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Abstract 

Background  Gallbladder and biliary tract cancer (GBTC) is a significant health burden in China, exacerbated 
by the rising prevalence of high body mass index (BMI). Understanding the trends and factors contributing to mortal-
ity and disability associated with GBTC is crucial for targeted public health interventions.

Methods  We utilized data from the Global Burden of Disease (GBD) Study to assess the burden of GBTC attribut-
able to high BMI in China from 1990 to 2021. Age-standardized rates of deaths, disability-adjusted life years (DALYs), 
years lived with disability (YLDs), and years of life lost (YLLs) were analyzed. Joinpoint regression and decomposition 
analyses were conducted to evaluate trends and identify contributing factors, including aging, population growth, 
and epidemiological changes. Gender-specific differences were also assessed.

Results  In 2021, GBTC deaths attributable to high BMI in China reached 4,053, with males experiencing a higher 
overall burden than females, particularly in older age groups. While females showed a higher mortality and over-
all burden in the 60 to 79 age range, this trend reversed in older age brackets, with males experiencing steeper 
increases in mortality and disability-related indicators beyond age 80. The age-standardized DALYs rate mirrored 
this pattern, with higher rates in males in advanced age groups. From 1990 to 2021, China saw a steady increase 
in GBTC burden attributable to high BMI, contrasting with a global decline. Joinpoint analysis indicated marked rises 
in mortality and DALYs rates after 2005, especially in males. Decomposition analysis identified population growth 
and aging as major drivers of increased deaths, while epidemiological changes primarily contributed to rising DALYs, 
with a stronger impact observed in males.

Conclusions  The burden of GBTC attributable to high BMI in China has increased substantially over the last three 
decades, driven by population growth, aging, and epidemiological shifts. The trends highlight a growing gender 
disparity, with males experiencing a greater rise in mortality and disability. Public health strategies targeting obesity 
and metabolic risk factors are critical to mitigating the increasing GBTC burden.
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Introduction
Gallbladder and biliary tract cancer (GBTC) is a relatively 
rare but highly fatal malignancy, accounting for a signifi-
cant portion of gastrointestinal cancer deaths worldwide 
[1, 2]. In recent decades, an increasing number of stud-
ies have linked the rising prevalence of obesity and meta-
bolic disorders, including high body mass index (BMI), to 
various cancers, including GBTC [3–5]. High BMI, now 
considered a major global health challenge, is strongly 
associated with chronic inflammation, insulin resistance, 
and altered hormone regulation, all of which contribute 
to cancer development [6–8]. Recent epidemiological 
studies have demonstrated a significant increase in can-
cers attributable to high BMI globally, with cancer-related 
deaths and disability-adjusted life-years rising by 35% 
and 34%, respectively, between 2010 and 2019 [9]. High 
BMI is a major risk factor for cancer, accounting for 5.1% 
of the attributable disability-adjusted life years (DALYs), 
as reported in the research on the burden of cancers and 
their attributable risk factors among Iranian adults aged 
70 and above from 1990 to 2019 [10]. Additionally, early-
onset biliary tract cancer (EOBTC) has emerged as a sig-
nificant concern, accounting for nearly 7% of all BTC cases 
worldwide. Notably, the age-standardized rate (ASR) of 
EOBTC-related deaths and disability linked to high body 
mass index has increased in most regions [11]. As the 
rates of obesity continue to rise, particularly in developing 
countries like China, understanding the role of high BMI 
in GBTC incidence and mortality is essential for shaping 
public health policies and preventive strategies [12, 13].

China has witnessed a rapid epidemiological transi-
tion, with increasing rates of obesity and related non-
communicable diseases over the last three decades [14]. 
This trend parallels a growing burden of obesity-asso-
ciated cancers, including GBTC. Several studies have 
demonstrated that GBTC incidence is rising in China, 
a trend attributed largely to increasing BMI levels and 
metabolic risk factors [15, 16]. Unlike global trends, 
where GBTC mortality has remained relatively stable or 
even declined, China has seen a sharp rise in both inci-
dence and mortality attributable to high BMI [17]. This 
pattern is particularly concerning in the context of Chi-
na’s aging population, where older adults with high BMI 
are at greater risk for developing GBTC [18]. Population 
aging, which is accelerating worldwide, particularly in 
countries like China, adds another layer of complex-
ity to cancer burden trends. The growing proportion of 
older adults in the population, as highlighted in recent 
research [19], poses additional challenges for manag-
ing non-communicable diseases such as GBTC, as older 
individuals face a heightened risk due to age-related 
physiological changes and increased exposure to risk 
factors such as obesity [19].

Despite advances in diagnostic and therapeutic tech-
nologies, the prognosis for GBTC remains poor, with 
survival rates typically lower than other gastrointestinal 
cancers [20, 21]. The pathophysiological mechanisms 
linking high BMI to GBTC are complex, involving met-
abolic dysregulation, increased adiposity, and chronic 
inflammation, which promote carcinogenesis [22]. Fur-
thermore, the geographic variation in GBTC incidence, 
particularly the higher rates in East Asia, underscores the 
need for region-specific epidemiological studies to better 
understand the interplay between genetic, environmen-
tal, and lifestyle factors [23]. This study aims to assess the 
trends in mortality and disease burden of GBTC attribut-
able to high BMI in China, providing insights into poten-
tial public health interventions to address this growing 
challenge.

Methods
Study design and data sources
This study utilized data from the Global Burden of Dis-
ease (GBD) 2021 Study to assess the burden of GBTC 
attributable to high BMI in China from 1990 to 2021. 
The GBD study leverages diverse data sources, including 
vital statistics, national health surveys, disease registries, 
and other relevant health-related datasets. These sources 
provide robust estimates of disease burden using stand-
ardized methodologies across regions and time periods 
[24]. The GBD study applies the Cause of Death Ensem-
ble modeling (CODEm) approach, a statistical frame-
work used to estimate disease burden when data quality 
or availability is inconsistent [25]. Specifically, the GBD 
database includes metrics such as deaths,  DALYs, years 
of life lost (YLLs), and years lived with disability (YLDs), 
which were extracted for GBTC and high BMI using the 
Global Health Data Exchange (GHDx) tool (http://​ghdx.​
healt​hdata.​org/​gbd-​resul​ts-​tool). The analysis included 
ASRs and age-specific data for both genders across mul-
tiple age groups, ensuring comprehensive coverage for 
trend analysis. These data were modeled to assess tempo-
ral changes and their contributing factors.

Definitions
In the GBD study, GBTC are identified using the Inter-
national Classification of Diseases 10th revision (ICD-
10) codes C23 for gallbladder cancer and C24-C24.9 
for biliary tract cancers. The burden of these cancers is 
analyzed in relation to high BMI, a known risk factor. 
For adults aged 20 and older, high BMI is defined as a 
BMI greater than 20-23kg/m2, depending on country-
specific thresholds. For children aged 2–19, high BMI is 
classified as being overweight or obese, according to the 
standards set by the International Obesity Task Force 
[26]. These definitions are crucial for standardized global 

http://ghdx.healthdata.org/gbd-results-tool
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comparisons, particularly when analyzing risk factor-
related cancer burdens over time.

