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Reduced Life Expectancy in Japan due to Smoking

smokers was 54.4% overall and 59.5%, 54.2%, 55.6%, and
42.5%, respectively, for the age groups of 40-49, 50-59, 60-
69, and 70-79 years. There were 25.1% male ex-smokers and
20.5% male never-smokers. Amongst women, 8.1% were
smokers (9.5%, 7.5%, 6.8%, and 8.5%, respectively, for the
age groups mentioned above); 2.4% were ex-smokers; and
89.5% were never-smokers. The smokers were further
classified according to the number of cigarettes consumed per
day, and the ex-smokers were categorized by the age at which
they stopped smoking.

Sex- and age-specific death rates were calculated based on
the observed person-years at attaining ages and the number of
deaths at that age. From these death rates, the complete
current life tables were constructed using Chiang’s method,
for each smoking status.'® Life expectancies at age 40 years
were calculated, and survival curves beginning at age 40
years up to that at age 90 years, for a population of 100,000,
were plotted. We estimated the 95% confidence interval (CI)
for life expectancy by setting the age intervals less than 90
years as one year and the last interval as age 90 years or
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Age-specific death rates calculated al the attained ages (males).
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Figure 3. Survival curves for all males included in the
study, starting from age 40 years, for a
population of 100,000.
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older.'6

For the ex-smoker subgroup, the age group at which the
subjects quit smoking was divided into 10-year intervals, i.e.,
40-49 years, 50-59 years, and 60-69 years. For those who quit
smoking at the age of 40-49 years, the death rates up to the
age of 44 years were assumed to be equal to those of smokers,
while those at ages 45 or older were considered to be equal to
the death rates of ex-smokers. Death rates for those who quit
smoking at the age 50-59 years or 60-69 years were derived
in the same way.

RESULTS

The person-years by smoking status and the number of deaths
among men and women are presented in Table 2. Most
observations were distributed amongst subjects in their 50s
and 60s. Sex- and age-specific death rates up to the age of 89
years are shown for men and women in Figures | and 2,
respectively. In general, the rates increased in an exponential
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Age-specific death rates calculated al the attained ages (females).
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Figure 5. Survival curves for male ex-smokers, starting
from age 40 years, for a population of 100,000.

linear pattemn in both sexes, regardless of the smoking status.
At age 40 years, the life expectancy was 38.5 years (95%
CI: 38.3 and 38.7) for male smokers, 40.8 years (95% CI:
40.6 and 41.0) for ex-smokers, and 43.2 years (95% CI: 42.2
and 42.7) for never-smokers (Table 3). For women, the
comresponding life expectancies at age 40 years were 42.4
(95% CI: 42.1 and 43.0), 43.1 (95% CI: 42.]1 and 43.5), and
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Figure 6. Survival curves for all females included in the
study, from age 40 years, for a population of
100,000,

46.8 (95% CI: 46.0 and 46.3) years (Table 3). Both male and
female heavy smokers had slightly shorter life expectancies
than those of light smokers. Male ex-smokers who quit before
age-40 years had a slightly longer life expectancy (43.3 years,
95% Cl: 42.6 and 43.9) than that of never-smokers. Male ex-
smokers who quit smoking at younger age had a longer life
expectancy than that of ex-smokers who quit at older age.

Table3. Observations on follow up, and calculated survival rates and life expectancies.

Person-years of

Age by which half of Llfeaxpocbmyntngcuf

No. of deaths the lation died

follow up SO ace of 40 years (95% e il
Male
Smokars 717.200 9,240 B0.4 38.5(38.3,38.7)
Ex-smokers 328,883 4,582 824 40.8 (40.6, 41.0)
Never-smokers 278,921 2,460 848 42.4 (422, 427)
Total 1,325,004 16,282 818 39.9 (39.8, 40.0)
(subgroups)
Smokers, 1-14 cigarettes a day 17,742 2,224 80.1 38.3(37.8,38.7)
Smokers, 15-24 cig a day 357,916 4762 80.6 38,7 (38.4, 38.9)
Smokers, 25+ cigarettes a day 230,170 211 79.8 37.9 (37.4,38.4)
Ex-smokers, quit at age <40 years 100,155 474 86.1 433 (42.643.9)
Ex-smokers, guit at age 40-49 years 97,328 739 B49 42.2 (41.7,42.7)
Ex-smokers, quit at age 50-59 years 74227 1,300 824 40.1 (39.8, 40.5)
Ex-smokers, quit at age 60-69 years M 117 1,201 81.1 39.0(38.3, 39.6)
Female
Smokers 17172 1,085 B44 42.5 (42.1,43.0)
Ex-smokers 33517 409 85.0 428 (421, 435)
Never-smokers 1,378,703 7924 B84 46.1 (46.0, 46.3)
Total 1,630,392 8418 88.0 457 (45,6, 45.9)
(subgroups)
Smokers, 1-14 cigareftes a day 58,029 609 845 425 (41.8,432)
Smakers, 15-24 cigarettes a day 45,497 366 B840 42.3 (41.5, 43.0)
Smokers, 25+ cigareties a day 9,570 79 819 40.4 (38.3, 42.4)
Ex-smokers, quit at age <40 years 8923 28 85.0 435 (412, 459)
Ex-smokers, quit at age 40-49 years 8,027 52 89.0 430 (41.7, 46.0)
Ex-smokers, quit at age 50-59 years 7.966 94 B6.5 439 (426,453)
Ex-smokers, quit at age 60-69 years 3,966 106 B4 8 42.0(41.0,43.0)
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Survival curves (commencing at age 40 years) were plotted
for all the men and women in the study for a population of
100,000 and were classified according to smoking status, as
shown in Figures 3-6. Figure 3 shows that 21% of male
smokers would die by 70 years of age, whereas only 13% of
male never-smokers would die by the same age. For women,
the corresponding proportions for smokers and never-
smokers were 14% and 8%, respectively (Figure 6). For male
ex-smokers, the survival curve was between those of the
smokers and never-smokers (Figure 3), whereas in women,
the survival curves of ex-smokers and smokers were similar
(Figure 6). Amongst male smokers, the survival curve of light
smokers was similar to that of heavy smokers rather than that
of never-smokers (Figure 4). The survival curve of male ex-
smokers who quit before age 40 was better than that of never-
smokers (Figure 5). Male ex-smokers who quit at age 40-49
showed similar survival to that of never-smokers. Those
quitting at ages 50-59 and 60-69 showed intermediate
survival, i.e., between those of smokers and never-smokers.
Survival curves for female ex-smokers quitting at various
ages were between those of smokers and never-smokers, most
of whom were aged < 85 years.

The age by which half of the study population had died is
shown in Table 3. In males, this age was 4.2 years lower in
smokers than in never-smokers, whereas the difference was
4.0 years for female smokers compared with female never-
smokers. For male ex-smokers, the age at death was 2.2 years
younger than that for never-smokers and the age at death for
women ex-smokers compared with that for never-smokers
was 3.4 years lower.

DISCUSSION

In this study, life expectancy for male smokers aged 40 years
was 3.9 years shorter than that for male never-smokers and
1.6 years shorter than that for ex-smokers. For women, the
corresponding differences were 3.6 and 3.3 years. The
respective life expectancies of male ex-smokers who quit
smoking before ages 40, 50, 60, and 70 years were 4.8, 3.7,
1.6, and 0.5 years longer than those of smokers. Although
smoking cessation at any age led to a certain recovery of life
expectancy, the earlier the cessation, the larger was the
recovery, and never smoking is the best way to live out our
natural lives.

This study was based on data from cohort studies, but a
current life table was constructed from the age-specific death
rates calculated from the cross-sectional summation of
observed person-years and the number of deaths at each age.
Cohort subjects in age ranges 40-59, 40-69, and 40-79 years
were followed up during the 1990s over approximately 10
years. We compared the life expectancy in this study with the
life table to Japan in 1995, which was constructed at around
the mid-point of the follow-up period of our examined

J Epidemiol 2008; 18(3) 111-118

cohorts.!” Life expectancy at age 40 years for the entire
population in this study was 40.2 years for men and 46.3 years
for women, whereas in the 1995 life table for Japan, the life
expectancies for men and women were 37.9 and 43.9 years
rcspccﬁvcly.” These figures were not directly comparable
because the methods used to calculate them were different,
The difference between smoking status should be considered.

