
Ⅲ．研究成果の刊行に関する一覧表 

１）学会誌・雑誌等における論文一覧 

著者名 論文題目 雑誌名 巻.頁-頁，発行年 

Rieko Okada, Kazuyo Tsushita, Kenji 

Wakai, Kiminori Kato, Takashi Wada 

and Yukito Shinohara 

Healthy lifestyle reduces incidence 

of trace/positive proteinuria 

and rapid kidney function decline 

after 2 years: from the Japan 

Ningen Dock study 

Nephrol 

Dial 

Transplant  

(2020) 1–10 

doi: 

10.1093/ndt/gfaa224 

Matsushita M, Muramoto A, Nomura 

E, Eguchi Y, Kato A, Sano Y, 

Kabayama M, Arakawa M, Oguma Y, 

Yabe D, Matsunaga M, Yatsuya H, 

Arima H, Tsushita K. 

Smart Life Stay (SLS) program: 

effects of a lifestyle intervention 

program in combination with health 

tourism and health guidance for 

type 2 diabetes． 

Nutrition 

& Diabetes 

https://doi.org/10.103

8/s41387-020-00136-

x 

Kontsevaya A, Drapkina O; Gorniy B, 

Kalinina A, ;Komkov D, Balanova Y, 

Bunova A, Kushunina D, Antsiferova 

A, Myrzamatova A, Lavrenova E, 

Nomura E; Iwatake M; Waki T; 

Tanaka-Mizuno S, Miura K; Miyamoto 

Y, Tsushita K.  

Protocol and Rationale for the 

Russian-Japanese “Tackle Obesity 

and Metabolic Syndrome  

Outcome by Diet, Activities and 

Checking Body Weight 

Intervention” (RJ-TOMODACHI) 

Randomized Controlled Trial. 

Circulation 

Reports 

doi: 

10.1253/circrep.CR-2

0-0042 

 

R.A. EGANYAN1, A.M. 

KALININA1, B.E. GORNY1, O.V. 

IZMAILOVA1, D.S. KOMKOV1, 

D.V. KUSHUNINA1,A.O. 

MYRZAMATOVA1, A.A. 

ANTSIFEROVA1, K. TSUSHITA, 

A.V. KONTSEVAYA1, O.M. 

DRAPKINA 

The dynamics of nutrition structure 

of overweight and obese people 

during preventive counseling and 

remote monitoring as part of the 

international Russian-Japanese 

study ≪Tackle Obesity and 

Metabolic syndrome Outcome by 

Diet, Activities and Checking BW 

Intervention (RJ-TOMODACHI) 

Тhe 

Russian 

Journal оf 

Preventive 

Medicine 

2020, Vol. 23, no 3. 

119-130 

Hiroko Hattori, Aya Hirata, Sachimi 

Kubo, Yoko Nishida, Miki Nozawa , 

Kuniko Kawamura , Takumi Hirata , 

Yoshimi Kubota , Mizuki Sata, 

Kazuyo Kuwabara, Aya, igashiyama, 

Aya Kadota, Daisuke Sugiyama, 

Naomi Miyamatsu, Yoshihiro 

Miyamoto， Tomonori Okamura 

Estimated 24 h Urinary 

Sodium-to-Potassium Ratio Is 

Related to Renal Function Decline: 

A 6-Year Cohort 

Study of Japanese Urban Residents 

Int. J. 

Environ. 

Res. Public 

Health 

2020, 17, 5811; 

doi:10.3390/ijerph17

165811 

佐野喜子 
食物繊維の重要性．糖尿病の最新

食事療法のなぜに答える基礎編 

医歯薬出

版 
2020.10 

佐野喜子 

第 3 章 継続外来_基本編（2）_

「患者サポートと生活指導_まる

わかり糖尿病塾. 

医学書院. 2020.11 

Sodai K, Liu Y, Iizuka K, 

Kuwata H, Seino Y, Yabe D 

A review of recent findings on 

meal sequence: an attractive 

dietary approach to 

prevention and management 

of type 2 diabetes. 

Nutrient

s  
(2020) 12(9):2502. 

矢部大介、加藤丈博、堀川幸男. 
糖尿病性腎症重症化予防プログ

ラムと糖尿病連携手帳の活用.  

DM 

Ensemble 
9(2): 20-25, 2020 

https://doi.org/10.1038/s41387-020-00136-x
https://doi.org/10.1038/s41387-020-00136-x
https://doi.org/10.1038/s41387-020-00136-x


矢部大介. 
地域一丸で取り組む糖尿病重症

化予防. 

岐阜県医

師会医学

雑誌 

33: 41-46, 2020 

酒井麻有、窪田創大、加藤丈博、堀

川幸男、矢部大介 
糖尿病に関する教育と支援.  日本臨牀 

78 (7): 1066-1071, 

2020 

樋口温子，樺山舞，神出計他. 
特定保健指導積極的支援におけ

る中性脂肪該当者の特徴と中性

脂肪に対する指導効果の検討.  

日本循環

器病予防

学会誌. 

2020;55(2):124-13

3. 

真殿亜季，由田克士，栗林徹，奥田

奈賀子，中村幸志，渡邉至，樺山舞，

神出計，三浦克之，板井一好，岡山

明. 

遅い夕食習慣は中年男性のメタ

ボリックシンドローム発症リス

クを増加させる.  

循環器病

予防学会

誌. 

2020; 55(1): 

40-49.2020 

 

Kawaguchi H, Moriyama M, 

Hashimoto H. 

Does disease management for 

diabetic nephropathy reduce 

medical expenditure? Evidence 

from a three-period 

difference-in-differences 

analysis.  

BMC 

Health 

Services 

Research, 

20: 403, 2020. 

https://doi.org/10.1

186/s12913-020-05

297-0  

 

Khair Z, Rahman MM, Kazawa K, 

Jahan Y,Faruque ASG, Chisti MJ, 

Moriyama M. 

Health education improves 

referral compliance of persons 

with probable Diabetic 

Retinopathy: A randomized 

controlled trial.  

PLoS 

ONE 

(2020) 15(11): 

e0242047. 

https://doi.org/10.13

71/journal.pone.024

2047  

 

Ueki K, Sasako T, Okazaki Y, 

Miyake K, Nangaku M, Ohashi Y, 

Noda M, Kadowaki T: 

Multifactorial intervention has a 

significant effect on diabetic 

kidney disease in patients with 

type 2 diabetes.  

Kidney Int 99:256-266, 2021 

 

２）学会等における口頭・ポスター発表 

発表者氏名 演題タイトル名 
発表の 

種別 

発表した場所 

（学会等名） 
発表した時期 

津下一代 
地域連携で進める糖尿病性腎症

重症化予防プログラム.  
講演 第54回糖尿病学の進歩 2020.09 Web 

津下一代． 

ICT を用いた生活習慣病の克服

～ビッグデータと個人の行動変

容～ 

特別講

演 

日本糖尿病学会九州地

方会 

.2020.10.17 

Web ライブ 

津下一代 
内科疾患の運動療法：代謝性疾

患．糖尿病 

教育講

演 7 

日本臨床スポーツ医学

会 
2020．11Web 

Kazuyo Tsushita. 

Remote monitoring and preventive 

counseling on risk factors in the era 

of the COVID-19 pandemic: 

Japanese experience.  

シンポ

ジウム 

The International 

Internet Congress for 

Internists (Russia) 

09 Feb. 2021 

 

津下一代 
特定保健指導実施状況・ 

効果分析からみた課題と 

今後の方向性 

シンポ

ジウム 

第 41 回日本肥満学会.

シンポジウム４ 

2021.3.20 

Web 

佐野喜子 
BMI30以上の糖尿病勤労男性にお

ける行動計画と減量成果の関連

について 

口演 
第63回日本糖尿病学会

年次学術集会 
 

佐野喜子 
肥満症指導に必要な知識とは.減

量実現に向けた効果的な保健指

導を考える 

シンポ

ジウム 

第 41 回日本肥満学会.

シンポジウム 7 

2021.3.20 

Web 



井口真由香，樺山

舞，権藤恭之，他. 

地域在住高齢者における認知機

能別に見た血糖コントロール状

況に関する検討-SONIC研究- 

一般 

演題 

第62回日本老年医学会

学術集会. 

2020年8月3-6

日.WEB 

前山友理恵，樺山

舞，石﨑達郎，樂木

宏実，神出計他 

地域在住高齢者における糖尿病

の血糖コントロール状況と精神

的健康状態に関する検討-SONIC

研究-. 

一般 

演題 

第62回日本老年医学会

学術集会. 

2020年8月3-6

日.WEB 

平田匠. 
糖尿病性腎症重症化予防の基礎

と最近の話題. 
講演 

宮城県国民健康保険団

体連合会 令和 2 年度

糖尿病性腎症重症化予

防研修会 

2020．10 

Yoshinari Yasuda 

Overview of national policy to 

prevent aggravation of diabetic 

nephropathy in Japan: Importance 

of safety prescription of metformin 

for patients with renal impairment 

シンポ

ジウム 

The 10th CKD Frontier 

Meeting 
2021．02.28 

清水美保、北島信

治、遠山直志、坂井

宣彦、和田隆志．他 

糖尿病性腎症における貧血なら

びに間質線維化・尿細管萎縮と

腎・生命予後との関連 

一般演

題 

第63回日本腎臓学会学

術総会 

2020.8.19-8.

21 横浜 

大島恵・遠山直志・

坂井宣彦・和田隆

志: 

eGFR と尿アルブミンを用いた末

期腎不全の代替エンドポイント, 

一般演

題 

第50回日本腎臓学会西

部学術大会 

2020.10.16-1

0.17 WEB 

和田隆志 
:糖尿病例における腎病変―病態

と治療 
講演 

日本糖尿病学会 中国

四国地方会第58回総会 

2020.10.23-1

1.8 WEB 

清水美保、北島信

治、遠山直志、原章

規、岩田恭宜、坂井

宣彦、和田隆志 

糖尿病性腎症による腎複合イベ

ント発症例の生命予後に、貧血と

腎間質線維化・尿細管萎縮が及ぼ

す影響 

一般演

題 

第65回日本透析医学会

学術集会・総会 

2020.11.2-11

.24 WEB 

 

３）その他の講演等 

発表者氏名 演題タイトル名 
発表の 

種別 

発表した場所 

（学会等名） 
発表した時期 

津下一代 

保険者として取り組む糖尿病性

腎症重症化予防事業～手ごたえ

を感じる保健事業へ 

 

東京都国保連合会．令和

2 年度生活習慣病予防対

策に関する講演会 

2021.01.21.

