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Table 2. Baseline characteristics by BMI® category in 7274 men aged 65-79 years

BMI (kg/m?)
P value®
<18.5 18.5-20.9 21.0-229 23.0-24.9 25.0-274 27.5-299 230.0
No. of subjects 422 1518 2026 1805 1089 310 104
Mean age (years) (SD?) 715(4.2) 704 (4.2) 702(4.0) 69.9(4.0) 69.6(3.9) 695(3.8) 69.9(4.3) <0.0001
Mean weight (kg) (SD) 47.1(49) 52.0(44) 565(47) 616(50) 66.7(54) 724(65) 81.0(21.6) <0.0001
Mean height (cm) (SD) 164.5 (8.0) -161.1 (6.4) 160.1 (6.5) 160.4 (6.3) 159.9 (6.2) 159.6 (7.2) 153.8 (13.7) <0.0001
Mean BMI (kg/m?) (SD) 174 (1.0) 20.0(0.7) 22.0(0.6) 239(0.6) 26.0(0.7) 284(06) 34.3(8.1) <0.0001
Weight change since age 20 years (%)
=~10.0kg 55.0 29.9 135 6.9 3.1 3.1 4.0 <0.0001
-9.9 to -5.0kg 289 371 30.5 16.6 8.4 59 5.0
-4.9 to +4.9kg 15.4 299 436 43.0 26.1 13.8 12.0
+5.0 to +9.9kg 0.8 2.3 9.7 22.1 29.1 19.3 8.0
2+10.0kg 0.0 0.8 2.7 114 334 57.9 71.0
Education (%)
Junior high school or less 69.4 73.9 754 721 73.2 72.9 69.6 0.0107
High school 20.9 19.4 18.5 19.2 20.9 224 24.5
College/university or higher 9.8 6.7 6.1 8.8 6.0 47 5.9
Marital status (%)
Married 89.8 90.3 90.0 89.2 91.7 914 89.6 NS
Unmarried 10.2 9.7 10.0 10.9 8.3 8.6 104
Smoking status (%)
Never smoker 12.7 14.0 14.6 18.5 18.6 23.4 29.4 <0.0001
Past smoker 327 31.7 349 38.9 43.1 423 35.9
Current smoker, 1-19 cigarettes/day 348 30.7 29.2 245 21.0 15.7 18.5
Current smoker, 220 cigarettes/day 19.8 23.6 214 18.1 17.3 18.5 16.3
Alcohol drinking (%)
Never drinker 213 19.3 19.9 19.2 18.4 20.1 20.8 <0.0001
Past drinker 24.0 18.1 15.0 14.0 14.9 12.3 18.8
Current drinker 54.8 62.6 65.1 66.7 66.7 67.6 60.4
Time spent walking (%)
21 hour/day 36.9 471 46.0 43.0 37.6 4.7 34.8 <0.0001
<1 hour/day 63.1 52.9 54.0 57.0 62.4 58.3 65.2
Sports and physical exercise (%)
25 hours/week 16.2 15.4 17.0 17.4 15.3 15.4 10.7 NS
34 hours/week 9.2 9.8 10.4 10.4 114 8.8 71
1-2 hours/week 14.8 17.0 18.9 17.6 204 24.2 26.2
<1 hour/week 59.9 57.9 53.7 54.5 52.9 51.7 56.0
History of hypertension (%)
Yes 216 27.8 328 38.2 433 48.4 52.9 <0.0001
No 784 72.2 67.2 61.8 56.7 51.6 47.1
History of diabetes (%)
Yes 6.2 6.7 9.2 9.7 9.7 12.9 1.5 0.0010
No 93.8 93.3 90.8 90.3 90.3 87.1 88.5
History of kidney disease (%)
Yes 5.0 4.0 34 45 35 2.9 39 NS
No 95.0 96.1 96.6 955 96.5 97.1 96.2
History of liver disease (%)
Yes 8.3 7.7 5.8 5.7 6.5 74 1.5 0.0284
No 91.7 9233 94.2 94.4 93.5 92.6 88.5

3BMI, body mass index; SD, standard deviation; NS, not significant.

bp values were calculated by using the chi-square test (for categorical variables) or ANOVA (for continuous variables).

We considered several important confounding factors:
cigarette smoking, alcohol consumption, and physical
activity are major confounding factors associated with both
BMI and mortality.!1>1718 We also considered education level
and marital status as potential confounding factors, as in past
studies.!>467%1L17 Furthermore, the presence of subclinical
disease or a history of illness could induce weight loss and
increase the risk of death ! #8%ILI4ISITI8 T4 eliminate any
effect of medical history, we excluded participants with a
history of cancer, myocardial infarction, or stroke, and adjusted
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for weight change since age 20 years, history of kidney
disease, and history of liver disease, in multivariate analysis.

Multivariate adjustment attenuated the HR estimates
associated with a BMI of 27.5-29.9 or >30.0kg/m? in
women, but not in men. No single covariate resulted in
significant attenuation, although an increase in body weight of
5 kg or more since age 20 years, current drinking, and >1 hour
physical activity per week attenuated hazard ratios. In
contrast, a decrease in body weight of 5kg or less since age
20 years, past drinking, being unmarried, <1 hour spent
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Table 3. Baseline characteristics by BMI® category in 14457 women aged 40-64 years

BMI (kg/m?)
P value®
<185 18.5-20.9 21.0-22.9 23.0-249 25.0-274 27.5-29.9 230.0
No. of subjects 425 2135 3521 3770 2890 1227 489
Mean age (years) (SD?) 541 (7.7) 535(7.7) 539(75) 54.4(7.2) 55669 554(6.8) 54.9(7.0) <0.0001
Mean weight (kg) (SD) 42.1(4.1) 473(3.7) 514(3.7) 559(4.0) 604(44) 656(4.9) 73.0(11.0) <0.0001
Mean height (cm) (SD) 154.8 (7.7) 153.6 (54) 152.7 (5.2) 152.6 (5.2) 152.0(5.2) 151.5(5.5) 149.6 (8.6) <0.0001
Mean BMI (kg/m?) (SD) 17.5(0.9) 20.0(0.7) 22.0(0.6) 24.0(0.6) 26.1(0.7) 285(0.7) 32.6(4.6) <0.0001
Weight change since age 20 years (%)
<-10.0kg 19.1 8.2 32 1.2 04 0.9 0.9 <0.0001
-9.9 to -5.0kg 31.4 225 14.0 5.6 2.6 1.3 15
-4.9 to +4.9kg 46.8 58.6 527 35.6 15.0 7.1 4.3
+5.0 to +9.9kg 22 95 24.3 36.9 33.7 174 6.1
2+10.0kg 0.5 1.3 5.8 20.8 48.3 734 87.2
Education (%)
Junior high school or less 49.4 42.8 45.7 49.2 55.1 58.8 63.9 <0.0001
High school 40.2 45.0 433 416 37.8 341 311
College/university or higher 10.4 12.2 11.0 9.3 7.0 71 5.0
Marital status (%)
Married 74.4 81.7 83.6 84.8 84.1 84.1 81.1 <0.0001
Unmarried 25.6 18.3 16.4 15.2 15.9 15.9 18.9
Smoking status (%)
Never smoker 79.4 82.8 88.8 90.1 89.1 88.0 87.9 <0.0001
Past smoker 23 2.5 1.8 20 2.3 24 2.1
Current smoker, 1-19 cigarettes/day 12.4 9.6 6.4 5.3 6.2 5.7 51
Current smoker, 220 cigarettes/day 5.9 5.1 3.0 2.6 25 3.8 49
Alcohol drinking (%)
Never drinker 66.9 64.7 68.4 68.0 68.2 69.2 64.8 0.0002
Past drinker 6.4 5.1 34 3.6 4.4 5.6 8.5
Current drinker 26.7 30.2 28.3 28.3 27.4 252 26.7
Time spent walking (%)
21 hour/day 41.0 475 46.8 479 452 39.9 394 <0.0001
<1 hour/day 59.0 52.5 53.2 52.1 54.8 60.1 60.6
Sports and physical exercise (%)
25 hours/iweek 3.6 35 44 3.7 3.9 3.0 3.6 N2
34 hours/week 4.1 4.3 4.9 5.1 5.1 45 34
1-2 hours/week 14.0 14.6 14.1 14.7 16.4 14.7 1.7
<1 hour/week 78.4 776 76.6 76.5 74.6 77.8 81.4
History of hypertension (%)
Yes 10.6 11.0 15.2 20.7 28.8 35.6 41.3 <0.0001
No 89.4 89.0 84.8 79.3 71.2 64.4 58.7
History of diabetes (%)
Yes 3.3 34 3.2 35 45 45 6.1 0.0043
No 96.7 96.6 96.9 96.6 95.5 95.5 93.9
History of kidney disease (%)
Yes 6.4 5.3 3.9 3.2 2.7 3.9 4.9 <0.0001
No 93.7 94.7 96.1 96.8 97.3 96.1 95.1
History of liver disease (%)
Yes 5.2 3.2 3.6 3.9 3.7 4.5 5.7 NS
No 94.8 96.8 96.4 96.1 96.3 95.5 94.3

3BMI, body mass index; SD, standard deviation; NS, not significant.

bp values were calculated by using the chi-square test (for categorical variables) or ANOVA (for continuous variables).

walking per day, and histories of kidney disease and liver
disease significantly increased HRs in men.

Almost all previous studies agree that the excess risk of
mortality due to obesity decreases with age,' 4171 and our
results accord with this. In underweight adults, the results of
past studies have been inconsistent.'> Our results are in
agreement with 2 of 14 studies of men,>!® and 4 of 13 studies
of women,>*10:14
In Japan, Matsuo et al reported the effect of age on

the association between BMI and all-cause mortality.!

Their findings agree with ours, except for underweight
men. They adjusted only for age, alcohol intake, and
smoking status in multivariate analysis; however, physical
activity and socioeconomic status have also been identified as
confounding factors for the risk of all-cause mortality.!1>17:18
Although their result differ from ours for underweight men,
our study was more careful in adjusting for physical activity,
socioeconomic status, weight change since age 20 years,
marital status, and histories of kidney disease and liver
disease.