The difference in median survival between smokers and
never-smokers was approximately 4 years in both sexes
(Tables 2 and 3). This was in contrast to the difference in the
median survival (7.5 years) of smokers and nonsmokers in a
40-year study of male British physicians.? In this study, the
difference was 5 years in the first 20 years of observation
(1951-1971) and 8 years in the second half of the study period
(1971-1991). In a subsequent study of male British physicians
who were born in 1900-1930 and followed up over 50 years,
the difference in the median survival between smokers and
nonsmokers increased to 10 years.? The authors suggested that
the difference between the observed median survivals
calculated for the time periods 1951-1971 and 1971-1991 was
because most of the deaths in nonsmokers occurred in the
second half of the study.® The greater difference reported in
2004 was based on direct longitudinal observation over half a
century.® This was because nonsmokers actually survived
longer than their predicted life expectancy calculated from
cross-sectional data. The median survival difference of 4 years
observed in the present study, which was based on an
approximately 1-decade follow-up period, is similar to that
seen in the 1951-1971 part of the study on British physicians.>
With a longer follow-up period and decreasing prevalence of
smokers, we would have observed a greater difference in the
median survival time.

In our study, the difference in the survival curves for light
and heavy male smokers was small. This finding is consistent
with the results of Hirayama's cohort study, which found that
the relative risks of all causes of death were similar in smokers
who consumed 1-9, 10-19, and 20+ cigarettes a day (relative
risk: 1.35, 1.25, and 1.29, respectively); however, most
individual diseases associated with smoking, such as lung
cancer, showed dose-dependency.'®

When considering the survival of ex-smokers, several
points should be kept in mind. The reasons for cessation of
smoking are many and varied; some smokers may quit
because of illness, whereas others quit not because they are ill,
but in order to avoid the known, long-term effects of smoking,
In the former, the mortality rate of ex-smokers may be raised
just after quitting, while in the latter, the mortality rate may be
decreased for some time after quitting smoking.

Male ex-smokers who quit smoking before the age of 40
years (mean age 31 years) demonstrated an improved survival
over never-smokers, These ex-smokers might have been
health conscious and consequently healthier, in general, than
never-smokers because they quit smoking when they were
young, i.e., before the early 1990s, when the adverse effects of
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smoking were less well known in Japan. Some of the smokers
in this category may have quit because of illness, but their
proportion appeared to be small because of the longer survival
of ex-smokers who quit early. In the longitudinal study of
British physicians, a similar result was demonstrated for ex-
smokers who quit before the age of 35 In our study, the
survival of ex-smokers who quit smoking at 40-49 years of
age was similar to that of never-smokers. In contrast, British
physicians who quit smoking at ages 35-44 and 45-55
demonstrated reduced survival.}

An explanation for this difference may be that never-
smokers in our Japanese study might have been less healthy,
because smoking was very common in Japanese men, and the
smoking rate was very high (approximately 80%) in the 19705
and 1980s.!? Conscquently, Japanese never-smokers might
have had health problems that compelled them to avoid
smoking. In British physicians, although the prevalences of
smokers, ex-smokers, and never-smokers were 62%, 13%, and
25%, respectively in 1951, the corresponding figures in the
1990-91 survey were 18%, 60%, and 22%, respectively.” In
addition, among young physicians aged 20-24 and 25-29 years
in 1951, the prevalence of never-smokers was 43% and 30%,
respccli\rcly‘zu Thus, British physicians quit smoking or chose
to never smoke a very long time ago.

In a previous Japanese study (NIPPON DATA 80), the
difference m the life expectancies of smokers and never-
smokers was 3.5 years in males and 2.2 years in females.'?
These life expectancies are 0.4 and 1.4 years shorter than the
comparable figures in our study. The baseline survey for the
previous Japanese study was conducted in 1980,
approximately 10 years earlier than our own, at a time when
smoking was more common in Japem,I9 Therefore, the
nonsmoking group was thought to include people with
conditions that compelled them to avoid smoking, and the
difference in their life expectancy and that of smokers might
be considered small. In addition, passive smoking, being more
common in that era, could have contributed to the small
survival difference by increasing the death rate of never-
smokers.

There were some limitations in our study. Misclassification
of smokers and never-smokers may have occurred. For
example, those classified as smokers at the ime of baseline
survey, who subsequently quit smoking, could have
contributed to a lower mortality rate in the smoker group
because of improved health. This misclassification may be
largely because of contemporaneous tobacco-free promotions.
Such misclassification may also have occurred in our study. To
reduce this possibility, it would be useful to collect data
regarding changed smoking status during follow up. In
women, the small number of observations in smokers and ex-
smokers may have decreased the reliability of their results
although the survival of heavy smokers was shorter than that
of light smokers, and the survival of ex-smokers was between
those of never-smokers and smokers.

Reduced life expectancy due to smoking has been shown in
previous studies. In the United States, the life expectancy of
smokers of both sexes was reported to be approximately 7
years less than that of nonsmokers, as determined from data
sets including smoking status just prior to death.* In Australia,
in the mid-1980s, the difference in the life expectancies of 15-
year-old males who had never smoked and those who were
heavy smokers was estimated as 5.6 years, However, this
estimate was based on a projection using age-specific
mortality and an etiological fraction for smoking determined
by the indirect method* Based on population studies in
Copenhagen, the reduction in the life expectancy of heavy
smokers was 9.2 years in men and 9.4 years in women; this
difference is large compared with other studies and may be
because data regarding changed smoking status was
repeatedly collected during follow up.® In a Danish National
Cohort Study, the life expectancy at age 20 was 7 years less for
heavy smokers than for subjects who had never smoked, and
that at age 65 years was 5 years less in both men and women
smokers. This was determined by estimating smoking-
attributable mortality rates and using them for constructing a
life table.” In the Chicago Heart Association Detection Project
in Industry Study, the life expectancies of male current
smokers were 5.3 and 5.7 years shorter than those of never-
smokers in the 2 groups with lower cholesterol levels; the life
expectancies were estimated using absolute risk and absolute
excess risk.® In the Framingham Heart Study, the difference in
the life expectancy at age 50 between subjects who had never
smoked and those classified as always smokers was reported
as 8.66 years in men and 7.59 years in women; in this study,
the smoking status was determined in biennial exams during
follow up.?

In conclusion, the life expectancy of the population
included in Japanese large-scale cohort studies was reduced by
slightly less than 4 years in smokers as compared with never-
smokers in both men and women. Smoking cessation at any
age led to a certain recovery of life expectancy, and the earlier
the cessation, the larger was the recovery. Further, never
smoking is the best way to live out our natural lives. The 4-
year reduction in life expectancy may be an underestimation
because in this study, the smoking status was determined only
at the time of the baseline surveys for the cohort studies. In
addition, in Japan around 1990, the never-smoker subset may
have included people with conditions that compelled them to
avoid smoking.
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ABSTRACT

Background: Quantitative measures of the burden of tobacco smoking in Asian countries are limited. We esti-
mated the population attributable fraction (PAF) of mortality associated with smoking in Japan, using pooled data

from three large-scale cohort studies.

Methods: In total, 296,836 participants (140,026 males and 156,810 females) aged 40-79 years underwent base-
line surveys during the 1980s and early 1990s. The average follow-up period was 9.6 years. PAFs for all-cause mor-
tality and individual tobacco-related diseases were estimated from smoking prevalence and relative risks.

Results: The prevalence of current and former smokers was 54.4% and 25.1% for males, and 8.1% and 2.4% for
females, The PAF of all-cause mortality was 27.8% [95% confidence interval (CI): 25.2-30.4] for males and 6.7%
(95% CI: 5.9-7.5) for females. The PAF of all-cause montality calculated by summing the disease-specific PAFs
was 19.1% (95% CI: 16.0-22.2) for males and 3.6% (95% CI: 3.0-4.2) for females. The estimated number of deaths
attributable to smoking in Japan in 2005 was 163,000 for males and 33,000 for females based on the former set of
PAFs, and 112,000 for males and 19,000 for females based on the latter set. The leading causes of smoking-atiribut-
able deaths were cancer (61% for males and 31% for females), ischemic heart diseases and stroke (23% for males
and 51% for females), and chronic obstructive pulmonary diseases and pneumonia (11% for males and 13% for

females).

