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Original Article

Aim: To examine the association between long-term exposure to suspended particulate matter (SPM) and car-
diovascular mortality in Japan after controlling for known major confounding factors among a large middle and 
elderly cohort study in Ibaraki Prefecture, Japan.

Methods: We followed 91,808 residents (men 34%) who undertook a national health check-up at age 40–79 
years for 17 years (1993–2010). Two different exposure indices were adopted: baseline SPM concentration (in 
the year 1990) and average SPM concentration for the first (average of 1990 and 1995) and the second half 
(average of 2005 to 2009) of the study period. Sex-specific adjusted risk ratios (RRs) for cardiovascular mortality 
were calculated using general mixed Poisson regression models after adjusting the age, BMI, history of diabetes 
mellitus and hypertension, creatinine, glutamic pyruvic transaminase, total cholesterol, high-density lipoprotein 
cholesterol, smoking, alcohol, and temperature. The variation between seven medical administration areas was 
also taken into account as a random effect. 

Results: Baseline SPM concentration was associated with an increased risk of mortality from all cardiovascular 
diseases, coronary artery disease, and stroke. The adjusted RRs (95% confidence interval [CI]) per 10 µg/m3 
increase in SPM concentration for all cardiovascular mortality were 1.147 (1.014–1.300) for men and 1.097 
(0.985–1.222) for women. The point estimate of RR was highest for non-hemorrhagic stroke in men (1.248 
[0.991–1.571]), although CI overlapped the unity. The RRs seemed slightly lower in the second half than in the 
first half, though the CIs widened in the second half. 

Conclusion: Our results suggest that long-term exposure to SPM is associated with an increased risk of all car-
diovascular mortality for men in Ibaraki, Japan. 

Of these deaths, 6.5 million were caused by air pollu-
tion, so continued measures to combat air pollution 
clearly need to be pursued vigorously. 

Particulate matter (PM) is one of the most fre-
quently studied forms of air pollution, and it is known 
to be linked to various diseases. The role of short-term 

Introduction

The Global Burden of Disease Study revealed 
that diseases caused by pollution were responsible for 
an estimated 9 million premature deaths worldwide in 
2015, representing 16% of the total global mortality1, 2). 
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Methods

Study Population 
Ibaraki Prefecture is located adjacent to the 

Tokyo Metropolitan Area; it covers more than 6,000 
km2 (representing 1.6% of Japan’s total land area), 
about 65% of which is relatively flat and habitable, 
and it has a population of about 28 million people. 
The southern part of the prefecture is urban and 
within 1 hour’s commuting distance of Tokyo: the res-
idential areas are spread around rather than being con-
centrated in large conurbations. The central and 
northern parts are rural and predominantly agricul-
tural. Thus, the mean annual PM concentrations in 
the prefecture are high in the south and low in the 
north. 

The detailed protocol of the IPHS community-
based prospective cohort study launched by the 
Ibaraki prefectural government and selection proce-
dures have been published previously16-22). Briefly, our 
study population comprised 98,196 individuals 
(33,414 men and 64,782 women) aged 40–79 years 
who underwent health check-ups in Ibaraki Prefecture 
in 1993 and who were followed up until the end of 
2010. These health check-ups were conducted by local 
municipalities in accordance with Japan’s Health Ser-
vice Law for the Aged. 

Our final study population of 91,808 subjects 
excluded 5,458 individuals (2,211 men and 3,247 
women) with a self-reported history of cardiovascular 
disease, and 930 individuals (192 men and 738 
women) with incomplete information on variables 
required for statistical analysis. The study subject 
selection flow is shown in Fig.1. The protocol for this 
cohort study was approved by the Ibaraki Epidemiol-
ogy Study Union Ethics Review Committee.

Exposure Assessment
The Ministry of the Environment and local gov-

ernments have been operating ambient air monitoring 
stations around Japan since the 1970s. Under the Jap-
anese Air Quality Standard, suspended particulate 
matter (SPM) is defined as particles that can pass 
through samplers that remove 100% of particles with 
an aerodynamic diameter of over 10 µm. Therefore, 
SPM, as monitored in Japan, is considered to consist 
of particles of less than 6.5–7 µm in aerodynamic 
diameter, with a 50% cut-off level. Exposure to SPM 
was measured by a nationwide background SPM con-

exposure to air pollution in cardiovascular disease has 
been widely studied since the 1990s3, 4), and the high 
proportion of hospital admissions due to cardiovascu-
lar disease is also well documented5). In addition, 
studies carried out in Europe and the United States 
have established clear links between long-term expo-
sure to PM and adverse effects on the cardiovascular 
system6, 7). On the other hand, research results on the 
effects of long-term exposure to PM on mortality due 
to cardiovascular disease in Asia, including Japan, have 
been inconsistent8-11). Profiles of cardiovascular death 
and risk factors differ between Asian and Western 
countries: Asia has greater mortality from stroke than 
from coronary heart disease, whereas the opposite is 
true in Western countries12). However, considering the 
fact that 60% of the world’s population lives in Asia, 
more evidence is needed from the region about associ-
ations between PM and cardiovascular death in Asia.

