Women’s Health Study: a randomized controlled
trial. JAMA. 2005;294(1):47-55. doi:10.1001/jama.
294.1.47

31. Women’s Health Study (WHS). A Randomized
Trial of Low-Dose Aspirin and Vitamin E in the
Primary Prevention of Cardiovascular Disease and
Cancer. ClinicalTrials.gov identifier:
NCT00000479. Updated June 15, 2012. Accessed
November 1, 2019. https://www.clinicaltrials.gov/
ct2/show/NCT00000479

32. Dugani SB, Akinkuolie AO, Paynter N, Glynn RJ,
Ridker PM, Mora S. Association of lipoproteins,
insulin resistance, and rosuvastatin with incident
type 2 diabetes mellitus: secondary analysis of a
randomized clinical trial. JAMA Cardiol. 2016;1(2):
136-145. doi:10.1001/jamacardio.2016.0096

33. Khera AV, Everett BM, Caulfield MP, et al.
Lipoprotein(a) concentrations, rosuvastatin
therapy, and residual vascular risk: an analysis from
the JUPITER Trial (Justification for the Use of
Statins in Prevention: an Intervention Trial
Evaluating Rosuvastatin). Circulation. 2014;129(6):
635-642. doi:10.1161/CIRCULATIONAHA.113.004406

34. Ridker PM, Buring JE, Rifai N, Cook NR.
Development and validation of improved
algorithms for the assessment of global
cardiovascular risk in women: the Reynolds Risk
Score. JAMA. 2007;297(6):611-619. doi:10.1001/
jama.297.6.611

35. Lawler PR, Akinkuolie AO, Chandler PD, et al.
Circulating N-linked glycoprotein acetyls and
longitudinal mortality risk. Circ Res. 2016;118(7):
1106-1115. doi:10.1161/CIRCRESAHA.115.308078

36. Akinkuolie AO, Buring JE, Ridker PM, Mora S.
A novel protein glycan biomarker and future
cardiovascular disease events. J Am Heart Assoc.
2014;3(5):e001221. doi:10.1161/JAHA.114.001221

37. Akinkuolie AO, Pradhan AD, Buring JE,
Ridker PM, Mora S. Novel protein glycan side-chain
biomarker and risk of incident type 2 diabetes
mellitus. Arterioscler Thromb Vasc Biol. 2015;35(6):
1544-1550. doi:10.1161/ATVBAHA.115.305635

38. Chandler PD, Akinkuolie AO, Tobias DK, et al.
Association of N-linked glycoprotein acetyls and
colorectal cancer incidence and mortality. PLoS One.
2016;11(11):e0165615. doi:10.1371/journal.pone.
0165615

39. Glynn RJ, Rosner B. Comparison of risk factors
for the competing risks of coronary heart disease,
stroke, and venous thromboembolism. Am J
Epidemiol. 2005;162(10):975-982. doi:10.1093/aje/
kwi309

40. Levin ML. The occurrence of lung cancer in
man. Acta Unio Int Contra Cancrum. 1953;9(3):
531-541.

41. Morillas P, Bertomeu V, Pabón P, et al;
PRIAMHO II Investigators. Characteristics and
outcome of acute myocardial infarction in young
patients. the PRIAMHO II study. Cardiology. 2007;
107(4):217-225. doi:10.1159/000095421

42. Finucane MM, Stevens GA, Cowan MJ, et al;
Global Burden of Metabolic Risk Factors of Chronic
Diseases Collaborating Group (Body Mass Index).
National, regional, and global trends in body-mass
index since 1980: systematic analysis of health
examination surveys and epidemiological studies
with 960 country-years and 9·1 million participants.
Lancet. 2011;377(9765):557-567. doi:10.1016/S0140-
6736(10)62037-5

43. Ahmed E, Alhabib KF, El-Menyar A, et al. Age
and clinical outcomes in patients presenting with
acute coronary syndromes. J Cardiovasc Dis Res.
2013;4(2):134-139. doi:10.1016/j.jcdr.2012.08.005

44. Moccetti T, Malacrida R, Pasotti E, et al.
Epidemiologic variables and outcome of 1972
young patients with acute myocardial infarction:
data from the GISSI-2 database. Investigators of the
Gruppo Italiano per lo Studio della Sopravvivenza
nell’Infarto Miocardico (GISSI-2). Arch Intern Med.
1997;157(8):865-869. doi:10.1001/archinte.1997.
00440290049005

45. Goliasch G, Oravec S, Blessberger H, et al.
Relative importance of different lipid risk factors for
the development of myocardial infarction at a very
young age (�40 years of age). Eur J Clin Invest.
2012;42(6):631-636. doi:10.1111/j.1365-2362.2011.
02629.x

