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Objective: Income is a major social determinant of cardiovascular health. However, individual-level
evidence regarding the trends in cardiovascular risk factors by income level among young working-
age adults is limited. We thus aimed to examine the trends in cardiovascular risk factors among men
and women aged 30-49 years by their income levels.
Methods: This nationwide longitudinal study included Japanese adults aged 30-49 years, who annually
participated in the national health screening program from 2017 to 2020. Modified Poisson regression
models were used to investigate trends in the prevalence of cardiovascular risk factors (obesity, hy-
pertension, diabetes, and dyslipidemia) according to tertiles of individuals’ annual income, adjusting for
potential confounders.
Results: Among 58 814 adults, 50 024 (85%) were men; the mean (SD) age was 42.1 (5.4) years. Over the
study period, the low-income group consistently showed a higher prevalence of obesity, hypertension,
and diabetes than the high-income group. The difference in the prevalence of these diseases, particularly
hypertension, across income groups increased from 2017 to 2020 among both men (low-income vs high-
income: þ5.73% [95% CI, 4.72-6.73] in 2017 and þ8.26% [95% CI, 7.11-9.41] in 2020) and women (low-
income vs high-income: þ2.53% [95% CI, 0.99-4.06] in 2017 and þ3.83% [95% CI, 1.93-5.73] in 2020).
Conclusion: Among adults aged 30-49 years in Japan, a country with a universal healthcare coverage
system, we found an increase in the gap of cardiovascular risk factors by income levels over the last
4 years. Careful monitoring of the increasing social disparities is needed to achieve cardiovascular health
equity at this life stage.
© 2023 AACE. Published by Elsevier Inc. This is an open access article under the CC BY license (http://

creativecommons.org/licenses/by/4.0/).
Introduction

The global incidence of cardiovascular disease (CVD) and its risk
factorsdsuch as obesity, hypertension, diabetes, and dyslipide-
miadamong young adults have increased since 1990.1-3 In the past
2 decades, the proportion of acute myocardial infarctions attrib-
utable to young patients aged 35-54 years has increased from 27%
to 32%.4 Although the cumulative exposure to such CVD risk factors
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in young adulthood is associated with CVD outcomes later in life,5 a
previous study showed that younger adults aged 18-31 years had a
33% slower rate of receiving a diagnosis of hypertension (ie, undi-
agnosed hypertension) than older adults aged �60 years.6

Reducing social disparities in cardiovascular health has been a
public health priority worldwide.7 There is ample evidence that
shows the unequivocal association between low income, one of the
major social determinants of health, and CVD risk factors.8-12

However, these studies are generally based on cross-sectional
surveys. Moreover, evidence based on individual-level trends in
CVD risk factors across income strata is lacking. Understanding
such trends among young working-age individuals by their income
levels would help clinicians and decision-makers to develop health
policies that eliminate the social disparities in cardiovascular
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Highlights

� Using a nationwide longitudinal cohort with annual

health checkups in Japan, a country with a universal

healthcare coverage system, we found social disparities

in cardiovascular risk factors (obesity, hypertension, and

diabetes) by individual income levels among adults aged

30-49 years.

� The disparities, particularly in the prevalence of hyper-

tension, increased between 2017 and 2020 in both men

and women.

� These findings indicate the widening of social disparities

in cardiovascular management among the young

working-age population.

� They also highlight the importance of careful monitoring

of cardiovascular risk factors with socioeconomic infor-

mation at the individual level to achieve the best attain-

able cardiovascular health at this life stage even when

insurance is comprehensively covered.

Clinical Relevance

Among adults aged 30-49 years in Japan under universal

healthcare coverage system, we found an increase in

the gap of cardiovascular risk factors by income levels over

the last 4 years. Careful monitoring is needed to prevent the

widening of social disparities in cardiovascular health

among the young working-age population.

K. Inoue, N. Kondo, K. Sato et al. Endocrine Practice 29 (2023) 185e192
health. Although observed disparities in countries such as the
United States may be attributable to different affordability for
medical care because people enroll in different insurances or are
uninsured,13 this mechanism does not necessarily apply to a
country that has a universal healthcare coverage system such as
Japan.14,15 Furthermore, the high-cost medical expense benefit sets
limits on out-of-pocket expenses for very expensive medical care,
and the limits are set to be lower as income decreases (eg, the limit
of monthly out-of-pocket expenses is 57 600 Japanese yen [JPY]
[$524 when 1 US dollar [USD] ¼ 110 JPY] for people whose annual
income is less than approximately 3 700 000 JPY [$33,636]).
Therefore, examination of the longitudinal trends in health dis-
parities using data in Japan would provide evidence about the
existence of social disparities even when insurance is comprehen-
sively covered.