J Epidemiol 2010;20(5):398-407
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Table 4. Baseline characteristics by BMI® category in 8477 women aged 65-79 years

BMI (kg/m?)
P valueP
<18.5 18.5-20.9 21.0-229 23.0-249 25.0-274 27.5-29.9 230.0
No. of subjects 503 1383 1977 1906 1666 702 340
Mean age (years) (SD?) 720(4.3) 709(¢4.3) 704(4.2) 70.0(4.0) 70.0(4.0) 70.04.1) 70.0(4.0) <0.0001
Mean weight (kg) (SD) 306 (4.5) 446 (3.7) 488(3.7) 53.6(4.0) 581(4.7) 625(5.2) 687 (12.0) <0.0001
Mean height (cm) (SD) 151.9 (8.8) 149.5(5.8) 148.8 (5.3) 149.3(5.3) 149.0(5.6) 147.8 (5.9) 144.6 (10.3) <0.0001
Mean BMI (kg/m?) (SD) 17.2(1.2) 19.9(0.7) 220(0.6) 24.0(0.6) 26.1(0.7) 286(0.7) 33.0(5.6) <0.0001
Weight change since age 20 years (%)
<~10.0kg 41.9 227 12.0 45 33 1.5 13 <0.0001
-9.9 to -5.0kg 333 35.1 254 16.1 8.7 45 2.6
-4.9 to +4.9kg 227 36.9 46.3 39.0 21.6 15.3 6.2
+5.0 to +9.9kg 1.8 49 12.7 26.6 29.9 227 1341
2+10.0kg 0.2 0.3 36 13.8 36.5 56.0 76.8
Education (%)
Junior high school or less 65.7 68.8 68.4 67.1 72.6 75.2 82.1 <0.0001
High school 28.6 26.4 25.0 26.2 221 19.2 14.7
College/university or higher 5.7 4.8 6.6 6.7 5.2 5.6 33
Marital status (%)
Married 59.8 61.7 62.9 62.8 63.9 65.5 62.0 NSs?
Unmarried 40.2 384 371 372 36.1 345 38.0
Smoking status (%)
Never smoker 84.1 90.0 90.0 91.1 92.3 914 89.8 0.0016
Past smoker 41 26 3.0 3.6 29 3.0 5.1
Current smoker, 1-19 cigareites/day 10.5 6.3 6.1 4.8 3.9 4.7 3.9
Current smoker, 220 cigarettes/day 1.3 1.1 1.0 0.5 0.8 1.0 12
Alcohol drinking (%)
Never drinker 82.0 81.1 81.8 814 82.0 78.3 80.4 NS
Past drinker 4.6 45 49 4.4 34 4.8 58
Current drinker 13.5 14.4 13.3 14.2 14.6 16.9 13.8
Time spent walking (%)
=1 hour/day 343 404 39.8 38.7 35.5 34.7 28.5 0.0002
<1 hour/day 65.7 59.6 60.2 61.3 64.5 65.3 71.5
Sports and physical exercise (%)
25 hours/week 4.6 84 6.9 9.2 85 72 9.7 0.0003
3-4 hoursiweek 6.7 7.6 8.5 8.1 8.1 7.8 6.6
1-2 hours/week 12.7 149 19.3 19.4 18.2 18.1 13.1
<1 hour/week 76.0 69.0 65.3 63.3 65.2 66.9 70.7
History of hypertension (%)
Yes 247 29.9 35.0 39.8 45.8 50.7 54.7 <0.0001
No 75.4 70.1 65.0 60.2 54.2 493 453
History of diabetes (%)
Yes 5.8 6.1 8.7 75 8.2 9.0 12.9 0.0004
No 94.2 93.9 914 92.6 91.8 91.0 87.1
History of kidney disease (%)
Yes 4.4 4.3 45 4.0 5.0 4.4 21 NS
No 95.6 95.7 95.5 96.0 95.0 95.6 97.9
History of liver disease (%)
Yes 4.0 4.8 55 5.0 3.8 4.6 6.2 NS
No 96.0 95.2 945 95.0 96.2 95.4 93.8

aBMI, body mass index; SD, standard deviation; NS, not significant.

P values were calculated by using the chi-square test (for categorical variables) or ANOVA (for continuous variables).

Development of measures to address underweight has been
slower than for obesity. However, Grabowski et al and Sergi
et al showed that a low BMI in elderly adults was a predictor
of mortality.?*?’7 Okoro et al found that underweight was
associated with subsequent disability in elderly adults.?® Our
study also found that underweight is associated with a high
mortality risk in elderly men and women, irrespective of age
group.

A major strength of the present study was that the
participants were recruited from the general Japanese
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population. According to the Global Database on Body
Mass Index of the WHO, the prevalence of underweight
participants is higher in Japan (10%—20%) than in Western
populations (0%—5%). Therefore, the Japanese population is
one of the best in which to examine the excess risk of
mortality due to underweight.

Several limitations of our study should be considered. First,
although BMI has been accepted as satisfactory index of
underweight and obesity, it cannot be used to identify
distributions of fat and muscle tissue. Second, we used self-
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Table 5. HRs? and 95% Cls® of all-cause mortality in 21038 men by BMI® category, stratified by age group

BMI
<185 185209  21.0-229  230-249  250-274  27.5-209 2300
Total
No. 732 3677 5617 5657 3726 1213 416
Person-years 6282 35339 55681 57157 37954 12484 4162
No. of deaths 270 805 1004 861 513 165 67
Mortality rate® 430 228 18.0 15.1 135 13.2 16.1
o 2.78 1.49 1.19 1.00 0.90 0.90 1.1
Age-smoking-adjusted HRs 5 45 3 18)  (1.35-1.64)  (1.09-1.22)  (reference)  (0.81-1.00)  (0.76-1.06)  (0.87-1.43)
Mulfvariate HRe 1 1.42 1.10 1.04 1.00 1.01 1.10 1.44
(123-165)  (0.99-122)  (0.95-1.14)  (reference)  (0.90-1.13)  (0.92-1.31)  (1.11-1.87)
. ] 152 1.14 1.06 1.00 1.00 1.06 1.39
Multivariate HRs2 (1.31-1.76)  (1.03-126)  (0.96-1.16)  (reference)  (0.89-1.12)  (0.89-1.26)  (1.07-1.81)
Mulivariate HR<3® 1.35 1.06 1.01 1.00 0.99 1.05 142
(1.15-1.59)  (0.95-1.19)  (0.92-1.12)  (reference)  (0.88-1.12)  (0.87-1.26)  (1.07-1.88)
40-64y
No. 310 2159 3501 3852 2637 903 312
Person-years 3053 21992 36885 40026 27421 9425 3221
No. of deaths 47 224 340 305 211 75 33
Mortality rate® 15.4 10.2 7.6 7.7 8.0 10.2
o 1.76 1.25 147 1.00 1.07 1.7 1.54
Age-smoking-adjusted HRS (1 o9 5 39)  (1.05-1.49)  (1.01-1.37)  (reference)  (0.90-1.28)  (0.91-1.51)  (1.08-2.21)
ultvariato HRs1C 1.26 1.07 1.1 1.00 1.14 1.27 1.71
(0.92-1.73)  (0.89-128)  (0.95-1.30)  (reference)  (0.95-1.37)  (0.97-1.66)  (1.17-2.50)
o . 132 1.0 112 1.00 112 1.22 1.64
Multivariate HRs2 (0.96-1.82)  (0.91-1.31)  (0.96-1.32)  (reference)  (0.93-1.35)  (0.93-1.60)  (1.12-2.40)
Mliveriato HRe3" 1.24 1.1 1413 1.00 1.16 1.20 162
(0.87-1.78)  (0.92-1.35)  (0.95-1.34)  (reference)  (0.96-141)  (0.90-1.61)  (1.07-2.45)
65-79y
No. 422 1518 2026 1805 1089 310 104
Person-years 3229 13347 18796 17131 10533 3059 941
No. of deaths 223 581 664 556 302 90 34
Mortality rate® 69.1 435 35.3 325 28.7 20.4 36.1
Ao-cmoking-adiusted HRs 1.88 1.26 1.06 1.00 0.91 0.96 1.21
ge- g-adj (161-220)  (1.12-1.41)  (0.94-1.18)  (reference)  (0.79-1.05)  (0.77-1.19)  (0.86-1.71)
o . 1.49 1.1 1.01 1.00 0.94 1.01 125
Multivariate HRs1 (1.26-1.76)  (0.98-1.26)  (0.90-1.14)  (reference)  (0.81-1.09)  (0.80-1.27)  (0.87-1.80)
Mutivariate HRs2d 1.5 116 1.03 1.00 0.93 0.97 123
(1.35-1.89)  (1.03-1.32)  (0.92-1.16)  (reference)  (0.80-1.07)  (0.77-1.23)  (0.86-1.76)
o i 1.48 1.00 0.98 1.00 0.88 0.91 1.22
Multivariate HRs3 (123-1.78)  (0.96-1.25)  (0.87-1.11)  (reference)  (0.76-1.03)  (0.71-1.17)  (0.83-1.79)

aHR, hazard ratio; Cl, confidence interval; BMl, body mass index.

bMortality raie was defined as number of deaths per 1000 person-years.

SMultivariate HRs1 were adjusted for age in 5-year categories; weight change since age 20 years (loss of 10.0kg or more, loss of 5.0-9.9kg,
change of less than +5.0 kg, gain of 5.0-9.9kg, or gain of 10.0 kg or more); education (junior high school or less, high school, or college/university or
higher); marital status (married or unmarried), cigareite smoking (never smoker, past smoker, current smoker consuming 1-19 cigareties per day, or
current smoker consuming at least 20 cigareties per day); alcohol drinking (never drinker, past drinker, or current drinker); fime spent walking per
day (less than 1 hour, or 1 hour or longer), sports and physical exercise time per week (less than 1 hour, 1-2 hours, 3—4 hours, or 5 hours or longer);

history of kidney disease (yes or no); history of liver disease (yes or no).