Conclusion: The health burden due to smoking remains heavy among Japanese males. Considering the high prev-
alence of male current smokers and increasing prevalence of young female current smokers, effective tobacco con-
trols and quantitative assessments of the health burden of smoking need to be continuously implemented in Japan.

Key words: Cohort Studies, Population, Risk, Smoking.

INTRODUCTION

Smoking is a major preventable cause of premature mortality.
Estimating the mortality attributable to smoking is necessary
in order to assess the health burden that it causes within a
population, and such estimates have accordingly been
performed in many countries and regions 15 1n Japan, recent
studies have estimated the population impact of smoking on

selected causes of death, including all causes,® all cancers,’

lung cancer,’ pancreatic cancer,’ and cardiovascular
diseases.'® Since smoking causes many diseases, including
numerous other types of cancer and cardiovascular,
respiratory, and digestive diseases,'"!* a comprehensive
approach is needed to fully understand its health burden.
Single cohort studies, however, do not include sufficiently

large sample sizes to enable examination of the health effects
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of smoking on diseases with low mortality or incidence rates,
particularly among populations with a low prevalence of
smoking such as Japanese females. A historical large-scale
cohort study in Japan, the Hirayama study, estimated the
fraction of deaths attributable to smoking for many diseases
among approximately 265,000 parn’.icipa.ﬂts.13 The baseline
survey for the Hirayama study was conducted in 1965, and
the follow-up was continued until the end of 1982. In the
nearly 40 years since the Hirayama study began, the list of
diseases known to be caused by smoking has been altered and
expanded.'? The purpose of the present study was, therefore,
to estimate the population attributable fraction (PAF) of
mortality caused by smoking in Japan in a comprehensive
manner, based on the updated list of smoking-related
diseases, and using data from nearly 300,000 participants of
three large-scale Japanese cohort studies.

METHODS

Study Population

The present study used pooled data from three ongoing
prospective studies in Japan: (1) the Japan Public Health
Center-based Prospective Study (JPHC study),'® which
comprises two different cohorts (JPHC-1 and JPHC-II) with
different baseline survey years; (2) the Three-Prefecture
Cohort Study (3-pref study);'® and (3) the Japan
Collaborative Cohort Study (JACC study).'®!? For each
cohort, we collected baseline and follow-up data from each of
the participants aged 40-79 years at baseline (40-59 years for
the JPHC-I cohort, 40-69 years for the JPHC-II cohort, and
40-79 years for the 3-pref and JACC cohorts). The numbers
of participants in the original dataset collected from each
cohort were 61,595 for the JPHC-1 cohort, 78,825 for the
JPHC-II cohort, 108,774 for the 3-pref cohort, and 110,792
for the JACC cohort. For participant selection, we applied the
following exclusion criteria: (1) moving out of the study area
before the beginning of the follow-up, (2) ineligible age
(younger than 40 years or older than 80 years), and (3)
unknown outcome. We applied the following additional
exclusion criteria to the data from the JPHC-I and JPHC-II
cohorts: (1) foreign nationality, (2) refusal to participate in the
follow-up, (3) duplicate registration, and (4) unavailability of
baseline questionnaire data. The number of participants in
each cohort after the exclusion criteria had been applied was
50,217 for the JPHC-I, 63,189 for the JPHC-II, 104,876 for
the 3-pref, and 110,792 for the JACC. From the combined
329,074 (148,929 males and 180,145 females) participants,
we excluded 4283 (1,719 males and 2,564 females)
duplicates who were enrolled in both the 3-pref study and the
JACC study, and 27,955 (7,184 males and 20,771 females)
participants who had incomplete smoking data. As a result,
296,836 participants (140,026 males and 156,810 females)
were included in the analysis, which covered 26 of Japan’s 47
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prefectures (55%). The characteristics of the participants
included in the analysis are summarized in Table 1. This
pooled study was approved by the institutional review board
of the National Cancer Center, Japan.

Smoking Assessment

In each of the three studies, smoking habits were assessed by
self-administered questionnaires, Although the style of the
questions differed slightly,’® all of the studies included
questions concerning current smoking status, age at initiation
of smoking, average number of cigarettes smoked per day,
and age at cessation of smoking for former smokers. The
smoking status at baseline was classified into three
categories: never-smoker, current smoker, and former smoker.
Current smokers included occasional smokers (JPHC-I and 3-
pref studies).

Follow-up

The average follow-up period was 9.6 [standard deviation
(SD): 2.3] years (Table 1). Residential status, including
survival, date of death, and date of moving out of the study
area, was confirmed through the residential registries kept in
the municipalities of the study areas. Information on the cause
of death was confirmed by vital statistics files obtained with
official permission.

Causes of Death

The endpoint of the present study was defined as death during
the observation period. We selected the causes of death from
the diseases judged to be “causally related” to active smoking
in the Surgeon General's report of 20042 or the International
Agency for Research on Cancer (IARC) Monograph volume
83,'" and grouped these into “tobacco-related diseases” (the
ICD-9 and ICD-10 codes are listed in the Appendix). We also
analyzed all-cause deaths and the following four major
disease groups: all cancers, all cardiovascular diseases
(CVDs), all respiratory system diseases, and all digestive
system diseases,

Statistical Analysis

The person-years of follow-up were calculated from the date
of the baseline questionnaire to whichever of the following
events occurred first: the end of the follow-up for each study,
the date of death, or the date of moving out of the study area.
The hazard ratio (HR) and 95% confidence interval (CI) were
used to describe the relative risk for current, former, and ever-
smokers compared with never-smokers. The Cox
proportional hazards model was used to adjust for age
(continuous variable), using the SAS® PHREG procedure
(version 8.02, The SAS Institute, USA).

In order to express the impact of tobacco smoking on the
study population, the PAF (%) was estimated for all causes
and specific causes of death. For each disease group, the PAF
was calculated using the following equation:
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PAF =Py (HR, - 1VHR,. (1)
where Py is the proportion of exposed among those who died
of a given cause of death, and HR, 1s the age-adjusted HR for
that cause of death.'” The Greenland formula was used to
calculate the 95% CI for the PAF.?” For all-cause mortality,
the PAF was calculated in two ways. The first was by
equation (1) using the HR for all-cause mortality. The second
was by calculating the weighted sum of the PAF for each
disease as follows:
PAF,i1.cause = Z (PAF; X D)/Dyy,  (2)
where PAF; and D; indicate the PAF and the number of
deaths, respectively, for each tobacco-related disease 1, and
Dy indicates the number of all-cause deaths. It should be
noted that equation (2) assumes that the PAF for diseases
other than tobacco-related di 18 zero. The PAF for “total
tobacco-related diseases” was calculated by equation (1)
using the HR for overall mortality from tobacco-related
diseases.

The annual number of smoking-attributable deaths in Japan
was calculated using the vital statistics data of 2005 using two
methods: first, by multiplying the sex-specific total number of

deaths in Japan by the PAF of ever-smoking for all-cause
mortality calculated by equation (1); and, second, by
summing the sex-specific number of deaths from each
tobacco-related  disease in  Japan weighted by the

corresponding PAF of ever-smoking. Since the number of
deaths from abdominal gortic aneurysm was not available in
the published data, the number of deaths and the PAF of
aortic aneurysm and dissection were used instead.

RESULTS

The prevalence of current and former smoking at baseline
among the pooled participants was 54.4% and 25.1% for
males and B.1% and 2.4% for females, respectively (Table 1).