Using a nationwide cohort with follow-up data, we investigated
the relationship between individual income levels and CVD risk
factors (obesity, hypertension, diabetes, and dyslipidemia) among
adults aged 30-49 years. We then examined the trends in the
prevalence of CVD risk factors according to income levels from 2017
to 2020.We also examined the trends in themeasurements of these
risk factors including body mass index (BMI), waist circumference,
systolic blood pressure (SBP), diastolic blood pressure (DBP), he-
moglobin A1c (HbA1c), and low-density lipoprotein cholesterol
(LDL-C). In Japan, under the Industrial Safety and Health Law, full-
time employees are obliged to undergo annual health checkup for
free, which allowed us to use individual-level longitudinal data on
CVD risk factors among the early working-age population in their
30s and 40s. Given the difference in cardiovascular risk profiles by
gender,16 we conducted all analyses among men and women,
separately.
Methods

Data Source and Participants

We retrieved nationwide cohort data of adults aged 30-49 year
old with annual health screening data between April 2017 and
March 2021 (2017/4-2021/3) from the database of the Health In-
surance Association for Architecture and Civil Engineering com-
paniesdone of the largest employment-based health insurers in
Japan. Among the 70 746 eligible participants with annual health
screening data in 2017, we included those who had health
screening data every year between 2017 and 2020, which resulted
in a final analytical sample of 58 814 (83%; Supplementary Fig. 1). In
this young working population from architecture and civil engi-
neering companies, 50 024 (85%) were men and 8790 (15%) were
women. This study followed the reporting guidelines of Strength-
ening the Reporting of Observational Studies in Epidemiology.
Measurement of Variables

Exposure
Information on yearly income, including a bonus for each indi-

vidual, were obtained from the insurance registry data of 2017,
2018, 2019, and 2020 (JPY was translated to USD at the rate of
1USD ¼ 110 JPY). This data had a low risk of measurement error
because individuals mademandatory insurance payments based on
income level reported by their employers. In our main analysis, we
categorized men and women into three categories based on tertiles
of yearly income in 2017. We also calculated the average income
between 2017 and 2020 and equivalized income (income divided
by the square root of the number of household members17,18) in our
sensitivity analysis.
186
Outcome

Our primary outcomes were the prevalence of obesity (BMI
�25 kg/m2 based on the definition of the Japan Society for the
Study of Obesity,19 considering the specific distribution of BMI in
the Japanese population), hypertension (SBP �140 mmHg or DBP
�90 mmHg or taking any antihypertensive medications), diabetes
(HbA1c � 6.5% or taking any antihyperglycemic medications), and
dyslipidemia (LDL-C �140 mmHg or taking any lipid-lowering
medications).20-22 Secondary outcomes were BMI, waist circum-
ference, SBP, DBP, HbA1c, and LDL-C levels. During the physical
examination in the annual health screening, weight, height, waist
circumference, SBP, and DBP were measured by trained staff. BMI
was calculated as the weight in kilograms divided by the height in
meters squared. Blood samples were collected at the examination
center and sent to central laboratories for the measurement of
HbA1c and LDL-C levels. Information regarding medication use was
self-reported.

Other Covariates
From the annual health screening data in 2017, we obtained

sociodemographic and behavioral information including age
(years), gender (men, women), smoking (yes, no), alcohol drinking
(yes, no), and exercise more than 30 minutes per day (yes, no). We
also extracted the information about the number of household
members and geographical information (at the prefecture level)
from the insurance registry data.