In Japan, three studies have been conducted to 
assess the effects of long-term PM exposure on cardio-
vascular mortality, which provided inconclusive evi-
dence. In fact, an inverse association between PM 
exposure and stroke mortality was observed: the inci-
dence of and mortality from stroke were found to be 
high in rural areas of northern Japan, where PM con-
centrations are low, and low in urban areas of western 
Japan, where PM concentrations are high13, 14). As is 
well known, stroke is responsible for more deaths in 
Japan than coronary heart disease15).

To address the issues raised in these previous 
studies, we decided to focus on a cohort study con-
ducted within a single Japanese prefecture rather than 
on a nationwide study covering different regions. 
Accordingly, we selected the Ibaraki Prefectural Health 
Study (IPHS), a large cohort study conducted in 
Ibaraki Prefecture near Tokyo. With information on 
individual cardiovascular risk factors from this study, 
which was conducted in one prefecture, we assessed 
the effects of long-term exposure to PM on cardiovas-
cular mortality.

Aim

This study aimed to examine the association 
between long-term exposure to PM and cardiovascular 
mortality in Japan, with fine adjustment for clinical 
status and comorbidity. 
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dence certificates and the underlying causes of death 
was done by residential area, sex, date of birth, and 
date of death. We believe we ascertained all deaths 
that occurred in the cohort, except for subjects who 
died after they had moved away from their original 
community, in which case, they were excluded from 
the study. The proportion of subjects lost to follow-up 
was 4.61% over the study period. We considered all 
cardiovascular deaths (codes 401-459 in ICD-9 and 
codes I00-I99 in ICD-10), deaths from coronary 
artery disease (410-414 in ICD-9 and I20-I25 in 
ICD-10), deaths from non-hemorrhagic stroke 
(433,434,437.7A and B in ICD-9, I63 and I69.3 in 
ICD-10), and deaths from hemorrhagic stroke (431-
432 in ICD-9, I60-I61 and I69.0-I69.1 in ICD-10).

Statistical Analsis
Multivariate adjusted risk ratios (RRs) for cardio-

vascular mortality were estimated using general mixed 
Poisson regression models adjusted for age (continu-
ous, treated as a time-dependent covariate), BMI (cat-
egorized into 4 groups: ＜18.5, 18.5–24.9, 25–29.9, 
30+), history of diabetes mellitus (defined as the pres-
ence of at least one of the following: self-reported his-
tory, use of antihyperglycemic drugs, fasting blood 
glucose of 126 mg/dL or over, and non-fasting blood 
glucose of 200 mg/dL or over), hypertension (defined 
as the presence of at least one of the following: use of 
antihypertensive drugs, systolic diastolic blood pres-
sure of 140 mmHg or over, and diastolic blood pres-
sure of 90 mmHg or over), serum creatinine (continu-
ous), glutamic pyruvic transaminase (＜30, 30–49.9, 
50+), serum total cholesterol (＜160, 160–199, 200–
239, 240+), high-density lipoprotein cholesterol (＜
40/40+), smoking status (never smoked, past smoker, 
or current smoker), alcohol consumption (never 

centration model, which interpolates the neighbor-
hood (within the radius of 20 km) fixed monitoring 
data to a 1 x 1 km grid surface, using inverse distance 
weighting methods. For this study, the background 
SPM concentration model in 1990, 1995, 2000, 
2005, and 2009 were used, and the concentrations in 
all grids within each municipality (average population 
2,440 in a municipality; range 2–26 grids and 7 grids 
in a municipality on average) were averaged. 

As an index of SPM exposure, we assigned the 
averaged SPM concentration in the municipality 
which the study subjects resided in at the time of the 
baseline of the IPHS. The SPM concentration in 1990 
was used as a baseline exposure index. Fig.2 shows the 
averaged SPM concentrations in the municipalities of 
Ibaraki Prefecture in 1990, where a clear north–south 
gradient in SPM level was seen; whereas, there was no 
clear gradient in the standardized mortality ratio from 
both cerebrovascular and cardiovascular diseases. The 
IPHS cohort members reside in 38 (43%) of all the 
municipalities in Ibaraki Prefecture.