東京 ハイブ

リッド型 

佐野喜子 

生活習慣病重症化予防における

保健指導、糖尿病性腎症重症化予

防、低栄養、重症化予防 

講演 

令和2年度神奈川県国民

健康保険団体連合会保

健事業支援・評価委員会

部会｢国保･後期高齢者

ヘルスサポート事業申

請保険者等への支援｣ 

2020.8.24 横

浜市 

矢部大介. 

糖尿病をとりまく現状と地域一

丸の糖尿病対策の必要性～糖尿

病医科歯科連携を中心に～.  

特別講

演 

第63秋季回日本歯周病

学会学術大会 
2020.10Web 

Yoshinari Yasuda 

Overview of national policy to 

prevent aggravation of diabetic 

nephropathy in Japan: Importance 

of safety prescription of metformin 

for patients with renal impairment 

シンポ

ジウム 

The 10th CKD Frontier 

Meeting 

2021. 02.28 

Web 

 



Healthy lifestyle reduces incidence of trace/positive proteinuria
and rapid kidney function decline after 2 years: from the Japan
Ningen Dock study

Rieko Okada1, Kazuyo Tsushita2, Kenji Wakai1, Kiminori Kato3, Takashi Wada4 and Yukito Shinohara5

1Department of Preventive Medicine, Nagoya University Graduate School of Medicine, Aichi, Japan, 2Comprehensive Health Science Center,
Aichi Health Promotion Foundation, Aichi, Japan, 3Department of Laboratory Medicine and Clinical Epidemiology for Prevention of
Noncommunicable Diseases, Graduate School of Medical and Dental Sciences, Niigata University, Niigata, Japan, 4Health Science, Jikei
University Graduate School of Medicine, Tokyo, Japan and 5Department of Neurology, KKR Tachikawa Hospital, Tokyo, Japan

Correspondence to: Rieko Okada; E-mail: rieokada@med.nagoya-u.ac.jp

A B S T R A C T

Background. Lifestyle modification is recommended for sub-
jects with trace proteinuria during health checkups. However,
whether overall healthy lifestyle reduces the incidence of trace/

positive proteinuria or rapid decline in estimated glomerular
filtration rate (eGFR) is not clarified.
Methods. A total of 451 534 people (277 494 men and 174 040
women) ages 20–79 years with negative proteinuria were
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included. The number of three healthy lifestyle factors (LFs)
was assessed: noncurrent smoking, healthy eating habits (late
dinner, snacking and skipping breakfast <3 times/week) and
body mass index <25. The incidence of trace (6) and positive
(�1þ) proteinuria by the dipstick method and eGFR decline
�20% over 2 years were compared with the number of healthy
LFs.
Results. The incidence of trace/positive proteinuria and rapid
eGFR decline decreased with an increasing number of healthy
LFs as follows: odds ratios (ORs) for trace proteinuria, 0.91
[95% confidence interval (CI) 0.86–0.96], 0.82 (0.78–0.87)
and 0.72 (0.68–0.77); ORs for positive proteinuria, 0.76 (95%
CI 0.67–0.86), 0.56 (0.50–0.63) and 0.46 (0.40–0.53); and
ORs for an eGFR decline �20%, 0.93 (95% CI 0.82–1.05),
0.90 (0.79–1.02) and 0.81 (0.70–0.93) for those with one, two
and three healthy LFs compared with those with none of the
three healthy LFs, respectively. Overall, subjects with a
healthy lifestyle showed 28, 54 and 19% reduced risk of de-
veloping trace proteinuria, positive proteinuria and eGFR

decline �20%, respectively, compared with those with an
unhealthy lifestyle after 2 years. This association was simi-
larly observed even among subjects without hypertension
(HT) or diabetes mellitus (DM).
Conclusions. Subjects with an overall healthy lifestyle showed a
lower incidence of trace/positive proteinuria by dipstick test
and rapid eGFR decline over 2 years in a nationwide general
population. Thus lifestyle modification should be recom-
mended for subjects with trace proteinuria during health check-
ups, even for subjects without HT or DM.

Keywords: chronic renal insufficiency, eating behavior, life-
style, proteinuria, smoking

I N T R O D U C T I O N

There is accumulating evidence for the significance of the prog-
nostic value of trace proteinuria. In large population studies, the
presence of trace proteinuria on dipstick tests is a powerful pre-
dictor of future cardiovascular diseases (CVDs) [1–3], end-
stage renal disease (ESRD) [4], hypertension (HT) and diabetes
mellitus (DM) [5]. As about two-thirds of the population with
trace proteinuria have microalbuminuria, trace proteinuria can
be used as an indicator of microalbuminuria [6–8], or at least
high-normal albuminuria (corresponds to an albumin:creati-
nine ratio of 10–29 mg/g) [1, 2, 4].

Moreover, declines in estimated glomerular filtration
rate (eGFR) of �20% are associated with the risk of ESRD and
mortality [9–11]. A 20% decline in eGFR over 2 years could be
considered as a candidate surrogate endpoint of ESRD [10] and
is defined as rapid eGFR decline [12, 13]. Identifying modifiable
factors that reduce the risk of trace/positive proteinuria or rapid
eGFR decline may facilitate the development of primary pre-
vention programs for early stages of kidney diseases.

It is well known that a healthy lifestyle decreases the risk of
CVD and mortality. A recent study investigated whether an
overall healthy lifestyle, assessed by the number of healthy life-
style factors (LFs), could prolong life expectancy [14]. However,
the benefits of overall lifestyle behaviors on kidney disease risk
are poorly quantified. Only a few studies have examined the in-
fluence of the number of healthy LFs on the development of
proteinuria [15–18], eGFR decline �50% [19] or chronic kid-
ney disease (CKD) [20, 21]. Wakasugi et al. [15] demonstrated
that the number of healthy LFs, which include noncurrent
smoking, less bedtime snacking and skipping breakfast, regular
exercise, alcohol consumption <20 g/day and body mass index
(BMI) <25, decreases the risk of positive proteinuria (�1þ) af-
ter 1 year [15].

Consequently the Japanese Society of Nephrology published
a proposal in 2017 that lifestyle modification should be recom-
mended for subjects with trace proteinuria during health check-
ups [22]. However, whether trace proteinuria, which represents
an early stage of kidney damage, can be reduced by increasing
the number of healthy LFs is not yet clarified. Moreover, al-
though lifestyle modification is highly recommended for

KEY LEARNING POINTS

What is already known about this subject?

• Lifestyle modification is recommended for subjects
with trace proteinuria during health checkups.

• Trace proteinuria and rapid eGFR decline are the
strong prognostic values of cardiovascular disease
(CVD), end-stage renal disease (ESRD) and mortality.

• Whether overall healthy lifestyle reduces the incidence
of trace proteinuria or rapid eGFR decline is not
clarified.

What this study adds?

• Subjects with a healthy lifestyle showed a 28% reduced
risk of developing trace proteinuria and a 19% reduced
risk of rapid eGFR decline (eGFR decline �20%) over
2 years.

• The incidence of trace proteinuria and rapid eGFR de-
cline decreased with an increasing number of healthy
lifestyle factors.

• This association was similarly observed even among
subjects without hypertension (HT) or diabetes melli-
tus (DM).

What impact this may have on practice or policy?

• Healthy lifestyle reduces the incidence of trace protein-
uria and rapid eGFR decline over 2 years.

• Lifestyle modification should be recommended for sub-
jects with trace proteinuria during health checkups,
even for subjects without HT or DM.

• Healthy lifestyles that reduce the risk of trace protein-
uria and rapid eGFR decline may prevent early stages
of kidney disease, which may then delay or prevents
subsequent CVD and ESRD.

2 R. Okada et al.
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subjects with HT and DM [23, 24], the effect of lifestyle modifi-
cation on the prevention of proteinuria or rapid eGFR decline
among those without HT or DM is unclear.

The purpose of this study was to determine whether increas-
ing the number of healthy LFs decreases the risk of trace/posi-
tive proteinuria and rapid eGFR decline and whether it is
applicable even to subjects without HT or DM, in a nationwide
general population.

M A T E R I A L S A N D M E T H O D S

Study population

The study subjects were participants who underwent health
checkups every year from 2010 to 2012 in the 127 facilities
throughout Japan that belong to the Japan Society of Ningen
Dock. Participants underwent either the comprehensive health
checkup ‘Ningen Dock’ or the basic health checkup provided by
employers every year. The details of the two types of health
checkups are described elsewhere [25]. In brief, a basic health
checkup is provided annually by employers and is required by
law, while a comprehensive health checkup is voluntary and
paid for by the participant but covered by his/her company (in
most cases, at least partially).

Records for 740 000 individuals who underwent health
checkups every year in 2010, 2011 and 2012 were obtained.
Subjects with complete data for all the LFs (smoking, eating
habits, regular exercise and BMI), proteinuria and eGFR at
baseline (2010) and after 2 years (2012) were enrolled in this
study. First, individuals without information on proteinuria
(n¼ 91 410) or data from facilities where the information on
trace proteinuria was not assessed (n¼ 40 316) were excluded.
Then, subjects with incomplete data for any of the LFs
(n¼ 76 409), subjects with incomplete data for eGFR
(n¼ 8257) and subjects �80 years of age (n¼ 2058) were ex-
cluded. Finally, subjects with trace/positive proteinuria at base-
line were excluded (n¼ 70 016), resulting in 451 534 subjects
(277 494 men and 174 040 women, ages 20–79 years) in these
analyses.

This study was carried out by using the Mega Database be-
longing to the Japan Society of Ningen Dock with support of
the Research Committee for the Mega Database of Japan
Society of Ningen Dock [25–27]. Written informed consent
was not required, as all records were anonymized by decoding
identifying information. The quality control in laboratory test-
ing in all the institutions has been checked by the Japan Society
of Ningen Dock. This study was approved by the Ethical
Committee of the Japan Society of Ningen Dock (approval
number JSND-EC: 2015-0005) and the Ethics Committee of
the Nagoya University Graduate School of Medicine (approval
number 2015-0313-2).

Measurements

All subjects completed a self-administered questionnaire to
document their LFs, such as smoking, eating habits, drinking
and regular exercise. Their current medication for HT, DM and
dyslipidemia and the history of cardiovascular and cerebrovas-
cular diseases were reported. Each record included systolic and

diastolic blood pressure (BP) and anthropometric parameters
such as weight and height. BMI was calculated. Circulating fac-
tors including hemoglobin A1c (HbA1c), triglycerides (TGs),
low-density lipoprotein cholesterol and serum creatinine were
measured with autoanalyzers. Serum creatinine was assessed by
enzymatic methods. The GFR was estimated using the Japanese
eGFR equation [28]. Individuals who sought health checkups
were requested to fast overnight for�8 h.