Modeling techniques and assumptions
The GBD study uses DisMod-MR 2.1, a Bayesian meta-
regression tool, to estimate disease incidence, prevalence, 
and duration in the absence of complete data [24]. The 
DisMod-MR 2.1 model is employed to pool data from 
different sources, using covariates such as sex, age, and 
healthcare access and quality indices. To estimate mor-
tality-to-incidence ratios (MIRs), cancer registries were 
matched by sex, age, year, and region, and then modeled 
using cause-specific logistic regressions. These MIRs 
were subsequently pooled with cancer-specific mortality 
data to generate estimates of incidence and prevalence, 
along with 95% uncertainty intervals (UIs) [25]. The mor-
tality-to-incidence ratio is a crucial parameter, reflecting 
both diagnosis accuracy and cancer progression.

To ensure the robustness of the models, the GBD study 
applies the Spatiotemporal Gaussian Process Regression 
(ST-GPR) framework to smooth out noise and estimate 
burden trends over time and space [24]. The GBD meth-
odology assumes uniformity in disability weights across 
all regions, and cancer-related disability is modeled using 
the Global Health Estimates from the World Health 
Organization (WHO). This modeling strategy allowed 
for the decomposition of GBTC burden into four phases: 
diagnosis and primary therapy, controlled, metastatic, 
and terminal stages. Each phase was assigned specific 
disability weights, enabling a comprehensive assessment 
of YLDs and DALYs.

Joinpoint regression analysis
Joinpoint regression was applied to identify significant 
changes in trends over time. The joinpoint model esti-
mates inflection points where trends change direction 
or magnitude, allowing for the calculation of annual per-
cent change (APC) and average annual percent change 
(AAPC). Joinpoint regression models were fitted using 
Joinpoint software (version 5.2.0; National Cancer Insti-
tute, USA), and the statistical significance of each join-
point was tested at a 95% confidence interval [27, 28]. 
The model fits an initial linear trend, followed by permu-
tations of the data to detect potential inflection points, 
after which the AAPC is computed as a weighted average 
of the APCs from each segment.

Age‑Period‑Cohort (APC) analysis
An APC analysis was conducted to explore the effects 
of age, period, and birth cohort on the burden of GBTC 
attributable to high BMI. The APC analysis helps to dis-
entangle the complex interplay between these factors by 
isolating the independent effects of each. The method 

was implemented using an APC model, which adjusts 
for the confounding effects of age, period, and cohort 
to assess trends more accurately. The age effect reflects 
the biological changes related to aging, the period effect 
captures temporal changes due to interventions or expo-
sures, and the cohort effect reflects the impact of dif-
ferent risk exposures at different life stages [29]. APC 
analysis was conducted using R software, with the results 
providing insight into the distinct impacts of aging, birth 
cohorts, and period-specific factors on GBTC burden 
[30].

Decomposition analysis
Decomposition analysis was performed to identify the 
contributions of aging, population growth, and epide-
miological changes to the trends observed in deaths 
and DALYs. The analysis decomposed the total change 
in these indicators into the effects of each factor using 
standard demographic techniques. Population aging was 
calculated by examining changes in the age structure, 
while epidemiological change was defined as shifts in the 
rates of GBTC attributable to high BMI independent of 
population dynamics. Population growth was determined 
by changes in the overall size of the population. This 
approach allows for the disentanglement of demographic 
and epidemiological contributions to the rising burden of 
GBTC in China.

Ethical considerations
This study utilized publicly available data from the GBD 
Study, and thus did not require ethical approval. All 
methods were carried out in accordance with relevant 
guidelines and regulations.

Results
Burden of GBTC attributable to high BMI in China in 2021
The 2021 data on the burden of GBTC attributable to 
high BMI in China demonstrate notable age- and sex-
specific patterns across deaths, DALYs, YLDs, and 
YLLs. In younger age groups, females generally show 
lower values for these indicators. However, from the 
age group of 60–69 and beyond, females exhibit higher 
counts than males across deaths, DALYs, YLDs, and 
YLLs (Table 1, Fig. 1). In terms of overall deaths due to 
GBTC attributable to high BMI, females surpass males 
in older age groups, reversing the pattern seen in ear-
lier ages. This age-related shift becomes evident at 60 
years and continues in older age groups, where female 
values remain higher. For DALYs, a similar trend is 
observed, with lower values in younger females but a 
clear reversal beginning at 60–64 years, where females 
consistently display higher burdens. YLDs and YLLs 
also follow this age and sex-specific trend. In younger 
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age brackets, males and females show relatively simi-
lar YLD values, yet as age increases, particularly from 
65 years onward, female YLLs dominate, reflecting 
a higher burden among older females. This change 
highlights the transition point at which female GBTC 
burden surpasses that of males, especially in mortality-
related outcomes like YLLs, underlining the substantial 
impact of high BMI on GBTC among older female pop-
ulations (Table  1, Fig.  1). In 2021 in China, colon and 
rectum cancer had the largest proportion among high 
BMI-related gastrointestinal cancers, followed by liver 

cancer and GBTC, with pancreatic cancer having the 
smallest proportion (Supplementary Fig. 1).

Age and sex differences in disease rates
The age-specific rates illustrated in Fig.  2 reveal pro-
nounced sex and age-related differences across mortality, 
DALYs, YLDs, and YLLs for GBTC attributable to high 
BMI. Among individuals under 60, males and females 
generally exhibit comparable mortality rates. However, 
in populations over 60, mortality rates become notably 
higher in females than in males, particularly between 

Table 1  All-age cases and age-standardized deaths, DALYs, YLDs, and YLLs rates in 2021 for GBTC attributable to high BMI in China

DALYs Disability-adjusted life-years, YLDs Years lived with disability, YLLs Years of life lost, GBTC Gallbladder and biliary tract cancer, BMI Body mass index

Measure All-ages cases Age-standardized rates 
per 100,000 people

Total Male Female Total Male Female

Deaths 4053 (2279, 6034) 1896 (1005, 3058) 2158 (1202, 3372) 0.2 (0.11, 0.29) 0.2 (0.11, 0.31) 0.19 (0.11, 0.3)

DALYs 95576 (53908, 142812) 46,733 (24,213, 76628) 48,843 (26,995, 75912) 4.45 (2.51, 6.66) 4.57 (2.39, 7.4) 4.36 (2.41, 6.78)

YLDs 1461 (824, 2384) 731 (375, 1262) 730 (375, 1255) 0.07 (0.04, 0.11) 0.07 (0.04, 0.12) 0.07 (0.03, 0.11)