IMultivariate HRs2 were further adjusted for history of hypertension (yes or no) and history of diabetes (yes or no).
eMultivariate HRs3 excluded from multivariate HRs2 the 473 men who died within the 2 years after baseline.

reported BMI at baseline. Niedhammer et al showed that there
is a systematic bias in self-reported weight and height.?’
However, we previously evaluated the validity of self-
reported BMI, and demonstrated a high correlation and
appropriate agreement between self-reported BMI and
measured BMI in a subsample of 14883 participants (r=
0.88, x=0.72). We consider this bias to be a nondifferential
misclassification that is not dependent upon all-cause death.
This misclassification weakens the true association toward the

null. Third, as a result of stratification by age group, there was
a possibility of beta error because of inadequate numbers of
participants and events. Finally, there is a possibility of
residual confounding by physical activity.

In summary, obesity increases mortality risk in middle-aged
men, whereas underweight, rather than obesity, is associated
with high mortality risk in elderly men. In women, obesity
increases mortality risk in middle age, and underweight
increases mortality risk irrespective of age. Although there
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Table 6. HRs® and 95% Cls? of all-cause mortality in 22934 women by BMI® category, stratified by age group

BMI
<185 185-209  21.0-229  23.0-249  250-274  27.5-20.9 230.0
Total
No. 928 3518 5498 5676 4556 1929 829
Person-years 9011 34782 55716 57537 46281 19477 8313
No. of deaths 174 371 451 415 357 159 95
Mortality rate® 19.3 10.7 8.1 7.2 7.7 8.2 1.4
Age-smoking-adiusted HR 2.66 1.48 112 1.00 1.07 113 1,59
(2.23-318)  (1.28-1.70)  (0.98-128)  (reference)  (0.93-1.23)  (0.94-1.36)  (1.27-1.99)
Mulfveriate HRa1o 1.49 115 0.99 1.00 1.03 1.07 1.33
(124-180)  (0.99-1.33)  (0.87-1.14)  (reference)  (0.89-1.19)  (0.89-1.30)  (1.05-1.69)
. . 1.58 1.19 1.01 1.00 1.00 1.04 124
Multivariate HRs2 (1.31-1.91)  (1.03-1.38)  (0.88-1.15)  (reference)  (0.87-1.16)  (0.85-1.26)  (0.97—1.57)
Mulivariate HRe3" 1.44 118 1.02 1.00 1.06 1.00 1.37
(117-178)  (1.01-1.38)  (0.88-1.18)  (reference)  (0.91-1.24)  (0.88-1.34)  (1.07-1.77)
40-64y
No. 425 2135 3521 3770 2890 1227 489
Person-years 4416 21274 35734 38262 29435 12484 4999
No. of deaths 32 92 137 128 104 49 28
Mortality rate” 7.2 43 3.8 33 3.5 3.9 5.6
o 2.10 1.30 1.16 1.00 0.99 1.1 1,59
Age-smoking-adjusted HRS 4 43 310y (0.09-1.70)  (0.91-148)  (reference)  (0.76-1.28)  (0.80-154)  (1.06-2.39)
o . 1.46 1.10 1.09 1.00 1.00 1.06 1.47
Multivariate HRs1 (0.96-222)  (0.82-147)  (0.85-140)  (reference)  (0.77-1.31)  (0.75-151)  (0.94-2.27)
. . 1.55 1.14 1.10 1.00 0.98 1.01 1.38
Multivariate HRs2 (1.02-2.36)  (0.85-1.52)  (0.86-1.41)  (reference)  (0.75-1.28)  (0.71-1.43)  (0.89-2.14)
. . 1.78 1.36 1.21 1.00 1.02 0.99 132
Multivariate HRs3 (113-281)  (1.00-1.86)  (0.92-1.59)  (reference)  (0.76-1.36)  (0.68-1.45)  (0.82-2.15)
65-79y
No. 503 1383 1977 1906 1666 702 340
Person-years 4595 13508 19982 19275 16845 6994 3314
No. of deaths 142 279 314 287 253 110 67
Mortality rate® 30.9 20.7 15.7 14.9 15.0 15.7 20.2
o 1.67 1.26 1.00 1.00 1.02 1.07 1.33
Age-smoking-adjusted HRs 4 57 5 05)  (1.07-148)  (0.85-1.17)  (reference)  (0.86-1.21)  (0.86-1.34)  (1.02-1.73)
o . 147 1.14 0.95 1.00 1.04 1.07 126
Multivariate HRs1 (119-1.82)  (0.96-1.36)  (0.81-1.12)  (reference)  (0.87-1.24)  (0.85-1.35)  (0.95-1.68)
o } 1.56 1.19 0.96 1.00 1.01 1.04 117
Muitivariate HRs2 (126-1.93)  (1.00-1.41)  (0.82-1.13)  (reference)  (0.85-1.21)  (0.83-1.31)  (0.88-1.55)
oriate HRs3® 1.45 147 0.96 " 1.00 1.04 1.07 124
Multivariate HRs3 (1.15-1.83)  (0.97-1.40)  (0.81-1.15)  (reference)  (0.86-1.25)  (0.83-1.37)  (0.92-1.68)

aHR, hazard ratio; Cl, confidence interval; BMI, body mass index.

Phortality rate was defined as number of deaths per 1000 person-years.

°Multivariate HRs1 were adjusted for age in 5-year categories; weight change since age 20 years (loss of 10.0kg or more, loss of 5.0-9.9kg,
change of less than £5.0kg, gain of 5.0-9.9kg, or gain of 10.0 kg or more}); education (junior high school or less, high school, or college/university or
higher); marital status (married or unmarried), cigarette smoking (never smoker, past smoker, current smoker consuming 1-19 cigarettes per day, or
current smoker consuming at least 20 cigarettes per day); alcohol drinking (never drinker, past drinker, or current drinker); time spent walking per
day (less than 1 hour, or 1 hour or longer); sports and physical exercise time per week (less than 1 hour, 1-2 hours, 3—4 hours, or 5 hours or longer);
history of kidney disease (yes or no); history of liver disease (yes or no).

dMultivariate HRs2 were further adjusted for history of hypertension (yes or no) and history of diabetes (yes or no).

®Multivariate HRs3 excluded from multivariate HRs2 the 266 women who died within the 2 years after baseline.

was no significant interaction by age group or sex, the
mortality risks associated with underweight and obesity may
nevertheless be dependent on sex and age group.

ACKNOWLEDGMENTS

This study was supported by a Health Sciences Research
Grant for Health Services (H18-Choju-Ippan-014, HI19-
Seisaku-Ippan-026, HI18-Junkankitou [Seisyu]-Ippan-012,

J Epidemiol 2010;20(5):398-407

H20-Junkankitou [Seisyu]-Ippan-013), Ministry of Health,
Labour and Welfare, Japan. Masato Nagai is a recipient of a
Research Fellowship of the Japan Society for the Promotion of
Science for Young Scientists.

REFERENCES

1. Stevens J, Cai J, Pamuk ER, Williamson DF, Thun MJ, Wood
JL. The effect of age on the association between body-mass




10.

11.

12.

13.

14.

15.

Nagai M, et al.

index and mortality. N Engl J Med. 1998;338:1-7.

. Jee SH, Sull JW, Park J, Lee SY, Ohrr H, Guallar E, et al. Body-

mass index and mortality in Korean men and women. N Engl J
Med. 2006;355:779-87.

. Calle EE, Thun M]J, Petrelli JM, Rodriguez C, Heath CW Jr.

Body-mass index and mortality in a prospective cohort of U.S.
adults. N Engl J Med. 1999;341:1097-105.

. Adams KF, Schatzkin A, Harris TB, Kipnis V, Mouw T,

Ballard-Barbash R, et al. Overweight, obesity, and mortality in a
large prospective cohort of persons 50 to 71 years old. N Engl J
Med. 2006;355:763-78.

. Flegal KM, Graubard BI, Williamson DF, Gail MH. Excess

deaths associated with underweight, overweight, and obesity.
JAMA. 2005;293:1861-7.

. Gu D, He J, Duan X, Reynolds K, Wu X, Chen J, et al. Body

weight and mortality among men and women in China. JAMA.
2006;295:776-83.

. Pednekar MS, Hakama M, Hebert JR, Gupta PC. Association of

body mass index with all- and cause-specific mortality: findings
from a prospective cohort study in Mumbai (Bombay), India. Int
J Epidemiol. 2008;37:524-35.

. Rissanen A, Helidvaara M, Knekt P, Aromaa A, Reunanen A,

Maatela J. Weight and mortality in Finnish men. J Clin
Epidemiol. 1989;42:781-9.

. Dorn JM, Schisterman EF, Winkelstein W Jr, Trevisan M. Body

mass index and mortality in a general population sample of men
and women. The Buffalo Health Study. Am J Epidemiol.
1997;146:919-31.

Matsuo T, Sairenchi T, Iso H, Irie F, Tanaka K, Fukasawa N,
et al. Age- and gender-specific BMI in terms of the lowest
mortality in Japanese general population. Obesity (Silver
Spring). 2008;16:2348-55.

Pischon T, Boeing H, Hoffmann K, Bergmann M, Schulze MB,
Overvad K, et al. General and abdominal adiposity and risk of
death in Europe. N Engl J Med. 2008;359:2105-20.

Klenk J, Nagel G, Ulmer H, Strasak A, Concin H, Diem G, et al;
The VHM&PP Study Group. Body mass index and mortality:
results of a cohort of 184,697 adults in Austria. Eur J Epidemiol.
2009;24:83-91.

Janssen 1. Morbidity and mortality risk associated with an
overweight BMI in older men and women. Obesity (Silver
Spring). 2007;15:1827-40.

Rissanen A, Knekt P, Helidvaara M, Aromaa A, Reunanen A,
Maatela J. Weight and mortality in Finnish women. J Clin
Epidemiol. 1991;44:787-95.

Ajani UA, Lotufo PA, Gaziano JM, Lee IM, Spelsberg A, Buring
JE, et al. Body mass index and mortality among US male
physicians. Ann Epidemiol. 2004;14:731-9.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

407

Bender R, Jockel KH, Trautner C, Spraul M, Berger M. Effect of
age on excess mortality in obesity. JAMA. 1999;281:1498-504.
Baik I, Ascherio A, Rimm EB, Giovannucci E, Spiegelman D,
Stampfer MJ, et al. Adiposity and mortality in men. Am J
Epidemiol. 2000;152:264-71.

