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Background: Previous studies observed associations between airborne particles and cardio-vascular disease.
Questions, however, remain as to which size of the inhalable particles (coarse, fine, or ultrafine) exerts the
most significant impact on health.
Methods: For this retrospective study, data of the total number of 23,741 emergency service calls, registered
between February 2002 and January 2003 in the City of Leipzig, were analysed, identifying 5326 as being
related to cardiovascular incidences. Simultaneous particle exposure was determined for the particle sizes
classes b100 nm (UFP), b2.5 μm (PM2.5) and b10 μm (PM10). We used a time resolution of 1 day for both
parameters, emergency calls and exposure.
Results: Within the group of cardiovascular diseases, the diagnostic category of hypertensive crisis showed a
significant association with particle exposure. The significant effect on hypertensive crisis was found for

particles with a size of b100 nm in diameter and starting with a lag of 2 days after exposure. No consistent
influence could be observed for PM2.5 and PM10. The Odds Ratios on hypertensive crisis were significant for
the particle size b100 nm in diameter from day 2 post exposure OR=1.06 (95%CI: 1.02–1.10, p=0.002) up to
day 7 OR=1.05 (95%CI 1.02–1.09, p=0.005).
Conclusion: Ultrafine particles affect cardiovascular disease adversely, particularly hypertensive crises. Their
effect is significant compared with PM2.5 and PM10. It appears necessary, from a public health point of view,
to consider regulating this type of particles using appropriate measurands as particle number.

© 2011 Published by Elsevier B.V.
1. Introduction

Evidence has accumulated that airborne particulate matter affects
human health. Many epidemiological studies indicated that both
morbidity and mortality are influenced by this exposure (Adar and
Kaufman, 2007; Brook, 2007; Mills et al., 2009; Simkhovich et al.,
2009; Sun et al., 2010; Adar and Kaufman, 2007; Brook, 2007; Brook et
al., 2010; Mills et al., 2009; Simkhovich et al., 2009; Sun et al., 2010;
Kappos et al., 2004) The results are expressed in many preventive
measures of air pollution standards and/or regulations. So far, the
concern has been on PM2.5 and PM10 mass concentrations. However,
the focus of scientific attention has been shifted recently to
concentrations in the range of submicrometer to ultrafine particles.
The number of studies in this area is still small (Andersen et al., 2008;
de Hartog et al., 2003; Ibald-Mulli et al., 2001a, b, 2002; Schulz et al.,
2005; Peters et al., 2002; von Klot et al., 2002;Wichmann et al., 2000).
These studies found that not only particle mass have an adverse
ine and Hygiene, Faculty of
Leipzig, Germany. Tel.: +49

e (O. Herbarth).

lsevier B.V.

he effect of particle size on c
impact on human health but also smaller particles, which are better
characterised by the particle number concentration. Yet, to our
knowledge, not one study has examined simultaneously the associ-
ation of different particle size fractions and cardiovascular effects as a
time series analysis; even though epidemiological evidence has
shown that airborne particles do affect the cardiovascular system.
Symptoms like arrhythmia, restricted heart rate variability, vasocon-
striction, enhanced plasma viscosity and hypertension have been
observed repeatedly, but only working hypotheses exist for the
underlying patho-physiological mechanisms of these effects. Ongoing
physiological processes induced by irritation and stress result in local
and systemic reactions which seem to play an important role in the
hypertension effect.

On account of the enormous economic consequences and the
efficaciousness of prevention strategies, it would seem to be of highest
priority to sort out what type of particles – coarse, fine or ultrafine –

exert themost adverse impact on health. This kind of investigation is a
prerequisite in the decision making process of preventive strategies
andmeasures. One possible reason for the lack of such a health impact
evaluation, may be that previous epidemiologic studies did neither
provide information on different size fractions, especially not in the
submicrometer range, nor on number concentration time series
ardiovascular disorders — The smaller the worse, Sci Total Environ
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Table 2
Data sources.