YLLs 94,115 (53,089, 140713) 46,002 (23,868, 75306) 48,113 (26,575, 74645) 4.38 (2.48, 6.57) 4.5 (2.35, 7.27) 4.29 (2.37, 6.66)

Fig. 1  Distribution of deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC in China in 2021 by age and sex. A The number of deaths. B 
The number of DALYs. C The number of YLDs. D The number of YLLs. DALYs, disability-adjusted life years; YLDs, years lived with disability; YLLs, years 
of life lost; BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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ages 60 and 64, indicating a shift in the burden at this age 
group. As age advances, especially in the 80–84 age range, 
mortality rates among males experience a sharp increase, 
ultimately surpassing those of females in the oldest age 
groups. For DALYs, YLDs, and YLLs, the trends follow 
similar age-related patterns. There is minimal variation 
between sexes in the younger age groups, s, with males 
showing slightly higher values than females. At the 60–64 
age bracket, females experience higher rates than males, 
marking a transition point. However, in the 80–84 age 
range, males again exhibit a marked rise, particularly for 
YLLs, which indicates an elevated burden of life lost due 
to GBTC in aging males. This age-specific increase under-
scores the growing impact of high BMI on GBTC-related 
mortality and disability in older males, while females 
experience a higher burden in earlier older age groups.

Trends in burden attributable to high BMI in GBTC 
from 1990 to 2021
Figure 3 shows a consistent year-on-year increase in the 
number of deaths, DALYs, YLDs, and YLLs attributable 
to high BMI in GBTC for both males and females from 
1990 to 2021. While the overall number of cases for these 
indicators increased for both sexes, females tended to 
have higher numbers than males throughout much of the 

time period. However, when looking at the rates, females 
had higher ASRs for all four indicators during the earlier 
years of the analysis, particularly before 2006–2007. After 
this period, a turnaround occurred, with males showing 
higher ASRs for deaths, DALYs, YLDs, and YLLs com-
pared to females. This shift highlights a growing burden 
on males in more recent years, while females had a more 
prominent burden in the earlier period ​(Fig. 3).

Comparison of GBTC burden attributable to high BMI 
between 1990 and 2021 by age group
Figure  4 demonstrates the increased burden of GBTC 
attributable to high BMI across different age groups in 
China from 1990 to 2021. The growth in crude rates of 
deaths, DALYs, YLDs, and YLLs is particularly evident 
beginning in the 60–64 age range, with the most sub-
stantial increases concentrated in the elderly popula-
tion. In both deaths (Fig.  4A) and DALYs (Fig.  4B), the 
crude rates show accelerated growth starting at this age 
group, with older populations experiencing the highest 
rise. Although YLDs (Fig. 4C) are comparatively smaller 
in magnitude, they display a steady increase across age 
groups, reflecting a consistent rise in the burden of non-
fatal health outcomes associated with high BMI. The 
YLLs (Fig.  4D) show the steepest increase among older 

Fig. 2  Age-specific rates of deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC in China in 2021, by sex. A The rate of deaths by age 
and sex. B The rate of DALYs. C The rate of YLDs. D The rate of YLLs. DALYs, disability-adjusted life years; YLDs, years lived with disability; YLLs, years 
of life lost; BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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individuals, further emphasizing the growing impact of 
high BMI on premature mortality in the aging popula-
tion. This age-specific trend highlights a notable shift 
in the disease burden, with older age groups dispropor-
tionately affected by the increased rates observed in 2021 
compared to 1990.

Comparison of global, Asia and Chinese trends and burden 
in ASRs for GBTC attributable to high BMI between 1990 
and 2021
In China, all indicators show marked increases over 
this period. The ASRs for deaths and DALYs both rise 
considerably, with deaths increasing from 0.13 to 0.2 
per 100,000, and DALYs from 3.14 to 4.45 per 100,000. 
YLLs similarly display a rising trend, moving from 3.11 
to 4.38 per 100,000. YLDs, although lower in mag-
nitude, also exhibit a notable increase from 0.03 to 
0.07 per 100,000, reflecting an upward trend in non-
fatal disease burden. In contrast, global trends show a 
decline in ASRs for deaths, DALYs, and YLLs related to 
high BMI in GBTC over the same period. Death rates 
decrease from 0.26 to 0.24 per 100,000, and DALYs 
show a decline from 5.74 to 5.2 per 100,000. YLLs 

follow this downward trajectory globally, moving from 
5.67 to 5.12 per 100,000. YLDs display a slight increase 
worldwide, rising from 0.07 to 0.08 per 100,000, but 
the growth remains modest compared to the increase 
observed in China. These contrasting trends under-
score the ongoing rise in GBTC burden related to 
high BMI in China, while global rates have generally 
trended downward or stabilized over the past three 
decades​ (Fig.  5, Table  2). In 2021, China’s high BMI-
related GBTC accounted for approximately 21% of the 
global burden across key indicators, including deaths, 
DALYs, YLDs, and YLLs, as shown in Supplementary 
Fig.  2. Supplementary Fig.  3 illustrates that the age-
standardized death rates for high BMI-related GBTC 
were highest in the Kingdom of Thailand, followed by 
the Republic of Korea and Mongolia, with China’s rates 
falling around the median level among Asian countries. 
Similarly, Supplementary Fig.  4 shows that the age-
standardized DALYs rates for high BMI-related GBTC 
were also highest in Thailand, with significant contribu-
tions from the Republic of Korea and Mongolia, while 
China again ranked near the middle compared to other 
countries in the region.

Fig. 3  Trends in the number and age-standardized rates of deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC in China, 1990–2021, 
by sex. A The number of deaths and age-standardized death rates. B The number of DALYs and age-standardized DALY rates. C The number of YLLs 
and age-standardized YLL rates. D The number of YLDs and age-standardized YLD rates. DALYs, disability-adjusted life years; YLDs, years lived 
with disability; YLLs, years of life lost; BMI, body mass index; GBTC, gallbladder and biliary tract cancer



Page 7 of 15Zhan et al. World Journal of Surgical Oncology          (2024) 22:296 	

Trends in ASRs for GBTC attributable to high BMI in China, 
1990–2021
Figure  6 and Table  3 illustrate the trends in ASRs for 
deaths, DALYs, YLDs, and YLLs attributable to high BMI 
in GBTC in China, with a breakdown by gender and time 
periods. Overall, males experienced a more substantial 
increase across most indicators compared to females. The 

joinpoint analysis identifies critical periods of change, 
with significant accelerations in mortality and DALY 
rates, particularly among males following 2005. From 
2015 onward, however, females exhibited a more pro-
nounced increase in mortality rates compared to males, 
marking a shift in the gender-specific burden of GBTC. 
Table  3 further emphasizes these differences, showing 