Definition of healthy LFs

Five LFs were assessed according to previous studies [15, 17,
20]: noncurrent smoking (never smoker and ex-smoker);
healthy eating habits for all the following: late dinner (eating
dinner <2 h before bedtime) less than three times a week,
snacking (snacking between meals or after dinner) less than
three times a week and skipping breakfast less than three times
a week; adequate weight (BMI <25); regular exercise (doing
exercise to sweat lightly�30 min/time and two or more times
per week) and alcohol intake <20 g/day. Among these, three
LFs (noncurrent smoking, healthy eating habits and adequate
weight), which were significantly associated with the risk of
positive proteinuria and eGFR decline, were included as
healthy LFs. The number of healthy LFs at baseline was calcu-
lated (range 0–3). Healthy lifestyle was defined as having all
three healthy LFs, whereas unhealthy lifestyle was defined as
having none of the three healthy LFs.

Assessment of outcomes

The dipstick method was used to determine proteinuria as
trace (6) or positive (�1þ). The decrease in eGFR was calcu-
lated as (eGFR at baseline – eGFR at Year 2)/eGFR at baseline.
An eGFR decline �20% was defined as rapid, in accordance
with former studies showing an eGFR decline �20% as a risk
factor for ESRD and mortality [9–13]. After the participants
were stratified into four groups by the number of healthy LFs at
baseline (score 0–3), the incidence of trace/positive proteinuria
and eGFR decline �20% was assessed in 2012 after a 2-year
follow-up and was compared between the groups. Sensitivity
analysis was conducted for participants whose urine test was
positive in both 2011 and 2012.

Statistical analyses

The baseline characteristics of participants were compared
according to the number of healthy LFs. Odds ratios (ORs) and
95% confidence intervals (CI) were estimated for the develop-
ment of trace/positive proteinuria and eGFR decline �20% by
each LF and by the number of healthy LFs using unconditional
logistic regression analysis. ORs were adjusted for age, sex,
eGFR, systolic BP, use of antihypertensive drugs, HbA1c, use of
glucose-lowering drugs, TGs, use of lipid-lowering drugs, his-
tory of cardiovascular/cerebrovascular diseases and
BMI (adjusted ORs). BMI was not adjusted in the analysis of
BMI <25 and the number of healthy LFs. Age, eGFR, systolic
BP, HbA1c, TGs and BMI were treated as continuous variables.
Socioeconomic factors such as education level, income or social
class were not adjusted for as no data were available on socio-
economic factors.

Lifestyle reduces proteinuria and eGFR decline 3
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Stratified analyses by sex, age group (20–39, 40–59 and 60–
79 years), eGFR category (eGFR �60 and <60 mL/min/
1.73 m2) and the status of HT and DM were conducted.
Subjects were categorized as having no HT (BP <140/
90 mmHg) or HT (BP �140/90 mmHg or the use of antihyper-
tensive drugs) [29]. Subjects were also categorized as having no
DM (HbA1c <6.5%) or DM (HbA1c �6.5% or the use of
glucose-lowering drugs) [30]. All analyses were carried out us-
ing Stata software version 9 (StataCorp, College Station, TX,
USA).

R E S U L T S

The baseline characteristics of the subjects were compared
according to the number of healthy LFs in Table 1. The mean
age was 51.7 years and �40% of the subjects were women.
Participants with a healthy lifestyle were more likely to be older
women and more likely to have lower BP and glucose, a better
lipid profile, less alcohol intake and lower eGFR compared with
those with an unhealthy lifestyle. Age was not different between
men and women in the same group.

During the 2-year follow-up, 38 079 cases (8.4%) of trace
proteinuria, 5257 cases (1.2%) of positive proteinuria and 8078
cases (1.8%) of eGFR decline �20% occurred. First, the inci-
dence of trace/positive proteinuria and rapid eGFR decline was
compared by the presence of each LF (Table 2). Subjects with
healthy LFs (noncurrent smoking, healthy eating habits and ad-
equate weight) showed a lower incidence of trace/positive

proteinuria and rapid eGFR decline. For trace/positive protein-
uria, noncurrent smoking showed the strongest effect, whereas
for rapid eGFR decline, adequate weight showed the strongest
effect (ORs for trace proteinuria: 0.82, 0.88 and 0.94; ORs for
positive proteinuria: 0.67, 0.77 and 0.78; ORs for rapid eGFR
decline: 0.95, 0.93 and 0.90 for noncurrent smoking, healthy
eating habits and adequate weight, respectively; Table 2).
Regular exercise and alcohol intake were not associated with
positive proteinuria and rapid eGFR decline.

The incidence of trace/positive proteinuria and rapid eGFR
decline was lower in subjects with a greater number of healthy
LFs (ORs for trace proteinuria: 0.91, 0.82 and 0.72; ORs for pos-
itive proteinuria: 0.76, 0.56 and 0.46; ORs for eGFR decline
�20%: 0.93, 0.90 and 0.81 for subjects with one, two and three
healthy LFs, respectively) compared with those with none of the
three healthy LFs (‘unhealthy lifestyle’) after full adjustment in-
cluding metabolic factors such as BP, HbA1c and TGs
(Table 3). Sensitivity analysis using participants with twice-pos-
itive urine tests showed similar results [ORs for trace protein-
uria (twice): 0.90 (95% CI 0.82–0.98), 0.78 (0.71–0.85) and 0.67
(0.61–0.74); ORs for positive proteinuria (twice): 0.91 (95% CI
0.68–1.22), 0.64 (0.48–0.87) and 0.42 (0.29–0.60) for subjects
with one, two and three healthy LFs, respectively], compared
with those with none of the three healthy LFs.

When stratified analyses were conducted, the risk reduction
was similarly observed in both men and women, in any age
group and in any eGFR category (ORs for trace proteinuria
among subjects with a healthy lifestyle: 0.69 in men, 0.72 in

Table 1. Baseline characteristics of subjects according to the number of healthy LFs among subjects without trace/positive proteinuria (n 5 451 534)

Characteristics Number of healthy LFs

0 1 2 3

‘Unhealthy lifestyle’ ‘Healthy lifestyle’

Subjects, n 16 138 89 570 181 093 164 733
Age (years) 48.0 6 7.8 49.4 6 8.6 51.0 6 9.4 53.9 6 10.2

Men 47.9 6 7.8 49.3 6 8.6 51.3 6 9.6 55.2 6 10.3
Women (years) 48.4 6 7.6 49.8 6 8.4 50.3 6 9.2 52.8 6 9.9

Women, n (%) 1351 (8.3) 17 944 (20.0) 67 876 (37.5) 86 869 (52.7)
Systolic BP (mmHg) 123 6 15 121 6 16 119 6 17 118 6 17
Diastolic BP (mmHg) 79 6 12 77 6 12 75 6 12 73 6 12
Antihypertensive medication, n (%) 2837 (17.7) 15 709 (17.6) 27 774 (15.4) 23 017 (14.1)
HbA1c (%) 5.78 6 0.76 5.65 6 0.65 5.57 6 0.53 5.56 6 0.45
Glucose-lowering medication, n (%) 1026 (6.4) 4251 (4.8) 6374 (3.6) 4551 (2.8)
TGs (mg/dL), median (IQR) 140 (101–201) 111 (78–160) 88 (63–128) 78 (58–110)
LDL cholesterol (mg/dL) 132 6 31 126 6 32 123 6 30 121 6 29
HDL cholesterol (mg/dL) 50 6 11 57 6 14 63 6 17 68 6 17
Lipid-lowering medication, n (%) 1897 (11.8) 10 311 (11.6) 19 371 (10.8) 19 325 (11.8)
History of cardio-/cerebrovascular diseases, n (%) 505 (3.1) 3062 (3.4) 6397 (3.5) 6301 (3.8)
eGFR (mL/min/1.73 m2) 79.7 6 13.9 78.5 6 13.8 77.0 6 13.7 75.7 6 13.7
Regular exercise, n (%) 2849 (17.7) 17 933 (20.0) 45 166 (24.9) 51 249 (31.1)
Alcohol intake <20 g/day, n (%) 6919 (42.9) 42 921 (47.9) 104 887 (57.9) 114 876 (69.7)
BMI 27.7 6 2.6 25.1 6 3.8 23.0 6 3.3 21.4 6 2.1
Healthy LFs, n (%)

Noncurrent smoking 0 (0) 41 189 (46) 154 835 (86) 164 733 (100)
Healthy eating habits 0 (0) 9723 (11) 69 539 (38) 164 733 (100)
BMI <25 0 (0) 38 658 (43) 137 812 (76) 164 733 (100)

Data are presented as mean 6 SD unless stated otherwise.
Healthy eating habits: less than three times a week for late dinner, snacking and skipping breakfast; regular exercise: doing exercise to sweat lightly �30 min/time and two or more time
per week. Subjects with trace or positive proteinuria at baseline were excluded.
IQR: interquartile range; LDL: low-density lipoprotein; HDL: high-density lipoprotein.
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women; 0.73 in subjects ages 20–39 years, 0.74 in subjects ages
40–59 years and 0.48 in subjects ages 60–79 years; 0.72 in sub-
jects with eGFR �60 mL/min/1.73 m2 and 0.73 in subjects with
eGFR <60 mL/min/1.73 m2] compared with those with an ‘un-
healthy lifestyle’ (Table 3). When further stratified by age
groups separated by sex, the risk reduction was observed in any
age groups in both men and women, although some of the risk
reductions were weak and were not statistically significant
(Supplementary data, Table S1).

Finally, stratified analysis was conducted by the status of HT
and DM (Figure 1). The risk reduction by healthy LFs was
observed in any status of HT and DM. Although subjects with
HT and DM showed a stronger risk reduction, even subjects
without HT or DM showed a significant risk reduction by
healthy LFs, except eGFR decline in subjects without HT (ORs
for trace proteinuria for those with a ‘healthy lifestyle’: 0.62 and
0.74 among those with HT and those without HT, respectively;
and 0.58 and 0.73 among those with DM and those without
DM, respectively) compared with those with an ‘unhealthy
lifestyle’.

D I S C U S S I O N

To the best of our knowledge, this is the first study to show that
subjects with a greater number of healthy LFs showed a lower
incidence of trace/positive proteinuria by dipstick test and rapid
eGFR decline (eGFR decline �20%) in a nationwide general
population. Subjects with a healthy lifestyle, defined by those
with noncurrent smoking, healthy eating habits and adequate
weight, showed 28, 54 and 19% lower incidence of trace
proteinuria, positive proteinuria and eGFR decline �20%, re-
spectively, after 2 years of follow-up compared with those with
an unhealthy lifestyle, independent from baseline eGFR. This
association was similarly observed even among subjects without
HT or DM.