Prospective Studies Collaboration, Whitlock G, Lewington S,
Sherliker P, Clarke R, Emberson J, Halsey J, et al. Body-mass
index and cause-specific mortality in 900000 adults:
collaborative analyses of 57 prospective studies. Lancet.
2009;373:1083-96.

Low S, Chin MC, Ma S, Heng D, Deurenberg-Yap M. Rationale
for redefining obesity in Asians. Ann Acad Med Singapore.
2009;38:66-9.

Tsuji I, Nishino Y, Ohkubo T, Kuwahara A, Ogawa K, Watanabe
Y, et al. A prospective cohort study on National Health
Insurance beneficiaries in Ohsaki, Miyagi Prefecture, Japan:
study design, profiles of the subjects and medical cost during the
first year. J Epidemiol. 1998;8:258-63.

Kuriyama S, Shimazu T, Ohmori K, Kikuchi N, Nakaya N,
Nishino Y, et al. Green tea consumption and mortality due to
cardiovascular disease, cancer, and all causes in Japan: the
Ohsaki study. JAMA. 2006;296:1255-65.

Funada S, Shimazn T, Kakizaki M, Kuriyama S, Sato Y,
Matsuda-Ohmori K, et al. Body mass index and cardiovascular
disease mortality in Japan: the Ohsaki Study. Prev Med.
2008;47:66-70.

World Health Organization. The use and interpretation of
anthropometry: report of a WHO expert committee. World
Health Organ Tech Rep Ser. 1995;854:312-409.

SAS Institute Inc., 2004 SAS Institute Inc. SAS/STAT 9.1 User’s
Guide. Cary, NC: SAS Institute Inc; 2004.

‘World Health Organization. Men, ageing and health. Achieving
health across the life span. Geneva: World Health Organization;
2001.

Grabowski DC, Ellis JE. High body mass index does not predict
mortality in older people: analysis of the Longitudinal Study of
Aging. J Am Geriatr Soc. 2001;49:968-79.

Sergi G, Perissinotto E, Pisent C, Buja A, Maggi S, Coin A, et al;
ILSA Working Group. An adequate threshold for body mass
index to detect underweight condition in elderly persons: the
Ttalian Longitudinal Study on Aging (ILSA). J Gerontol A Biol
Sci Med Sci. 2005;60:866-71.

Okoro CA, Hootman JM, Strine TW, Balluz LS, Mokdad AH.
Disability, arthritis, and body weight among adults 45 years and
older. Obes Res. 2004;12:854-61.

Niedhammer I, Bugel I, Bonenfant S, Goldberg M, Leclerc A.
Validity of self-reported weight and height in the French GAZEL
cohort. Int J Obes Relat Metab Disord. 2000;24:1111-8.

J Epidemiol 2010;20(5):398-407



Preventive Medicine 51 (2010) 397-402

Contents lists available at ScienceDirect
Preventive Medicine

journal homepage: www.elsevier.com/locate/ypmed

Participation in health check-ups and mortality using propensity score matched

cohort analyses

Atsushi Hozawa **, Shinichi Kuriyama ?, Ikue Watanabe ?, Masako Kakizaki , Kaori Ohmori-Matsuda ?,
Toshimasa Sone ?, Masato Nagai %, Yumi Sugawara ?, Akemi Nitta ?, Qiang Li ?, Takayoshi Ohkubo €,

Yoshitaka Murakami 9, Ichiro Tsuji ®

2 Division of Epidemiology, Department of Public Health and Forensic Medicine, Tohoku University Graduate School of Medicine, Sendai, Japan
b Department of Public Health, Yamagata University Graduate School of Medical Science, Yamagata, Japan

© Department of Health Science, Shiga University of Medical Science, Otsu, Japan
@ Department of Medical Statistics, Shiga University of Medical Science, Otsu, Japan

ARTICLE INFO ABSTRACT

Available online 7 September 2010

Objective. All Japanese aged >40 years are eligible for free annual health check-ups including blood

pressure and cholesterol measurements. It is well known that health check-up screenees are more likely to

Keywords: . have healthy lifestyles and better health conditions than non-screenees. Therefore, controlling these factors is
y:ss‘“"sl“ee“‘“g required to investigate whether screenees have a lower mortality risk than non-screenees independent of
lestyie

Health check-ups
Prospective studies
Cardiovascular disease
Mortality

their lifestyles or health conditions.

Methods. We followed 48,775 Japanese National Health Insurance beneficiaries aged 40-79 years since
1994 for 11 years. We used Cox proportional hazard models adjusted for possible confounding factors. We
also performed propensity for use of the health check-up matched cohort analyses.

Results. Compared to non-screenees, multiple-adjusted hazard ratios (95% confidence intervals) for all-
cause and cardiovascular disease mortality among screenees were 0.74 (0.62-0.88) and 0.65 (0.44-0.95) for
men and 0.69 (0.52-0.91) and 0.61 (0.36-1.04) for women, respectively. These relations were also observed
when we used propensity matched cohort analyses.

Conclusion. This is the first study to show that mortality rates are lower among screenees than non-
screenees in Japanese health check-ups when propensity matched cohort analyses were used for adjusting
confounding factors. Further prospective studies, including randomized controlled trials, are required to
confirm whether screening lowers mortality.

© 2010 Elsevier Inc. All rights reserved.

Introduction

Japanese have the longest life span in the world, and this has
increased remarkably (Statistics and Information Department,
Minister's Secretariat, Ministry of Health, Labour and Welfare,
2007). The reduction of stroke mortality in Japan is one explanation
for the current status of Japanese longevity (Statistics and
Information Department, Minister's Secretariat, Ministry of Health,
Labour and Welfare, 2008).

One strategy to reduce stroke in Japan has been the national health
check-up system. The Health Services for the Elderly Act 1982 provides
for six health services including general health checks (Tatara et al,
1991). These services are inexpensive or free for all who reside
anywhere in Japan and hold a resident card, who are aged >40 years,
and who do not have access to other health examinations in the

* Corresponding author. Department of Public Health, Yamagata University Graduate
School of Medical Science, 2-2-2 lidamachi, 990-9585, Yamagata, Japan.
E-mail address: hozawa-thk@umin.ac.jp (A. Hozawa).

0091-7435/$ ~ see front matter © 2010 Elsevier Inc. All rights reserved.
doi:10.1016/j.ypmed.2010.08.017

workplace. Thus, all Japanese adults aged >40 years can attend annual
health check-ups. Height, weight, blood pressure (BP), lipids, glucose,
liver function, and renal function are measured during these health
check-ups (Tatara et al, 1991). Specific cancer screenings are not
included in the health check-up examination. After the check-ups,
depending on the results, the screenees can receive health educationin a
group setting or ask for individual health counseling (Tatara etal,, 1991).

The US. Preventive Task Force (USPSTF) recommends regular
monitoring for high BP, lipid disorders, and obesity in adults (U.S.
Preventive Services Task Force, 2009), and these risk factors are included
in the national health check system. Thus, this Japanese system of health
check-up coupled with follow-up treatment of abnormalities should
contribute to lowering stroke mortality among Japanese.

However, estimating the effect of health check-ups on mortality is
difficult because no randomized trial exists, and participants who
attend annual health check-ups are more likely to have healthy
lifestyles or health conditions than those who do not.

Although previous studies did not adjust for these lifestyles or
health conditions (Iwasaki et al, 2006; Lannerstad et al, 1997;
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Wilhelmsen et al, 1986), recent Japanese studies reported the
relationship between health check-up and risk of mortality adjusted
for possible confounding factors (Khan et al., 2004; Ikeda et al., 2005).
Khan et al. (2004) investigated 3185 men and women for about
15 years and found an inverse relationship between screening and all-
cause mortality. Ikeda et al. (2005) also investigated 68,825 men and
women for 10 years and reported an inverse relationship between
participation in screening and all-cause and cause-specific mortality
only in women. However, neither of the studies adjusted for
information on diet, self-rated health, nor physical function, which
should also be different between participants who used health check-
up (screenees) and those who did not (non-screenees).

The Ohsaki National Health Insurance (NHI) Cohort Study
investigated lifestyles of the general population with very high
response rate and determined whether participants used the annual
health check system in 1995 (Hozawa et al,, 2009; Kuriyama et al.,
2006; Ohmori-Matsuda et al, 2007; Sone et al., 2008. Tsuji et al.,
1998). Because the Ohsaki study had several detailed lifestyle
information than the previous report, such as diet, physical function,
or self-rated health, we could control for these important confounding
factors.

Recently, propensity scores have been widely used in cardiovas-
cular research (D'Agostino, 2007). This approach was used to reduce
bias in observational studies. Therefore, in this study, we also used this
approach to investigate the relationship between health check-up and
mortality.

The present study compares general and specific mortality rates
among screenees and non-screenees, after 11 years of follow-up,
controlling lifestyle, and other risk factors.

Metheds
Study cohort

Details of the Ohsaki NHI Cohort Study have been described elsewhere
(Hozawa et al,, 2009; Kuriyama et al.,, 2006; Ohmori-Matsuda et al., 2007;
Sone et al.,, 2008; Tsuji et al,, 1998). In brief, we sent a self-administered
questionnaire between October and December 1994 to all NHI beneficiaries
aged 40-79 years living in the catchment area of the Ohsaki Public Health
Center. The NHI in Japan is used by farmers, self-employed individuals,

g %

16,515

Participants who nsed
health check-up at 1995

2

pensioners, and their dependents. Because these populations usually do not
have access to any other health examinations, they could all be considered
targets of health check-ups. Of the 54,996 eligible individuals mailed the
questionnaire, 52,029 (95%) responded. To ascertain the date of and reason
for withdrawal from the NHI, we started the prospective collection of NHI
withdrawal history files on January 1, 1995. We excluded 774 participants
who had withdrawn from the NHI before the baseline questionnaire survey.
Thus, 51,255 participants ultimately formed the study cohort. Among the
participants of the Ohsaki NHI Cohort Study, 16,515 (32.2%) had undergone
an annual health check between April and December 1995. In Japan, calendar
year started in April, and health check-ups were usually carried out from April
to December. To exclude bias from participants who died before being able to
attend a health check, we further excluded 2480 participants who died or
moved from the area before the health check ended on December 6, 1995
(Fig. 1). Thus, our study participants comprised of 48,775 men and women
(men, 23,451; women, 25,324). We defined 15,985 of them as screenees and
32,790 as non-screenees of the health check in 1995.