During the 2,855,396 person-years of follow-up (1,325,004
males and 1,530,392 females) for 296,836 participants, a total
of 25,700 deaths (male: 16,282, female: 9,418) were recorded.
The numbers of deaths from major causes for males were
6,505 (40.0%) for cancer, 4,306 (26.4%) for CVD, 1,587
(9.7%) for respiratory system diseases, and 596 (3.7%) for

Table 2. Disease-specific, age-adjusted hazard ratio according to smoking status for males

Age-adjusted hazard ratio (vs. never-smokers)

Current smokers Former smokers Ever-smokers
All-cause 1.63 (1.56-1.70) 127 (1.21-1.33) (1.43-155)
Total tobacco-related diseases 1.85 (174-187) 140 (1.30-1.50) (1.57-178)
All cancers (1.83-213) 1.50 (1.38-1.63) (1.67-1.93)
Total lobacco-related cancers 232 (212-254) 164 (1.49-1.82) (1.89-226)
Lip, oral cavity, and pharynx* 266 (148-477) 1.89 (1.00-3.58) (1.34-420)
Esophagus® 338 (225-5.09) 222 (1.43-3.48) (1.98-442)
Stomach* 1.51 (1.29-1.77) 128 (1.08-152) (1.22-166)
Livare 1.81 (149-220) 163 (1.32-2.01) (144-211)
Pancreas® 1.58 (1.18-211) 1.19 (0.86-185) (1.08-1.90)
Larynx* 547 (1.20-23.1) 303 (0.65-14.01) (1.08-18.72)
Lung* 479 (388-592) 241 (1.91-3.03) (3.12-474)
Kidney, excepl renal pelvis® 1.57 (0.81-3.06) 146 (0.71-3.00) (0.81-290)
Renal pelvis, ureter, bladder* 5.35 (247 -11.57) 276 (1.21-6831) (201-923)
Myeloid leukemia® 1.45 (0.74-282) 213 (1.07-4.25) (0.89-3.18)
All cardiovascular diseases 152 (1.39-165) 117 (1.07-1.29) 1.38 (1.27-1.49)
Total tobacco-related cardiovascular diseases 151 (1.36-168) 1.19 (1.06-133) 1.38 (1.25-1.53)
Ischemic heart diseases® 218 (1.79-266) in (1.39-212) 2.00 (165-2.42)
Total stroke* 125 (1.10-1.42) 1.00 (0.87-1.14) 115 (102-129)
Subarachnoid hemorrhage 233 (1.50-3.64) 119 (0.71-2.02) 194 (1.25-3.00)
Intracerebral hemorrhage 1.24 (0.98-157) 091 (0.69-119) im (0.89-140)
Cerebral infarction 123 (1.02-150) 1.02 (0.82-1.26) 1.14 {0.95-1.37)
Aortic aneurysm and dissection 389 (202-749) 27 (1.35-542) 342 (1.80-8.51)
Abdominal aortic aneurysm* 389 (1.38-10.99) 1.64 (0.52-5.24) 294 (1.05-8.18)
All respiratory diseases 141 (122-162) 137 (1.18-1.59) 1.39 (1.22-159)
Total toabacco-related respiratory diseases 135 (1.15-159) 125 (1.05-148) 130 (112-152)
Pneumonia* 117 (0.98-139) 1.09 (0.81-1.31) 1.13 (0.96-1.33)
Chronic cbstructive pulmonary diseases® 3.09 (1.920-503) 276 (1.68-455) 295 (1.84-472)
All digestive diseases 2.04 (1.680-2860) 122 (0.92-1.62) 1.74 (1.37-221)
Peptic ulcer* 713 (1.71-2978) 1.96 (040-872) 5.01 (121-2077)

*: Tobacco-related diseases selected from the Surgeon General's Report of 2004 and IARC Monograph volume B3.

t: Cox proportional hazard model
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digestive system diseases, The numbers of deaths from major
causes for females were 3,475 (36.9%) for cancer, 2,904
(30.8%) for CVD, 681 (7.2%) for respiratory system diseases,
and 320 (3.4%) for digestive system diseases.

Age-Adjusted HR According to Smoking Status

Table 2 shows the disease-specific, age-adjusted HRs for
males according to smoking status. Current smokers had a
nearly 1.5-fold higher age-adjusted rate of mortality from all
causes, all CVDs, and all respiratory diseases, and a nearly
2.0-fold higher mortality from total tobacco-related diseases,
all cancers, and all digestive diseases compared with never-
smokers. Among the tobacco-related cancer sites, the larynx
exhibited the highest HR point estimate, followed by the
urinary tract (remal pelvis, ureter, and bladder), lung,
esophagus, lip/oral cavity/pharynx, liver, pancreas, and
stomach. Among CVDs, ischemic heart disease (IHD) had a
higher HR than stroke. When divided into stroke subtypes,
subarachnoid hemorrhage had the highest HR, followed by
intracerebral hemorrhage and cerebral infarction. Abdominal

aortic aneurysm had an even higher HR; however, this ratio
had a wide CI. Chronic obstructive pulmonary diseases
(COPD) and peptic ulcer had HRs of 3.0 or higher.

The excess risks for male former smokers were lower than
those for male current smokers. The former smokers had
lower HRs than the current smokers for the four major disease
groups (cancer, CVD, respiratory, and digestive diseases), and
also for the subgroups within each category, except myeloid
leukemia.

Table 3 shows the disease-specific, age-adjusted HRs for
females according to smoking status. The HRs of the current
smokers (vs. never-smokers) were nearly 1.7 for all causes, all
cancers, and all respiratory diseases, and nearly 2.0 for total
tobacco-related diseases, all CVDs, and all digestive diseases.
Among the tobacco-related cancer sites, the lung exhibited the
highest HR for current smokers, followed by the cervix uteri,
lip/oral cavity/pharynx, esophagus, urinary tract, pancreas,
liver, and stomach, of which the lung, cervix uteri, pancreas,
and liver were significant. As observed for males, IHD had a
higher HR than stroke, and subarachnoid hemorrhage had the

Table 3. Disease-specific, age-adjusted hazard ratio according to smoking status for females.

Age-adjusted hazard ratio (vs. never-smokers)
(95% confidence interval)'

Cause of death
Current smokers Former smokers Ever-smokers
All-cause 1.76 (1.685-187) 1.68 (152-186) 1.73 (164-183)
Total tobacco-related diseases 2.00 (183-219) 165 (1.42-191) 1.90 (1.75-2.06)
All cancers 157 (141-175) 157 (1.32-187) 157 (143-1.73)
Total tobacco-related cancers 2.01 (1.76-2.30) 1.70 (1.35-2.14) 1.93 (1.71-217)
Lip, oral cavity, and pharynx* 1.97 (069-585) 1.23 (017-812) 1.76 (068-459)
Esophagus* 1.90 (0.74-486) 3.59 (1.27-10.16) 240 (1.15-5.02)
Stomach* 122 (090-164) 1.47 (0.85-227) 129 (1.00-1.68)
Liver* 173 (1.21-248) 1.23 (0.63-239) 1.59 (1.15-220)
Pancreas* 1.81 (1.28-257) 1.96 (1.16-3.30) 1.85 (137-250)
Larynx® 0.00 - - 0.00 - - 0.00 - -
Lung® 3.88 (3.07-490) 263 (1.72-403) 355 (286-440)
Cervix uteri* 232 (1.31-410) 1.00 (025-4.09) 199 (1.16-3.41)
Kidney, except renal palvis* 0.60 (0.08-4.47) 1.55 (0.21-1152) 0.86 (0.20-3.69)
Renal palvis, ureter, bladder® 1.86 (0.B84-411) 0.00 - - 1.30 (059-288)
Myeloid leukemia® 096 (030-3.10) 0.96 (013-7.01) 0.96 (0.34-268)
Al cardiovascular diseases 198 (178-221) 1.60 (134-191) 1.87 (170-2.06)
Total tobacco-related cardiovascular diseases  2.09 (1.83-2.39) 1.66 (1.33-207) 197 (175-221)
Ischemic heart diseases* 295 (233-373) 248 (1.71-360) 28 (228-346)
Total stroke* 1.80 (152-212) 1.35 (1.01-1.79) 1.66 (144-193)
Subarachnoid hemonhage 279 (206-378) 1.05 (050-224) 233 (175-3.11)
Intracerebral hemorrhage 1.82 (1.39-267) 169 (0.99-289) 1.86 (138.248)
Cerebral infarction 1.48 (1.10-2.00) 117 (0.72-191) 1.38 (107-1.80)
Aortic aneurysm and dissection 235 (1.16-4.79) 3.18 (1.25-7.95) 2.59 (143-469)
Abdominal aortic anaurysm* 4.30 (1.16-1598) 6.51 (1.39-3039) 4,98 (166-1484)
All respiratory diseases 165 (1.20-2.09) 1.27 (0.85-1.89) 153 (124-150)
Total toabac: piratory di 1.53 {1.13-207) 1.38 (088-221) 1.48 {1.15-1983)
Pneumonia* 139 (1.00-183) 1.40 (0.87-226) 1.40 (106-184)
Chronic obstructive pulmonary diseases® 355 (1.53-821) 118 (0.16-8.54 ) 2.82 (127-626)
All digestive diseases 213 (1.54-294) 2.10 (1.28-3.43) 212 (1.60-281)
Peplic ulcer* 137 (032-584) 1.50 (020-11.31) 1.42 (042-482)