An overall healthy lifestyle, quantified as the number of
healthy LFs, is reported to decrease the incidence of proteinuria
[15], microalbuminuria [18] and CKD progression [19]. A few
studies reported that the number of healthy LFs (i.e. noncurrent
smoking, healthy eating habits, adequate weight, regular exer-
cise and less alcohol) was associated with the incidence of pro-
teinuria �1þ by dipstick measurement after a 1-year period
[15] and with the incidence of microalbuminuria after a 15-year
period [18]. Another study reported that the number of healthy
LFs (i.e. noncurrent smoking, healthy diet, adequate weight and
regular exercise) decreased the incidence of CKD progression,
defined as eGFR decline �50% or ESRD, after a4-year period
[19]. Our study showed for the first time that an overall healthy
lifestyle decreased the risk of developing not only positive pro-
teinuria or eGFR decline �50%, but also trace proteinuria and
eGFR decline�20%, which represents an earlier stage of kidney
damage.

Current smoking showed the stronger effect on trace/posi-
tive proteinuria, whereas overweight showed the stronger effect
on eGFR decline in our study. One large community-based
study in Japan reported that smoking showed a greater in-
creased risk of proteinuria (46–74%) than excess BMI (2% per

1-unit increase) after 6 years [31], which is consistent with our
study. Other studies have shown similar results, but overweight
had a greater effect than smoking [32, 33]. In contrast, obesity
increased the risk of CKD more than smoking [34], partly
because fat mass gain increased the risk of CKD [35], which

FIGURE 1: Adjusted ORs for incidence of (A) trace proteinuria, (B)
positive proteinuria and (C) eGFR decline �20% according to
the number of healthy LFs by status of HT and diabetes. The three
components of healthy LFs are noncurrent smoking, healthy eating
habits (less than three times a week for late dinner, snacking and
skipping breakfast) and BMI <25. Subjects were categorized as hav-
ing no HT (BP <140/90 mmHg) or HT (BP �140/90 mmHg or the
use of antihypertensive drugs). Subjects were also categorized as hav-
ing no DM (HbA1c <6.5%) or DM (HbA1c �6.5% or the use of glu-
cose-lowering drugs). ORs were adjusted for age, sex, eGFR, systolic
BP, antihypertensive drug use, HbA1c, glucose-lowering drug use,
TGs, lipid-lowering drug use and history of cardio-/cerebrovascular
diseases. Error bar represents 95% CIs.
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is consistent with our study. Overall, quitting smoking and
maintaining adequate weight are the most important healthy
LFs to prevent the progression of kidney diseases.

There are some mechanisms underlying the risk of protein-
uria and rapid eGFR decline by smoking and overweight.
Smoking may lead to proteinuria through endothelial dysfunc-
tion, oxidative stress and hemodynamic changes [36].
Overweight may increase the risk of proteinuria by increasing
BP and insulin resistance or altering glomerular hemodynamics
and adipocyte-derived bioactive molecules such as leptin or adi-
ponectin [37]. Overweight is also a risk factor for HT, DM and
hyperlipidemia, all of which increase the risk of ESRD [34].

Few studies have investigated the link between eating habits
and the risk of proteinuria and rapid eGFR decline. Late dinner
and skipping breakfast were associated with proteinuria and
overweight [38]. Eating habits (avoiding late dinner, snacking
and skipping breakfast) are also associated with a decreased risk
of CKD [21]. The possible mechanism for this association is
that nocturnal life and irregular mealtimes have been shown to
be associated with impaired regulation of hormones such as lep-
tin, insulin and glucocorticoids [39]. Late dinner can therefore
affect cardiometabolic and endocrine functions during sleep
and the following morning. Unhealthy eating behaviors may
thus increase the risks of proteinuria and overweight [39].

Although the individual effects of these LFs on proteinuria
and rapid eGFR decline were small, studying the combined im-
pact of LFs instead of their individual impact on proteinuria/
rapid eGFR decline is highly relevant. This is because multiple
lifestyle behaviors coexist and may interact each other; e.g. a
habit of skipping breakfast highly coexists with current smoking
and overweight [38]. As a result, our study showed a stronger
effect by assessing the overall lifestyle behaviors than the effect
by the individual factors, although we could not show clear
dose dependency on rapid eGFR decline as on proteinuria.
Proteinuria precedes eGFR decline [40], thus overall lifestyle
behaviors may have a greater effect on the development of pro-
teinuria than on eGFR decline. Moreover, the Ministry of
Health, Labour and Welfare in Japan promoted the National
Health Promotion in the 21st Century (Health Japan 21), which
focuses on healthy LFs including noncurrent smoking, healthy
eating habits, regular exercise and adequate weight [41].
Japanese people are commonly educated for all of the LFs as a
whole, especially when they undertake health checkups [25]. As
a result, overall healthy lifestyle has a greater combined impact
than individual effects.

The important finding in our study is that an overall healthy
lifestyle was associated with a reduced risk of trace/positive pro-
teinuria even among subjects without HT or DM. Therefore the
recommendation from the Japanese Society of Nephrology that
subjects with trace proteinuria should undergo lifestyle modifi-
cation is highly relevant. This recommendation can be applica-
ble not only to those with metabolic disorders such as HT or
DM, but also to presumably healthy individuals with normal
BP and normal glucose levels.

Several limitations of this study should be mentioned. First,
participants with a healthy lifestyle had a much healthier health
profile at baseline than their counterparts with an unhealthy

lifestyle. Subjects with a healthy lifestyle showed substantially
lower BP levels and a better lipid profile despite the older mean
age, reflecting excellent overall health status in those subjects.
Although BP, glucose and lipid levels were adjusted and strati-
fied analyses by HT and DM were conducted, some of the un-
derlying factors could not be considered. Second, wealth,
education, occupational and environmental risk factors, which
are major potential confounders, were not taken into account in
this study. The observational nature of this study and the lack
of some major potential confounders, such as social and envi-
ronmental factors, preclude any strong causal interpretation of
these findings. Third, proteinuria was not adjusted for the urine
concentration of creatinine as recommended in the guideline
[42]. As the dipstick test has an advantage in the cost-
effectiveness and convenience of the examination [3], detecting
trace proteinuria can be useful in assessing early stages of kid-
ney damage despite being a less precise measure of albuminuria
[1, 4]. Fourth, the reproducibility of trace proteinuria is low and
may vary from time to time. As for our data, 60% of the subjects
with trace proteinuria at baseline showed negative proteinuria
after 1 year. However, overall, it is known that two-thirds of
subjects with trace proteinuria already have microalbuminuria
[6–8], and they have a high risk for future CVD and ESRD [1–
4]. Thus, detecting the modifiable risk of trace proteinuria is
highly relevant. Fifth, the follow-up (1 year) was relatively short
for assessing the progression of kidney damage. Finally, as we
did not assess changes in the number of healthy LFs, it should
be investigated in another prospective study with longer follow-
up whether changing the number of healthy LFs by lifestyle
modification reduces the risk of development of trace
proteinuria.

In conclusion, we demonstrated for the first time that sub-
jects with an overall healthy lifestyle showed a lower incidence
of trace/positive proteinuria by dipstick test and rapid eGFR de-
cline over 2 years in a nationwide general population. Thus life-
style modification should be recommended for subjects with
trace proteinuria in health checkups. As the presence of trace
proteinuria or rapid eGFR decline are powerful predictors of fu-
ture CVD and ESRD [1–4, 9], a healthy lifestyle that reduces
the risk of trace/positive proteinuria and rapid eGFR decline
may prevent early stages of kidney diseases, which may then de-
lay or prevent subsequent CVD and ESRD.
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Abstract: The effect of the sodium-to-potassium ratio (Na/K) on renal function within the clinically
normal range of renal function are limited. We investigated the effects of an estimated 24 h urinary
Na/K (e24hUNa/K) on a 6-year renal function decline among 927 urban Japanese community dwellers
with no history of cardiovascular diseases and medication for hypertension, diabetes, or dyslipidemia.
We partitioned the subjects into quartiles according to the e24hUNa/K. The estimated glomerular
filtration rate (eGFR) was calculated using the chronic kidney disease epidemiology collaboration
(CKD/EPI) formula and renal function decline was defined as an absolute value at or above the third
quartile of the eGFR decline rate. A multivariable logistic regression model was used for estimation.
Compared with the first quartile of the e24hUNa/K, multivariable-adjusted odds ratios (ORs) for
eGFR decline in the second, third, and fourth quartiles were 0.96 (95% confidence interval: 0.61–1.51),
1.06 (0.67–1.66), and 1.65 (1.06–2.57), respectively. These results were similar when the simple spot
urine Na/K ratio was used in place of the e24hUNa/K. Apparently healthy urban residents with an
almost within normal range mean baseline eGFR and high e24hUNa/K ratios had an increased risk
for a future decline in renal function. Reducing the Na/K ratio may be important in the prevention of
chronic kidney disease in its early stage.
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1. Introduction

The number of patients with chronic kidney disease (CKD) continues to rise due to population
ageing. CKD is a critical global health concern because it is a major risk factor for end-stage renal
disease and cardiovascular diseases [1–3]. The examination of the risk factors for age-related kidney
function decline could help in understanding the mechanisms of kidney ageing. CKD progression can
be reduced by improving dietary habits and receiving appropriate treatment from an early stage [4,5].
In a large group of normotensive and never-treated patients with essential hypertension an important
role for sodium intake on the interaction between systolic arterial pressure and albuminuria was
demonstrated. High salt intake increased the excretion of protein in the urine, resulting in a decrease
in renal function [6]. Increased intake of potassium increases the excretion of sodium in the urine and
decreases blood pressure and reducing kidney damage [7]. Recently, it was reported that a high dietary
sodium-to-potassium ratio (Na/K) was associated with increased risk of CKD incidence [8] and a high
24 h urinary Na/K ratio was also associated with CKD progression [9]. Twenty-four hour urinary
sodium excretion [10], salt intake [11], and low urinary potassium excretion [12] were associated with
CKD progression. However, relevant findings on the effect of the Na/K ratio on the development of
CKD are still limited [8,9,13,14]; furthermore, although estimated glomerular filtration rate (eGFR) and
proteinuria are insensitive indicators for predicting renal function decline, and future development of
CKD, little is known about the association between Na/K ratio and renal function in a population with
a clinically normal range of renal function.

Therefore, this study aimed to investigate the effects of an estimated 24 h urinary
sodium-to-potassium ratio (e24hUNa/K) on renal function decline among apparently healthy urban
residents in Japan.