The ethics committee of Tohoku University School of Medicine reviewed and
approved the study protocol. We considered that returning signed, self-
administered questionnaires implied written consent to participate in this study.

Exposure data

The questionnaire included items about cigarette smoking, alcohol
consumption, self-reported weight and height, histories of diseases, partic-
ipation in sports or exercise, time spent walking, sense that life is worth living
(ikigai) (Sone et al,, 2008), self-rated health, physical function, the frequency
of recent average consumption of 4 beverages (green tea, oolong tea, black
tea, and coffee) and 36 food items, and cancer screening within the previous
5 years. Validation of the questionnaire for time spent walking (Tsubono et al.,
2002) or the food frequency questionnaire (Ogawa et al,, 2003) has already
been reported. The physical function status was assessed using the six-item
measure of the Medical Outcomes Study (MOS) Short-form General Health
Survey (Stewart et al., 1988): able to perform vigorous activity (MOS scores of
5 or 6); capable of moderate but not vigorous activity (MOS scores of 2-4);
and capable of only low physical activity (MOS scores of 0 or 1). We defined
MOS 0 or 1 as limited physical function.

Follow-up

The end points among the cohort of 48,775 were all-cause mortality and
cause-specific mortality from December 6, 1995, to December 31, 2006. The

54,996 Participanis who were sent questionnaire
!' Participants who completed the questionnaire between
51,255 Oct-Dec 1994 and who did not withdraw from national

health insurance until Jan 1 1995,

34,740

Participants who did not use
health check-up at 1995

£

Participants who died or moved before Dec 6, 1995, i.e.,
the end of health check-up at 1995, were excluded.

) 2

15,985

&

32,790

Fig. 1. Flowchart of the study participants.
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details of follow-up and certification of death causes have been described in
previous reports (Hozawa et al, 2009; Kuriyama et al, 2006; Ohmori-
Matsuda et al.,, 2007, Sone et al., 2008).

Statistical analysis

To compare the baseline characteristics, we used the Student's t-test and the
chi-squared test for continuous and categorical variables, respectively. We used
the Cox proportional hazards regression analysis with age as the time scale,
using left and right censoring, to calculate the hazard ratios (HRs) and 95%
confidence intervals ((Is) of all-cause and cause-specific mortality (Korn et al.,
1997). All data were analyzed using the SAS statistical software, version 9.1 (SAS
Institute Inc., Cary, NC, USA). Non-screenees were considered as the reference
category. Because smoking habit or alcohol consumption is largely different
between men and women in Japan, we separately analyzed men and women in
all analyses. One exception was the propensity score matched cohort analysis.
Because the pairs were matched both by sex and propensity score, we showed
men only, women only, and men and women combined information in this
analysis.

We used two models to estimate the difference in mortality between
screenees and non-screenees. Model 1 used the following lifestyles and
conditions as potential confounders: body mass index (BMI); participation in
sports or exercise; time spent walking; sense of life worth living (ikigai); self-
rated health; physical function; history of any extant diseases; smoking status;
alcohol consumption; daily consumption of meat, fish, green and yellow
vegetables, and green tea; job status; education; residential area; and history of
screening for lung, gastric, colon, breast, and uterine cancer. To minimize the
possibility that participants did not attend health check-ups because ofillness or
moving restriction, we used Model 2: excluding participants with any extant
diseases, those with limited physical function, and those who died within the
first 3 years of follow-up.

For the propensity score matched cohort analyses, we used participants
who did not have any extant diseases, those without limited physical
function, and those who did not die within the first 3 years of follow-up
(N=7732 for men and N=7435 for women). Among the participants, we
calculated the propensity score, which was determined without regard to
outcome, using multivariable logistic regression analysis using possible
confounding factors in Model 2 together with age categories at baseline
(40-49, 50-59, 60-69, and 70-79). C statistics of these models were 0.79 for
men and 0.78 for women. Then, we made propensity score categories for
every 5% (Table 1). The number of pairs was defined as the minimum of the
number of screenees and non-screenees in each propensity score category.
We randomly selected the participants from each category. Finally, we sorted
screenees and non-screenees according to the propensity score. As a result,
1800 and 2087 propensity matched pairs (1:1) for men and women were
selected. The relation between the use of the health check-up and all-cause
and cause-specific mortality was calculated using the Cox proportional hazard
model stratified on the propensity score matched pairs. All reported p values
are 2-tailed.

Results

Mean ages (standard deviation, SD) of screenees and non-screen-
ees were 61.7 (10.0) and 59.6 (10.7)years for men and 61.4 (8.9) and
62.0 (10.5)years for women, respectively. Mean BMIs (SD) of
screenees and non-screenees were 23.4 (2.9) and 23.3 (3.2)kg/m?
for men and 23.8 (3.2) and 23.8 (3.7) kg/m? for women, respectively.
The proportions who never smoked, who often consumed green and
yellow vegetables, and who had been screened for cancer were much
higher among screenees than non-screenees (Table 2). The propor-
tions of participants who considered that life was worth living, who
had unlimited physical functions, or who had good/excellent self-
rated health were also higher among screenees than non-screenees.
Table 2 also shows the proportion with a history of severe diseases
such as stroke, myocardial infarction, or cancer was higher among
non-screenees than screenees. Thus, screenees were in better health
than non-screenees, probably because, as we have been able to check
using other analyses, they tended to have healthier lifestyles.

During 11 years of follow-up, the all-cause mortality rate (per 1000
person-years) was lower among screenees (men, 15.8; women, 5.7)

Table 1
Selection of pair for propensity matched cohort analyses. The Ohsaki Cohort Study.

Men Women

Propensity Non- Screenees  Pair Non- Screenees  Pair
score screenees selected screenees selected
0-0.049 423 17 17 74 3 3
0.05-0.099 1093 83 83 445 37 37
0.1-0.149 994 148 148 492 76 76
0.15-0.199 759 154 154 508 117 117
0.2-0.249 508 157 157 555 155 155
0.25-0.299 348 125 125 465 152 152
0.3-0.349 264 108 108 391 166 166
0.35-0.399 192 143 143 270 146 146
0.4-0.449 177 136 136 211 197 197
045-0499 175 149 149 199 203 199
0.5-0.549 152 163 152 176 213 176
0.55-0.599 129 181 129 178 199 178
0.6-0.649 108 183 108 126 235 126
0.65-0.699 84 187 84 120 217 120
0.7-0.749 69 161 69 89 267 89
0.75-0.799 29 94 29 78 298 78
0.8-0.849 9 26 9 57 233 57
0.85-0.899 0 2 0 15 70 15
0.9- o 2 0 0 2 4]
Total 5513 2219 1800 4449 2986 2087

We used participants who did not have any extant diseases, those without limited
physical function, and those who did not die within the first 3 years of follow-up
(N=7732 for men and N = 7435 for women).

Number of pair was defined as the minimum of the number of screenees and non-
screenees in each propensity score category.

than that among non-screenees (men, 23.8; women, 14.0). This
tendency was similar for cause-specific mortality. Both male and female
screenees had a reduced multiple-adjusted HR of death due to all-
causes, CVD, cancer, and other causes (Model 1) (Table 3). For men, ifwe
used more detailed categories of current smoking (>20 cigarettes/day
and <20 cigarettes/day) and current drinking (=69 g of ethanol/day,
46-68.9 g of ethanol /day, 23-45.9 g of ethanol/day, and 0-22.9 g of
ethanol/day), the HRs were unchanged (data not shown).

When we excluded participants with any extant diseases, those
with restricted movement, and those who died during the first 3 years
of follow-up (Model 2), this approach did not alter the point estimate
of the relative risk substantially.

For the propensity matched cohort analyses, significant differences
were not found in the characteristics between screenees and non-
screenees at baseline when the propensity matched cohort analyses
were made (data not shown). Screenees consistently showed a
reduced HR of all-cause and cause-specific mortality when we used
propensity matched cohort analysis (Table 4). When we combined
men and women in the same model, screenees had a significantly
reduced HR of death due to all-cause and cause-specific mortality,
except for cancer mortality.

Discussion

We found that screenees of a health check-up in 1995 had
healthier lifestyles than non-screenees. We also found that all-cause
and cause-specific mortality risks were lower among screenees than
non-screenees. The difference in mortality between screenees and
non-screenees persisted, despite attenuation when adjusted for
lifestyle or when participants with extant diseases were excluded.
Furthermore, except for cancer mortality, propensity matched
analyses also showed significantly lower all-cause and cause-specific
mortality risks among screenees than non-screenees, even though
propensity matched screenees and non-screenees had identical
baseline characteristics.