*. Tobacco-related diseases selected from the Surgeon General's Report of 2004 and IARC Monograph volume B3.

t: Cox proportional hazard model
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highest HR among the stroke subtypes, followed by
ntracerebral hemorrhage and cerebral infarction. A tendency
toward a higher HR for abdominal aortic aneurysm was also
observed among females. COPD had the highest HR among
respiratory and digestive diseases. For total tobacco-related
diseases and all CVDs, the HRs of former smokers were
smaller than those of current smokers. The HRs of former
smokers (vs. never-smokers) were similar to, or higher than,
those of current smokers for many other diseases and all-cause
mortality.

PAF of Disease-specific Mortality Due to Smoking
Figure | shows the male age-adjusted, disease-specific PAFs
of current, former, and ever-smoking. After age-adjustment,
28% of the all-cause mortality was attributable to ever-
smoking among males. For all cancers, the corresponding
PAF was up to 40%. When divided into tobacco-related
cancer sites, the larynx, urinary tract, and lung had PAFs of
nearly 70%. The PAFs for the esophagus and the lip/oral
cavity/pharynx were also greater than 50%, whereas those for
the other sites ranged from 25% to 40%. The PAF for all
CVDs was approximately 20%, which was smaller than that
for all cancers. Among the CVDs, [HD, subarachnoid
hemorrhage, and aortic aneurysm had PAFs of over 40%,
whereas total stroke and its subtypes other than subarachnoid
hemorrhage had PAFs of approximately 10%. The PAFs for
all respiratory diseases and all digestive system diseases were
approximately 20% and 40%, respectively. COPD and peptic
ulcer had PAFs of over 60%.

Figure 2 shows the female age-adjusted, disease-specific
PAFs of current, former, and ever-smoking. After age-
adjustment, 7% of the all-cause mortality was attributable to
ever-smoking among females, which was a considerably
smaller proportion than that for males. For all cancers, the
corresponding PAF was also approximately 5%. When divided
into tobacco-related cancer sites, the lung had a relatively
large PAF (20%), whereas the PAFs for the other sites were
approximately 10% or less. The PAF for all CVDs was slightly
larger than that for all cancers, but was less than 10%. As was
the case among males, IHD, subarachnoid hemorrhage, and
aortic aneurysm in females had relatively large PAFs (10-
30%). The PAFs for all respiratory diseases and all digestive
system diseases were 5% and 10%, respectively. COPD had a
relatively large PAF of approximately 15%.

The PAF of ever-smoking for all-cause mortality, calculated
by summing the disease-specific PAFs for tobacco-related
diseases, was 19% for males and 4% for females. These values
were smaller than those directly calculated from the relative
nsk of all-cause mortality (28% for males and 7% for females;
Appendix).

Smoking-attributable Deaths and Diseases in Japan

Of the 1,083,796 total deaths in Japan in 2005 (584,970 males
and 498,826 females),?! 163,000 (95% CI: 147,000-178,000)

J Epidemiol 2008; 18(6) 251-264

male deaths and 33,000 (95% CI: 29,000-38,000) female
deaths were estimated to have been caused by smoking, based
on the PAF estimates calculated from the relative risk of all-
cause mortality. In contrast, summing the disease-specific
smoking-attributable deaths yielded smaller estimates;
approximately 112,000 (95% CI: 93,000-130,000) male
deaths and 19,000 (95% CI: 15,000-21,000) female deaths
annually were estimated to have been caused by smoking,

Figure 3 shows the disease distribution of the latter set of
estimates for smoking-attributable deaths. For males, cancer
accounted for approximately 60% of the total smoking-
attributable deaths, which was more than double the sum of
deaths due to IHD and stroke. Lung cancer accounted for the
largest percentage of male smoking-attributable deaths,
followed by IHD, liver cancer, stomach cancer, upper
aerodigestive (lip, oral cavity, pharynx, or esophagus) cancer,
stroke, and COPD. In contrast, for females, IHD and stroke
were the leading causes of smoking-attributable deaths,
accounting for approximately 50%, whereas cancer
accounted for approximately 30%. Lung cancer was the third
leading cause, followed by pncumonia, pancreatic cancer,
liver cancer, and stomach cancer.

DISCUSSION

The present study analyzed pooled data from three large-scale
prospective cohort studies in Japan and estimated the all-
cause and disease-specific mortality attributable to smoking.
Compared with the results of the historical Hirayama large-
scale cohort smdy.I3 the estimated age-adjusted relative risks
(current smokers vs. never-smokers) in the present study were
higher for all-cause mortality [1.6 vs. 1.3 (90% CI: 1.3-1.3)
for males, and 1.8 vs. 1.3 (90% CI: 1.3-1.4) for females], for
all cancers [2.0 vs. 1.7 (90% CI: 1,6-1.8) for males, and 1.6
vs. 1.3 (90% CI: 1.2-1.4) for females], for IHD [2.2 vs. 1.7
(90% CI: 1.6-1.9) for males, and 3.0 vs. 1.9 (90% CI: 1.7-2.1)
for females], for stroke [1.3 vs. 1.1 (90% CI: 1.0-1.1) for
males, and 1.8 vs. 1.2 (90% CI: 1.1-1.3) for females]. A
possible explanation for the higher relative risks observed in
the present study is the increase in exposure levels that has
occurred subsequent to the Hirayama study (the baseline
survey was carried out in 1965 for the Hirayama study and
around 1990 for the present study). The proportion of current
smokers who smoked 20 cigarettes per day or more was
larger in the present study than in the Hirayama study (71.5%
vs. 41.6% for males and 34.3% vs. 8.4% for females,
calculated on a person-year basis). Conversely, the proportion
who smoked less than 10 cigarettes per day was smaller in the
present study than in the Hirayama study (4.7% vs. 10.6% for
males and 22.2% vs. 50.6% for females, calculated on a
person-year basis). When we compared age at smoking
initiation, the proportion of current smokers who started
smoking at 19 years of age or earlier was larger in the present
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Figure 1. Population attributable fraction of disease-specific mortality due to smoking for males.

* Tobacco-related diseases selected from the Surgeon General's Report of 2004 and the IARC Mnnolgvrapn volume 83.

1: The population attributable fraction was calculated by summing the attributable fractions estimated for each tobacco-related disease (*).
The percentage shown at the right-hand end of each bar is the population attributable fraction of ever-smoking

See Appendix for the values of the point estimates and confidence intervals.
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Figure 3. Estimated annual number of smoking-attributable deaths and disease distribution in Japan, for males and

females.

The shaded areas represent cancers, m ﬂal:lggrqr areas represent cardiovascular diseases, the light gray areas represent respiratory diseases,

and the white areas t other

UAD tract: upper a
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study than in the Hirayama study (26.1% vs. 11.9% for males
and 7.0% vs. 3.6% for females, calculated based on a person-
year basis). Regarding the smoking exposure level for the
whole Japanese population, the cigarette consumption per
capita among individuals aged 15 years or older increased
rapidly from the 1950s to the 1980s,%2 whereas the smoking
prevalence among males decreased during the same period, 2
suggesting that the number of cigarettes smoked per smoker
per day increased during this period. In Japan, the use of
filtered cigarettes spread rapidly, and these cigarettes replaced
non-filtered cigarettes in the 1960s. The baseline survey for
the Hirayama study was carried out in 1965, which was in the
middle of this period of change, whereas our baseline survey
period (around 1990) occurred long after the completion of
the shift to filtered cigarettes, In this sense, the smokers in the
present study were considered to have been exposed to less
harmful mainstream tobacco smoke than those in the
Hirayama study. Previous systematic review reports on the
health effects of smoking concluded that there was only a
small reduction in lung cancer risk associated with changes in
cigarette type,'! and only a weak relationship between the
cigarette type and coronary heart disease risk.'> The HRs of
these diseases in the present study were similar to or higher
than those in the Hirayama study, and the HRs for the major
disease groups, such as all causes, all cancers, and all CVDs,
were also higher in the present study. Thus, the shift to

filtered cigarettes does not appear to have been influential as
far as each of these diseases or the disease groups as a whole
are concerned.