Fig. 4  Comparison of the number and crude rates of deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC in China by age group for 1990 
and 2021. A The number of deaths and crude death rates. B The number of DALYs and crude DALY rates. C The number of YLDs and crude YLD rates. 
D The number of YLLs and crude YLL rates. DALYs, disability-adjusted life years; YLDs, years lived with disability; YLLs, years of life lost; BMI, body mass 
index; GBTC, gallbladder and biliary tract cancer

Fig. 5  Global and China trends in age-standardized rates of deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC from 1990 to 2021. 
A The global trend of age-standardized rates. B The age-standardized trends for China. DALYs, disability-adjusted life years; YLDs, years lived 
with disability; YLLs, years of life lost; BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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that males had higher average annual percent changes 
(AAPC) in age-standardized mortality and DALY rates 
during earlier periods, particularly between 1999 and 
2005, when the annual percent change (APC) for males 
peaked at 3.10% for mortality and 2.88% for DALYs. In 
contrast, females experienced slower increases or even 
declines during these earlier years, with minimal growth 
between 2005 and 2011. However, from 2015 onward, 
the trend reversed as females exhibited steeper rises 

in mortality rates compared to males, contributing to a 
marked increase in the overall burden of GBTC attribut-
able to high BMI in China in recent years ​(Table 3, Fig. 6).​

Trends in APC for death and DALYs rates attributable 
to high BMI in GBTC
Figures  7 and 8 illustrate the trends in annual percent 
changes (APC) for age-standardized death rates (Fig. 7) 
and DALYs rates (Fig.  8) attributable to high BMI in 

Table 2  Change of age-standardized rates in deaths, DALYs, YLDs, and YLLs for GBTC attributable to high BMI between 1990 and 2021 
in China and Global level

DALYs Disability-adjusted life-years, YLDs Years lived with disability, YLLs Years of life lost, GBTC Gallbladder and biliary tract cancer, BMI Body mass index

*P < 0.05

Measure China Global
1990 2021 Change 1990 2021 Change

Deaths 0.13 (0.09, 0.19) 0.2 (0.11, 0.29) 1.22 (0.89—1.54)* 0.26 (0.18, 0.36) 0.24 (0.16, 0.33) -0.33 (-0.45—-0.21)*

DALYs 3.14 (2.08, 4.44) 4.45 (2.51, 6.66) 1.12 (0.97—1.27)* 5.74 (3.95, 7.83) 5.2 (3.56, 7.17) -0.31 (-0.44—-0.19)*

YLDs 0.03 (0.02, 0.05) 0.07 (0.04, 0.11) 2.71 (2.52—2.91)* 0.07 (0.04, 0.1) 0.08 (0.05, 0.12) 0.40 (0.27—0.54)*

YLLs 3.11 (2.06, 4.4) 4.38 (2.48, 6.57) 1.10 (0.95—1.26)* 5.67 (3.9, 7.73) 5.12 (3.5, 7.05) -0.32 (-0.45—-0.20)*

Fig. 6  Joinpoint analysis of age-standardized rates for deaths, DALYs, YLDs, and YLLs attributable to high BMI in GBTC in China from 1990 to 2021. 
A The trend in age-standardized death rates. B The trend in age-standardized DALYs rate. C The trend in YLDs rate. D The trend in YLLs rate. DALYs, 
disability-adjusted life years; YLDs, years lived with disability; YLLs, years of life lost; BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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GBTC in China, analyzed across different age groups, 
time periods, and birth cohorts. Both figures reveal dis-
tinct variations by age and time. In Fig. 7, the APCs for 
death rates show sharp increases during specific time 
periods, with particularly notable rises occurring after 
2005. The increases are especially pronounced in older 
age groups, where the rate of change becomes steeper. 
Figure 8 displays similar trends for DALYs rates, where 
the APCs reflect a clear upward trend, particularly in 
older populations and more recent periods. The birth 
cohort analysis in both figures highlights that more 
recent cohorts have experienced steeper increases 
in both death and DALYs rates, indicating a grow-
ing burden of GBTC attributable to high BMI among 
these cohorts over time. These patterns emphasize the 
increasing impact of high BMI on both mortality and 
disability in GBTC across various demographic groups 
and time periods.

Decomposition of changes in deaths and DALYs 
attributable to high BMI in GBTC
Figure 9 shows the decomposition of factors contributing 
to changes in deaths and DALYs attributable to high BMI 
in GBTC in China from 1990 to 2021. For deaths, aging 
emerges as the most significant driver, followed by epide-
miological changes and population growth. Aging has the 
greatest impact across both sexes, with a slightly more 
pronounced effect on males. Epidemiological change 
also plays a crucial role, particularly impacting males 
more than females, while population growth influences 
both sexes similarly. In terms of DALYs, epidemiological 
change is the dominant factor contributing to the overall 
increase, followed by population growth. Aging, however, 
exerts a diminishing effect on the increase in DALYs, 
thereby moderating the overall burden. This moderat-
ing effect of aging is evident in both males and females. 
However, the influence of epidemiological changes 

Fig. 7  Age-specific annual percent changes (APC) in age-standardized death rates attributable to high BMI in GBTC in China. A The age-specific 
APCs in death rates according to time periods; each line connects the age-specific APCs for a specific time period. B The age-specific APCs 
in death rates according to birth cohorts; each line connects the APCs for a specific birth cohort over time. C The period-specific APCs in death 
rates according to age groups; each line connects the APCs for a specific age group across different periods. D The birth cohort-specific APCs 
in death rates according to age groups; each line connects the cohort-specific APCs for a 5-year age group across different birth cohorts. This 
figure illustrates the varying trends in death rates due to high BMI by age, time period, and birth cohort. BMI, body mass index; GBTC, gallbladder 
and biliary tract cancer
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remains stronger in males compared to females. Popula-
tion growth is also a substantial contributor to the rise 
in DALYs, with a slightly greater impact on males. The 
analysis highlights the complex interplay of aging, epide-
miological shifts, and population growth in shaping the 
trends in GBTC burden due to high BMI​.

Discussion
This study highlights the increasing burden of GBTC 
attributable to high BMI in China from 1990 to 2021, 
which mirrors global trends but at a more accelerated 
pace. Our findings show that both the number and 
ASRs of deaths and DALYs due to high BMI-related 
GBTC have risen significantly, with males experienc-
ing a steeper increase compared to females, particularly 
after 2005. Joinpoint regression analysis revealed key 
inflection points where mortality and DALY rates accel-
erated, while decomposition analysis identified popula-
tion growth and aging as primary drivers of the rising 

death rates, with epidemiological changes contributing 
more substantially to the rise in DALYs. Additionally, 
APC analysis demonstrated that younger birth cohorts 
are increasingly affected by high BMI, with recent 
cohorts showing a steeper increase in both mortal-
ity and DALYs. These findings underscore the growing 
public health impact of high BMI on GBTC in China, 
particularly in the context of an aging population and 
rising obesity rates.