Follow-Up and Endpoints
The IPHS health check-up data were obtained 

from the Ibaraki Prefectural Health Plaza, along with 
information regarding subjects who had died or who 
had moved out of the municipalities. Data on causes 
of death are kept by the Ministry of Health, Labour 
and Welfare, which also codes the underlying causes 
of death for the National Vital Statistics record accord-
ing to the International Classification of Diseases, 9th 
and 10th revisions (ICD-9 [1993–1994] and ICD-10 
[1995–2008]). The underlying causes of death in our 
study cohort were obtained from the Ministry of 
Health, Labour and Welfare via the normal applica-
tion procedure. Record matching between the resi-

98,196 (33,414 men, 64,782 women)

Excluded: 
Subjects with self-reported history of cardiovascular 
disease (5,458: 2,211 men, 3,247 women)

92,738 (31,203 men, 61,535 women)

Excluded:
Subjects with missing data on age, sex, BMI, SBP, 
creatinine, GPT, diabetes, hypertension, smoking, alcohol 
consumption (930: 192 men, 738 women)

91,808 (31,011 men, 60,797 women)

Fig.1. Study subject selection flow 



Air Pollution and Cardiovascular Deaths

233

estimated: coronary artery disease, non-hemorrhagic 
stroke, and hemorrhagic stroke. Because SPM concen-
trations declined over the course of the study period 
while the death rate of the subjects increased, we car-
ried out a sensitivity analysis by dividing the total 
cohort into the first (1993–2004) and the second 
halves (2005–2010) so that half of the total death 
events occurred in the first half, and the other half in 
the second half; each cohort was analyzed separately. 
For these analyses, the average annual SPM levels 
between 1990 and 1995 and between 2005 and 2009 
were used as the exposure index for the first and the 
second half of the study period, respectively. In the 
second half cohort, only those subjects who had sur-

drank, past drinker, or current drinker), annual mean 
temperature, and standard deviation for each munici-
pality at baseline (1993). To adjust for differences in 
local medical facilities and socioeconomic status, we 
used a medical administration area (seven areas within 
the IPHS) as a random effect. Men and women were 
analyzed separately because there is a big difference by 
sex in cardiovascular mortality in Japan. 

For the main analysis, the SPM concentration at 
baseline was used as the exposure index, and adjusted 
RRs and 95% confidence intervals (CIs) were esti-
mated for each 10 µg/m3 increase in SPM concentra-
tion. In addition to RRs for all cardiovascular mortal-
ity, a sub-group of cardiovascular disease RRs was also 

Fig.2. Map of Japan (a), SPM concentrations in the various municipalities of Ibaraki Prefecture in 1990 (b), SPM concentrations 
in 38 municipalities where the participants resided at the time of baseline survey (c), Standardized Mortality Ratio from 
cerebrovascular diseases for women in 2003 (d), Standardized Mortality Ratio from cardiovascular diseases for women in 
2003 (e) and medical administration areas (f )

The map (a, f ) is based on GSI Tiles published by the Geospatial Information Authority of Japan. The map (b, c) is based on National Land 
Numerical Information published by the Ministry of Land, Infrastructure, Transport and Tourism of Japan. Standardized Mortality Ratio (d, 
e) is based on the Ibaraki prefecture health index 2003 (Ibaraki prefecture health science center), and only the map for women was shown. 
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(particularly non-hemorrhagic stroke) was higher than 
that from coronary artery disease. 

The median SPM concentrations in the munici-
palities at baseline and in the first and the second 
halves of the study period were 32.7 µg/m3 (range: 
24.0–54.3), 31.7 (24.7–52.9), and 22.0 (16.9–31.0), 
respectively. Fig.3 shows the changes in SPM concen-
trations during this study period. The SPM concen-
trations in each municipality, particularly the highest 
concentrations, consistently decreased throughout the 
period.

As shown in Table 2, long-term exposure to 
SPM in 1990 was associated with an increased risk of 
mortality from all cardiovascular diseases, coronary 
artery disease, and stroke. The multivariate-adjusted 
RRs (95% CI) per 10 µg/m3 increase in SPM concen-
tration were 1.147 (1.014–1.300) for men, and 1.097 
(0.985–1.222) for women. The point estimate of the 
RR was highest for non-hemorrhagic stroke in men 

vived to the end of 2004 were included in the analysis. 
We applied further adjustment by other air pollutants 
(SO2, NO2, and Ox in the baseline) one by one in 
addition to SPM. P＜0.05 was considered statistically 
significant.