One exception regarding the differences between the
results of the present study and the Hirayama study is
laryngeal cancer. The HR of male current smokers for
laryngeal cancer was considerably lower in the present study
[5.5 vs. 32.5 (90% CI: 8.7-121.9)]. A possible explanation for
this finding is the shift from non-filtered to filtered cigarettes,
as mentioned above. Although evidence is lacking, case-
control studies conducted in the United States and in several
European countries have reported that the use of filters
reduced the laryngeal cancer risk by 50%.2426 One study
suggested that the risk reduction produced by filter usage was
larger for laryngeal cancer than for lung cancer,”® which is
consistent with the marked difference between our results and
the Hirayama results for laryngeal cancer, but not for lung
cancer. An improvement in the prognosis is another
possibility. According to a report based on data from a
population-based cancer registry in Osaka, Japan, the S-year
relative survival rate for male laryngeal cancer diagnosed in
1975-1977 was 62.1% compared with 80.0% for that
diagnosed in 1987-1989.%7 However, an improvement in
survival is common to the cancers of many other sites (e.g.,
23.5% to 35.2% for all sites, 22.4% to 38.2% for the pharynx,
and 6.0% to 11.7% for the lung).

J Epidemiol 2008; 18(6) 251-264
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The prevalence of current smoking in the present study was
lower than that reported in the Hirayama study,'* [males:
54.4% vs. 74.5% (daily); females: 8.1% vs. 9.7% (daily)].
The prevalence of current smokers in the Hirayama study
(carried out in 1965, when there were fewer former smokers)
was comparable to the prevalence of ever-smokers in the
present study (males: 79.5%; females: 10.5%, from the 1980s
to the early 1990s). When we compared the estimate of the
PAF of ever-smoking for all-cause mortality in the present
study with the Hirayama results (current smoking only), the
former was larger both for males (27.8% vs. 17.5%) and for
females (6.7% vs. 4.4%). Considering the comparable
prevalence of ever-smoking in the present study and current
smoking in the Hirayama study, the larger PAFs in the present
study would appear to be due to the higher relative risks.
Indeed, the relative risks for ever-smokers for all-cause
mortality in the present study (vs. never-smokers) were
higher than the relative risks for current smokers in the
Hirayama study (1.5 vs. 1.3 for males and 1.7 vs. 1.3 for
females).

Compared with the annual smoking-attributable mortality
in the US from 1997 to 2001,' our estimates of the male
disease-specific PAFs of smoking were smaller for cancers of
the lip/oral cavity/pharynx (52.0% vs. 74.1%) and the lung
(69.2% vs. 87.9%), for pneumonia (9.4% vs. 22.5%), and for
COPD (60.3% vs. over 80%), while our estimate was larger
for IHD (44.1% vs. 20.8%). Note that the PAFs in the US
were calculated from the numbers of deaths, excluding those
from passive smoking. When we compared our estimated
relative risks with the results of the CPS-I1,?® upon which the
PAF for the US were based, the relative risks for male current
smokers (vs. never-smokers) estimated in the present study
were lower for all causes [1.6 vs, 2.3 (95% CI: 2.3-2.4)], lung
cancer [4.8 vs. 23.2 (95% CI 19.3-27.9)], stroke [1.3 vs. 1.9
(95% CI: 1.6-2.2)], and COPD (3.1 vs. 11.7 (95% CI: 9.1-
15.0)]. Given that the prevalence of current smokers among
adult males is considerably higher in Japan than in the US
(52.8% vs. 25.7%%), the smaller PAFs of smoking in the
present study were considered to be due to these lower
relative risks. In contrast, the relative risks for male current
smokers for IHD were similar in the two studies [2.2 vs. 1.9
(1.8: 2.0)]. Thus, the larger male PAF of smoking for IHD
recorded in the present study is considered to be due to the
higher prevalence of smoking among Japanese males. For
females, our estimate of the PAF of smoking was smaller than
the US estimates' for many diseases, including lung cancer
(19.8% vs. 70.9%), stroke (6.2% vs. 8.7%), and COPD
(15.6% vs. over 70%). The relative risks for female current
smokers were lower in the present study than in the cps-11%8
for all causes [1.8 vs, 1.9 (95% CI: 1.9-2.0)], lung cancer [3.9
vs. 12.8 (95% CI 11.3-14.7)], and COPD [3.6 vs. 12.8 (95%
Cl1 10.4-15.9)], whercas those for stroke were similar [1.8 vs.
1.8 (95% CI: 1.6-2.1)]. The prevalence of female current
smokers is considerably lower in Japan than in the US (13.4%

J Epidemiol 2008; 18(6) 251-264

vs. 21.5%2%). Thus, the lower PAFs of smoking in Japanese
females for lung cancer and COPD are considered to be due
to both the lower relative risks and the lower prevalence of
smokers. In the case of stroke, the lower PAF was thought to
be due to the lower smoking prevalence.

The lower relative risks associated with smoking for
Japanese populations compared with those for Western
populations have been well documented by previous studies
for all causes,3? total cancers,’ and lung cancer.!3122 A
commonly proposed reason for this finding is the lower
exposure level among Japanese smokers.!532 However, the
difference in relative risks is reported to remain even after
adjustment for duration of smoking and daily cigarette
consumption,'® or stratification by dose of exposure '~
Other proposed reasons include the possibility of a higher
level of passive smoking in Japan (i.e., a higher risk for non-
smokers), the misclassification of former smokers as never-
smokers (causing an apparent increase in the risk to non-
smokers) and a lower genetic susceptibility to tobacco smoke
among the Japanese. It is also possible that COPD tends to be
underreported as a cause of death on death certificates.

There are several limitations to the present study that could
have been potential sources of uncertainty in the estimation of
the fraction and the number of smoking-attributable deaths.
First, the smoking prevalence used for the estimation of the
PAFs was obtained from our cohort data, the baseline survey
for which was conducted from the 1980s to the early 1990s.
The reason for using cohort data was the need to obtain the
prevalence among those who died of a given cause of death.2¢
There have been recent changes in the prevalence of smoking
in Japan, and a decreasing trend for males is becoming
evident. Although the pooled smoking prevalence in the
present study was comparable to the national representative
adult prevalence around the year 1990 (e.g., 53.1% for males
and 9.7% for females in 1990),* recent corresponding values
were lower for males and higher for females (43.3% for males
and 12.0% for females in 20[)4).'“ On the basis of the national
representative smoking prevalence data in 2004 and the
relative nisks for all-cause mortality in the present study, the
PAF of ever-smoking was 25.2% for males and 11.0% for
females. The corresponding value based on the prevalence
data in the present study (i.e., the prevalence among all
participants, not among those who died) was 29.1% for males
and 7.2% for females. Thus, the PAFs of smoking in recent
calendar years for the Japanese population are probably
smaller for males and larger for females, as compared with
our estimates,

The information on the smoking status of our participants
was collected only at the baseline. Smoking cessation or
initiation during the follow-up period might have led to an
underestimation of the relative risks of current or former
smokers and, conversely, smoking re-initiation during the
follow-up period might have caused an overestimation of the
relative risk of former smokers. A Japanese cohort study that
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examined smoking status 5 years after the baseline survey
demonstrated that the shift from current to former smokers
was considerably more frequent than either the shift from
never-smokers to current smokers or the shift from former to
current smokers®® This suggests the possibility of
underestimating the relative risks of current smokers.
However, our relative risk estimate of male current smokers
for lung cancer was similar to that obtained by pooling the
data from Japanese case-control studies,*® which implies that
the possible change in smoking status had only a limited
influence, at least on the lung cancer relative risks. It remains
possible that the relative risks of current smokers were
underestimated for diseases with a nsk that decreases more
rapidly after smoking cessation compared to lung cancer.