Globally, high BMI is a well-established risk factor 
for several types of cancer, including GBTC, with stud-
ies reporting a strong correlation between rising obesity 
rates and increased cancer incidence and mortality [4]. 
Studies show that the cancer burden attributable to high 
BMI varies significantly by region, with higher impacts 
seen in developed and middle-to-high income countries 
due to both higher obesity rates and aging populations. In 
Brazil, for example, it’s projected that cancer cases attrib-
utable to high BMI could nearly double by 2025 [31]. 

Fig. 8  Age-specific annual percent changes (APC) in age-standardized DALYs rates attributable to high BMI in GBTC in China. A The age-specific 
APCs in DALYs rates according to time periods; each line connects the age-specific APCs for a specific time period. B The age-specific APCs 
in DALYs rates according to birth cohorts; each line connects the APCs for a specific birth cohort over time. C The period-specific APCs in DALYs 
rates according to age groups; each line connects the APCs for a specific age group across different periods. D The birth cohort-specific APCs 
in DALYs rates according to age groups; each line connects the cohort-specific APCs for a 5-year age group across different birth cohorts. This figure 
highlights the trends in DALYs rates due to high BMI, showing variations by age, time period, and birth cohort. DALYs, disability-adjusted life years; 
BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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Importantly, the increase in BMI from 1982 to 2012 was 
associated with a quarter of BMI-related cancer cases, 
underscoring the need for public health efforts to address 
the obesity epidemic as a cancer prevention strategy 
[32]. High BMI accounts for 5.1% of the cancer burden 
risk among Iranian adults aged 70 and above [10]. How-
ever, the burden in China has risen more sharply than in 
many other countries, as shown in our findings. This can 
be attributed to China’s rapid economic development, 
leading to lifestyle changes that favor higher-calorie 
diets and reduced physical activity [13, 33]. The increase 
in the number and rate of deaths and DALYs related to 
high BMI in China highlights the growing public health 
challenge posed by obesity and its consequences. These 
trends are exacerbated by demographic factors such as 
population aging, which amplifies the burden of obesity-
related cancers in the older population, and by changes in 
epidemiological patterns reflecting increased cancer risk 
among more recent cohorts [34, 35].

The underlying mechanisms linking high BMI to 
GBTC have been explored in several studies. Obesity 
promotes chronic inflammation, insulin resistance, and 
alterations in hormone levels, all of which contribute to 
carcinogenesis in the biliary tract [5, 36, 37]. Adipose tis-
sue, particularly visceral fat, produces pro-inflammatory 
cytokines and adipokines that can create a tumor-pro-
moting environment [38]. Furthermore, insulin resist-
ance and hyperinsulinemia, common in individuals with 
high BMI, may increase the risk of cancer by stimulating 
cell proliferation and inhibiting apoptosis [8, 39]. Given 

these mechanisms, addressing high BMI through lifestyle 
interventions—such as dietary modification, increased 
physical activity, and weight management—should be 
prioritized as part of cancer prevention strategies. Pub-
lic health policies promoting early screening, awareness 
campaigns, and behavioral interventions could reduce 
the incidence of GBTC in populations at risk.

Gender differences in the burden of GBTC attribut-
able to high BMI were evident, with males experiencing 
a higher overall burden than females, particularly in the 
older age groups. While females showed a higher mor-
tality and overall burden in the 60 to 79 age range, this 
trend reversed in older age brackets, with males expe-
riencing steeper increases in mortality and disability-
related indicators beyond age 80. This discrepancy could 
be due to biological, behavioral, and social factors. Bio-
logically, males tend to accumulate more visceral fat, 
which is more metabolically active and associated with 
an increased risk of inflammation and insulin resist-
ance. These metabolic changes are known to elevate 
the risk of certain cancers, including GBTC. Visceral fat 
releases pro-inflammatory cytokines and other bioac-
tive molecules that may contribute to a more aggressive 
cancer environment, contrasting with the subcutane-
ous fat more commonly accumulated in females, which 
is less metabolically active [40, 41]. Behavioral factors 
also play a significant role in these gender differences. 
Males generally have higher rates of smoking and alco-
hol consumption compared to females, both of which 
are established risk factors for GBTC. These behaviors 

Fig. 9  Decomposition analysis of changes in deaths and DALYs attributable to high BMI in GBTC in China from 1990 to 2021, by aging (yellow), 
epidemiological changes (green), and population growth (orange). The black dots representing the sum of the effects of these factors. A 
Decomposition of changes in deaths for both sexes, males, and females. B Decomposition of changes in DALYs for both sexes, males, and females. 
DALYs, disability-adjusted life years; BMI, body mass index; GBTC, gallbladder and biliary tract cancer
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can compound the effects of obesity, potentially creat-
ing a more hostile environment for cancer development 
and progression. This may explain the steeper rise in 
the burden of GBTC observed in older men. Hormonal 
factors further influence these differences. In females, 
estrogen has a protective role, particularly in premeno-
pausal women, potentially reducing the impact of obe-
sity on cancer risk. Estrogen can modulate inflammatory 
responses and metabolism, which may contribute to a 
lower cancer risk. However, as women age and transition 
through menopause, the decrease in estrogen levels may 
increase their susceptibility to obesity-related cancers 
like GBTC, explaining the higher burden observed in the 
60–69 age group before it tapers off compared to males 
[42]. These findings highlight the importance of tailored 
prevention strategies that address gender-specific risk 
factors.

The age-period-cohort analysis revealed that younger 
birth cohorts in China are experiencing a greater 
increase in GBTC burden due to high BMI compared to 
older cohorts. This trend reflects the increasing preva-
lence of obesity in younger generations, likely driven by 
lifestyle changes such as high-calorie diets and sedentary 
behavior [43, 44]. The younger cohorts are also exposed 
to these risk factors earlier in life, leading to a longer 
cumulative exposure to obesity-related carcinogenic 
processes. The period effects further suggest that recent 
social and environmental changes have contributed to 
the growing cancer burden, while the aging population 
compounds the problem by increasing the number of 
individuals at risk of developing GBTC. To mitigate the 
rising burden of GBTC attributable to high BMI, spe-
cific preventive and control measures are needed. Pub-
lic health efforts should focus on reducing obesity rates 
through targeted interventions that encourage healthier 
diets, regular physical activity, and weight management, 
especially among high-risk populations. Additionally, 
implementing nationwide screening programs for early 
detection of GBTC, particularly in individuals with a 
high BMI, could significantly reduce mortality. Policies 
aimed at reducing the consumption of processed foods, 
promoting healthy food environments, and increasing 
public awareness about the risks of obesity are essen-
tial. For gender-specific strategies, efforts should address 
behavioral risk factors more prevalent among men, 
such as smoking cessation and alcohol reduction, while 
emphasizing the importance of weight management 
across all demographics. Given the trends observed in 
younger birth cohorts, early intervention in childhood 
and adolescence to prevent obesity is critical for reduc-
ing future cancer risks [45].