2. Materials and Method

2.1. Study Participants

This was a 6-year follow-up study of the Kobe Orthopedic and Biomedical Epidemiological
(KOBE) study, a population-based cohort study of citizens living in Kobe City. Detailed information
about the KOBE study has been previously published [15–19]. In a nutshell, 1117 residents of Kobe
City were recruited between July 2010 and December 2011 through Kobe City’s website and public
relations. The inclusion criteria were as follows: (1) Age 40 to 74 years, (2) no history of malignant
neoplasm or cerebral or cardiovascular disease, (3) not on medication for hypertension, diabetes, or
dyslipidemia, (4) subjectively healthy, (5) having the ability to arrive at the study site for requisite
investigations, and (6) consent to participation in follow-up studies. Research participants were
invited for an onsite survey every two years. The survey was done with a 2-year interval for each
participants because we recruited apparently healthy community residents, of which examination
cycle is as follows: Baseline survey (2010–2011), Follow-up 1 (2012–2013), Follow-up 2 (2014–2015),
Follow-up 3 (2016–2017), Follow-up 4 (2018–2019).

This study is a follow-up study from the baseline survey to the 6-year follow-up survey. A number
of participants were excluded for the following reasons: Missing data in the baseline survey (n = 2),
incomplete follow-up (n = 186), and missing data in the 6-year survey (n = 2). Finally, 927 participants
(282 men and 645 women) were included in this study. The participant flow diagram is shown in
Figure 1.
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Figure 1. Study participants.

2.2. Measurements

Participants completed a standardized questionnaire of their medical history and lifestyle habits
(e.g., smoking, alcohol consumption, and physical activity), and trained researchers confirmed the
response contents through face-to-face communications. The height and weight of the participants in
socks and light clothing were measured using a combined meter (U-WELL2; Elk Corp, Oosaka, Japan).
Body mass index (BMI) was calculated as weight (kg) divided by squared height (m2). Blood pressure
measurements were taken twice with an automatic sphygmomanometer (BP-103i II; Nihon Colin,
Tokyo, Japan) after participants were allowed to rest in a seated position for at least 5 min (measured
by hourglass), and the mean value was recorded.

Blood samples were collected after ≥10 h of fasting, and all blood samples from the participants
were assessed by the largest designated laboratory (SRL Inc., the largest clinical laboratory in Japan;
https://www.srl-group.co.jp/english/). Blood glucose levels (mg/dL) were measured using the glucose
oxidase method and hemoglobin A1c was assessed using the latex agglutination test. Total cholesterol,
high-density lipoprotein cholesterol (HDL-C), and triglycerides (TG) levels were measured using
enzymatic methods, and low-density lipoprotein cholesterol (LDL-C) levels were calculated using the
Friedewald equation [20]. Serum high-sensitivity C-reactive protein (hs-CRP) was measured using a
BN II nephelometer (Dade Behring, Deerfield, IL, USA) as previously reported [18].

Urine samples were collected at the research site in the morning without breakfast. The collected
fresh urine was taken in a clean urine test cup and immediately dispensed into a sterile tube and was
under refrigeration before measurement. The urine albumin level was measured by turbidimetric
immunoassay. The urine creatinine level was measured using the enzymatic method. Urine sodium
and potassium levels were measured using the electrode method.

The e24hUNa/K was defined as the ratio of estimated 24 h urinary sodium to estimated 24 h
urinary potassium as calculated using a spot urine by Tanaka et al.’s equations [21]. The equations
were as follows:

PRCr (mg/day) = −2.04 × age + 14.89 ×weight (kg) + 16.14 × height (cm) − 2244.45; (1)

Estimated 24 h urinary sodium (e24hUNa) (mEq/day) = 21.98 × XNa0.392; (2)

https://www.srl-group.co.jp/english/
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Estimated 24 h urinary potassium (e24hUK) (mEq/day) = 7.59 × XK0.431; (3)

Estimated 24 h Na and K excretion (e24hUNa/K) = e24hUNaV/e24hUKV. (4)

where PRCr = predicted value of 24hUCr, SUNa = Na, SUK = K concentration in the spot voiding
urine, SUCr = creatinine concentration in the spot voiding urine, XNa (or XK) = SUNa (or SUK)/(SUCr
× 10) × PRCr.

We partitioned the subjects into quartiles according to the 24 h urinary Na/K ratio. (Q1: e24hUNa/K
< 2.8, Q2: 2.8 ≤ e24hUNa/K < 3.2, Q3: 3.2 ≤ e24hUNa/K < 3.6, Q4: e24hUNa/K ≥ 3.6.)

Additional analysis using simple urinary Na/K ratio (UNa/K) was also performed.

2.3. Renal Function Decline

Serum creatinine was also measured in SRL Inc. using the enzymatic method. Our serum creatine
values were not IDMS-traceable, but based upon acid metric titration method primarily calibrated by
reference standard NIST SRM914. This reference standard is also used for primary calibration for the
reference material JCCRM 521 which is determined by IDMS. Moreover, serum creatine is evaluated
by external accuracy audit in Japan; the intra and inter method coefficient of variation for serum were
3.45% and 5.60%, respectively.

The estimated glomerular filtration rate (eGFR) was calculated using the serum creatinine from
serum samples, collected at the time of the survey, by the following CKD/EPI formula [22]:

eGFR = 141 ×min (Scr/κ,1) α
×max (Scr/κ,1)−1.209

× 0.993age
× 1.018 [if female] × 0.813 [if Japanese] (5)

In this equation, Scr is serum creatine in mg/dL; κ is 0.7 and 0.9 for men and women, respectively;
α is −0.329 and −0.411 for men and women, respectively; min indicates the minimum of Scr/κ or 1,
and max indicates maximum of Scr/κ or 1.

The rate of eGFR decline from baseline to 6 years was divided into quartiles for all participants.
We defined eGFR decline as the decline value at or above the third quartile of the decline rate (−8.02%
during 6 years = −1.34%/year).

2.4. Statistical Analysis

Analysis of variance and the chi-squared test were used to estimate the means and the prevalence
of baseline characteristics. The multivariable-adjusted odds ratios (ORs) and 95% confidence intervals
(CI) of each quartile group of e24hUNa/K for eGFR decline compared with the first quartile group
were estimated using a multivariable logistic regression model. Adjusted variables were age, BMI,
alcohol consumption (current drinking, past drinking, and no drinking), smoking (current smoking,
past smoking, and no smoking), HbA1c, HDL-C, LDL-C, eGFR (baseline), and hypertension (baseline:
SBP ≥ 130 or/and DBP ≥ 80) [23]. There was no interaction between men and women regarding
the relationship between e24hUNa/K and renal function decline; thus, sex-combined analysis with
adjustment for sex was performed in the multivariable analysis. All the analyses were repeated using
UNa/K in place of e24hUNa/K.

Statistical analysis was performed using IBM SPSS Statistics version 25 (IBM Corp., Armonk, NY,
USA), with a two-tailed 5% level of significance.

2.5. Statement of Ethics

This research has been approved by the Pharmaceutical Clinical Research Review Committee
(Ethics Committee) of the Institute of Biomedical Research and Innovation at the Kobe Biomedical
Innovation Cluster (approval no. 10–20) and the Ethics Committee of Keio University School of
Medicine (approval no. 20170142). Participants were given written and oral explanations, and written
informed consent was obtained.
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3. Results

In the baseline survey, means (standard deviations (SDs)) for e24hUNa/K, e24hUNa, and e24hUK
were 3.2(0.7), 145(32) mEq/day, and 46(8) mEq/day, respectively. The mean (SD, min–max) eGFR was
79.2 (8.0, 48.8–104.8) mL/min/1.73 m2.

3.1. Baseline Characteristics of Study Participants According to the Quartile Groups of e24hUNa/K Levels

Table 1 shows participant characteristics according to the e24hUNa/K quartile group. Waist
circumference, BMI, systolic blood pressure (SBP), diastolic blood pressure (DBP), and prevalence of
hypertension were lower in the lowest Na/K group (Q1) than in the other groups (Q2–4). HDL-C was
higher in the lowest group (Q1) than the other groups (Q2–4).

3.2. Multivariable Adjusted Means of eGFR and Its 6-Year Change According to the Quartile Groups of
e24hUNa/K Levels

Table 2 shows the multivariable-adjusted means of the e24hUNa/K quartile group for the
eGFR-decrease during the 6-year period. Means of absolute amount of change in eGFR were higher
in higher e24hUNa/K quartiles (Q1: −0.72 (95% CI: −0.81–−0.64), Q2: −0.75 (−0.84–−0.67), Q3: −0.81
(−0.90–−0.73), Q4: −0.96 (−1.05–−0.87) mL/min/1.73 m2/year) (p = 0.001). The same was in the means
of absolute change rate in eGFR (Q1: −0.91 (95% CI: −1.03–−0.78), Q2: −0.95 (−1.07–−0.83), Q3: −1.04
(−1.16–−0.92), Q4: −1.22 (−1.34–−1.10) %/year) (p = 0.002). These results were similar according to the
UNa/K quartile group (Table S1).

3.3. Multivariable-Adjusted Odds Ratio for eGFR Decrease According to the Quartile Groups of
e24hUNa/K Levels

Figure 2 shows the multivariable-adjusted OR for the eGFR decrease according to the e24hUNa/K
quartile group. Compared with Q1, ORs (95% CI) for eGFR decline were as follows: Q2: 0.96 (0.61–1.51);
Q3: 1.06 (0.67–1.66); and Q4: 1.65 (1.06–2.57), respectively. These results were similar according to the
UNa/K quartile group (Figure S1). Furthermore, the above-mentioned findings were not substantially
affected when a 10% decrease of eGFR in each participant (mean absolute decline −15.1%) was set as
an outcome (Figure S2).

Urinary albumin was measured at baseline, and we defined being 300 mg/g·Cre or more as overt
proteinuria (n = 2), both of which were in menstruating women. In the follow-up survey 6 years later,
a urine qualitative test was conducted by a dipstick test not by urinary albumin; and ≥1+ on dipstick
was defined as proteinuria (n = 16). However, the results of Figure 2 (Figure S1) did not change even if
these subjects were excluded (n = 18). Further adjustment for baseline hs-CRP (log-transformed) did
not also alter the results (date not shown).
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Table 1. Baseline characteristics of study participants according to the quartile groups of e24hUNa/K levels.

