Japanese and Chlnese populatlon

i2; leoyasu 103, Gonghuan Yang“ Xia Wan4 ideto Takahashl1 Yuklko WagaIsuma1 g
AFaculty of Medxcme University. of Tsuktiba **

FLPERE

University of Trukuba

Background ' Méteri'als b& Meth'ods' :Table 2

National health and nutrition survey in Japan:

> It is carried out by the Japanese government since
1945.

Leading causes of death and mortality rates (MR) in
Chinaper 100,000 population4

From the last few decades East Asian countries
are experiencing transitions in different sectors-
1990~1992 2004~2005

Cause of MR
death

»>decreased fertility rate and mortality rate; therefore,
increased ageing population » Many survey items were gradually input by stratified
random samples, such as-
Overweight and dietary intake since 1970

Physical activity, alcohol consumption, and
._smoking habit since 1985 /

Cause of MR

>Cause of mortality is shifting from infectious death

diseases to chronic non-communicable diseases

Respiratory ~ 137.52 |Stroke 136.64

»Rapid and early phase of westernization: dietary diseases

habit changes and other behavioral changes.

; /(Japan:

»Japan had the highest stroke mortality in the world in
1965. It rapidly decreased by about 80% during the year| &&
1965-1990.1 ;

Disease Surveillance Points (DSPs) N

» China CDC has started DSPs since 1980 to
generate cause specific mortality statistics.

Cancer 108.26 |Cancer 135.88

Stroke 101.93 |Respiratory 96.28

diseases

» 145 DSPs in 61 urban and rural sites.

66.16 |Heart 90.23

diseases
Injury

Injury

» DSPs cover 1% (130 million) of Chinese population Heart 52.70 61.51

disease

>Age-adjusted mortality rates from coronary heart =
diseases (CHD) declined 50% for men and 65% for| |
women between 1969 and 1992.1

Table 3

SMR of CHD and Stroke in 2005 per 100,000
) population (standardized by world population in
§ 2000)

SMR of CHD and Stroke per 100,000 population
(30-84y) in Japan (standardized by world population in
2000) 3

»In 2008, the mortalities from CHD and stroke account/ |
leﬁ% and 11.5% respectively.?

ﬁnchina:

»Non-communicable diseases increased from 58.2%
in 1973-75 to 73.8% in 1991 and 82.9% in 2000.

Cause | o in 1990

of death SMR in 2005

Stroke Stroke

»>Interestingly, the cardiovascular disease (CVD)
mortality trends in China is now showing the similar
characteristics of the Japanese trend observed in the
past.t

Heart Disease

Objective of the study

Table 4: Trends in risk factors between two populations (1/100)
To explore and develop new interventional strategies to China®*

NET TN
control CVDs in Japan and China by- p

Male Year Female
19910 . 19.7
2001 b 25.8
19960 X 4.2
2002 . 3.1
2002a¢5 48.32
200525 54.81
199206 21.05
200206 b 25.3
2002

Female
1962° | 142/82 141/81
20000 ¥V 137/83 132/78
2003 | 46.8 11.3
20092 ¥ 38.2 10.9
2003 | 42.9 9.3
20090° ¥ 36.4 6.9
19952 24.8 26
20082 P31z l, 21.8
2003 | 127 10.9
2009 \, 11.6 9.9
2001 303 271
2009 4 333 284

Year

1. Comparing the mortality trends from CVDs between
Japanese and Chinese population.

Blood pressure

o ) Current Smoker
2. Investigating the relevant risk factors of CVDs and

exploring the differences between these two
populations. Alcohol intake(current drinker)

. SR Overweight & Obesit
Materials & Methods g Y
1st Stage:

Mortality rates from CVDs will be compared between

Japan and China.

Salt intake (g/day)

1989¢7
200647

Cholesterol intake (g/day)

Data collection:
> In Japan, annual reports from national vital statistics [
and national cross-sectional surveys.

“"National Health and Nutrion Survey in Japan.
| 11992 China National Nutrition Survey.
#2002 China National Nutrition and Health Survey
* . °mean SBP/mean DBP
~© > In China, reports from national sampling mortality j’;’lﬂg;"ﬁ",jﬁl‘,; province.
| surveys and Disease Surveillance Points (DSPs) mortality |+ ¢Percentage of people who take >30% of energy from fat

surveys.

bPrevalence rate

References:

: Conclusions
. Statistical analysis:

-Standardized mortality rates (SMR)
May also use-

-Autoregressive
(ARIMA)

-Age-period-cohort analysis

2nd Stage:
Relevant risk factors of CVDs will be identified and
compared between two populations.

Data collection:
» In Japan, reports from national health and nutrition
survey and large-scale cohort studies

» In China, reports from risk survey and cohort studies
by DSPs.

integrated moving average model

» China is now facing public health crisis with the rapid
increase in CVDs. Thus, it is urgent to carry out critical
CVD control programs.

» More detailed critical review for specific risk factors
is necessary in order to predict future trends in
mortality from CVDs.

Future Expectations

» To define the CVD risk profiles between two
populations in order to develop new interventional
strategies for CVD control.

» To develop standardized questionnaires to use in the
next national surveys in both countries, particularly for
risk factors which would be incomparable from the
existing survey reports.
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