Health data City of Leipzig, Emergency Call Centre
(“Zentrale Rettungsstelle”)

Particle concentrations 3–800 nm Leibniz Institute for Tropospheric Research
PM10, PM2.5 Saxon State Office for the Environment and

Geology
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analysis. Furthermore, the question remains how the number
concentration of ultrafine particles should be measured in order to
adequately describe these health risks. Generally, number concentra-
tions in terms of quantity can be measured directly. However, an
important question is whether the number concentrations of airborne
particles are suitable to be a predictor of cardiovascular health effects?
Or should a volume concentration (as a surrogate for mass concen-
tration) or surface concentration of the size fraction be used to assess
the health risks?

The vast majority of epidemiological studies on health effects of
airborne particles used mass concentrations (e.g. PM10, PM2.5) for
assessing the adverse effects. This approach indirectly implies that the
amount of chemical substances within these particle fractions is
playing the most important role in pathogenesis of particulate-
associated diseases. In our study, we measured number concentra-
tions of ultrafine particles. Therefore, the question arises how
successfully this parameter can serve as a predictor for health impacts
of this airborne particle fraction.
2. Objective

Differences in the influence of the various sizes of particle fractions
(ultrafine, fine and coarse) on cardiovascular diseases will be
investigated in a time series analysis. In addition, within the
complexity of cardiovascular diseases, special attention will be paid
on hypertensive crisis in light of the fact that hypertension is a
symptom in most cardiovascular processes linked to inhalable
particles (Brook et al., 2009; Brook et al., 2010). In addition,
hypertension is an objective, measurable parameter.
3. Methods

3.1. Study design and population characteristics

This investigation involves the analysis of the total number of daily
calls to the emergency ambulance service of the City of Leipzig in
relation to cardiovascular incidences and the unique data pool of the
time series of concentrations of PM2.5, PM10 and different size
fractions of submicrometer particles.

It should be mentioned that in the city one headquarters
coordinates all emergency interventions. Therefore, a complete
overview about the emergency calls in the city has been got and
selection bias has been avoided.

In total, 23,741 emergency calls, collected over one year from
February 2002 to January 2003, were analysed. Table 1 lists the study
design and parameters. The cardiovascular diseases considered were
angina pectoris, hypertensive crisis, cardiac arrhythmias, myocardial
infarction, orthostatic syndrome and cardiac insufficiency (Table 2).
Table 1
Study design and parameter.

Type of study Ret
Study time Feb
Study area Cit

Ap
Health parameters Tot
Measured particles Nu

Ma
Particle measurements Nu

(96
urb
PM
(* —

Time resolution of the study Dai
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Particle number size distributions were measured in the sub-
micrometer size range using twin differential mobility particle sizer
(TDMPS) (3–800 nm) consisting of (ultrafine) differential mobility
analysers (UDMA and DMA) and (ultrafine) condensation particle
counters (UCPC and CPC) (Bell et al., 2006; Tuch et al., 2003; Wehner
and Wiedensohler, 2003). In addition, PM2.5 and PM10 values were
determined by gravimetry.

3.1.1. Statistical methods
The applied methods follow 3 steps: In the first step, a time series

is analysed to evaluate whether the variables follow a time course.
This step is necessary to avoid a time-dependent correlation, which
means if the diseases and the variables of influence follow the same or
an inverse time course than it may derived a pseudo-correlation. This
kind of correlation would be determined by the time course and not
by a potential existing association. Using this analysis, also singular-
ities will be excluded within at least the time series of the target
variable (disease). It may be possible that during weekends or
holidays the emergency unit may be more taken up than at workdays.
This procedure is similar to that one published by Herbarth, 1995.

The second step was to control the influence of the meteorological
variables. For that reason, the time course and the influence of these
variables on the target variablewas investigated using logistic regression
models.

In the third step, a logistic regression was used to determine the
link between the 3 different particle fractions and the disease.

The STATISTICA software (StatSoft, Inc. (2005)) was used for our
statistical analysis (descriptive statistics and logistic regression). The
target variable here was the disease. The number of ultrafine particles
(UFP) was used as variable of influence Mean temperature, humidity,
day of the week, month and public holidays were considered as
confounders.