We excluded participants with unknown smoking status
(5% of males and 12% of females). In our preliminary
analysis, we calculated the lung cancer mortality rate among
participants with unknown smoking status; the value was
found 1o be similar to the mortality rate among curment
smokers for males, whereas for females it was between the
mortality rates of former smokers and never-smokers. If the
other risk factors of lung cancer were evenly distributed, it
can be assumed that most of the males with unknown
smoking status were actually smokers, whereas the females
with unknown smoking status were not strongly biased
toward smokers or never-smokers. Thus, the prevalence of
male smokers could have been underestimated by the
selective exclusion of smokers. However, the extent of this
effect was considered to be small since the proportion of male
participants  with unknown smoking status was
correspondingly small.

Since the relative risks estimated in the present study were
adjusted only for age, other potential confounding factors
might have influenced our results. One such possible
confounding factor was cohort, although this might have been
negligible because the HRs adjusted for age and cohort did
not differ from those adjusted only for age [e.g., the age- and
cohort-adjusted HR of lung cancer for current smokers was
4.8 (95% CI: 3.9-5.9) for males and 3.8 (95% CI: 3.0-4.9) for
females]. Our relative risk and PAF estimates for a specific
disease might have been overestimated if its nisk factors were
positively correlated with smoking (i.e., alcohol consumption
for esophageal cancer). For several disease groups, the age-
adjusted relative risks of current smokers (vs. never-smokers)
have been reported to be slightly higher than the multivariate
adjusted values (i.e., all causes. 530 stomach cancer,?? and
stroke!®?®)  suggesting the existence of risk factors
associated with smoking. In contrast, it is possible that the list
of tobacco-related diseases might overlook non-established
smoking-attributable diseases or disease sub-categories.
Thus, our PAF estimates of all-cause mortality calculated
using the relative risk of all-cause mortality itself [ie,
equation (1) in the Methods section] might have included
overestimates, whereas the PAF calculated by summing the

disease-specific PAFs [i.e., equation (2)] might have included
underestimates.

For diseases with a relatively long duration (i.e., a time lag
from incidence to death), high HRs in former smokers could
be due to the “ill-quitter” effect; that is, those individuals who
developed these diseases might have quit smoking because of
the illness. We analyzed our data excluding deaths within 5
years of follow-up and confirmed that there was no major
change in the relative risks of former smokers.

The sample sizes were small for relatively rare diseases,
particularly among females. We either could not estimate
HRs, or the estimated HRs had a wide Cl, for female
mortality from cancers in the lip/oral cavity/pharynx,
esophagus, larynx, and kidney (except renal pelvis), myeloid
leukemia, abdominal aortic aneurysm, COPD, and peptic
ulcer. However, since these causes of death accounted for a
small proportion of the total number of deaths observed in the
present study (2% of the total female deaths), we consider the
instability of the HRs to have had only a weak influence on
our estimates of the disease distribution of smoking-
attributable deaths.

Regarding the generalizability of our PAF estimates, some
of the participants in the present study were recruited not
from the general population but rather from those undergoing
health check-ups (Table 1). Health check-up examinees might
have different relative risks to those of the general population
to which they belong. For example, a previous study using the
JPHC cohort examined the differences in relative risks
between health check-up examinees and the entire cohort, and
revealed that the relative risk of all-cause mortality for
current smokers (vs. never-smokers) was 24% higher for
health check-up examinees.’ These types of difference might
have influenced our relative risk estimates.

Another issue regarding generalizability is age. The age
distribution of participants in the present study was slightly
different to that of the Japanese population as a whole.
Compared with the Japanese population aged 40-79 years in
1983-1994, the proportion of those aged 70-79 years was
smaller among the participants in the present study (7.5% vs.
10.9% for males and 8.0% vs. 14.4% for females). Generally,
the prevalence of current smokers was lower among the
group aged 70-79 years than among the younger age groups.
We used the age-pooled smoking prevalence to calculate the
PAFs, which might have led to the inclusion of slight
overestimations,

The reason for the small proportion of individuals aged 70-
79 years among the participants in the present study was that
this age group was only covered by the 3-pref and JACC
cohorts. We analyzed the differences between the groups of
cohorts with and without this age group (3-pref + JACC vs.
JPHC-I + JPHC-II) in terms of the age-adjusted HR of the
current smokers (vs. never-smokers) for all-cause mortality,
limiting to the common baseline age groups (40-59 years
old). The calculated HRs were similar [males: 1.8 (95% CL:
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1.6-2.0) for 3-pref + JACC, 1.8 (95% CI: 1.6-2.0) for JPHC-I
+ JPHC-II; females: 1.9 (95% CI: 1.6-2.2) for 3-pref + JACC,
1.8 (95% CI: 1.5-2.1) for JPHC-I + JPHC-II]. The prevalence
of current smokers in the two groups of cohorts was not
widely different (males: 58.8% for 3-pref + JACC, 54.5% for
JPHC-I + JPHC-II; females: 8.8% for 3-pref + JACC, 8.2%
for JPHC-I + JPHC-II). Therefore, the influence of using
partial data for the group aged 70-79 years was considered to
be small.

The generalizability of our PAF estimates to the age groups
that were not covered by the present study (i.e., those under
40 or over 79 years old) is limited. We estimated the number
of deaths attributable to smoking using the all-age number of
deaths in Japan. In this calculation, the influence of the group
aged under 40 years was negligible because it accounted for
only a small part of the all-age mortality in Japan (2.6% in
2005). The group aged over 79 years was partly covered by
the present study in terms of attained age since the follow-up
period was on average 10 years, According o a previous
study that used the same dataset employed in the present
study, the all-cause mortality rate ratios of current smokers
vs. never-smokers were similar for the groups aged 40-69
years and 70 years or older (calculated using the attained
age).‘o The smoking prevalence among those aged 70-79
years in the present study was not notably different to the
national data for those aged 70 years or older (42.5% vs.
38.8% for males and 8.5% vs. 7.2% for females).*? Thus, we
believe that approximating the number of smoking-
attributable deaths for all ages based on our PAF estimates is
a valid approach.

In conclusion, we used the pooled data from three large-
scale cohort studies in Japan to demonstrate that the estimated
smoking-attnibutable fraction of all-cause mortality among
individuals aged 40-79 years was 27.8% for males and 6.7%
for females. The corresponding values calculated by
summing the disease-specific smoking-attributable fractions
were 19.1% for males and 3.6% for females. These results
confirmed that the health burden of smoking is still large
among Japanese males. Considering the high prevalence of
male current smokers and the increasing prevalence of young
female current smokers, effective tobacco controls and
quantitative assessments of the health burden of smoking
should be continuously implemented in Japan.

ACKNOWLEDGMENT

This work was supported by Grants-in-aid for the
Comprehensive Research on Cardiovascular Diseases, for
Cancer Research, and for the Third-Term Comprehensive
Ten-Year Strategy for Cancer Control from the Ministry of
Health, Labour and Welfare, Japan, and also by Grants-in-aid
for Scientific Research on Priority Areas from the Ministry of
Education, Culture, Sports, Science and Technology of Japan.

The authors sincerely thank the members and coworkers of
the Japan Public Health Center-Based Prospective Study
Group, the Three-Prefecture Cohort Study Group, and the
Japan Collaborative Cohort Study Group.

REFERENCES

1. Centers for Disease Control and Prevention (CDC). Annual
smoking-attributable mortality, years of potenual life lost, and
productivity losses-United States, 1997-2001. Morb Mortal
Wkly Rep 2005;54:625-8.

2. Lam TH, He Y, Li LS, Li LS, He SF, Liang BQ. Mortality
attributable to cigarette smoking in China. JAMA
1997;278:1505-8,

3. Makomaski Illing EM, Kaiserman MJ. Mortality attributable to
tobacco use in Canada and its regions, 1998. Can J Public Health
2004,95:38-44.

4, Neubauer S, Welte R, Beiche A, Koenig HH, Buesch K, Leidl R.
Montality, morbidity and costs attributable to smoking in
Germany: update and a 10-year comparison. Tob Control
2006;15:464-71.