Results

During the total 1,435,304.80 person-years 
(466,708.04 for men, and 968,596.76 for women) of 
follow-up (median follow-up period: 17 years), we 
documented 4,958 deaths from all cardiovascular dis-
eases, 1,248 from coronary artery disease, 1,324 from 
non-hemorrhagic stroke, and 882 from hemorrhagic 
stroke. The mortality for each endpoint per 100,000 
person-years is shown in Table 1, along with baseline 
characteristics. The prevalence of current smoking was 
high among men (51%), and 48% of men and women 
had hypertension. As expected, mortality from stroke 

Table 1. Characteristics of the study population

Total 
Mean (SD) or Number

Men
Mean (SD) or Number

Women
Mean (SD) or Number

Number
Person-years of follow-up
Age
BMI
BMI category (%)
＜18.5
18.5–25
25–30
30+

Smoking Status (%)
Never smoked
Past smoker
Current smoker

Drinking habit (%)
Never drank
Past drinker
Current drinker

Systolic blood pressure (mmHg)
Total cholesterol (mg/dL)
Serum creatinine (mg/dL)
Glutamic pyruvic transaminase (IU/L)
Diabetes mellitus (%)
Hypertension (%)
Per 100,000 person-years

All cardiovascular mortality
Coronary artery mortality
Non-hemorrhagic stroke mortality
Hemorrhagic stroke mortality

91808
1435304.80

58.82 (10.40)
23.48 (3.14)

 
4.20

66.40
26.68

2.72
 

69.96
9.40

20.64
 

69.35
1.94

28.71
133.21 (17.93)

202.5 (35.22)
0.87 (0.20)

20.46 (15.70)
6.02

47.85
 

345.43
86.95
92.25
61.45

31011
466708.04
60.5 (10.19)

23.30 (2.97)
 

4.42
68.13
25.77

1.67
 

22.16
26.37
51.47

 
28.74

5.39
65.87

136.29 (17.46)
192.96 (33.92)

1.00 (0.21)
24.78 (19.26)

8.74
54.75

 
494.74
136.49
149.77

72.21

60797
968596.76

57.93 (10.40)
23.57 (3.22)

 
4.08

65.51
27.15

3.26
 

94.34
0.74
4.92
 

90.07
0.18
9.75

131.63 (17.96)
207.37 (34.87)

0.80 (0.15)
18.25 (12.99)

4.63
44.33

 
273.49

63.08
64.53
56.27

Abbreviations: SD, standard deviation. BMI, body mass index.
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results substantially for either men or women (Sup-
plementary Fig.1 and 2). 

Discussion

This is the first study to demonstrate an associa-
tion between long-term exposure to SPM and 
increased risk of cardiovascular mortality in Japan, 
specifically for men, after adjusting for major individ-
ual cardiovascular risk factors. The study also suggests 
a possible association between SPM exposure and 
stroke, particularly non-hemorrhagic stroke, although 
it did not reach statistical significance. 

The American Heart Association (AHA) con-

(1.248 [0.991–1.571]), but CI overlaps the unity (no 
effect). The RRs for the first and the second halves of 
the IPHS are shown in Fig.4. The RRs were slightly 
lower in the second half than in the first half for four 
outcomes, though the CIs widened in the second half. 
Among the men, the adjusted RRs (95% CIs) per 10 
µg/m3 increase in SPM concentration for all cardio-
vascular mortality were 1.162 (1.004–1.346) in the 
first half, falling slightly to 1.082 (0.706–1.658) in 
the second half, which is not statistically significant. 
Among the women, the corresponding figures were 
1.106 (0.974–1.256) and 1.056 (0.741–1.505) for the 
first and second halves, respectively. Further adjust-
ment for SO2, NO2, and Ox did not change the 

Fig.3. Changes in SPM concentrations between 1990 and 2009 in 38 municipalities of Ibaraki 
Prefecture (The darker the color, the more northerly located in Ibaraki Prefecture the 
municipality is)

Table 2. Adjusted risk ratios of mortality per 10 µg/m3 increase in SPM

Age-adjusted 
Risk Ratio

95% CI Multivariate-adjusted 
Risk Ratio§

95% CI

Men All cardiovascular mortality
Coronary artery mortality
Non-hemorrhagic stroke mortality
Hemorrhagic stroke mortality

1.051
1.115
1.094
1.091

(0.961–1.149)
(0.938–1.326)
(0.958–1.249)
(0.870–1.368)

1.147
1.213
1.248
1.14

(1.014–1.300)
(0.954–1.543)
(0.991–1.571)
(0.831–1.565)

Women All cardiovascular mortality
Coronary artery mortality
Non-hemorrhagic stroke mortality
Hemorrhagic stroke mortality

1.074
1.076
1.049
1.030

(0.995–1.160)
(0.915–1.266)
(0.933–1.180)
(0.865–1.227)

1.097
1.169
1.069
1.025

(0.984–1.221)
(0.933–1.466)
(0.852–1.342)
(0.799–1.316)