4. Results

The main characteristics of the study population are shown in
Table 3.

Out of the 23,741 emergency calls, 5326 were found to be related
to cardiovascular incidences. This was the largest group of cases,
followed by emergencies associated with air way diseases (2956
rospective epidemiological study time series analysis
ruary 2002–January 2003
y of Leipzig, Germany
prox: 500,000 inhabitants
al number of ICD10 coded emergency calls in the City of Leipzig (daily resolution)
mber concentration of UFP
ss concentrations PM2.5 and PM10
mber concentration, surface concentration*, volume concentration*
measurements per, size-resolved),
an background measuring station;
2.5, PM10: mass concentration, mean value of all measuring stations within the city
calculated from size distribution)

ly
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Table 3
Description of the study population (2002) (Statistisches Jahrbuch, 2010/Yearbook
2010).

City area [km²] 297.6
Population density
(inhabitants per km²)

1663

Inhabitants 494,795
Female 255,641
Male 239,154
Mean age [a] 43.5

Female 45.6
Male 41.2
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cases). Angina pectoris (n=1574) and hypertensive crisis (hyper-
tensive emergency; n=1513) were the two most frequent diagnostic
categories within the cardiovascular disease classification in accor-
dance to ICD 10 (see Fig. 1).

The gender ratio (female tomale) was 1.3:1 for the total number of
cardiovascular incidences and 2.5:1 for hypertensive crises. Signifi-
cant differences in the number of emergency calls between workdays
(Monday to Friday) and/or weekends were not found. Mainly elder
people suffered from cardiovascular events (Table 4).

Table 5 lists the particle number and mass concentrations
measured during the study period. PM10 yearly mean concentrations
weremoderate in comparison to the tolerated limit value of 40 mg/m³
in Europe. Similar to other countries, in Germany PM2.5 contributes to
high percentages of PM10 (Kappos et al., 2004), which results in
highly significant Spearman correlation coefficients of R=0.85. The
correlations of thesemass concentrations with UFP concentrations are
much smaller (R(PM2.5 vs UFP)=−0.06; R(PM10 vs UFP)=0.00),
indicating that other particle sources and sinks play a role. This also
allows separating the effects of UFP exposures from the effects of
particle mass exposures effectively.

Only for hypertensive crisis, an association could be seen. Fig. 2
shows this association between the number of calls for emergency
hypertensive crises, the particle size, and the timing of the exposure.
The cardiovascular associations are presented dependent upon particle
exposure and differences in lag time, starting with lag 0 (immediate
influence) and up to 9 days. Exposure particle concentrations were
broken down into the size ranges b100 nm, b2.5 μm (PM 2.5) and
b10 μm (PM 10). The Odds Ratios (OR) were calculated per 1000
particles/cm³ (particlesb100 nm) and per 1 μg/m³ (PM 2.5, PM 10),
respectively.

The results of the logistic regression are shown in Fig. 1. After
controlling for mean temperature, humidity, day of the week, month
air way 
diseases 
2956; 12%

cardiovasc
5326; 22%

other 
emergencies 
15432; 66%

Fig. 1. Distribution of the frequency of emerg
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and public holidays, all 3 particles fractions (UFP–PM2.5–PM10) used
as variables of influence were tested including all together in
combined model for every time lag. To keep the clarity of Fig. 1, the
p-values for the models and the single variables for the different time
lags are shown in Table 6. Again, every model is characterised by one
column for every considered lag in Table 6.