5. Wen CP, Tsai SP, Chen CJ, Cheng TY, Tsai MC, Levy DT.
Smoking attributable mortality for Taiwan and its projection to
2020 under different smoking scenarios. Tob Control 2005;14
Suppl 1:176-80.

6. Hara M, Sobue T, Sasaki S, Tsugane S. Smoking and risk of
premature death among middle-aged Japanese: ten-year follow-
up of the Japan Public Health Center-based prospective study on
cancer and cardiovascular diseases (JFHC Study) cohort 1. Jpn J
Cancer Res 2002;93:6-14.

7. Inoue M, Hanaoka T, Sasazuki S, Sobue T, Tsugane S. Impact of
tobacco smoking on subsequent cancer risk among middle-aged
Japanese men and women: data from a large-scale population-
based cohort study in Japan-the JPHC study. Prev Med
2004,38:516-22.

8. Ando M, Wakai K, Seki N, Tamakoshi A, Suzuki K, Ito Y, et al.
Attributable and absolute risk of lung cancer death by smoking
status: findings from the Japan Collaborative Cohort Study. Int J
Cancer 2003;105:249-54.

9. Lin Y, Tamakoshi A, Ka T, Inaba Y, Kikuchi S,
Motohashi Y, et al. A prospective cohort study of cigarette
smoking and pancreatic cancer in Japan. Cancer Causes Control
2002;13:249-54.

10. Iso H, Date C, Yamamoto A, Toyoshima H, Watanabe Y,
Kikuchi S, et al. Smoking cessation and mortality from
cardiovascular disease among Japanese men and women: the
JACC Study. Am J Epidemiol 2005;161:170-9.

11, Tobacco smoke and involuntary smoking. Lyon: World Health
Organization International Agency for Research on Cancer;
2002.

12. The health consequences of smoking: A report of the surgeon
general, U. S. Public Health Service; 2004,

13. Hirayama T. Life-Style and Montality: A Large-Scale Census-
Based Cohort Study in Japan. Tokyo: KARGER; 1990.

14. Tsugane S, Sobue T. Baseline survey of JPHC study-design and
participation rate. Japan Public Health Center-based Prospective
Study on Cancer and Cardiovascular Diseases. J Epidemiol

- J Epidemiol 2008; 18(6) 251-264




20.

2L

22,

23,

24,

25.

26.

27.

. Miettinen OS. Proportion of di

Smoking-atiributable Mortality in Japan

2001,11:524-9,
Marugame T, Sobue T, Satoh H, Komatsu S, Nishino Y,
Nakatsuka H, et al. Lung cancer death rates by smoking status:
comparison of the Three-Prefecture Cohort study in Japan to the
Cancer Prevention Study IT in the USA. Cancer Sci
2005,96:120-6.

. Ohno Y, Tamakoshi A. Japan collaborative cohort study for

evaluation of cancer risk sponsored by Monbusho (JACC study).
J Epidemiol 2001;11:144-50.

. Tamakoshi A, Yoshimura T, Inaba Y, Ito Y, Watanabe Y, Fukuda

K, et al. Profile of the JACC swdy. J Epidemiol 2005;15 Suppl
1:54-8.

. Wakai K, Marugame T, Kuriyama S, Sobue T, Tamakoshi A,

Satoh H, et al. Decrease in risk of lung cancer death in Japanese
men after smoking cessation by age at quitting: pooled analysis
of three large-scale cohort studies, Cancer Sci 2007;98:584-9.

d or pr i by a
given exposure, trait or intervention. Am J Epidemiol
1974,99:325-32,

Greenland S. Re: “Confidence limits made easy: interval
estimation using a substitution method”. Am J Epidemiol
1999;149:884; author reply 885-6.

Vital Statistics of Japan, 2005: The Ministry of Health, Labour
and Welfare, Japan.

Tominaga S. Smoking and cancer patterns and trends in Japan.
In: Zaridze D, Peto R, editors. Tobacco: a major international
health hazard, Lyon: 1ARC; 1986,

Marugame T, Kamo K, Sobue T, Akiba S, Mizuno S, Satoh H, et
al. Trends in smoking by birth cohoris born between 1900 and
1977 in Japan. Prev Med 2006;42:120-7.

Falk RT, Pickle LW, Brown LM, Mason TJ, Buffler PA,
Fraumeni JF Jr. Effect of smoking and alcohol consumption on
laryngeal cancer nisk in coastal Texas. Cancer Res
1989;49:4024-9.

Tuyns AJ, Esteve J, Raymond L, Berrino F, Benhamou E,
Blanchet F, et al. Cancer of the larynx/hypopharynx, tobacco
and alcohol: IARC international case-control study in Turin and
Varese (ltaly), Zaragoza and Navarra (Spain), Geneva
(Switzerland) and Calvados (France). Int J Cancer 1988;41:483-
91.

Wynder EL, Stellman SD. Impact of long-term filter cigarete
usage on lung and larynx cancer risk: a case-control study. J Natl
Cancer Inst 1979,62:471-7,

Survival of Cancer Patients in Osaka 1975-89. Tokyo: Shinohara
Publishing, Inc.; 1998,

J Epidemiol 2008; 18(6) 251-264

28,

29.

30.

3l

32.

33.

34,

a5;

36,

31

38.

39.

40,

167

Thun MJ, Day-Lally C, Myers DG, Calle EE, Flanders WD, Zhu
BP, et al Trends in tobacco smoking and mortality from
cigarette use in Cancer Prevention Studies [ (1959-1965) and 11
{1982-1988). National Cancer Institute, Smoking and Tobacco
Control, Monograph 8. Washington, DC: NIH Publication;
1997. p. 305-382.

The Tobacco Atlas: World Health Organization; 2002,

Hozawa A, Ohkubo T, Yamaguchi J, Ugajin T, Koizumi Y,
Nishino Y, et al. Cigarette smoking and mortality in Japan: the
Miyagi Cohort Study. J Epidemiol 2004;14 Suppl! 1:812-7.
Haiman CA, Stram DO, Wilkens LR, Pike MC, Kolonel LN,
Henderson BE, et al. Ethnic and racial differences in the
smoking-related risk of lung cancer. N Engl J Med
2006,354:333-42.

Sobue T, Yamamoto S, Hara M, Sasazuki S, Sasaki S, Tsugane
S. Cigarette smoking and subsequent risk of lung cancer by
gic type in middle-aged Japanese men and women: the
JPHC study. Int J Cancer 2002;99:245-51.

The National Health and Nutrition Survey in Japan 1990. Tokyo:
Dai-ichi-Shuppan Publishing; 1992,

The National Health and Nutrition Survey in Japan 2004, Tokyo:
Dai-ichi-Shuppan Publishing; 2006.

Kawado M, Suzuki S, Hashimoto S, Tokudome S, Yoshimura T,
Tamakoshi A. Smoking and drinking habits five years after
baseline in the JACC study. J Epidemiol 2005;15 Suppl 1:556-
66.

Wakai K, Inoue M, Mizoue T, Tanaka K, Tsuji I, Nagata C, etal.
Tobacce smoking and lung cancer nisk: an evaluation based on a
systematic review of cpidemiological evidence among the
Japanese population. Jpn J Clin Oncol 2006;36:309-24.

Fujino Y, Mizoue T, Tokui N, Kikuchi S, Hoshiyama Y,
Toyoshima H, et al Cigarette smoking and mortality due to
stomach cancer: findings from the JACC Study. ] Epidemiol
2005;15 Suppl 2:5113-9.

Mannami T, Iso H, Baba 8, Sasaki S, Okada K, Konishi M, etal.
Cigarette smoking and risk of stroke and its subtypes among
middle-aged Japanese men and women: the JPHC Study Cohort
I. Stroke 2004;35:1248-53,

Iwasaki M, Yamamoto S, Otani T, Inoue M, Hanaoka T, Scbue
T, et al. Generalizability of relative risk estimates from a well-
defined population to a general population, Eur J Epidemiol
2006;21:253-62,

Dzasa K, Katanoda K, Tamakoshi A, Sato H, Tajima K, Suzuki
T, et al. Reduced life expectancy due to smoking in large-scale
cohort studies in Japan. J Epidemiol 2008;18:111-8.