Characteristics Total Q1 Q2 Q3 Q4 p for Trend

Number 927 232 232 232 231
Age, years 58.9 (8.6) 58.2 (9.1) 59.3 (8.6) 58.8 (8.5) 59.3 (8.0) 0.43

Women 645 (69.6) 174 (75.0) 161 (69.4) 163 (70.3) 147 (63.6) 0.07
Waist circumference, cm 79.7 (8.4) 78.3 (8.3) 79.9 (8.4) 80.3 (8.4) 80.4 (8.4) 0.03

BMI, kg/m2 21.5 (2.8) 21.1 (2.7) 21.5 (2.8) 21.8 (2.7) 21.8 (3.0) 0.01
Current smoking 40 (4.3) 12 (5.2) 6 (2.6) 8 (3.4) 14 (6.1) 0.24
Current drinking 473 (51.0) 111 (47.8) 115 (49.6) 119 (51.3) 128 (55.4) 0.40

SBP, mmHg 116.3 (17.4) 111.6 (15.2) 117.7 (17.3) 116.3 (17.3) 119.7 (18.9) <0.001
DBP, mmHg 72.0 (11.1) 69.2 (9.9) 73.5 (10.9) 71.5 (11.5) 73.8 (11.3) <0.001

Hypertension 274 (29.6) 42 (18.1) 79 (34.1) 69 (29.7) 84 (36.4) <0.001
HbA1c, % 5.2 (0.4) 5.2 (0.4) 5.2 (0.6) 5.2 (0.4) 5.2 (0.4) 0.98

Glucose, mg/dL 89.8 (11.7) 89.3 (8.6) 90.2 (17.6) 89.7 (8.7) 90.0 (9.2) 0.85
HDL-C, mg/dL 68.6 (16.3) 70.8 (17.1) 68.8 (16.3) 69.0 (15.1) 65.8 (16.3) 0.01
LDL-C, mg/dL 131.0 (28.2) 129.6 (28.6) 132.3 (28.3) 131.5 (28.0) 130.5 (27.9) 0.76

TG, mg/dL 74.0 (55.0, 104.0) 69.0 (52.0, 96.8) 76.0 (56.0, 98.0) 72.0 (55.3, 105.5) 80.0 (57.0, 116.0) 0.02
hs-CRP, mL/L 225.0 (184.0, 480.0) 179.5 (93.9, 475.8) 248.5 (104.3, 509.0) 226.5 (120.0, 421.0) 232.0 (101.0, 469.0) 0.27

e24hUNa, mEq/day 144.6 (32.2) 117.4 (25.4) 138.7 (23.4) 153.9 (26.2) 168.7 (28.9) <0.001
e24hUK, mEq/day 45.9 (8.1) 48.9 (8.8) 46.8 (7.7) 45.9 (7.6) 41.9 (6.8) <0.001

e24hUNa/K 3.2 (0.7) 2.4 (0.3) 3.0 (0.1) 3.4 (0.1) 4.0 (0.4) <0.001
e24hUsalt, g/day 8.5 (1.9) 6.9 (1.5) 8.2 (1.4) 9.1 (1.5) 9.9 (1.7) <0.001
e24hUK, mg/day 1794 (318) 1910 (343) 1830 (300) 1794 (298) 1640 (268) <0.001
ACR, mg/g·Cre 8.6 (5.7, 13.8) 8.4 (5.7, 12.4) 7.9 (5.8, 13.8) 8.7 (5.5, 13.4) 9.5 (5.8, 17.1) 0.32

eGFR, mL/min/1.73 m2 79.2 (8.0) 78.6 (8.1) 78.5 (8.8) 79.7 (7.6) 80.2 (7.1) 0.07

Q1: e24hUNa/K < 2.8, Q2: 2.8 ≤ e24hUNa/K < 3.2 Q3: 3.2 ≤ e24hUNa/K < 3.6 Q4: e24hUNa/K ≥ 3.6; Continuous data were analyzed using Student’s t-test, and were shown in the mean
(standard deviation). Values of TG, hs-CRP, and ACR are the median (inter-quartile range); Categorical data were analyzed using the χ2 test, and were shown as number (%); BMI: Body
mass index, SBP: Systolic blood pressure, DBP: Diastolic blood pressure, hypertension: SBP ≥ 130 or/and DBP ≥ 80; HDL-C: High-density lipoprotein cholesterol, LDL-C: Low-density
lipoprotein cholesterol, TG: Triglyceride, hs-CPR: High-sensitivity C-reactive protein; e24hUNa: Estimated 24 h urine sodium excretion, e24hUK: Estimated 24 h urinary potassium
excretion; e24hUNa/K: Estimated 24 h urine sodium-potassium ratio, e24hUsalt: Estimated 24 h urinary salt excretion. Salt equivalent (g) = Na (mEq) ×molecular weight 23.0 × 2.54 (Na
23.0/NaCl 58.4) ÷ 1000, ACR: Albumin creatinine ratio; eGFR: Estimated glomerular filtration rate.
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Table 2. Multivariable-adjusted means of estimated glomerular filtration rate (eGFR) and its 6-year change according to the quartile groups of e24hUNa/K levels.

Q1 (n = 232) Q2 (n = 232) Q3 (n = 232) Q4 (n = 231)
p-Value

Mean (95% CI) Mean (95% CI) Mean (95% CI) Mean (95% CI)

eGFR (6 years later), mL/min/1.73 m2 74.9 (74.4–75.4) 74.7 (74.2–75.2) 74.4 (73.8–74.9) 73.5 (73.0–74.0) 0.001
eGFR amount of change, mL/min/1.73 m2/year −0.72 (−0.81–−0.64) −0.75 (−0.84–−0.67) −0.81 (−0.90–−0.73) −0.96 (−1.05–−0.87) 0.001

change rate in eGFR%/year −0.91 (−1.03–−0.78) −0.95 (−1.07–−0.83) −1.04 (−1.16–−0.92) −1.22 (−1.34–−1.10) 0.002

Q1: e24hUNa/K < 2.8, Q2: 2.8 ≤ e24hUNa/K < 3.2, Q3: 3.2 ≤ e24hUNa/K < 3.6, Q4: e24hUNa/K ≥ 3.6; Data are presented as mean and 95% confidence interval. Analysis of variance
were used to adjust for sex, age, BMI, cigarettes smoking (current/past/none), alcohol drinking; (current/past/none), HDL-C, LDL-C, HbA1c, eGFR (baseline), hypertension; p-Values for
difference between groups; eGFR: estimated glomerular filtration rate, BMI: Body mass index, HDL-C: High-density lipoprotein cholesterol, LDL-C: Low-density lipoprotein cholesterol;
hypertension: SBP ≥ 130 or/and DBP ≥ 80.
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Figure 2. Multivariable-adjusted odds ratio for eGFR decrease according to the quartile groups of
e24hUNa/K levels. Q1: e24hUNa/K < 2.8, Q2: 2.8 ≤ e24hUNa/K < 3.2, Q3: 3.2 ≤ e24hUNa/K < 3.6, Q4:
e24hUNa/K≥ 3.6; Data are odds ratio and 95% confidence interval. Logistic regression models were used;
Adjusted for sex, age, BMI, cigarette smoking (current/past/none), alcohol drinking (current/past/none),
HDL-C, LDL-C, HbA1c, eGFR (baseline), hypertension; eGFR: Estimated glomerular filtration rate;
BMI: Body mass index, HDL-C: High-density lipoprotein cholesterol; LDL-C: Low-density lipoprotein
cholesterol; Hypertension: SBP ≥ 130 or/and DBP ≥ 80.

4. Discussion

In the present study, the mean eGFR decrease was 0.8 mL/min/1.73 m2/year, which was similar to
those of previous studies [24–26]; and during the 6-year follow-up period, increased ORs for eGFR
decline were observed with higher 24hUNa/K ratios in the apparently healthy urban residents with
mean baseline eGFR of about 80 mL/min/1.73 m2, who had no past history of neoplasms, cardiovascular
diseases, or medication for hypertension, diabetes, or dyslipidemia. There were no participants with
stage 3b or more of CKD (eGFR < 45 mL/min/1.73 m2). Similar results were observed when UNa/K
was used instead of e24hUNa/K in our statistical models. The present study demonstrated that higher
e24hUNa/K levels were associated with a higher risk of eGFR decline within an almost normal range
of eGFR. This finding suggests that increased intake of potassium in addition to reduced intake of
sodium might prevent renal function decline in the early stage of CKD.

A prospective cohort study of Iranian adults that estimated sodium and potassium levels using a
food frequency questionnaire examined the risk of CKD within a 6.3-year period [8]; participants in
the highest tertile of the Na/K ratio had a higher OR of CKD (OR = 1.52) than those in the lowest tertile.
Furthermore, the researchers found out that sodium and potassium alone were not associated with
a risk of CKD. The Korean N Cohort Study of Outcomes in Patients with CKD (KNOW-CKD) was
analyzed in a 5-year prospective study of 1001 patients with non-dialysis-dependent CKD with a mean
baseline eGFR of about 50 mL/min/1.73 m2 [9]. Subjects were divided into quartiles according to 24 h
urinary Na/K ratio. Compared to the lowest quartile of 24 h urinary Na/K ratio, the odds ratio for renal
outcomes were 2.48 (95% CI 1.30–4.90) in the third quartile and 2.95 (95% CI 1.56–5.81) in the fourth
quartile, respectively.

In the previous studies, 24 h urinary sodium excretion [10] or salt intake and eGFR based on a
food frequency questionnaire [11] were associated with CKD progression. Regarding the association
between dietary potassium intake and CKD, a cohort study involving 5315 Dutch men and women
reported that low urinary potassium excretion increased the risk of CKD onset 5 years later [12].
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Consequently, the combination of sodium and potassium such as e24hUNa/K or 24 h urinary Na/K
ratio is supposed to be a useful marker for future decline in renal function. Our study also suggested
that urinary Na/K ratio may be a simple marker for this purpose.

The following mechanism is considered to be a factor to explain the relationship between the
sodium–potassium ratio and blood pressure. A large amount of sodium intake causes cardiac
dysfunction and renal dysfunction, and it is known that the main mechanism is the enhancement of
oxidative stress, which enhances insulin resistance [27]. On the contrary, potassium has an antioxidant
effect at the same time as a natriuretic effect, and it is known in animal experiments that potassium
administration improves insulin resistance due to sodium [28]. It has also been suggested that there is
a common mechanism in the process of formation of salt sensitivity and insulin sensitivity of blood
pressure [29].