The investigation using the total number of cardiovascular
emergency calls shows no clear tendency in any direction and neither
for particles b100 nm nor for PM2.5 or PM10. Summarised following
results have been received for the Odds Ratios (OR) for the range
between lag 0 and lag 10 using the mentioned particle fraction as
variable of influence and the total number of cardiovascular
emergencies as target variable:
ul

en

a

Particlesb100 nm:
angina pectoris 
26%

hypertensive crisis 
25%

cardiac arrhythmia 
18%

myocard. infarction 
(acute) 12%

orthostatc syndrome 
10% 

left ventricuar failure 
9% 

ar 

cy units from 02/2002 until 01/2003.

rdiovascular disorders — The smaller
1.03 … 1.08, with p=0.06 … 0.94

PM2.5:
 0.99 … 1.02, with p=0.16 … 0.99

PM10:
 0.99 … 1.01, with p=0.30 … 0.94
Surface and volume concentrations of the ultrafine particles were
tested instead of the number of particles in order to determine those
parameters, which are most correlated with the cardiovascular health
effects. The odds ratios for the surface concentration of the UFP are
between 0.99 and 1.01 (p between 0.07 and 0.94) and for the volume
concentration OR between 0.56 and 2.56 (p between 0.03 and 0.99).
The only parameter that resulted in systematic significant adverse
effects remained the total number of particles (number concentra-
tion). Systematic means that the effect was visible over a connected
period of at least 3 days. The calculated risk for the surface and volume
concentrations was smaller and statistically insignificant. As a rule,
the samewas observed for temperature, humidity and the variables of
time (week day, public holidays and month).
5. Discussion and conclusions

The results demonstrated very clearly the significant association
number concentration of ultrafine particles (b100 nm diameter) on
hypertensive crisis. These particle effects were more significantly
impairing than that of the PM 2.5 or PM 10 particle mass concentration.
The strongest impact was observed for ultrafine particles on hyperten-
sive crises starting to be observed shortly after exposure on (lag day 2)
(Fig. 1).

As far as the differences in measurements of the particle number
concentrations are concerned, surface and volume concentrations
were not found to be correlated significantly with any adverse
the worse, Sci Total Environ
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Table 4
Age distribution [%] of the total and different cardiovascular diseases.

Age [a] Cardiovascular total Angina pectoris Hypertensive crisis Cardiac arrhythmica Myocard. infarction Orthostatic syndrome Left ventricular failure

N70 55.3 51.5 59.3 53.5 49.3 48.5 78.5
60–70 22.2 25.1 23.0 21.6 28.6 14.2 15.4
50–60 10.6 12.1 10.5 10.6 14.0 9.8 4.3
40–50 6.4 8.3 4.7 6.3 6.4 7.3 1.6
b40 5.4 2.9 2.5 7.9 1.7 20.2 0.2
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cardiovascular effects. Yet, as mentioned above, the number concen-
tration was significantly correlated. This could be interpreted that
following inhalation of ultrafine particles, the pathogenicmechanisms
were more affected by the number of particles and less by their
volume or surface/surface load. The maximal change was found to
be 5% in the emergency call rate per 1000 particles/cm³ (ultrafine
particles). This has to be seen in comparison to an annual mean of
~12,000 particles/cm³. No consistent effect was detected for PM 2.5
(annual mean 20.6 μg/m³) and PM10 (annual mean of 32.5 μg/m³).

The above mentioned discussion may be supported by the
observed p-values of the models. Until 3 days after exposure (lag 3),
the models can be explained mainly by the UFPs. Although the effect
of UFPs keep significant until lag 7 other variables than particles may
have an additional influence, which is not known and not considered
in the models.

Potential limitations of this study, for instance, are the retrospec-
tive aspect of the investigation. All patients’ data derived from records
written up at the time of the emergency incidence by various
attending physicians-on-call, i.e., patients could not be checked
during the acute phase of the cardiovascular event. Furthermore,
some patients had multiple diagnoses. In those cases, the study
investigators assigned a final “main” diagnosis based on the complete
patient file report. Another limiting factor could be that the available
data of exposure did not necessarily come from the immediate
vicinity of the patients. Measurement stations were selected under
the criteria to cover and be representative for the entire city. This was
correctly assumed as the area of the city is only around 200 km²with a
population of approximately half million and no specific topograph-
ical features (flat country). The population of other cities in some East
European countries and in other countries around the world as e.g. in
Asian Megacities is exposed to often much higher concentrations and
to different compositions of airborne pollutants (Leitte et al., 2009;
Leitte et al., 2010). Therefore, our findings cannot be directly used for
health effect assessment in these areas. Despite of pollutants,
populations are different, too. The concentrations of air pollutants in
Leipzig may rather be compared to other German, Central and
Northern European cities (Boldo et al., 2006; Medina et al., 2004). We
assume that health impacts in these regions may be similar to the
found effects. Within the APHEIS programme, effect modifying
covariates have been discussed (e.g. APHEIS Air Pollution and Health,
2005). Thus, e.g. a temperature effect could be modified by air
conditioning. In a city with a high rate of air conditioned houses air
temperature could not be sufficient as thermal confounder. Air
condition is not common in Germany and exists in a rather small
Table 5
Exposure parameters–size dependent particle concentration.