Abbreviations: CI, confidence interval
§The multivariate adjusted risk ratios for mortality per 10 µg/m3 increase in SPM in 1990 were calculated using general mixed Poisson regression 
models. The adjusted variables were age, BMI, history of diabetes mellitus, hypertension, serum creatinine, GPT, serum total cholesterol, high den-
sity lipoprotein cholesterol, smoking status, alcohol consumption, and annual mean temperature and standard deviation for each city at baseline. 
We used a medical administration area (seven areas within the IPHS) as a random effect.
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second, the JPHC study, showed that cases of myocar-
dial infarction increased in proportion to PM concen-
trations, but it also found an inverse association 
between PM exposure and stroke mortality14). In the 
third study, the NIPPON DATA80 Study, a tendency 
for all cardiovascular mortality and stroke mortality to 
decrease as PM concentrations increased was found13). 
The discrepancies between these results and those of 
the United States and European studies can at least 
partially be explained by the higher mortality from 
stroke in the northern part of Japan and by the low 
PM levels in this area as compared with other areas29).

In the current study, by contrast, we used data 
from a population-based cohort study carried out in a 
single prefecture (namely, Ibaraki), and we obtained 
results that were, for the first time, consistent with 
those of studies from Western countries. Ibaraki Pre-
fecture provided an adequate range of PM levels, and 
the residents’ dietary habits, including salt intake, were 
deemed relatively uniform. 

The adjusted RRs in our study for cardiovascular 
mortality per 10 µg/m3 increase in SPM concentra-
tion were 1.147 for men and 1.094 for women. This 

cluded in its Scientific Statement of 2010 that long-
term exposure to PM air pollution contributes to car-
diovascular mortality6, 23), and a number of epidemio-
logical studies have shown that PM is associated with 
cardiovascular mortality in North America and 
Europe. However, evidence from Asia was inconsis-
tent8-10). Su et al. pointed out that reports from Asia 
accounted for less than 10% of the 426 references in 
the AHA Scientific Statement of 2010 24), even though 
south and east Asia contributed 59% of the 4.2 mil-
lion global deaths attributable to PM2.5 in 201525). 
The Asian region has the largest population in the 
world, and it also has the largest number of patients 
with cardiovascular disease. This number is increas-
ing26, 27); therefore, more evidence from Asian popula-
tions is clearly required. 

Three precedent studies examined the association 
between long-term exposure to PM and cardiovascular 
mortality in Japan. The first, a 3-prefecture study, 
found higher cardiovascular mortality in less polluted 
areas than in more heavily polluted areas, but the 
study provided no information on such important 
covariates as blood pressure and cholesterol28). The 

Fig.4. Adjusted risk ratios per 10 µg/m3 increase in SPM for the whole study period and for the first and second halves by sex
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investigations are few31). 
However, there were also several limitations. 

First, because we relied on interpolation data, we used 
the mean SPM concentration in each municipality as 
the exposure level of all subjects in that municipality 
rather than measuring individual exposure levels. 
Although many previous studies have used similar 
methods, this might have led to a bias towards the 
null. Second, determining appropriate exposure time 
windows was difficult, as in previous studies. Although 
some researchers have suggested that exposure over a 
few years is a long enough window lead to observable 
cardiovascular effects32), no definite time frame has 
been established. In this study, we used two different 
exposure indexes: the 1990 baseline concentration and 
average concentration for the first half of the study 
period (1990–1995), and the average concentration 
for the second half (2005–2009). If an updated SPM 
is better than the baseline or average SPM as the expo-
sure index, we should apply a model that includes 
SPM concentration as a time-dependent variable. 
However, we had similar point estimates of RR by this 
model (data not shown). The issue of the appropriate 
time window needs further discussion. Third, the only 
information we had on covariates, such as smoking 
status, BMI, and blood pressure, were those collected 
at baseline. Fourth, as we focused on the homoge-
neous nutrition intake within the cohort, our cohort 
is from a single prefecture; thus, external validity is 
low. Last, we did not have information on the individ-
ual-level socioeconomic status in this cohort.

Conclusion

After adjusting for individual risk factors, we 
showed that long-term exposure to SPM is associated 
with an increased risk of all cardiovascular mortality 
for men in the Ibaraki prefecture of Japan.
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was in line with the 10.6% increase in mortality per 
10 µg/m3 increase in PM2.5 levels cited in a review by 
Hoak et al., though the direct comparison is difficult 
because SPM was used as the exposure index in our 
study. The same review also reported that the sum-
mary estimate for PM10 was smaller than that for 
PM2.5, but that there was significant heterogeneity for 
the estimate for PM10

 30). The consistency of our 
results from Asia, where the profiles of cardiovascular 
risk factors differ from those in Western countries, 
with those of the United States and European studies 
strengthens the case for a causal relationship between 
PM exposure and cardiovascular death.