High sodium intake and low potassium intake are common dietary problems in Japan. In the 2018
National Health and Nutrition Survey, the average daily sodium intake (salt equivalent) measured
by the one-day weighing method in Japanese subjects aged 20 years or older was 11.0 g per day for
men and 9.3 g per day for women. In 2012, the WHO proposed a recommended potassium intake of
3510 mg per day for hypertension prevention in adults [30]; yet the average potassium intake was
only 2386 mg per day for men and 2205 mg per day for women [31]. The results of the International
Study of Macro-/Micro-nutrients and Blood Pressure (INTERMAP Study) [32] from a four-country
collaborative study including Japan, China, the United Kingdom, and the United States showed that
sodium excretions measured by 24 h urine collections were low at 2929–4202 mg/day (salt equivalent
7.4–10.7 g/day) in Westerners and high at 4843 mg/day (salt equivalent 12.3 g/day) in men and at
4278 mg/day (salt equivalent 10.9 g/day) in Japanese women. Conversely, potassium was high in
Western populations, ranging from 1982–2912 mg/day, and low in Japanese populations, at 1920 mg/day
in men and 1891 mg/day in women. The Na/K ratio calculated by 24 h urine collections also tended
to be low at 2.2–3.1 in Western populations, and high for Japanese subjects at 4.5 in men and 4.1 in
women. Therefore, lifestyle modification guidance for the prevention of renal function decline and
focusing on the Na/K ratio may be particularly helpful in the Japanese population.

This study had several limitations. First, the KOBE study consisted of subjectively healthy
participants from an urban area who voluntarily participated in the survey. Therefore, caution is
required when applying the results of this study to other populations. Indeed, even compared to
Japanese workers in a study that used the same estimation formula to measure e24hUNa and e24hUK
(HIPOP-OHP study) [33–35], participants in the present study had higher e24hUK and lower e24hUNa
and BMI. Second, a 24 h urine collection is recommended for accurate measurement of salt intake,
but estimations were calculated from spot urine for participants in the present study. However, this
method is considered to be capable of estimating salt excretion to a certain extent at least at the general
population level [36]. Third, in this study, we were not able to examine whether nutrients other than
sodium and potassium influenced the results because a detailed nutrition survey was not conducted
at baseline. Fourth, the participants of this survey are completely healthy participants, who cannot
follow the course of eGFR on a monthly basis like hospital patients, and it is predicted that few
patients will have renal impairment in the first few years. Therefore, it was designed like this research.
A study design that can more closely track the eGFR of healthy participants is needed, and this is a
future subject.

5. Conclusions

In conclusion, individuals with high e24hUNa/K ratios had an increased risk for a future decline
in renal function in the apparently healthy urban Japanese residents, who had a mean baseline eGFR
almost within the normal range and had no past history of cardiovascular diseases, neoplasms, or
medication for hypertension, diabetes, or dyslipidemia. These findings suggest that reducing the
Na/K ratio is important in the prevention of the progression of renal function decline in its early stage.
A dietary guidance focusing on the Na/K ratio may be a useful first step in the prevention of CKD.



Int. J. Environ. Res. Public Health 2020, 17, 5811 10 of 12

Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/17/16/5811/s1,
Figure S1: Multivariable-adjusted odds ratio for eGFR decrease according to the quartile groups of UNa/K levels;
Figure S2: Multivariable-adjusted odds ratio for eGFR decrease according to the quartile groups of e24hUNa/K
levels (eGFR decrease was set as 10% decline of eGFR of each participant: mean absolute decline −15.1% in six-year
follow-up); Table S1: Multivariable-adjusted means of eGFR and its 6-year change according to the quartile groups
of UNa/K levels.

Author Contributions: H.H., A.H. (Aya Hirata) and T.O. developed the study hypothesis; H.H. conducted the
analysis and drafted the manuscript; T.O. and A.H. (Aya Hirata) advised data analyses and writing manuscript;
A.H. (Aya Hirata), S.K., Y.N., M.N., K.K. (Kuniko Kawamura), T.H., Y.K., M.S., K.K. (Kazuyo Kuwabara), A.H.
(Aya Higashiyama), A.K., D.S., N.M., Y.M. and T.O. contributed to organizing data collection; T.O. organized the
KOBE study. All authors have read and agreed to the published version of the manuscript.

Funding: This study was supported by grants from the Regional Innovation Cluster Program, Global Type,
Ministry of Education, Culture, Sports, Science and Technology; a Grant-in-Aid for Scientific Research from the
Japan Society for the Promotion of Science (B 16H05249, C 16K09157, C 16K09071, C 16 K09083, C 17K09224);
a Grant-in-Aid for Young Scientist from the Japan Society for the Promotion of Science (B 17K15834, B 15K19232, B 16
K16618); Comprehensive Research on Cardiovascular and Life-Style Related Disease: H29–Junkankitou–Ippan–003,
H30–Junkankitou–Ippan–003, H30–Junkankitou–Ippan–005, and Junkankitou–Ippan–19FA1008.

Acknowledgments: The authors would like to express their sincere appreciation to the volunteers involved in the
administration of the KOBE study and the entire research staff involved in the study.

Conflicts of Interest: The authors declare that there are no potential conflicts of interest with respect to the
research, authorship, and/or publication of this article.

References

1. GBD Chronic Kidney Disease Collaboration. Global, regional, and national burden of chronic kidney disease,
1990–2017: A systematic analysis for the Global Burden of Disease Study 2017. Lancet 2020, 395, 709–733.
[CrossRef]

2. Park, S.K.; Kim, M.-H.; Ha, E.; Jung, J.Y.; Oh, C.-M.; Choi, J.-M.; Kang, H.Y.; Choi, Y.-S.; Kim, M.G.; Kim, J.-W.;
et al. The Risk for Incident Ischemic Heart Disease According to Estimated Glomerular Filtration Rate in A
Korean Population. J. Atheroscler. Thromb. 2020, 27, 461–470. [CrossRef] [PubMed]

3. Hirata, A.; Okamura, T.; Sugiyama, D.; Kuwabara, K.; Kadota, A.; Fujiyoshi, A.; Miura, K.; Okuda, N.;
Ohkubo, T.; Okayama, A.; et al. Impacts of Chronic Kidney Disease and Diabetes on Cardiovascular Mortality
in a General Japanese Population: A 20-year Follow-Up of the NIPPON DATA90 Study. Eur. J. Prev. Cardiol.
2017, 24, 505–513. [CrossRef] [PubMed]

4. Recommendations for reducing the number of new dialysis patients from lifestyle-related diseases. Jpn. Soc.
Nephrol. 2016, 58, 1–42. (In Japanese)

5. Fujibayashi, K.; Fukuda, H.; Yokokawa, H.; Haniu, T.; Oka, F.; Ooike, M.; Gunji, T.; Sasabe, N.; Okumura, M.;
Iijima, K.; et al. Associations between Healthy Lifestyle Behaviors and Proteinuria and the Estimated
Glomerular Filtration Rate (eGFR). J. Atheroscler. Thromb. 2012, 19, 932–940. [CrossRef] [PubMed]

6. Du Cailar, G.; Ribstein, J.; Mimran, A. Dietary sodium and target organ damage in essential hypertension.
Am. J. Hypertens. 2002, 15, 222–229. [CrossRef]

7. Lin, H.B.; Young, D.B.; Smith, M.J., Jr. Stimulation of renin release by hyperkalemia in the nonfiltering kidney.
Am. J. Physiol. 1991, 260, F170–F176. [CrossRef]

8. Mirmiran, P.; Nazeri, P.; Bahadoran, Z.; Khalili-Moghadam, S.; Azizi, F. Dietary sodium to potassium ratio
and the incidence of chronic kidney disease in adults: A longitudinal follow-up study. Prev. Nutr. Food Sci.
2018, 23, 87–93. [CrossRef]

9. Koo, H.; Hwang, S.; Kim, T.H.; Kang, S.W.; Oh, K.-H.; Ahn, C.; Kim, Y.H. The ratio of urinary sodium and
potassium and chronic kidney disease progression. Med. Baltim. 2018, 97, e12820. [CrossRef]

10. He, J.; Mills, K.T.; Appel, L.J.; Yang, W.; Chen, J.; Lee, B.T.; Rosas, S.E.; Porter, A.; Makos, G.; Weir, M.R.
Urinary sodium and potassium excretion and CKD progression. J. Am. Soc. Nephrol. 2016, 27, 1202–1212.
[CrossRef]

11. Lin, J.; Hu, F.B.; Curhan, G.C. Associations of diet with albuminuria and kidney function decline. Clin. J. Am.
Soc. Nephrol. 2010, 5, 836–843. [CrossRef] [PubMed]

http://www.mdpi.com/1660-4601/17/16/5811/s1
http://dx.doi.org/10.1016/S0140-6736(20)30045-3
http://dx.doi.org/10.5551/jat.50757
http://www.ncbi.nlm.nih.gov/pubmed/31564682
http://dx.doi.org/10.1177/2047487316679904
http://www.ncbi.nlm.nih.gov/pubmed/27856810
http://dx.doi.org/10.5551/jat.12781
http://www.ncbi.nlm.nih.gov/pubmed/22785025
http://dx.doi.org/10.1016/S0895-7061(01)02287-7
http://dx.doi.org/10.1152/ajprenal.1991.260.2.F170
http://dx.doi.org/10.3746/pnf.2018.23.2.87
http://dx.doi.org/10.1097/MD.0000000000012820
http://dx.doi.org/10.1681/ASN.2015010022
http://dx.doi.org/10.2215/CJN.08001109
http://www.ncbi.nlm.nih.gov/pubmed/20299364


Int. J. Environ. Res. Public Health 2020, 17, 5811 11 of 12

12. Kieneker, L.M.; Bakker, S.J.L.; De Boer, R.A.; Navis, G.J.; Gansevoort, R.T.; Joosten, M.M. Low potassium
excretion but not high sodium excretion is associated with increased risk of developing chronic kidney
disease. Kidney Int. 2016, 90, 888–896. [CrossRef] [PubMed]

13. Yan, L.; Guo, X.; Wang, H.; Zhang, J.; Tang, J.; Lu, Z.; Cai, X.; Liu, L.; Gracely, E.J.; Ma, J. Population-based
association between urinary excretion of sodium, potassium and its ratio with albuminuria in Chinese. Asia
Pac. J. Clin. Nutr. 2016, 25, 785–797. [PubMed]

14. Tabara, Y.; Takahashi, Y.; Setoh, K.; Kawaguchi, T.; Kosugi, S.; Nakayama, T.; Matsuda, F. Prognostic
Significance of Spot Urine Na/K for Longitudinal Changes in Blood Pressure and Renal Function:
The Nagahama Study. Am. J. Hypertens. 2017, 30, 899–906. [CrossRef] [PubMed]

15. Hirata, T.; Higashiyama, A.; Kubota, Y.; Sugiyama, D.; Kuwabara, K.; Tatsumi, Y.; Hirata, A.; Nishida, Y.;
Kadota, A.; Imano, H.; et al. Impact of flushing response on the relationship between alcohol consumption
and gamma-glutamyl transpeptidase: The KOBE study. Nihon Arukoru Yakubutsu Igakkai Zasshi 2016, 51,
173–183. [PubMed]

16. Tatsumi, Y.; Higashiyama, A.; Kubota, Y.; Sugiyama, D.; Nishida, Y.; Hirata, T.; Kadota, A.; Nishimura, K.;
Imano, H.; Miyamatsu, N.; et al. Underweight young women without later weight gain are at high risk for
osteopenia after midlife: The KOBE study. J. Epidemiol. 2016, 26, 72–78. [CrossRef]

17. Kuwabara, K.; Harada, S.; Sugiyama, D.; Kurihara, A.; Kubota, Y.; Higashiyama, A.; Hirata, T.; Nishida, Y.;
Kawasaki, M.; Takebayashi, T.; et al. Relationship between non-high-density lipoprotein cholesterol and
low-density lipoprotein cholesterol in the general population. J. Atheroscler. Thromb. 2016, 23, 477–490.