Mean Median Minimum Maximum Standard
deviation

UFP (cm−3) 12,094.50 10,893.43 1487.326 34,650.61 6329.975
Total number
(cm−3)

14,043.02 13,111.47 2450.543 35,338.37 6628.781

PM10 (μg/m³) 32.48 28.56 6.829 109.72 16.384
PM2.5 (μg/m³) 20.61 18.18 1.375 84.06 12.890

Please cite this article as: Franck U, et al., The effect of particle size on c
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number of office buildings, only. On the other hand, the rather high
mean age of patients strongly indicates that people typically are
retired and are not occupationally exposed.

People in Central Europe spend the majority of their time indoors.
Therefore, indoor particle sources may also play an important role for
development and exacerbation of air pollution related diseases. On
the other hand, outdoor particles can enter the indoor environment
(Franck et al., 2006) easily by open windows and doors. But, indoor
concentrations differ from outdoor one. Particle concentrations vary
within a city (Tuch et al., 2006). Taking these facts into account the
adverse effects may be in our study design underestimated rather
than overestimated.

5.1. Advantages

• Advantages of this study were the availability of these exposure
measurement data of the ultrafine particle fraction with daily time
resolution over the epidemiologically relevant study period.
According to our knowledge, this is the first time that an assessment
of this kind of study – daily cardiovascular morbidity due to UFP
number and particle masses for a whole city – has been made.

• Another advantage is that the mobile emergency service has only
one coordination centre for the entire city. This means that all calls
had been registered centrally and, thus, all data used in this study
were collected under the same standards and for the whole city
population. Thus, the findings can be assumed to be representative
for the city under consideration.

5.2. Limitations

• The statements respectively the diagnosis of the physicians on the
spot may be a diagnosis for the time being. The focus lays on the
therapy (and measures to prolong life) and not on a polished
diagnosis. Since the investigated diseases are very drastic and since
the division within the cardiovascular diseases are very rough, it can
be assumed that this diagnosis is correct.

• In spite of the mentioned big advantages (see above), only one year
was the basis for the data. From the point of view of time series, only
365 aggregated data are available. This fact leads to a limitation in
the number of variables whose can involved in the logistic
regression simultaneously.

In summary, the main effects of airborne particles on cardiovas-
cular diseases, especially hypertensive crisis, appeared due to the
ultrafine particle fraction. The effect of these particles was more
pronounced, showed a more immediate effect and continued longer
compared to the larger particles. We hope that our results contribute
to the limited reports dealing with the effect of different particle size
fractions on cardiovascular health.

This data implies, with respect to the protection of public health,
the need to regulate the number concentration of ultrafine particles in
addition to the existing limits for the mass concentrations of particles
with aerodynamic diameters b2.5 μm and b10 μm (PM2.5, PM10). At
this state of knowledge, limit values are hard to define. Our approach
does not allow detecting no effect levels (NOE) for airborne particles.
ardiovascular disorders — The smaller the worse, Sci Total Environ
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Fig. 2. OR and 95% confidence interval in emergency calls related to hypertensive crises depending on time of exposure to airborne particles and size of particles (ultrafine[UFP]–fine
[PM2.5]–coarse [PM10]).

Table 6
p-values of the logistic regression models for the different time lags (significant pb0.05 in bold, trend 0.05≤pb0.10 in italics).