The strengths of this study are the large sample cohort and the
high (95%) response rate to the questionnaire. Thus, we considered
our screenees and non-screenees to be representatives of the target
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Table 2 .
Baseline characteristics of participants who used health check-up in 1995 and those who did not. The Ohsaki Cohort Study, 1994.
Men Women
Screenees Non-screenees P Screenees Non-screenees P
N 6814 16,637 9171 16,153
Age category 40-49 years (%) 16.9 244 <0.001 12.9 173 <0.001
50-59 years (%) 201 22.1 263 21.6
60-69 years (%) 423 36.0 452 36.1
70-79 years (%) 20.8 175 15.7 25.1
Body mass index <18.5 kg/m? (%) 29 4.1 <0.001 29 5.0 <0.001
18.5-21.9 kg/m? (%) 284 30.1 25.7 26,6
22-24.9 kg/m? (%) 435 404 40.0 36.1
25-29.9 kg/m? (%) 237 232 28.8 279
>30kg/m? (%) 1.6 22 25 44
Smoking Current (%) 48.2 57.8 <0.001 49 105 <0.001
Former (%) 30.5 2438 1.7 3.2
Never (%) 21.3 174 934 86.3
Alcohol drinking Current (%) 76.1 703 <0.001 22.0 22,7 <0.001
Former (%) 83 12.8 3.1 5.4
Never (%) 15.6 17.0 75.0 71.9
Engaging in sports or exercise >1 hour/week (%) 299 353 <0.001 30.2 255 <0.001
Time spent walking >1 hour/day (%) 48.0 484 <0.001 44.2 414 <0.001
Sense of life worth living Yes (%) 68.1 584 <0.001 60.3 53.7 <0.001
Self-rated health Excellent (%) 9.2 10.7 <0.001 79 75 <0.001
Good (%) 64.2 534 60.0 49.7
Fair (%) 136 14.9 14.1 158
Poor (%) 10.5 143 148 189
Bad (%) 25 6.7 34 8.1
Physical function Unlimited (%) 93.6 86.6 <0.001 923 854 <0.001
Meat consumption >3-4 times/week (%) 26.1 273 <0.001 299 26.0 <0.001
Fish Almost everyday (%) 39.1 353 <0.001 419 353 <0.001
Green and yellow vegetables Almost everyday (%) 36.3 289 <0.001 48.3 39.2 <0.001
Green tea =5 cups/day (%) - 305 255 <0.001 343 334 <0.001
Education Until 15 years of age (%) 59.6 63.5 <0.001 55.1 60.2 <0.001
Until 1618 years of age (%) 321 293 36.5 322
Until >19 years of age (%) 8.3 7.2 8.3 76
Job status Working (%) 57.2 56.4 <0.001 35.1 308 <0.001
Living area City (%) 14.8 273 <0.001 15.5 30.2 <0.001
Cancer screening/lung >1/5 years (%) 92.5 776 <0.001 90.8 77.0 <0.001
Cancer screening/ gastric >1/5 years (%) 80.6 49.8 <0.001 773 486 <0.001
Cancer screening/colon >1/5 years (%) 57.3 286 <0.001 533 274 <0.001
Cancer screening/uterus >1/5 years (%) - - 714 434 <0.001
Cancer screening/breast >1/5 years (%) - - 62.3 349 <0.001
History of diseases Stroke (%) 1.7 34 <0.001 0.7 23 <0.001
Hypertension (%) 244 246 0.73 246 310 <0.001
Myocardial infarction (%) 2.7 36 <0.001 1.8 2.8 <0.001
Kidney diseases (%) 3.7 38 0.64 36 46 <0.001
Liver diseases (%) 7.0 70 0.85 4.1 4.6 0.08
Cholecystitis or cholelithiasis (%) 5.8 49 0.003 6.6 7.6 0.004
Diabetes (%) 64 79 <0.001 35 7.1 <0.001
Gastric ulcer (%) 235 186 <0.001 123 10.2 <0.001
Tuberculosis (%) 5.7 43 <0.001 3.1 30 0.60
Hearing problem (%) 5.6 47 0.003 31 41 <0.001
Cataract (%) 5.7 47 0.002 11.2 11.8 0.14
Arthritis (%) 6.6 6.1 0.13 120 13.0 0.02
Osteoporosis (%) 1.1 12 0.55 6.9 7.0 0.71
Cancer (%) 25 3.1 0.01 33 4.0 <0.01
Blood transfusion (%) 10.8 11.6 0.09 11.8 13.5 <0.01

population in this area. Although it is unknown whether this
information could be directly applicable for participants who had
other insurance for employees and their dependents or who lived in
other countries or other areas in Japan, our information might be
important for other settings.

Several important confounding factors should be considered when
comparing mortality rates between screenees and non-screenees of
health check-ups. Firstly, screenees had healthier habits on important
lifestyle factors such as smoking or green and yellow vegetable
consumption. Secondly, we found that participants with a history of
diseases were less likely to undergo the health check-up. This may be
because they were feeling too bad to attend or they often visited a
physician anyway. Thirdly, screenees were more active, had better
self-rated health, and had a greater sense that life is worth living.
These characteristics are associated with lower mortality (Sone et al,,

2008; Idler and Benyamini, 1997). However, although we considered
them as confounding factors, these factors could not fully account for
the difference in mortality. Finally, our result did not change
substantially when we used propensity matched cohort analyses to
minimize the self-selection bias. Therefore, we concluded that the
difference in mortality rates between screenees and non-screenees
was observed, even though we used detailed lifestyle information,
extant diseases, or propensity for participating in health check-up.
However, as with all prospective cohort studies, unknown confound-
ing factors might exist. Although the effect of unknown and
unmeasured confounding factors on mortality might be reduced by
using propensity matched cohort analyses, only randomized con-
trolled trials can provide an unbiased estimate of the effect.

A beneficial effect of health checks on mortality rates might be
attributable to early detection of risk factors and early intervention
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Table 3
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Relation between using a health check-up in 1995 and cause-specific mortality. The Ohsaki Cohort Study, 1995--2006.

All-cause mortality CVD mortality Cancer mortality Mortality due to other causes
Screenees Non-screenees  Screenees Non-screenees  Screenees Non-screenees  Screenees Non-screenees
Men n 6814 16,637 6814 16,637 6814 16,637 6814 16,637
Number of deaths 1052 3589 261 1043 418 1219 373 1327
Mortality rate 15.8 23.8 39 69 6.3 8.1 5.6 8.8
(per 1000 person-years)
Hazard ratio (95% CI) Model 1 0.72 1 0.68 1 0.75 1 071 1
(0.67-0.77) (0.58-0.79) {0.66-0.84) (0.63-0.81)
Hazard ratio (95% CI) Model 2  0.73 1 0.64 1 0.76 1 0.77 1
(0.61-0.87) (0.43-0.94) (0.58-0.997) (0.57-1.04)
Women n 9171 16,153 9171 16,153 9171 16,153 9171 16,153
Number of deaths 519 2125 174 758 179 574 166 793
Mortality rate 5.7 14.0 19 50 2.0 3.8 1.8 5.2
(per 1000 person-years)
Hazard ratio (95% CI) Model 1 0.66 1 0.70 1 0.66 1 0.62 1
(0.59-0.73) (0.58-0.84) (0.55-0.79) (0.51-0.74)
Hazard ratio (95% Cl) Model 2  0.66 1 0.60 1 0.64 1 0.70 1
{0.50-0.86) (0.36-1.006) (0.41-0.98) (0.43-1.14)

n: number of participants; CVD: cardiovascular diseases; CI: confidence interval; Model 1: we used Cox proportional hazards model with age as the time scale. In the model, we
adjusted for body mass index (calculated as weight in kilograms divided by height in meters squared; <18.5, 18.5-21.9, 22.0-24.9, 25.0-29.9, and >30); participation in sports or
exercise (<1 hour/week and > 1 hour/week); time spent walking (<1 or >1 hour/day); sense of life worth living (ikigai); self-rated health; physical function; history of any extant
diseases; smoking status (never, former, and current); alcohol consumption (never, former, and current); daily consumption of meat, fish, green and yellow vegetables, and green
tea; job status; education (until 15 years of age, between 16 and 18 years of age, and > 19 years of age); residential area; and history of screening for lung, gastric, colon, breast, and
uterine cancer. Model 2: excluding participants with any extant diseases, those with limited physical function, and those who died within the first 3 years of follow-up.

including treatment. Risk factors such as high BP, abnormal liver
function, and excessive alcohol consumption can be identified earlier
among screenees of health check-ups. When risk factors are
identified, participants are advised to visit a physician or to alter
their lifestyle. If participants follow such advice, risk factors might be
better controlled and lead to a reduction in future mortality rates.
Although the health check-ups mainly screen risk factors for CVD, this
process is also applicable to non-CVD mortality. Changes in smoking
status or alcohol consumption could reduce rates of not only CVD
diseases but also of cancer, liver, and respiratory diseases. Education
about decreasing salt intake to lower BP might contribute to reducing
salt-related diseases such as gastric cancer and kidney disease.
However, our study did not collect detailed information about
whether screenees with abnormal findings determined through
health check-ups actually visited clinicians, changed their lifestyles,
or controlled their risk factors appropriately through medication or
lifestyle modification. This is a study limitation.

We had another limitation in this study. Except for several
questionnaires, we generally relied on the self-reported question-
naire. We also rely on the data from secondary sources, such as death
certificate. Usage of this information might yield uncontrolled errors
and imprecision (Doria-Rose et al., 2010).

Table 4

In conclusion, we found that the mortality risk was lower among
screenees than non-screenees when we adjusted for possible
confounding factors, such as lifestyle and extant diseases. This is
also true when we used propensity matched cohort analyses.
However, this study could not clarify whether the health check
processes actually lead to a decreased risk of mortality. Further studies
including randomized controlled trials are required to confirm our
findings, but such trials could not be performed in Japan, since the
national health check-up service is available to all. Therefore, we
believe that the present findings represent the best available
information regarding the relationship between the Japanese health
check system and mortality.
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ABSTRACT

Objective: People who spend a longer time walking
have lower demands for medical care. However, in
view of their longer life expectancy, it is unclear
whether their lifetime medical expenditure increases or
decreases. The present study examined the
association between time spent walking, life
expectancy and lifetime medical expenditure.
Method: The authors followed up 27 738 participants
aged 40—79 years and prospectively collected data on
their medical expenditure and survival covering

a 13-year-period. Participants were classified into
those walking <1 and =1 h per day. The authors
constructed life tables and estimated the life
expectancy and lifetime medical expenditure from

40 years of age using estimate of multiadjusted
mortality and medical expenditure using a Poisson
regression model and linear regression model,
respectively.

Results: Participants who walked =1 h per day have
a longer life expectancy from 40 years of age than
participants who walked <1 h per day. The multiadjusted
life expectancy for those who walked =1 h per day was
44.81 years, significantly lower by 1.38 years in men
(p=0.0073) in men and 57.78 years in women,
non-significantly lower by 1.16 years in women
(p=0.2351). In addition to their longer life expectancy,
participants who walked =1 h per day required a lower
lifetime medical expenditure from 40 years of age than
participants who walked <1 h per day. The multiadjusted
lifetime medical expenditure for those who walked =1 h
per day was £99423.6, significantly lower by 7.6% in
men (p=0.0048) and £128 161.2, non-significantly lower
by 2.7% in women (p=0.2559).