Despite the valuable findings, this study has sev-
eral limitations that should be acknowledged. First, the 

reliance on the GBD database means the data is derived 
from population-level estimates, which may not fully 
capture regional variations or specific individual risk 
factors, such as lifestyle choices and genetic predisposi-
tions. This could lead to an underestimation or overes-
timation of the true burden in certain regions of China. 
Additionally, while the study provides an overview of 
the contributions of high BMI to the GBTC burden, it 
lacks detailed patient-level data, which limits the ability 
to explore specific biological mechanisms or interactions 
between high BMI and other risk factors like diet, physi-
cal inactivity, or metabolic disorders. Another limita-
tion is that the study is observational in nature and, as 
such, cannot establish causality between high BMI and 
GBTC risk or progression. Furthermore, the decomposi-
tion analysis does not account for the potential effects of 
healthcare access or improvements in cancer treatment, 
which may have influenced the outcomes observed. 
Future studies should aim to address these limitations 
by incorporating more detailed, individual-level data 
that accounts for lifestyle factors, healthcare access, and 
genetic variability. Prospective cohort studies with long-
term follow-up could provide more robust evidence on 
the causal relationships between high BMI and GBTC. 
Additionally, integrating molecular and genomic data 
with epidemiological findings would enhance the under-
standing of how obesity contributes to cancer devel-
opment and progression, particularly in genetically 
susceptible populations. Lastly, further research should 
explore the effectiveness of public health interventions 
focused on reducing obesity rates and their potential to 
mitigate the burden of GBTC.

Conclusions
This study underscores the increasing burden of GBTC 
attributable to high BMI in China, driven by demo-
graphic changes and rising obesity rates. The findings 
highlight the need for urgent public health strategies 
focused on reducing BMI-related risk factors. Preven-
tion efforts should emphasize weight management, 
early screening, and lifestyle interventions tailored to 
high-risk populations. Future research should aim to 
incorporate individual-level data, including genetic 
and molecular markers, to deepen the understanding 
of the mechanisms linking high BMI to GBTC devel-
opment. Additionally, exploring the effectiveness of 
public health interventions in reducing obesity rates 
and their potential impact on GBTC incidence will be 
crucial. Longitudinal studies with robust cohort data 
could also provide greater clarity on the causal path-
ways and help refine cancer prevention and control 
strategies, especially in rapidly aging populations.
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Supplementary Material 1: Supplementary Figure 1. Proportion of high 
BMI-related gastrointestinal cancers in China in 2021. (A) Proportion of 
deaths due to high BMI-related gastrointestinal cancers, including liver 
cancer, colon and rectum cancer, GBTC, and pancreatic cancer. (B) Propor-
tion of DALYs attributable to high BMI among these cancers. (C) Propor-
tion of YLDs for high BMI-related gastrointestinal cancers. (D) Proportion of 
YLLs for high BMI-related gastrointestinal cancers. BMI, body mass index; 
GBTC, gallbladder and biliary tract cancer; DALYs, disability-adjusted life 
years; YLDs, years lived with disability; YLLs, years of life lost.

Supplementary Material 2: Supplementary Figure 2. Proportion of China’s 
high BMI-related GBTC burden compared to the global total in 2021. (A) 
Proportion of deaths from high BMI-related GBTC in China as a percentage 
of the global total. (B) Proportion of DALYs attributable to high BMI-related 
GBTC in China compared to the global burden. (C) Proportion of YLDs for 
high BMI-related GBTC in China relative to global values. (D) Proportion 
of YLLs for high BMI-related GBTC in China against global data. BMI, body 
mass index; GBTC, gallbladder and biliary tract cancer; DALYs, disability-
adjusted life years; YLDs, years lived with disability; YLLs, years of life lost.

Supplementary Material 3: Supplementary Figure 3. Age-standardized 
death rates for GBTC attributable to high BMI across Asian countries in 
2021. The figure compares age-standardized death rates for high BMI-
related GBTC among various Asian countries, including China, Thailand, 
Republic of Korea, and Mongolia. Thailand exhibits the highest death 
rates, followed by the Republic of Korea and Mongolia, while China’s rates 
are approximately at the median level among the analyzed countries. 
GBTC, gallbladder and biliary tract cancer; BMI, body mass index.

Supplementary Material 4: Supplementary Figure 4. Age-standardized 
DALYs rates for GBTC attributable to high BMI across Asian countries in 
2021. This figure presents a comparison of age-standardized DALYs rates 
for high BMI-related GBTC among Asian countries, highlighting the vari-
ations in the burden across the region. The Kingdom of Thailand shows 
the highest DALYs rates, followed by the Republic of Korea and Mongolia, 
whereas China’s burden is near the middle of the range compared to 
other countries. DALYs, disability-adjusted life years; GBTC, gallbladder and 
biliary tract cancer; BMI, body mass index.

Authors’ contributions
Author Contributions Conceptualization: All authors contributed to formulat-
ing the research ideas and overall framework. Data curation: Zhouwei Zhan, 
Xiamei Chen, Shaohua Xu, Qifei Li, Jiami Yu, Zengqing Guo, and Bijuan Chen 
jointly curated and organized the data. Formal analysis: The group of authors 
carried out in-depth formal analysis to draw meaningful conclusions. Funding 
acquisition: Zhouwei Zhan took the lead in securing the necessary funds for 
the research. Investigation: All authors actively participated in the investigative 
process to explore the research topic. Methodology: Together, they developed 
appropriate research methodologies. Project administration: Bijuan Chen 
oversaw the management and progress of the project. Resources: Each author 
contributed to gathering relevant resources for the research. Software: As 
required, all authors contributed to software usage and adaptation. Supervi-
sion: Bijuan Chen provided guidance and supervision throughout. Visualiza-
tion: All worked on presenting the research findings visually. Writing – original 
draft: All had a hand in drafting the initial manuscript. Writing – review & 
editing: The entire team participated in reviewing and editing the manuscript 
to ensure its quality.

Funding
This research was funded by Startup Fund for scientific research, Fujian Medi-
cal University (Grant No. 2022QH1146) and Fujian Provincial Natural Science 
Foundation of China (Grant No. 2024J011064). This work was also sponsored 
by the High-level Talent Project (Category C) of Fujian Cancer Hospital (Grant 
No. 2024YNG02) and Clinical research funding project initiated by researchers 
of Fujian Cancer Hospital (Grant No. 202413003).

Data availability
The data used in this study were obtained from the GBD 2021 database, which 
is publicly available through the Institute for Health Metrics and Evaluation 
(IHME) website. All data analyzed during this study are accessible at the 
GBD Results Tool (http://​ghdx.​healt​hdata.​org/​gbd-​resul​ts-​tool) and can be 
requested for research purposes in accordance with IHME’s data-sharing poli-
cies. No additional data were generated or analyzed in this study.