Generally, point estimates of RR in the second 
half of our study seemed slightly lower than those in 
the first half. Although SPM levels declined through-
out the study period, the relative SPM levels in each 
study area did not change substantially during the 
study period (Fig.3). If the largest improvements in 
cardiovascular health due to advances in medical care 
and prevention programs for cardiovascular diseases 
were in the municipalities with higher SPM levels, this 
phenomenon could be explained. In Ibaraki Prefec-
ture, the municipalities with higher SPM levels were 
more southerly located, more urban, and closer to 
Tokyo. It is unlikely that differences in medical 
resources between the north and the south of the pre-
fecture could account for differences in the association 
between SPM levels and cardiovascular death because 
the public health insurance system and health check-
up system makes healthcare fairly uniform across the 
whole of Japan. We propose, rather, that because the 
subjects in the second half were more resilient (having 
survived the first half ), they were perhaps less suscep-
tible to the effects of SPM. In the extended follow-up 
of the Harvard Six Cities Study, the proportional haz-
ards rate ratio for a 10 µg/m3 increase in PM2.5 was 
comparable in both the first and the second periods. 
However, we should note that the CIs for RR esti-
mates widened in the second half. A careful interpre-
tation of these results is necessary.

The main strength of the present study was that 
individual cardiovascular risk factors, including smok-
ing, blood pressure, and lipid profiles, were directly 
controlled: in Japan, annual medical examinations are 
carried out and regulated by law, which enables us to 
obtain precise data collected and quantified by uni-
form techniques. Another strength was the high over-
all follow-up rate (loss to follow-up was only 4.61%), 
with little difference between the northern part of the 
prefecture (4.54%), the central part (4.67%), and the 
southern part (5.03%). Moreover, it may be an advan-
tage of this study that we were able to examine hemor-
rhagic and non-hemorrhagic stroke separately. Such 



Takeuchi et al.

238

11) Wong CM, Lai HK, Tsang H, Thach TQ, Thomas GN, 
Lam KB, Chan KP, Yang L, Lau AK, Ayres JG, Lee SY, 
Chan WM, Hedley AJ, Lam TH. Satellite-Based Esti-
mates of Long-Term Exposure to Fine Particles and Asso-
ciation with Mortality in Elderly Hong Kong Residents. 
Environ Health Perspect, 2015; 123: 1167-1172

12) Ueshima H, Sekikawa A, Miura K, Turin TC, Takashima 
N, Kita Y, Watanabe M, Kadota A, Okuda N, Kadowaki 
T, Nakamura Y, Okamura T. Cardiovascular disease and 
risk factors in Asia: a selected review. Circulation, 2008; 
118: 2702-2709

13) Ueda K, Nagasawa S, Nitta H, Miura K and Ueshima H, 
NIPPON DATA80 Research Group. Exposure to Particu-
late Matter and Long-term Risk of Cardiovascular Mor-
tality in Japan: NIPPON DATA80. Journal of Atheroscle-
rosis and Thrombosis, 2012: 19; 246-254

14) Nishiwaki Y, Michikawa T, Takebayashi T, Nitta H, Iso H, 
Inoue M, Tsugane S, the Japan Public Health Center-
based Prospective Study Group. Long-Term Exposure to 
Particulate Matter in Relation to Mortality and Incidence 
of Cardiovascular Disease; The JPHC Study. Journal of 
Atherosclerosis and Thrombosis, 2013; 20: 296-309

15) Kimura K, et al. Analysis of 16,922 patients with acute 
ischemic stroke and TIA in Japan : a hospital-based pro-
spective registration study. Cerebrovasc Dis, 2004; 18: 
47-56

16) Irie F, Iso H, Sairenchi T, Fukasawa N, Yamagishi K, Ike-
hara S, Kanashiki M, Saito Y, Ota H, Nose T. The rela-
tionships of proteinuria, serum creatinine, glomerular fil-
tration rate with cardiovascular disease mortality in Japa-
nese general population. Kidney Int, 2006; 69: 1264-
1271

17) Noda H, Iso H, Irie F, Sairenchi T, Ohtaka E, Doi M, 
Izumi Y, Ohta H. Low-density lipoprotein cholesterol 
concentrations and death due to intraparenchymal hem-
orrhage: the Ibaraki Prefectural Health Study. Circulation, 
2009; 119(16): 2136-2145

18) Noda H, Iso H, Irie F, Sairenchi T, Ohtaka E, Ohta H. 
Association between non-high-density lipoprotein choles-
terol concentrations and mortality from coronary heart 
disease among Japanese men and women: the Ibaraki Pre-
fectural Health Study. J Atheroscler Thromb, 2010; 17: 
30-36