46. Goliasch G, Wiesbauer F, Blessberger H, et al.
Premature myocardial infarction is strongly
associated with increased levels of remnant
cholesterol. J Clin Lipidol. 2015;9(6):801-806.e1.
doi:10.1016/j.jacl.2015.08.009

47. Wei Y, Qi B, Xu J, et al. Age- and sex-related
difference in lipid profiles of patients hospitalized
with acute myocardial infarction in East China. J Clin
Lipidol. 2014;8(6):562-567. doi:10.1016/j.jacl.2014.
09.006

48. Sniderman AD, Islam S, McQueen M, et al.
Age and cardiovascular risk attributable to
apolipoprotein B, low-density lipoprotein
cholesterol or non-high-density lipoprotein
cholesterol. J Am Heart Assoc. 2016;5(10):e003665.
doi:10.1161/JAHA.116.003665

49. Mora S, Glynn RJ, Boekholdt SM, Nordestgaard BG,
KasteleinJJP,RidkerPM.On-treatmentnon–high-density
lipoprotein cholesterol, apolipoprotein B, triglycerides,
and lipid ratios in relation to residual vascular risk
after treatment with potent statin therapy: JUPITER
(Justification for the Use of Statins in Prevention: an
Intervention Trial Evaluating Rosuvastatin). J Am Coll
Cardiol. 2012;59(17):1521-1528. doi:10.1016/j.jacc.2011.
12.035

50. Mora S, Glynn RJ, Ridker PM. High-density
lipoprotein cholesterol, size, particle number, and
residual vascular risk after potent statin therapy.
Circulation. 2013;128(11):1189-1197. doi:10.1161/
CIRCULATIONAHA.113.002671

51. Mora S, Szklo M, Otvos JD, et al. LDL particle
subclasses, LDL particle size, and carotid
atherosclerosis in the Multi-Ethnic Study of
Atherosclerosis (MESA). Atherosclerosis. 2007;192
(1):211-217. doi:10.1016/j.atherosclerosis.2006.05.007

Research Original Investigation Risk Factors by Age at Onset for Incident Coronary Heart Disease in Women

E10 JAMA Cardiology Published online January 20, 2021 (Reprinted) jamacardiology.com

© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a CDC – Center For Disease Control User  on 03/11/2021

https://dx.doi.org/10.1136/heartjnl-2017-311429
https://dx.doi.org/10.1016/S0140-6736(04)17018-9
https://dx.doi.org/10.1016/S0140-6736(04)17018-9
https://dx.doi.org/10.1016/j.jacc.2017.11.007
https://dx.doi.org/10.1016/j.jacc.2017.11.007
https://dx.doi.org/10.1016/j.ahj.2004.06.003
https://dx.doi.org/10.1016/j.ahj.2004.06.003
https://dx.doi.org/10.1161/CIRCULATIONAHA.114.013116
https://dx.doi.org/10.1161/CIRCULATIONAHA.114.013116
https://dx.doi.org/10.1161/CIRCULATIONAHA.113.002500
https://dx.doi.org/10.7326/0003-4819-155-11-201112060-00006
https://dx.doi.org/10.7326/0003-4819-155-11-201112060-00006
https://dx.doi.org/10.1161/CIRCULATIONAHA.108.816181
https://dx.doi.org/10.1161/CIRCULATIONAHA.108.816181
https://dx.doi.org/10.1161/CIRCULATIONAHA.113.005873
https://dx.doi.org/10.1016/j.jacc.2017.12.006
https://dx.doi.org/10.1161/CIRCGEN.118.002157
https://dx.doi.org/10.1161/JAHA.116.003822
https://dx.doi.org/10.1161/CIRCOUTCOMES.113.000675
https://dx.doi.org/10.1056/NEJMoa050613
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.294.1.56?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.294.1.47?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.294.1.47?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://www.clinicaltrials.gov/ct2/show/NCT00000479
https://www.clinicaltrials.gov/ct2/show/NCT00000479
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamacardio.2016.0096?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1161/CIRCULATIONAHA.113.004406
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.297.6.611?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.297.6.611?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1161/CIRCRESAHA.115.308078
https://dx.doi.org/10.1161/JAHA.114.001221
https://dx.doi.org/10.1161/ATVBAHA.115.305635
https://dx.doi.org/10.1371/journal.pone.0165615
https://dx.doi.org/10.1371/journal.pone.0165615
https://dx.doi.org/10.1093/aje/kwi309
https://dx.doi.org/10.1093/aje/kwi309
https://www.ncbi.nlm.nih.gov/pubmed/13124110
https://www.ncbi.nlm.nih.gov/pubmed/13124110
https://dx.doi.org/10.1159/000095421
https://dx.doi.org/10.1016/S0140-6736(10)62037-5
https://dx.doi.org/10.1016/S0140-6736(10)62037-5
https://dx.doi.org/10.1016/j.jcdr.2012.08.005
https://jamanetwork.com/journals/jama/fullarticle/10.1001/archinte.1997.00440290049005?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/archinte.1997.00440290049005?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.1111/j.1365-2362.2011.02629.x
https://dx.doi.org/10.1111/j.1365-2362.2011.02629.x
https://dx.doi.org/10.1016/j.jacl.2015.08.009
https://dx.doi.org/10.1016/j.jacl.2014.09.006
https://dx.doi.org/10.1016/j.jacl.2014.09.006
https://dx.doi.org/10.1161/JAHA.116.003665
https://dx.doi.org/10.1016/j.jacc.2011.12.035
https://dx.doi.org/10.1016/j.jacc.2011.12.035
https://dx.doi.org/10.1161/CIRCULATIONAHA.113.002671
https://dx.doi.org/10.1161/CIRCULATIONAHA.113.002671
https://dx.doi.org/10.1016/j.atherosclerosis.2006.05.007
http://www.jamacardiology.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073