Discussion: Increased longevity resulting from

a healthier lifestyle does not necessarily translate into
an increased amount of medical expenditure
throughout life. Encouraging people to walk may
extend life expectancy and decrease lifetime medical
expenditure, especially for men. .

INTRODUCTION
Previous studies have agreed that a higher
level of physical activity extends life expect-

ancy.'”* Walking is part of a physically active
lifestyle. Previous studies have indicated that
a longer time spent walking,> '3 walking
pace® "*7'® and a longer distance walked'” '®
are significantly associated with a decreased
risk of mortality.

We previously reported that medical
expenditure per month was significantly
reduced among those who spent a longer
time walking, based on the same cohort
dataset as that used here.'® Similar findings
have been reported worldwide.?® *! However,
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in view of the increased life expectancy of those who
walk for a longer time, it is unclear whether lifetime
medical expenditure increases or decreases as a result.
In other words, the question to be answered here is
whether a lifelong healthy lifestyle eventually increases
lifetime medical expenditure because of extended life
expectancy.

So far, only one study has examined the association
between physical activity and lifetime costs.* This
revealed that people with a high physical activity level
tended to live longer than people with a lower physical
activity level, and that the former had lower lifetime
medical costs than the latter. However, that study was
only a simulation analysis based on assumed variations in
the health and economic effects of active and sedentary
lifestyles.

The objective of the present study was to examine the
association between walking, life expectancy and lifetime
medical expenditure using actual individual data derived
from a population-based 13-year prospective observation
period. The population comprised 27738 Japanese
adulis aged 40—79 years living in the community who
were free of any functional limitations or chronic
conditions interfering with physical activity, with an
accrued total of 285 342 person-years. This cohort study
has been monitoring survival and medical care utilisa-
tion, and its costs, for all participants.'® 2 Using this
dataset, we constructed a life table to estimate life
expectancy and lifetime medical expenditure according
to the time spent walking.?* #°

MATERIALS AND METHODS

Study cohort

The present data were derived from the Ohsaki National
Health Insurance (NHI) Cohort Stu(jly.]9 22 2 We
conducted a self-administered questionnaire survey of
various lifestyle habits between October and December
1994 for all NHI beneficiaries aged 40—79 years who
lived in the catchment area of Ohsaki Public Health
Center, Miyagi Prefecture, northeastern Japan. Cut of
54996 eligible individuals, 52029 (95%) responded.

We excluded 776 participants who had withdrawn
from the NHI before 1 January 1995 because their cost
data were not available. Thus, the remaining 51253
participants formed the study cohort. The study protocol
was approved by the Ethics Committee of Tohoku
University School of Medicine. Participants who had
returned the self-administered questionnaires and
signed them were considered to have consented to
participate.

For the present analysis, we excluded participants who
had functional limitation or chronic conditions inter-
fering with physical activity. Physical function status was
assessed using the six-item measure of the Medical
Outicomes Study Shortform General Health Survey.?®
Participants were excluded if they stated on the Medical
Outcomes Study questionnaire that they were unable to
perform moderate or vigorous activities (n=15916). We

excluded participants who reported severe bodily pain
(n=949), or any history of stroke (n=474), myocardial
infarction (n=>b585) or arthritis (n=2176). We also
excluded those who died within the first year (n=174) or
did not provide complete responses in the walking status
questionnaire (n=3241). Thus, a total of 27738 partici-
pants (15521 men and 12217 women) remained. These
participants were apparently healthy enough to walk for
as long as they wished.

Time spent walking

The self-administered questionnaire included items on
time spent walking. Time spent walking was assessed
through the subject’s response to the question, ‘About
how much time do you walk per day on average?’ The
participants were asked to choose one of three answers:
‘1 h or more,” ‘30 min—1 h’ or ‘30 min or less.” In Japan,
the Ministry of Health, Labour and Welfare recom-
mended to walk =1 h per day in Exercise and Physical
Activity Reference for Health Promotion 2006. Then, we
divided the participants into two groups according to the
time spent walking daily: <1 h and =1 h. We had previ-
ously evaluated and reported the validity of self-reported
time spent walking.® '® 2’ This validation study had
indicated that selfreported walking time was reasonably
reproducible and sufficiently valid for studying the
health effects of walking.

Health-insurance system in Japan

Details of the Japanese NHI system have been described
previously.” * 29 Briefly, everyone living in Japan is
required to enrol in a health-insurance system. The NHI
covers 356% of the Japanese population, mainly farmers,
self employed or retired people. The NHI covers almost
all medical treatment, including diagnostic tests, medi-
cation, surgery, supplies and materials, physicians and
other personnel costs, inpatient care and most dental
treatment. It covers treatment by physicians and nurses
but not that by other professionals such as home health
aides. Payment to medical providers is made on a fee-
forservice basis, where the price of each service is
determined by a uniform national fee schedule.

When a participant withdraws from the NHI system
because of death, emigration or employment, the with-
drawal date and its reason are coded in the NHI with-
drawal history files. We recorded any mortality or
migration by reviewing the NHI withdrawal history files
and collected data on the death of participants by
reviewing the death certificates filed at Ohsaki Public
Health Center. We thus followed up the participants and
prospectively collected data on medical care utilisation
and its costs for all individuals in the cohort from
1 January 1995 to 31 December 2007. Study participants
(16.3%) were lost to follow-up, so their vital status was
unknown.

Statistical analysis
Using the Ohsaki NHI cohort database, we estimated
mortality and medical expenditure for individual age
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groups, and for the categories of time spent walking, for
both men and women. We divided age into the following
groups: 40—44, 45—49, 50—54, 556—59, 60—64, 656—69,
70—74, 75—79, 80—84 and =85 years. The multiadjusted
mortalities for each age category were estimated from
a Poisson regression model based on person-years and
the number of deaths from 1996 until 2007. The
dependent variable was mortality, and the independent
variables were age groups, categories of time spent
walking and the following covariates: smoking status
(current and past smoker, or never smoker), alcohol
consumption (current drinker consuming 1-—499 g/
week, current drinker consuming =450 g/week, or
never and past drinker), body mass index (BMI:
<21 kg/m?, 21—24.9 kg/m? or =25 kg/m?), self-rated
health (good or not good), sports and physical activity
(=3 h/week or <3 h/week), history of hypertension
disease (presence or absence), history of diabetes
mellitus (presence or absence), history of cancer
(presence or absence), history of liver disease (pres-
ence or absence) and history of kidney disease (pres-
ence or absence).!® The data on all covariates were
obtained from a self-administered questionnaire. We
estimated the mortality of participants aged =85 years
by multiplying the estimated mortality for the 85—89-
year age group by the ratio of mortality for the same age
group relative to the mortality for =85 years from
complete life tables for the year 2000, as there were few
person-years for participants aged over 90 years in our
dataset.>

Because medical expenditure increases before death,
we separately calculated medical expenditure for
participants who survived through the index year and for
those who died. The multiadjusted medical expenditure
per year for survivors and decedents, respectively, was
estimated for each of the age groups and the categories
of time spent walking using a linear regression model
adjusted for the above covariates.

The estimates of multiadjusted mortality and medical
expenditure for each age group were used for esti-
mating life expectancy and lifetime medical expendi-
ture from 40years of age. Life expectancy was
calculated using Chiang’s analytical method on the
basis of the latest published complete life tables of
Japan for the year 2000.%* *° Lifetime medical expen-
diture was estimated from the sum obtained by multi-
plying the static population in life table by the medical
expenditure for survivors and the number of deaths in
the life table by the increased medical expenditure
owing to death, which was calculated by subtracting the
medical expenditure in year of survivors from that in
the period of 1year before death. That is, the life
expectancy (ey) and lifetime medical expenditure (M,)
for each age group (x) were estimated using the
numbers of survivors (ly), deaths (dy), static population
(Ly), multiadjusted medical expenditure for survivors
(ay) and multiadjusted medical expenditure for the
deceased (by) as follows:

M, = )y (Lyayi + dyby)

The 95% Cls were estimated using a Monte Carlo
simulation with 100 000 replicates based on a Poisson
regression model and linear regression model. All
analyses were used the SAS V.9.1 statistical software
package.

We used a purchasing-power parity rate (British
pounds to Japanese yen) of £1.00=¥140.

RESULTS

After 13years of follow-up, we observed 2936 deaths
(2193 men and 743 women) among the 27738 partici-
pants (15521 men and 12217 women). The mean
medical expenditure per year for survivors who walked
=1 h per day was £1714.2 in men and £1621.4 in women,
significantly lower than for those who walked <1 h per
day (men: £2064.3, p<0.0001; women: £1878.6,
p<0.0001). Also, the mean medical expenditure in the
year of death for participants who walked =1 h per day
was £16 878.6 in men and £17 464.3 in women, which was
not significantly different from those who walked <1 h
per day (men: £16650.0, p=0.7315; women: £17742.9,
p=0.8330).

Baseline characteristics in terms of categories for time
spent walking

Table 1 shows the baseline characteristics of the study
participants according to the categories of time spent
walking for men and women, respectively.

As compared with those who walked <1h per day,
participants who walked =1 h per day were less likely to
be smokers and obese. Self-reported histories of hyper-
tension, diabetes mellitus and liver disease were all
significantly less prevalent in those who walked =1 h per
day.

Mortality in terms of categories for time spent walking
Figure 1A (for men) and Figure 1B (for women) show
the multiadjusted mortality (per 1000) in each of the age
groups according to the categories of time spent
walking.