19) Noda H, Iso H, Irie F, Sairenchi T, Ohtaka E, Ohta H. J 
Intern Med. Gender difference of association between 
LDL cholesterol concentrations and mortality from coro-
nary heart disease amongst Japanese: the Ibaraki Prefec-
tural Health Study. J Intern Med, 2010; 267: 576-587

20) Sairenchi T, Iso H, Nishimura A, Hosoda T, Irie F, Saito Y, 
Murakami A, Fukutomi H. Cigarette smoking and risk of 
type 2 diabetes mellitus among middle-aged and elderly 
Japanese men and women. Am J Epidemiol, 2004; 160: 
158-162

21) Sairenchi T, Iso H, Irie F, Fukasawa N, Yamagishi K, 
Kanashiki M, Saito Y, Ota H, Nose T. Age-specific rela-
tionship between blood pressure and the risk of total and 
cardiovascular mortality in Japanese men and women. 
Hypertens Res, 2005; 28: 901-909

22) Sairenchi T, Iso H, Yamagishi K, Irie F, Okubo Y, Gunji J, 
Muto T, Ota H. Mild retinopathy is a risk factor for car-
diovascular mortality in Japanese with and without hyper-

References
1) GBD 2015 Risk Factors Collaborators. Global, regional, 

and national comparative risk assessment of 79 behav-
ioural, environmental and occupational, and metabolic 
risks or clusters of risks, 1990-2015: a systematic analysis 
for the Global Burden of Disease Study 2015. Lancet, 
2016; 388: 1659-1724

2) Landrigan PJ, Fuller R, Acosta NJR, Adeyi O, Arnold R, 
Basu NN, Baldé AB, Bertollini R, Bose-O’Reilly S, Bouf-
ford JI, Breysse PN, Chiles T, Mahidol C, Coll-Seck AM, 
Cropper ML, Fobil J, Fuster V, Greenstone M, Haines A, 
Hanrahan D, Hunter D, Khare M, Krupnick A, Lanphear 
B, Lohani B, Martin K, Mathiasen KV, McTeer MA, 
Murray CJL, Ndahimananjara JD, Perera F, Potočnik J, 
Preker AS, Ramesh J, Rockström J, Salinas C, Samson 
LD, Sandilya K, Sly PD, Smith KR, Steiner A, Stewart 
RB, Suk WA, van Schayck OCP, Yadama GN, Yumkella 
K, Zhong M. The Lancet Commission on pollution and 
health. Lancet, 2018; 391: 462-512

3) Shah AS, Lee KK, McAllister DA, Hunter A, Nair H, 
Whiteley W, Langrish JP, Newby DE, Mills NL. Short 
term exposure to air pollution and stroke: systematic 
review and meta-analysis. BMJ, 2015; 350: h1295

4) Luo C, Zhu X, Yao C, Hou L, Zhang J, Cao J, Wang A. 
Short-term exposure to particulate air pollution and risk 
of myocardial infarction: a systematic review and meta-
analysis. Environ Sci Pollut Res Int, 2015; 22: 14651-
14662

5) Schwartz J and Morris R. Air Pollution and Hospital 
Admissions for Cardiovascular Disease in Detroit, Michi-
gan. Am J Epidemiol, 1995; 142: 23-35

6) Brook RD, Rajagopalan S, Pope CA 3rd, Brook JR, Bhat-
nagar A, Diez-Roux AV, Holguin F, Hong Y, Luepker RV, 
Mittleman MA, Peters A, Siscovick D, Smith SC Jr, 
Whitsel L, Kaufman JD; American Heart Association 
Council on Epidemiology and Prevention, Council on the 
Kidney in Cardiovascular Disease, and Council on Nutri-
tion, Physical Activity and Metabolism. Particulate matter 
air pollution and cardiovascular disease: An update to the 
scientific statement from the American Heart Association. 
Circulation, 2010; 121: 2331-2378

7) Arden PC, Burnett RT, Thurston GD, Thun MJ, Calle 
EE, Krewski D, Godleski JJ. Cardiovascular Mortality 
and Long-term Exposure to Particulate Air Pollution. Cir-
culation, 2004; 109: 71-77

8) Yin P, Brauer M, Cohen A, Burnett RT, Liu J, Liu Y, 
Liang R, Wang W, Qi J, Wang L, Zhou M. Long-term 
Fine Particulate Matter Exposure and Nonaccidental and 
Cause-specific Mortality in a Large National Cohort of 
Chinese Men. Environ Health Perspect, 2017; 125: 
117002