Lag [days] 0 1 2 3 4 5 6 7 8 9 10

Model 0.011 0.062 b.001 0.021 0.210 0.125 0.117 0.034 0.104 0.433 0.829
UFP 0.600 0.649 0.001 0.009 0.065 0.029 0.018 0.006 0.061 0.208 0.692
PM2.5 0.014 0.084 0.760 0.557 0.821 0.980 0.987 0.967 0.072 0.233 0.757
PM10 0.322 0.655 0.077 .0814 0.482 0.654 0.950 0.681 0.149 0.370 0.504
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To our knowledge, there do not exist any publications in literature,
which found such a NOE for particulate matter. Therefore, limit values
have to be defined pragmatically and need further research with
respect to outdoor particle number concentrations and its spatial and
temporal variations in the validity area of such regulations, i.e.
anywhere in the member states of the European Union.

References

Adar SD, Kaufman JD. Cardiovascular disease and air pollutants: evaluating and
improving epidemiological data implicating traffic exposure. Inhal Toxicol
2007;19:135–49.

Andersen ZJ, Wahlin P, Raaschou-Nielsen O, Ketzel M, Scheike T, Loft S. Size distribution
and total number concentration of ultrafine and accumulation mode particles and
hospital admissions in children and the elderly in Copenhagen, Denmark. Occup
Environ Med 2008;65(7):458–66.

APHEIS Air Pollution and Health. A European information system health impact
assessment of air pollution and communication strategy. Third-year Report; Juin
2005; Institute de Veille Sanitaire; 2005.. ISBN : 2-11-094838-8 u.a.).

Bell ML, Davis DL, Gouveia N, Borja-Aburto VH, Cifuentes LA. The avoidable health
effects of air pollution in three Latin American cities: Santiago, Sao Paulo, and
Mexico City. Environ Res 2006;100:431–40.

Boldo E, Medina S, LeTertre A, Hurley F, Mucke HG, Ballester F, et al. Apheis: health
impact assessment of long-term exposure to PM2.5 in 23 European cities. Eur J
Epidemiol 2006;21:449–58.

Brook RD. Is air pollution a cause of cardiovascular disease? Updated review and
controversies. Rev Environ Health 2007;22:115–37.

Brook RD, Urch B, Dvonch JT, Bard RL, Speck M, Keeler G, et al. Insights into the
mechanisms and mediators of the effects of air pollution exposure on blood
pressure and vascular function in healthy humans. Hypertension 2009;54:659–67.

Brook RD, Rajagopalan S, Pope III CA, Brook JR, Bhatnagar A,Diez-RouxAV, et al. Particulate
matter air pollution and cardiovascular disease: an update to the scientific statement
from the American Heart Association. Circulation 2010;121:2331–78.

de Hartog JJ, Hoek G, Peters A, et al. Effects of fine and ultrafine particles on
cardiorespiratory symptoms in elderly subjects with coronary heart disease — the
ULTRA study. Am J Epidemiol 2003;157:613–23.

Franck U, Tuch T, Manjarrez M, Wiedensohler A, Herbarth O. Indoor and outdoor
submicrometer particles: exposure and epidemiologic relevance (“the 3 indoor
Ls”). Environ Toxicol 2006;21:606–13.

Herbarth O. Risk assessment of environmentally influenced airway diseases based on
time-series analysis. Environ Health Perspect 1995;103(9):852–6.
Please cite this article as: Franck U, et al., The effect of particle size on c
(2011), doi:10.1016/j.scitotenv.2011.05.049
Ibald-Mulli A, Stieber J, Wichmann HE, Koenig W, Peters A. Effects of air pollution on
blood pressure: a population-based approach. Am J Public Health 2001a;91:571–7.

Ibald-Mulli A, Timonen KL, Lanki T, et al. Effects of particulate air pollution on blood
pressure and heart rate: the ULTRA study. Epidemiology 2001b;12:S73.