In men in each age group, the multiadjusted mortality
was lower in participants who walked =1 h per day than
in those who walked <1 h per day. In women in all age
groups except for the aged 40—44 and 45—49year
groups, the multiadjusted mortality was lower in partic-
ipants who walked =1h per day than in those who
walked <1 h per day.
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Table 2 shows the mortality ratio with 95% Cls
according to the categories of time spent walking. In men,
the multiadjusted mortality ratio for participants who
walked =1 h per day was significantly lower than that for
participants who walked <1 h per day (0.90, 95% CI 0.82
to 0.98, p=0.0153). In women, the multiadjusted mortality
ratio for participants who walked =1 h per day was non-
significantly lower than that for participants who walked
<1 h per day (0.95, 95% CI 0.82 to 1.10, p=0.4693).

Life expectancy and lifetime medical expenditure in terms
of time spent walking
Table 3 shows the life expectancy and lifetime medical
expenditure from 40years of age with 95% Cls
according to the categories of time spent walking.

In men, the multiadjusted life expectancy of those who
walked =1 h per day was 44.81 years (95% CI 43.66 to

45.94), which was significantly longer by 1.38 years
(p=0.0073) than for those who walked <1h per day
(43.43 years; 95% CI 42.39 to 44.41). In women, the
same results were observed, although the differences did
not reach statistical significance.

In spite of their longer life expectancy, their lifetime
medical expenditure from 40 years of age was signifi-
cantly lower in men and non-significantly lower in
women. The multiadjusted lifetime medical expendi-
ture for participants who walked =1h per day was
£99423.6 (95% CI 92515.9 to 106694.7), significantly
lower by 7.6% (p=0.0048) than for those who walked
<lh per day (£107544.2; 95% CI 101234.0 to
114044.6). In women, the multiadjusted lifetime
medical expenditure for participants who walked =1 h
per day was £128161.2 (95% CI 111 335.0 to 148494.7),
non-significantly lower by 2.7% (p=0.2559) than for
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Figure 1 Multiadjusted mortality by time-spent-walking categories in each age group in (A) men and (B) women.

those who walked <1h per day (£131766.8; 95% CI
115902.4 to 150714.3).

DISCUSSION

The present results indicate that the multiadjusted life-
time medical expenditure from the age of 40 years for
those who walked =1 h per day was significantly lower by
7.6% in men and non-significantly lower by 2.7% in
women than for those who walked <1 h per day. This
decrease in lifetime medical expenditure was observed
in spite of a longer life expectancy (1.38 years for men
and 1.16 years for women) among those who walked
=1 h per day. Thus, a healthy lifestyle not only extended
longevity but also decreased the amount of lifetime
medical expenditure, especially men.

We observed statistically significant differences for
men but not for women. Although the differences did
not reach statistical significance, the same results were
observed for women. The reason why the impact of
walking was smaller in women than in men was
unknown. In women, other factors such as obesity and
postmenopausal change might have a stronger impact
on life expectancy and lifetime medical expenditure
than walking.

" Comparison with other studies

Four studies have addressed the association between
physical activity level and life expectancy.'”* Addition-
ally, studies investigating associations between time spent
walking,”'® or distance walked'” '® and mortality have

consistently shown that participants who have a higher
physical activity have a longer life expectancy and lower
mortality than participants who have a lower physical
activity. Only one study has reported the association
between physical activity and lifetime medical expendi-
ture.* In a simulation study, Keeler e al demonstrated
that if participants with a sedentary lifestyle had exer-
cised regularly, the additional exercise would have
increased their life expectancy by 300 days and saved
£1900 in lifetime costs. Even though there is a difference
between physical activity and walking, this result is
consistent with the present finding that participants who
walked =1 h per day lived longer and had a lower life-
time medical expenditure.

We previously calculated life expectancy and lifetime
medical expenditure in relation to smoking and BMI
from age 40 years using the same dataset as that for the
present study.®* The results indicated that lifetime
medical expenditure was lower for smokers than for
non-smokers, reflecting the 3.5-year shorter life expec-
tancy of smokers.** On the other hand, lifetime medical
expenditure was higher for participants who were obese
(BMI=30.0) than for those who were of normal weight
(18.5=BMI<25.0), even though the former lived 2 years
less than the latter (Nagai M, Kuriyama S, Kakizaki M,
et al. Impact of obesity, overweight and underweight on
life expectancy and lifetime medical expenditures. Popul
Health Metr, under review). In fact, both smokers and
obese participants had a shorter life expectancy than
non-smokers and normal-weight participants, whereas
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their lifetime medical expenditure was conversely
increased. These differences could be explained by the
impact of these risk factors on quality of life. Using
prospective data for 16176 adult Caucasians in the
USA,31 Reuser ¢ al estimated life expectancy and years of
life with and without activities of daily-living disability in
relation to smoking and BMI, respectively. The resulis
indicated that smoking decreased both life expectancy
and years of life with activities of daily-living disability,
whereas obesity decreased the former but increased the
latter, thus leading to the conclusion that ‘smoking kills,
and obesity disables’. Reuser’s conclusion is concordant
with the impact of walking on life expectancy and life-
time medical expenditure. Physical activity decreases not
only mortality but also disability,>~1% 17 18 2 leading to
lower medical expenditure.3 3 For instance, walking has
been significantly associated with a lower risk of cardio-
vascular disease,7 stroke,34 coronary heart disease,35 86
type 2 diabetes’” and hypertension.”® Consequently,
walking also reduces expenditure on medication needed
for these conditions.*

Strengths and limitations

This is the first study to have investigated the association
between walking, life expectancy and lifetime medical
expenditure. A major strength of this study was that we
collected individual data on medical expenditure based
on a cohort study of survival and medical-care utilisation,
and its cost, for all partjcipants,lg 22 24 28 5nd the NHI
covers almost all medical treatment in Japan. Second, we
conducted a 13-year prospective observation of 27738
Japanese adults aged 40—79 years living in the commu-
nity who were free of any functional limitations or
chronic conditions interfering with physical activity, with
an accrued total of 285 342 person-years. Third, in order

to reduce bias or reverse causation in that people did not
walk because of functional limitations that also required
medical expenditure, we excluded participants who, at
the baseline, reported limited physical function or
conditions interfering with physical activity. Additionally,
to control for confounders, we also included various
covariates in our Poisson regression model and linear
regression model.

On the other hand, several limitations should also be
considered. First, we assessed walking using a simple
questionnaire in which we asked the participants to
report only the time spent walking and did not ask about
walking pace, distance walked or any distinction between
walking for exercise and other reasons. Second, a longer
time spent walking may be a reflection of performing
more vigorous activity, making it difficult to distinguish
the impact of walking from other types of physical
activity. However, the present result did not change after
multivariate adjustment.

Conelusions and policy implication

In summary, lifetime medical expenditure was shown to
be decreased in participants who walked =1 h per day,
despite the fact that they lived longer. Increased
longevity resulting from a healthier lifestyle did not
necessarily translate into an increased amount of
medical expenditure throughout life. However, in the
present study, around 50% of study participants walk
<lh per day. To increase their walking time, the
recommendation of walking with a pedometer may be
useful.*’ An increase in walking time at the population
level would bring about a tremendous change in
people’s health and medical cost. A campaign to
encourage people to walk for longer and a program to
make walking environments safer and more pleasant
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should be implemented. This intervention may extend
life expectancy without apparently increasing lifetime
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Background: It is unclear whether weight change since young adulthood affects the risk of mortality due to cardio-
vascular disease (CVD). The aim of this study was to investigate weight change since age 20 in relation to the risk
of CVD mortality.

Methods and Resulis: A total of 41,364 eligible Japanese men and women aged 4079 years participated in the
Ohsaki Cohort Study baseline survey in 1994. Hazard ratios (HRs) and 95% confidence intervals (Cls) for CVD
mortality were calculated according to weight change since age 20 (loss >10.0kg; loss 5.0-9.9kg; stable [+4.9 kg];
gain 5.0-9.9kg; gain 210.0kg). During 13.3 years of follow-up, 1,756 participants died of CVD. The association
between weight change and CVD mortality was L-shaped in men and U-shaped in women; the multivariate HR (5%
Cl) for men with weight loss 210.0kg was 1.52 (1.25-1.85), and that for women with weight loss >10.0kg and weight
gain >10.0kg was 1.62 (1.25-2.11) and 1.36 (1.09-1.69), respectively. Cross-classification analysis based on body
mass index (BMI) at age 20 and weight change tended to be U-shaped, except for men whose BMI had been
<25kg/m? at age 20, in which case it was L-shaped.

Conclusions: Weight loss since young adulthood is associated with excess risk of mortality due to CVD in men,
while a U-shaped relationship was observed for women. (Circ J 2013; 77: 679—686)

Key Words: Body mass index; Cardiovascular disease mortality; Japan; Weight change; Young adulthood

disease (CVD) morbidity*-3 and mortality.*¢ In addi-

tion to a high body mass index (BMI), weight gain
also adversely affects CVD risk factors.”™ 1 The effect of weight
change on CVD mortality has been assessed in several studies,
but the results have varied. Some studies have reported weight
gain associated with CVD mortality,*1% or that there was a
U-shaped association,’3-15 whereas others have shown that
only weight loss was associated with CVD mortality.16-20

Editorial p602

These differences in results could have been due to differ-
ences in the age composition of the study participants, the life
stage at which weight change occurred, the duration of the
weight change, or the length of follow-up among the studies.?!
The elevated mortality risk associated with recent weight loss
due to antecedent disease, especially in studies of older people

Obesity is an established risk factor for cardiovascular

or those with short follow-up periods may easily lead to biased
results. Monitoring long-term weight change, which represents
the transition of weight trajectories during the course of life,
may help to clarify the mixed results for CVD mortality among
older subjects.?? Both being persistently obese since early adult-
hood and having an increase in BMI category from normal to
obese were associated with higher all-cause mortality in the
Ohsaki Cohort Study.? An inverse relationship in men and
L-shaped association in women between weight change and
all-cause and CVD mortality, however, were observed in
another study among middle-aged Japanese individuals.?®
Additionally, a previous study has suggested that the meta-
bolic and health consequences of weight change may differ
between men and women.?* Furthermore, sex differences in
major cardiovascular risk factors have been noted as a sub-
stantial reason for the sex difference in CVD risk.?S Previous
studies of the association between weight change and subse-
quent CVD morbidity or mortality, however, were based mainly
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