9) Kim H, Kim J, Kim S, Kang SH, Kim HJ, Kim H, Heo J, 
Yi SM, Kim K, Youn TJ, Chae IH. Cardiovascular Effects 
of Long-Term Exposure to Air Pollution: A Population-
Based Study With 900 845 Person-Years of Follow-up. J 
Am Heart Assoc, 2017; 6: e007170

10) Tseng E, Ho WC, Lin MH, Cheng TJ, Chen PC, Lin 
HH. Chronic exposure to particulate matter and risk of 
cardiovascular mortality: cohort study from Taiwan. BMC 
Public Health, 2015; 15: 936



Air Pollution and Cardiovascular Deaths

239

Anderson L, Truelsen T, O’Donnell M, Venketasubrama-
nian N, Barker-Collo S, Lawes CM, Wang W, Shinohara 
Y, Witt E, Ezzati M, Naghavi M, Murray C; Global Bur-
den of Diseases, Injuries, and Risk Factors Study 2010 
(GBD 2010) and the GBD Stroke Experts Group. Global 
and regional burden of stroke during 1990-2010: findings 
from the Global Burden of Disease Study 2010. Lancet, 
2014; 383: 245-254

28) The Committee on the effects of lont-term exposure to 
ambient particulate air pollution. The report of the effects 
of long-term exposure to ambient particulate air pollution 
(in Japanese). 2009

29) Kitamura, Sato S, Kiyama M, Imano H, Iso H, Okada T, 
Ohira T, Tanigawa T, Yamagishi K, Nakamura M, Konishi 
M, Shimamoto T, Iida M, Komachi Y. Trends in the inci-
dence of coronary heart disease and stroke and their risk 
factors in Japan, 1964 to 2003: the Akita-Osaka study. J 
Am Coll Cardiol, 2008; 52: 71-79

30) Hoek G, Krishnan RM, Beelen R, Peters A, Ostro B, 
Brunekreef B, Kaufman JD. Long-term air pollution 
exposure and cardio- respiratory mortality: a review. Envi-
ron Health, 2013; 12: 43

31) Puett RC, Hart JE, Suh H, Mittleman M, Laden F. Par-
ticulate matter exposures, mortality, and cardiovascular 
disease in the health professionals follow-up study. Envi-
ron Health Perspect, 2011; 119: 1130-1135

32) Laden F, Schwartz J, Speizer FE, Dockery DW. Reduction 
in fine particulate air pollution and mortality: Extended 
follow-up of the Harvard Six Cities study. Am J Respir 
Crit Care Med, 2006; 173: 667-672

tension: the Ibaraki Prefectural Health Study. Circulation, 
2011; 124: 2502-2511

23) Brook RD, Franklin B, Cascio W, Hong Y, Howard G, 
Lipsett M, Luepker R, Mittleman M, Samet J, Smith SC 
Jr, Tager I; Expert Panel on Population and Prevention 
Science of the American Heart Association. Air pollution 
and cardiovascular disease: a statement for healthcare pro-
fessionals from the Expert Panel on Population and Pre-
vention Science of the American Heart Association. Cir-
culation, 2004; 109: 2655-2671

24) Su TC, Chen SY, Chan CC. Progress of ambient air pol-
lution and cardiovascular disease research in Asia. Prog 
Cardiovasc Dis, 2011; 53: 369-378

25) Cohen AJ, Brauer M, Burnett R, Anderson HR, Frostad J, 
Estep K,Balakrishnan K, Brunekreef B, Dandona L, Dan-
dona R, Feigin V, Freedman G, Hubbell B, Jobling A, 
Kan H, Knibbs L, Liu Y, Martin R, Morawska L, Pope 
CA 3rd, Shin H, Straif K, Shaddick G, Thomas M, van 
Dingenen R, van Donkelaar A, Vos T, Murray CJL, 
Forouzanfar MH. Estimates and 25-year trends of the 
global burden of disease attributable to ambient air pollu-
tion: an analysis of data from the Global Burden of Dis-
eases Study 2015. Lancet, 2017; 389: 1907-1918

26) Wong MC, Zhang DX, Wang HH. Rapid emergence of 
atherosclerosis in Asia: a systematic review of coronary 
atherosclerotic heart disease epidemiology and implica-
tions for prevention and control strategies. Curr Opin 
Lipidol, 2015; 26: 257-269

27) Feigin VL, Forouzanfar MH, Krishnamurthi R, Mensah 
GA, Connor M, Bennett DA, Moran AE, Sacco RL, 



Takeuchi et al.

240

Supplementary Fig.1. Risk ratios per 10 µg/m3 increase in SPM further adjusted for SO2, NO2, and Ox (men)

Supplementary Fig.2. Risk ratios per 10 µg/m3 increase in SPM further adjusted for SO2, NO2, and Ox (women)
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