Ibald-Mulli A, Ruckert R, Wolke G, Pitz M, Wichmann HE, Peters A. Effects of particulate
air pollution on blood counts in patients with coronary heart disease. Epidemiology
2002;13:S153.

Kappos AD, Bruckmann P, Eikmann T, Englert N, Heinrich U, Hoppe P, et al. Health
effects of particles in ambient air. Int J Hyg Environ Health 2004;207:399–407.

Leitte AM, Petrescu C, Franck U, Richter M, Suciu O, Ionovici R, et al. Respiratory health,
effects of ambient air pollution and its modification by air humidity in Drobeta-
Turnu Severin. Romania. Sci. Total Environ 2009;407:4004–11.

Leitte AM, Schlink U, Herbarth O, Wiedensohler A, Pan XC, Hu M, et al. Size segregated
particle number concentrations and respiratory emergency room visits in Beijing,
China. Environ Health Perspect 2010. doi:10.1289/ehp.1002203.

Medina S, Plasencia A, Ballester F, Mucke HG, Schwartz J. Apheis: public health impact
of PM10 in 19 European cities. J Epidemiol Community Health 2004;58:831–6.

Mills NL, Donaldson K, Hadoke PW, Boon NA, MacNee W, Cassee FR, et al. Adverse
cardiovascular effects of air pollution. Nature Clinical Practice Cardiovascular
Medicine 2009;6:36–44.

Peters A, Klot S, Heier M, et al. Particulate air pollution and the onset of nonfatal
myocardial infarction. Epidemiology 2002;13:S234–5.

Schulz H, Harder V, Ibald-Mulli A, et al. Cardiovascular effects of fine and ultrafine particles.
Journal of AerosolMedicine-Deposition Clearance and Effects in the Lung. 2005;18:1–22.

Simkhovich BZ, Kleinman MT, Kloner RA. Particulate air pollution and coronary heart
disease. Curr Opin Cardiol 2009;24:604–9.

Statistisches Jahrbuch. Leipziger Statistik und Stadtforschung. 2010, 41. ; 2010.. (10/10)
http://www.leipzig.de/imperia/md/content/12_statistik-und-wahlen/lz_jb2010.pdf.

StatSoft, Inc.. Software-System für Datenanalyse. www.statsoft.com2005. Version 7.1.
Sun Q, Hong X, Wold LE. Cardiovascular effects of ambient particulate air pollution

exposure. Circulation 2010;121:2755–65.
Tuch TM, Wehner B, Pitz M, et al. Long-term measurements of size-segregated ambient

aerosol in two German cities located 100 km apart. Atmos Environ 2003;37:4687–700.
Tuch TM, Herbarth O, Franck U, Peters A, Wehner B, Wiedensohler A, et al. Weak

correlation of ultrafine aerosol particle concentrations b800 nm between two sites
within one city. J Expo Sci Environ Epidemiol 2006;16:486–90.

von Klot S, Wölke G, Tuch T, et al. Increased asthma medication use in association with
ambient fine and ultrafine particles. Eur Respir J 2002;20:691–702.

Wehner B, Wiedensohler A. Long term measurements of submicrometer urban
aerosols: statistical analysis for correlations with meteorological conditions and
trace gases. Atmospheric Chemistry and Physics 2003;3:867–79.

Wichmann HE, Spix C, Tuch T, Wölke G, Peters A, Heinrich J, Kreyling WG, Heyder J.
Daily mortality and fine and ultrafine particles in Erfurt, Germany part I: role of
particle number and particle mass. Res Rep Health Eff Inst 2000:5–86.
ardiovascular disorders — The smaller the worse, Sci Total Environ

http://dx.doi.org/10.1289/ehp.1002203
http://www.statsoft.com
image of Fig.�2
http://dx.doi.org/10.1016/j.scitotenv.2011.05.049

	The effect of particle size on cardiovascular disorders — The smaller the worse
	1. Introduction
	2. Objective
	3. Methods
	3.1. Study design and population characteristics
	3.1.1. Statistical methods


	4. Results
	5. Discussion and conclusions
	5.1. Advantages
	5.2. Limitations

	References