Statistical Analyses
We employed multivariable modified Poisson regression

models to investigate the difference in the prevalence of CVD risk
factors (ie, obesity, hypertension, diabetes, and dyslipidemia)
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between low- ormiddle-income groups and high-income groups in
each year from 2017 to 2020. In all models for men and women, we
adjusted for age, smoking, alcohol intake, and number of household
members, along with regional fixed effects (ie, 47 prefectures) and
calculated clustered standard error to consider correlation within
individuals. We also included the indicator variable of the year
(2017, 2018, 2019, and 2020) and the interaction terms between the
income groups and the year indicator variable to assess the trends
in the prevalent gap of cardiovascular risk factors across income
groups over time. After fitting the regression models, we calculated
the predicted prevalence of each CVD risk factor for each obser-
vation and averaged over the entire sample using the margins
command in Stata.23 We applied the same approach using multi-
variable ordinary least squares regression models for the mea-
surement of CVD risk factors (BMI, waist circumference, SBP, DBP,
HbA1c, and LDL-C).

Sensitivity Analyses
We conducted the following three sensitivity analyses: First, to

minimize the influence of time-varying income during the study
period (particularly including the COVID pandemic in 2020), we
redefined the income levels using the average annual income be-
tween 2017 and 2020, instead of income in 2017. Second, to
consider income as an indicator of the economic resources available
to a standardized household, we used the equivalized income in
2017. Lastly, to assess sensitivity to the tertile cut-off points of in-
come, we examined the absolute and relative socioeconomic in-
equalities for each CVD risk factor across the study period using the
slope index of inequality and relative index of inequality, respec-
tively (Text S1).24

All statistical analyses were conducted using Stata software
(version 16.0) and R software (version 4.1.1). Missing data were
imputed using a random forest approach.25 This study was
reviewed and accepted by the review board of Kyoto University
(IRB#R0817).

Results

The mean ± standard deviation of the age was 42.1 ± 5.4 and
men were 85%. Across 50 024 men aged 30-49 years, those in
lower-income groups were more likely to be younger and smokers,
but they were less likely to drink alcohol, exercise >30minutes per
day, and have a larger number of household members compared to
the high-income group in 2017 (Table 1). BMI, waist circumference,
SBP, DBP, HbA1c, and LDL-C did not differ by income group,
whereas men in the high-income group showed a higher per-
centage of antihypertensive and lipid-lowering drug use. Similar
patterns were observed among women except for a slightly higher
prevalence of antihypertensive, antihyperglycemic, and lipid-
lowering medication use in the low-income group than in the
high-income group.

Trends in the Prevalence of Cardiovascular Risk Factors by Income
Among Men and Women

During the study period, all three income groups showed an
increase in the prevalence of each cardiovascular risk factor every
year between 2017 and 2020 among men (Supplementary Fig. 2)
and women (Supplementary Fig. 3). In 2017, we found a higher
prevalence of obesity, hypertension, and diabetes among men in
the low- or middle-income groups than in the high-income group
(Fig.1 and Supplementary Table 1). The difference in the prevalence
of these CVD risk factors across income tertiles, particularly obesity
and hypertension, increased from 2017 to 2020; obesity (low-in-
come vs high-income), þ1.61% [95% CI, 0.41-2.81] in 2017, þ2.29%
187
[95% CI, 1.07-3.51] in 2018, þ2.53% [95% CI, 1.30-3.76] in 2019,
and þ3.45% [95% CI, 2.21-4.69] in 2020; hypertension (low-income
vs high-income),þ5.73% [95% CI, 4.72-6.73] in 2017,þ6.32% [95% CI,
5.27-7.36] in 2018, þ6.67% [95% CI, 5.59-7.75] in 2019, and þ8.26%
[95% CI, 7.11-9.41] in 2020 (Fig. 1 and Supplementary Table 1). We
also found a higher prevalence of dyslipidemia among men in the
low- or middle-income groups compared to those in the high-
income group during 2019, but this difference was not found in
other years.

Compared with women in the high-income group, we found a
higher prevalence of hypertension among those in the low- or
middle-income groups (Supplementary Table 1). The difference in
the prevalence of hypertension across income tertiles among
women increased from 2017 to 2020: low-income vs high-
income: þ2.53% [95% CI, 0.99-4.06] in 2017, þ2.28% [95% CI, 0.63-
3.93] in 2018, þ2.74% [95% CI, 0.99-4.49] in 2019, and þ3.83% [95%
CI, 1.93-5.73] in 2020.

Trends in the Measurement of Cardiovascular Risk Factors by
Income Among Men and Women

We found larger BMI, larger waist circumference, higher SBP,
higher DBP, and higher HbA1c levels among men in the low- or
middle-income groups compared to those in the high-income
group (Fig. 2). This difference increased during the study period.
We found no evidence of a difference in LDL-C levels by income
tertile over the study period. Similar patterns were found among
women, particularly for BMI, waist circumference, and DBP, but the
95% CI was null for most of the adjusted differences due to the
limited sample size (Supplementary Fig. 4).