52. Ridker PM, Everett BM, Thuren T, et al; CANTOS
Trial Group. Antiinflammatory therapy with
canakinumab for atherosclerotic disease. N Engl J
Med. 2017;377(12):1119-1131. doi:10.1056/
NEJMoa1707914

53. Ridker PM. How common is residual
inflammatory risk? Circ Res. 2017;120(4):617-619.
doi:10.1161/CIRCRESAHA.116.310527

54. Ridker PM, Lüscher TF. Anti-inflammatory
therapies for cardiovascular disease. Eur Heart J.
2014;35(27):1782-1791. doi:10.1093/eurheartj/ehu203

55. Ridker PM. From C-reactive protein to
interleukin-6 to interleukin-1: moving upstream to
identify novel targets for atheroprotection. Circ Res.
2016;118(1):145-156. doi:10.1161/CIRCRESAHA.115.
306656

56. Harada PHN, Demler OV, Dugani SB, et al.
Lipoprotein insulin resistance score and risk of
incident diabetes during extended follow-up of 20
years: the Women’s Health Study. J Clin Lipidol.
2017;11(5):1257-1267.e2. doi:10.1016/j.jacl.2017.
06.008

57. Shalaurova I, Connelly MA, Garvey WT,
Otvos JD. Lipoprotein insulin resistance index:
a lipoprotein particle-derived measure of insulin
resistance. Metab Syndr Relat Disord. 2014;12(8):
422-429. doi:10.1089/met.2014.0050

58. Critchley JA, Capewell S. Mortality risk
reduction associated with smoking cessation in
patients with coronary heart disease: a systematic
review. JAMA. 2003;290(1):86-97. doi:10.1001/
jama.290.1.86

59. Tolstrup JS, Hvidtfeldt UA, Flachs EM, et al.
Smoking and risk of coronary heart disease in
younger, middle-aged, and older adults. Am J Public
Health. 2014;104(1):96-102. doi:10.2105/AJPH.
2012.301091

60. Pencina MJ, Navar AM, Wojdyla D, et al.
Quantifying importance of major risk factors for
coronary heart disease. Circulation. 2019;139(13):
1603-1611. doi:10.1161/CIRCULATIONAHA.117.031855

61. Bennett JE, Stevens GA, Mathers CD, et al; NCD
Countdown 2030 collaborators. NCD Countdown
2030: worldwide trends in non-communicable
disease mortality and progress towards Sustainable
Development Goal target 3.4. Lancet. 2018;392
(10152):1072-1088. doi:10.1016/S0140-6736(18)
31992-5

Risk Factors by Age at Onset for Incident Coronary Heart Disease in Women Original Investigation Research

jamacardiology.com (Reprinted) JAMA Cardiology Published online January 20, 2021 E11

© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a CDC – Center For Disease Control User  on 03/11/2021

https://dx.doi.org/10.1056/NEJMoa1707914
https://dx.doi.org/10.1056/NEJMoa1707914
https://dx.doi.org/10.1161/CIRCRESAHA.116.310527
https://dx.doi.org/10.1093/eurheartj/ehu203
https://dx.doi.org/10.1161/CIRCRESAHA.115.306656
https://dx.doi.org/10.1161/CIRCRESAHA.115.306656
https://dx.doi.org/10.1016/j.jacl.2017.06.008
https://dx.doi.org/10.1016/j.jacl.2017.06.008
https://dx.doi.org/10.1089/met.2014.0050
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.290.1.86?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.290.1.86?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073
https://dx.doi.org/10.2105/AJPH.2012.301091
https://dx.doi.org/10.2105/AJPH.2012.301091
https://dx.doi.org/10.1161/CIRCULATIONAHA.117.031855
https://dx.doi.org/10.1016/S0140-6736(18)31992-5
https://dx.doi.org/10.1016/S0140-6736(18)31992-5
http://www.jamacardiology.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamacardio.2020.7073