18. Higashiyama, A.; Wakabayashi, I.; Kubota, Y.; Adachi, Y.; Hayashibe, A.; Nishimura, K.; Sugiyama, D.;
Kadota, A.; Imano, I.; Miyamatsu, N.; et al. Does high-sensitivity C-reactive protein or low-density lipoprotein
cholesterol show a stronger relationship with the cardio-ankle vascular index in healthy community dwellers?
The KOBE study. J. Atheroscler. Thromb. 2012, 19, 1027–1034. [CrossRef]

19. Nishikawa, T.; Miyamatsu, N.; Higashiyama, A.; Kubota, Y.; Nishida, Y.; Hirata, T.; Sugiyama, D.;
Kuwabara, K.; Kubo, S.; Miyamoto, Y.; et al. Being Conscious of Water Intake Positively Associated
with Sufficient Non-Alcohol Drink Intake Regardless of Seasons and Reasons in Healthy Japanese; The KOBE
Study: A Cross Sectional Study. Int. J. Environ. Res. Public Health 2019, 16, 4151. [CrossRef]

20. Friedewald, W.T.; Levy, R.I.; Fredrickson, D.S. Estimation of the concentration of low-density lipoprotein
cholesterol in plasma, without use of the preparative ultracentrifuge. Clin. Chem. 1972, 18, 499–502.
[CrossRef]

21. Tanaka, T.; Okamura, T.; Miura, K.; Kadowaki, T.; Ueshima, H.; Nakagawa, H.; Hashimoto, T. A simple
method to estimate populational 24-h urinary sodium and potassium excretion using a casual urine specimen.
J. Hum. Hypertens. 2002, 16, 97–103. [CrossRef] [PubMed]

22. Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.L.; Castro, A.F., 3rd; Feldman, H.I.; Kusek, J.W.; Eggers, P.;
Lente, F.V.; Greene, T.; et al. A new equation to estimate glomerular filtration rate. Ann. Intern. Med. 2009,
150, 604–612. [CrossRef] [PubMed]

23. Whelton, P.K.; Carey, R.M.; Aronow, W.S.; Casey, D.E.; Collins, K.J.; Dennison
Himmelfarb, C.; DePalma, S.M.; Gidding, S.; Jamerson, K.A.; Jones, D.W.; et al. 2017
ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention,
Detection, Evaluation, and Management of High Blood Pressure in Adults: A Report of the American
College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. J. Am.
Coll. Cardiol. 2018, 71, e127–e248. [PubMed]

24. Eriksen, B.O.; Ingebretsen, O.C. The progression of chronic kidney disease: A 10-year population-based
study of the effects of gender and age. Kidney Int. 2006, 69, 375–382. [CrossRef]

25. Imai, E.; Horio, M.; Yamagata, K.; Iseki, K.; Hara, S.; Ura, N.; Kiyohara, Y.; Makino, H.; Hishida, A.; Matsuo, S.
Slower decline of glomerular filtration rate in the Japanese general population: A longitudinal 10-year
follow-up study. Hypertens. Res. 2008, 31, 433–441. [CrossRef]

26. Granerus, G.; Aurell, M. Reference values for 51Cr-EDTA clearance as a measure of glomerular filtration rate.
Scand. J. Clin. Lab. Investig. 1981, 41, 611–616. [CrossRef]

27. Ogihara, T.; Asano, T.; Ando, K.; Sakoda, H.; Anai, M.; Shojima, N.; Ono, H.; Onishi, Y.; Fujishiro, M.; Abe, M.;
et al. High-salt diet enhances insulin signaling and induces insulin resistance in Dahl salt-sensitive rats.
Hypertension 2002, 40, 83–89. [CrossRef]

http://dx.doi.org/10.1016/j.kint.2016.07.012
http://www.ncbi.nlm.nih.gov/pubmed/27575557
http://www.ncbi.nlm.nih.gov/pubmed/27702722
http://dx.doi.org/10.1093/ajh/hpx075
http://www.ncbi.nlm.nih.gov/pubmed/28498883
http://www.ncbi.nlm.nih.gov/pubmed/30480903
http://dx.doi.org/10.2188/jea.JE20150267
http://dx.doi.org/10.5551/jat.13599
http://dx.doi.org/10.3390/ijerph16214151
http://dx.doi.org/10.1093/clinchem/18.6.499
http://dx.doi.org/10.1038/sj.jhh.1001307
http://www.ncbi.nlm.nih.gov/pubmed/11850766
http://dx.doi.org/10.7326/0003-4819-150-9-200905050-00006
http://www.ncbi.nlm.nih.gov/pubmed/19414839
http://www.ncbi.nlm.nih.gov/pubmed/29146535
http://dx.doi.org/10.1038/sj.ki.5000058
http://dx.doi.org/10.1291/hypres.31.433
http://dx.doi.org/10.3109/00365518109090505
http://dx.doi.org/10.1161/01.HYP.0000022880.45113.C9


Int. J. Environ. Res. Public Health 2020, 17, 5811 12 of 12

28. Fujita, T.; Ando, K. Hemodynamicandendocrinechanges associated with potassium supplementation in
sodiumloadedhypertensives. Hypertension 1984, 6, 184–192. [CrossRef]

29. Galleti, F.; Strazzullo, P.; Ferrara, I.; Annuzzi, G.; Rivellese, A.A.; Gatto, S.; Mancini, M. NaCl sensitivity of
essential hypertensive patients is related to insulin resistance. J. Hypertens. 1997, 15, 1485–1491. [CrossRef]

30. World Health Organization. Guideline: Potassium Intake for Adults and Children. Available online:
https://www.who.int/nutrition/publications/guidelines/potassium_intake/en/ (accessed on 2 May 2020).

31. Ministry of Health, Labor and Welfare. Summary of 2018 National Health and Nutrition Survey Results.
Available online: https://www.mhlw.go.jp/content/10900000/000584138.pdf (accessed on 2 May 2020).
(In Japanese)

32. Zhou, B.F.; Stamler, J.; Dennis, B.; Moag-Stahlberg, A.; Okuda, N.; Robertson, C.; Zhao, L.; Chan, Q.;
Elliott, P.; INTERMAP Research Group. Nutrient intakes of middle-aged men and women in China, Japan,
United Kingdom, and United States in the late 1990s: The INTERMAP study. J. Hum. Hypertens. 2003, 17,
623–630. [CrossRef]

33. Okamura, T.; Tanaka, T.; Babazono, A.; Yoshita, K.; Chiba, N.; Takebayashi, T.; Nakagawa, H.; Yamato, H.;
Miura, K.; Tamaki, J.; et al. The high-risk and population strategy for occupational health promotion
(HIPOP-OHP) study: Study design and cardiovascular risk factors at the baseline survey. J. Hum. Hypertens.
2004, 18, 475–485. [CrossRef]

34. Tamaki, J.; Yoshita, K.; Kikuchi, Y.; Takebayashi, T.; Chiba, N.; Okamura, T.; Tanaka, T.; Kasagi, F.; Minai, J.;
Ueshima, H. Applicability of the stages of change model for analyzing fruit and vegetable intake in relation to
urinary potassium excretion: Baseline results from the High-Risk and Population Strategy for Occupational
Health Promotion (HIPOP-OHP) Study. Hypertens. Res. 2004, 27, 843–850. [CrossRef] [PubMed]

35. Tamaki, J.; Kikuchi, Y.; Yoshita, K.; Takebayashi, T.; Chiba, N.; Tanaka, T.; Okamura, T.; Kasagi, F.; Minai, J.;
Ueshima, H. Stages of change for salt intake and urinary salt excretion: Baseline results from the High-Risk
and Population Strategy for Occupational Health Promotion (HIPOP-OHP) study. Hypertens. Res. 2004, 27,
157–166. [CrossRef] [PubMed]

36. Imai, E.; Yasuda, Y.; Horio, M.; Shibata, K.; Kato, S.; Mizutani, Y.; Imai, J.; Hayashi, M.; Kamiya, H.; Oiso, Y.;
et al. Validation of the equations for estimating daily sodium excretion from spot urine in patients with
chronic kidney disease. Clin. Exp. Nephrol. 2011, 15, 861–867. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1161/01.HYP.6.2.184
http://dx.doi.org/10.1097/00004872-199715120-00017
https://www.who.int/nutrition/publications/guidelines/potassium_intake/en/
https://www.mhlw.go.jp/content/10900000/000584138.pdf
http://dx.doi.org/10.1038/sj.jhh.1001605
http://dx.doi.org/10.1038/sj.jhh.1001680
http://dx.doi.org/10.1291/hypres.27.843
http://www.ncbi.nlm.nih.gov/pubmed/15824466
http://dx.doi.org/10.1291/hypres.27.157
http://www.ncbi.nlm.nih.gov/pubmed/15080374
http://dx.doi.org/10.1007/s10157-011-0523-0
http://www.ncbi.nlm.nih.gov/pubmed/21904907
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	16 研究成果の刊行に関する一覧表 R2 重症化予防 .pdf
	16 CKD 研究論文　津下　R2
	tblfn1
	tblfn2
	tblfn211
	tblfn3
	tblfn4
	tblfn5
	tblfn6
	tblfn7
	tblfn8

	16 刊行物　岡村 論文　重症化予防
	Introduction 
	Materials and Method 
	Study Participants 
	Measurements 
	Renal Function Decline 
	Statistical Analysis 
	Statement of Ethics 

	Results 
	Baseline Characteristics of Study Participants According to the Quartile Groups of e24hUNa/K Levels 
	Multivariable Adjusted Means of eGFR and Its 6-Year Change According to the Quartile Groups of e24hUNa/K Levels 
	Multivariable-Adjusted Odds Ratio for eGFR Decrease According to the Quartile Groups of e24hUNa/K Levels 

	Discussion 
	Conclusions 
	References