Sensitivity Analyses

The results did not qualitatively change when i) using the
average income between 2017 and 2020 (Supplementary Figs. 5
and 6) and ii) using the equivalised income (Supplementary
Figs. 7 and 8) instead of yearly income in 2017. We also found an
increase in the slope index of inequality but not in the relative index
of inequality for obesity and hypertension between 2017 and 2020,
particularly among men (Supplementary Tables 2 and 3), sup-
porting our main findings that the absolute (but not relative) in-
come inequalities for these diseases widened during the study
period.

Discussion

Across young working-age men and women, who underwent
the national annual health-screening program between 2017 and
2020 in Japan, we found that low income was associated with a
higher prevalence of obesity, hypertension, and diabetes. The dif-
ferences in the prevalence of these CVD risk factors, particularly
hypertension, across income strata have increased over the last
4 years. Increasing trends were also observed for the differences in
BMI, waist circumference, SBP, DBP, and HbA1c between the low-
income and high-income groups. These findings raise concerns
about the widening social inequality in cardiovascular health
among the young working-age population.

The present study using nationwide follow-up data on CVD risk
factorswould advance our current state of knowledge about the role
and importance of individual income levels in CVD management. A
large previous study in the United States showed that adults with
higher income levels had greater life expectancy and the gap in life
expectancy between the richest 5% and the poorest 5% of adults
increased from 1999 to 2014.26 Differences in CVD risk factors and
CVD death by socioeconomic factors have also been well-



Table 1
Demographic Characteristics of Study Sample in 2017

Men Low-income group N ¼ 16 677 Middle-income group N ¼ 16 674 High-income group N ¼ 16 673

Income
Range <$53,700 $53,700 to $74,800 >$74,800
Mean (SD) $42,011 ($7840) $63,883 ($6052) $89,474 ($1056)
Median (IQR) $43,164 ($11,691) $63,818 ($10,420) $88,082 ($14,000)

Age, mean (SD) 40.4 (5.4) 41.9 (5.4) 44.3 (4.5)
Smoking, % 49.1 38.7 31.0
Missing, % 5.9 3.9 1.5

Alcohol drinking, % 71.8 81.8 86.6
Missing, % 9.3 7.6 12.1

Exercise >30min, % 22.7 20.9 21.4
Missing, % 15.1 11.3 13.2

The number of household members 2.5 (1.4) 2.9 (1.4) 3.3 (1.2)
BMI, kg/m2, mean (SD) 24.7 (4.1) 24.6 (3.7) 24.5 (3.4)
Missing, % <0.1 <0.1 <0.1

Waist circumference, cm, mean (SD) 85.6 (10.5) 85.8 (9.7) 85.6 (8.9)
Missing, % 0.8 0.2 0.4

Systolic blood pressure, mmHg, mean (SD) 124.9 (15.3) 123.6 (14.7) 123.4 (14.2)
Missing, % <0.1 <0.1 <0.1

Diastolic blood pressure, mmHg, mean (SD) 77.4 (12.0) 77.4 (11.7) 78.1 (11.4)
Missing, % <0.1 <0.1 <0.1

HbA1c, %, mean (SD) 5.5 (0.7) 5.5 (0.6) 5.5 (0.6)
Missing, % 8.0 3.7 2.0

LDL cholesterol, mg/dl, mean (SD) 123.6 (32.2) 124.0 (30.6) 123.9 (29.7)
Missing, % 0.5 0.1 0.2

Antihypertensive medication use, % 7.2 7.6 8.7
Missing, % 5.4 3.2 0.7

Antihyperglycemic medication use, % 2.8 2.9 2.4
Missing, % 5.4 3.2 0.7

Lipid-lowering medication use, % 4.2 5.0 6.2
Missing, % 5.4 3.2 0.7

Women Low-income group N ¼ 2930 Middle-income group N ¼ 2930 High-income group N ¼ 2930

Income
Range <$31,420 $31,420 to $43,020 >$43,020
Mean (SD) $24,709 ($4858) $36,896 ($3300) $55,316 ($1105)
Median (IQR) $25,673 ($7118) $36,782 ($5646) $51,790 ($13,991)