Declarations

Ethics approval and consent to participate
This study utilized publicly available, de-identified data from the GBD data-
base. As such, it did not involve direct contact with human participants or 
the collection of personal health information. Therefore, no ethical approval 
or informed consent was required. The research adhered to the principles 
outlined in the Declaration of Helsinki, ensuring ethical conduct in the use of 
secondary data for public health research.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Medical Oncology, Clinical Oncology School of Fujian Medical 
University, Fujian Cancer Hospital, Fuzhou, Fujian 350014, China. 2 Department 
of Operation, Clinical Oncology School of Fujian Medical University, Fujian 
Cancer Hospital, Fuzhou, Fujian 350014, China. 3 Department of Hepatobiliary 
and Pancreatic Surgery, Clinical Oncology School of Fujian Medical University, 
Fujian Cancer Hospital, Fuzhou, Fujian 350014, China. 4 Department of Radia-
tion Oncology, Clinical Oncology School of Fujian Medical University, Fujian 
Cancer Hospital, No. 420 Fuma Road, Fuzhou, Fujian 350014, China. 

Received: 22 September 2024   Accepted: 5 November 2024

References
	1.	 Bray F, Laversanne M, Sung H, Ferlay J, Siegel RL, Soerjomataram I, Jemal 

A. Global cancer statistics 2022: GLOBOCAN estimates of incidence and 
mortality worldwide for 36 cancers in 185 countries. 2024;74(3):229–263.

	2.	 Gómez-España MA, Montes AF, Garcia-Carbonero R, Mercadé TM, 
Maurel J, Martín AM, Pazo-Cid R, Vera R, Carrato A, Feliu J. SEOM clinical 
guidelines for pancreatic and biliary tract cancer (2020). Clin Transl Oncol. 
2021;23(5):988–1000.

	3.	 Pati S, Irfan W, Jameel A, Ahmed S, Shahid RK. Obesity and cancer: a cur-
rent overview of epidemiology, pathogenesis, outcomes, and manage-
ment. Cancers. 2023;15(2):485.

	4.	 Lauby-Secretan B, Scoccianti C, Loomis D, Grosse Y, Bianchini F, Straif K. 
Body fatness and cancer-viewpoint of the IARC working group. N Engl J 
Med. 2016;375(8):794–8.

	5.	 Oze I, Ito H, Koyanagi YN, Abe SK, Rahman MS, Islam MR, Saito E, Gupta 
PC, Sawada N, Tamakoshi A, et al. Obesity is associated with biliary tract 
cancer mortality and incidence: A pooled analysis of 21 cohort studies in 
the Asia Cohort Consortium. Int J Cancer. 2024;154(7):1174–90.

	6.	 Schulze MB, Stefan N. Metabolically healthy obesity: from epidemiol-
ogy and mechanisms to clinical implications. Nat Rev Endocrinol. 
2024;20(11):633–46. https://​doi.​org/​10.​1038/​s41574-​024-​01008-5.

	7.	 Ahrenfeldt J, Carstensen S, Eriksen IMH, Birkbak NJ. Exploring the impact 
of body mass index on tumor biology and cancer development. J Cancer 
Res Clin Oncol. 2024;150(7):372.

	8.	 Zhang AMY, Wellberg EA, Kopp JL, Johnson JD. Hyperinsulinemia in 
obesity, inflammation, and cancer. Diabetes Metab J. 2021;45(3):285–311.

	9.	 Tan DJH, Ng CH, Muthiah M, Yong JN, Chee D, Teng M, Wong ZY, Zeng 
RW, Chin YH, Wang JW, et al. Rising global burden of cancer attributable 
to high BMI from 2010 to 2019. Metabolism. 2024;152:155744.

	10.	 Namazi Shabestari A, Saeedi Moghaddam S, Sharifi F, Fadayevatan R, 
Nabavizadeh F, Delavari A, et al. The most prevalent causes of deaths, 
DALYs, and geriatric syndromes in Iranian elderly people between 1990 
and 2010: findings from the Global Burden of Disease study 2010. Arch 
Iran Med. 2015;18(8):462–79.

https://doi.org/10.1186/s12957-024-03582-4
https://doi.org/10.1186/s12957-024-03582-4
http://ghdx.healthdata.org/gbd-results-tool
https://doi.org/10.1038/s41574-024-01008-5


Page 15 of 15Zhan et al. World Journal of Surgical Oncology          (2024) 22:296 	

	11.	 Danpanichkul P, Ng CH, Tan DJH, Muthiah MD, Kongarin S, Srisurapanont 
K, Kanjanakot Y, Duangsonk K, Huang DQ, Suzuki H, et al. The Global Bur-
den of Early-Onset Biliary Tract Cancer: Insight From the Global Burden of 
Disease Study 2019. J Clin Exp Hepatol. 2024;14(2):101320.

	12.	 Boutari C, Mantzoros CS. A 2022 update on the epidemiology of obesity 
and a call to action: as its twin COVID-19 pandemic appears to be reced-
ing, the obesity and dysmetabolism pandemic continues to rage on. 
Metabolism. 2022;133:155217.

	13.	 Hemmingsson E. The unparalleled rise of obesity in China: a call to action. 
Int J Obes. 2021;45(5):921–2.

	14.	 Pan XF, Wang L, Pan A. Epidemiology and determinants of obesity in 
China. Lancet Diabetes Endocrinol. 2021;9(6):373–92.

	15.	 Chen S, Han K, Song Y, Liu S, Li X, Wang S, Li H, Li R, Wang J, He Y, et al. 
Current status, trends, and predictions in the burden of gallblad-
der and biliary tract cancer in China from 1990 to 2019. Chin Med J. 
2022;135(14):1697–706.

	16.	 Su J, Liang Y, He X: Global, regional, and national burden and trends 
analysis of gallbladder and biliary tract cancer from,. to 2019 and predic-
tions to 2030: a systematic analysis for the Global Burden of Disease 
Study 2019. Front Med. 1990;2024:11.

	17.	 Xiang H, Yang R, Tu J, Guan X, Tao X. Health Impacts of High BMI in 
China: Terrible Present and Future. Int J Environ Res Public Health. 
2022;19(23):16173.

	18.	 Baria K, De Toni EN, Yu B, Jiang Z, Kabadi SM, Malvezzi M. Worldwide 
Incidence and Mortality of Biliary Tract Cancer. Gastro Hep Advances. 
2022;1(4):618–26.

	19.	 Safiri S, Motlagh Asghari K, Sullman MJM. The global burden of diseases 
and injuries among older adults. 2023;1(1):e16. https://​doi.​org/​10.​34172/​
ija.​2023.​e16.

	20.	 Esnaola NF, Meyer JE, Karachristos A, Maranki JL, Camp ER, Denlinger CS. 
Evaluation and management of intrahepatic and extrahepatic cholangio-
carcinoma. Cancer. 2016;122(9):1349–69.

	21.	 Kang MJ, Lim J, Han SS, Park HM, Kim SW, Lee WJ, Woo SM, Kim TH, 
Won YJ, Park SJ. Distinct prognosis of biliary tract cancer according to 
tumor location, stage, and treatment: a population-based study. Sci Rep. 
2022;12(1):10206.

	22.	 Wang F, Wang B, Qiao L. Association between obesity and gallbladder 
cancer. Front Biosci (Landmark edition). 2012;17(7):2550–8.

	23.	 Huang J, Lucero-Prisno DE, Zhang L, Xu W, Wong SH, Ng SC, Wong MCS. 
Updated epidemiology of gastrointestinal cancers in East Asia. Nat Rev 
Gastroenterol Hepatol. 2023;20(5):271–87.

	24.	 Global incidence, prevalence, years lived with disability (YLDs), disability-
adjusted life-years (DALYs), and healthy life expectancy (HALE) for 371 
diseases and injuries in 204 countries and territories and 811 subnational 
locations, 1990–2021: a systematic analysis for the Global Burden of Dis-
ease Study 2021. Lancet (London, England). 2024;403(10440):2133–2161.

	25.	 Foreman KJ, Lozano R, Lopez AD, Murray CJ. Modeling causes of death: 
an integrated approach using CODEm. Popul Health Metrics. 2012;10:1.

	26.	 Global burden and strength of evidence for 88 risk factors in 204 coun-
tries and 811 subnational locations, 1990–2021: a systematic analysis 
for the Global Burden of Disease Study 2021. Lancet (London, England). 
2024;403(10440):2162–2203.

	27.	 Kim HJ, Fay MP, Feuer EJ, Midthune DN. Permutation tests for joinpoint 
regression with applications to cancer rates. Stat Med. 2000;19(3):335–51.

	28.	 Kim S, Lee S, Choi JI, Cho H. Binary genetic algorithm for optimal 
joinpoint detection: Application to cancer trend analysis. Stat Med. 
2021;40(3):799–822.

	29.	 Carstensen B. Age-period-cohort models for the Lexis diagram. Stat Med. 
2007;26(15):3018–45.

	30.	 Bell A. Age period cohort analysis: a review of what we should and 
shouldn’t do. Ann Hum Biol. 2020;47(2):208–17.

	31.	 Rezende LFM, Arnold M, Rabacow FM, Levy RB, Claro RM, Giovannucci E, 
Eluf-Neto J. The increasing burden of cancer attributable to high body 
mass index in Brazil. Cancer Epidemiol. 2018;54:63–70.

	32.	 Arnold M, Pandeya N, Byrnes G, Renehan PAG, Stevens GA, Ezzati PM, 
Ferlay J, Miranda JJ, Romieu I, Dikshit R, et al. Global burden of cancer 
attributable to high body-mass index in 2012: a population-based study. 
Lancet Oncol. 2015;16(1):36–46.

	33.	 Li F. Physical activity and health in the presence of China’s economic 
growth: Meeting the public health challenges of the aging population. J 
Sport Health Sci. 2016;5(3):258–69.

	34.	 The Lancet Healthy L. Care for ageing populations globally. Lancet 
Healthy Longev. 2021;2(4):e180.

	35.	 Murphy CC, Yang YC. Use of age-period-cohort analysis in cancer epide-
miology research. Curr Epidemiol Reports. 2018;5(4):418–31.

	36.	 Wu H, Ballantyne CM. Metabolic inflammation and insulin resistance in 
obesity. Circ Res. 2020;126(11):1549–64.

	37.	 Osataphan S, Mahankasuwan T, Saengboonmee C. Obesity and cholan-
giocarcinoma: a review of epidemiological and molecular associations. J 
Hepatobiliary Pancreat Sci. 2021;28(12):1047–59. https://​doi.​org/​10.​1002/​
jhbp.​1001.

	38.	 Kawai T, Autieri MV, Scalia R. Adipose tissue inflammation and metabolic 
dysfunction in obesity. Am J Physiol Cell Physiol. 2021;320(3):C375–c391.

	39.	 Gallagher EJ, LeRoith D. Hyperinsulinaemia in cancer. Nat Rev Cancer. 
2020;20(11):629–44.

	40.	 Nauli AM, Matin S. Why do men accumulate abdominal visceral fat? Front 
Physiol. 2019;10:1486.

	41.	 Power ML, Schulkin J. Sex differences in fat storage, fat metabolism, and 
the health risks from obesity: possible evolutionary origins. Br J Nutr. 
2008;99(5):931–40.

	42.	 D’Alonzo M, Bounous VE, Villa M, Biglia N. Current evidence of the onco-
logical benefit-risk profile of hormone replacement therapy. Medicina 
(Kaunas, Lithuania). 2019;55(9):573.

	43.	 Huang L, Wang Z, Wang H, Zhao L, Jiang H, Zhang B, Ding G. Nutrition 
transition and related health challenges over decades in China. Eur J Clin 
Nutr. 2021;75(2):247–52.

	44.	 Lee KX, Quek KF, Ramadas A. Dietary and lifestyle risk factors of obesity 
among young adults: A scoping review of observational studies. Current 
Nutrition Reports. 2023;12(4):733–43.

	45.	 Chen S, Ma J, Hong J, Chen C, Yang Y, Yang Z, Zheng P, Tang Y. A public 
health milestone: China publishes new Physical Activity and Sedentary 
Behaviour Guidelines. J Act Sedentary Sleep Behav. 2022;1(1):9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.34172/ija.2023.e16
https://doi.org/10.34172/ija.2023.e16
https://doi.org/10.1002/jhbp.1001
https://doi.org/10.1002/jhbp.1001

	Impact of high body mass index on gallbladder and biliary tract cancer burden in China: a comprehensive analysis of trends from 1990 to 2021
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Study design and data sources
	Definitions
	Modeling techniques and assumptions
	Joinpoint regression analysis
	Age-Period-Cohort (APC) analysis
	Decomposition analysis
	Ethical considerations

	Results
	Burden of GBTC attributable to high BMI in China in 2021
	Age and sex differences in disease rates
	Trends in burden attributable to high BMI in GBTC from 1990 to 2021
	Comparison of GBTC burden attributable to high BMI between 1990 and 2021 by age group
	Comparison of global, Asia and Chinese trends and burden in ASRs for GBTC attributable to high BMI between 1990 and 2021
	Trends in ASRs for GBTC attributable to high BMI in China, 1990–2021
	Trends in APC for death and DALYs rates attributable to high BMI in GBTC
	Decomposition of changes in deaths and DALYs attributable to high BMI in GBTC

	Discussion
	Conclusions
	References