Age, mean (SD) 41.1 (5.2) 36.9 (3.3) 43.1 (5.4)
Smoking, % 12.9 8.6 7.6
Missing, % 5.2 5.0 3.7

Alcohol drinking, % 50.4 56.9 64.8
Missing, % 11.2 11.4 12.8

Exercise >30min, % 13.4 15.3 16.0
Missing, % 15.4 13.7 13.9

The number of household members 1.5 (0.9) 1.4 (0.8) 1.3 (0.7)
BMI, kg/m2, mean (SD) 22.0 (4.0) 21.8 (3.7) 21.8 (3.6)
Missing, % 0.1 0.1 0.3

Waist circumference, cm, mean (SD) 76.8 (9.9) 76.6 (9.6) 76.9 (9.3)
Missing, % 1.2 0.5 0.8

Systolic blood pressure, mmHg, mean (SD) 114.5 (15.8) 113.6 (15.2) 114.0 (15.3)
Missing, % <0.1 <0.1 0.3

Diastolic blood pressure, mmHg, mean (SD) 69.8 (11.4) 69.8 (11.2) 70.3 (11.3)
Missing, % <0.1 <0.1 0.3

HbA1c, %, mean (SD) 5.4 (0.4) 5.3 (0.3) 5.4 (0.4)
Missing, % 6.5 1.9 1.0

LDL cholesterol, mg/dl, mean (SD) 111.9 (29.0) 111.3 (28.4) 113.9 (29.2)
Missing, % 0.4 0.1 0.4

Antihypertensive medication use, % 3.1 2.7 2.4
Missing, % 4.4 4.7 3.1

Antihyperglycemic medication use, % 1.2 0.5 0.5
Missing, % 4.4 4.7 3.1

Lipid-lowering medication use, % 2.1 1.8 1.8
Missing, % 4.4 4.7 3.1

Abbreviations: BMI ¼ body mass index; HbA1c ¼ hemoglobin A1c; IQR ¼ Interquartile range; LDL ¼ Low-density lipoprotein; SD ¼ Standard deviation.
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documented.7-11 For example, a study by He et al8 reported higher
BMI, HbA1c, and 10-year CVD risk score among adults with income-
to-poverty ratio (annual household income divided by the poverty
threshold with the adjustment of family size and inflation) �100%
than those with income-to-poverty ratio �500% over the last 20
years between 1999 and 2018 in the United States. A study by Zhang
et al also reported that low socioeconomic status (defined by
household income, employment status, and education levels) was
188
associated with a higher risk of all-cause mortality (hazard ratio
[HR], 2.13), cardiovascular mortality (HR, 2.25), and incident CVD
(HR, 1.65) in the United Kingdom.9 However, these previous studies
were based on the repeated cross-sectional study design of national
survey data or cohort study design linked tomortality database and
thus did not evaluate individual-level trends in CVD risk factors.

Importantly, it is unclear whether this social disparity in car-
diovascular health has increased or decreased over the last several



Fig. 1. Adjusted trends in the difference in the prevalence of cardiovascular risk factors from 2017 to 2020 across income tertiles in 2017 among men. The model adjusted for age,
smoking, alcohol intake, and number of household members, along with regional fixed effects and calculated clustered standard error to consider correlation within individuals. We
also included the indicator variable of the year (2017, 2018, 2019, and 2020) and the interaction terms between the income groups and the year indicator variable to assess the
statistical trends over time.
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years among young individuals. Evidence focusing on young
working-age adults is important because they have multilevel
complex risks of CVD including genetic factors, gender, social
relationship, neighborhood factors, adverse childhood experiences,
and psychological factors.27 Previous studies have shown the as-
sociation between low socioeconomic status and risk behaviors of
CVD, such as exposure to passive and active smoking, physical
inactivity, sedentary behavior, and poor sleep quality and quantity
among young adults.28 Furthermore, the presence of CVD risk
factors at this life stage would lead to health consequences later in
life5 and substantial economic burden through decreased produc-
tivity29; eg, the increase in production costs and employee absence
or disability among people with CVD or related clinical proced-
ures.30,31 In this context, our findings of the increased income
disparity of CVD risk factors suggest the need for further aggressive
tailored intervention focusing on young working-age people with
low-income levels to prevent future CVD events and loss of social
productivity.

Our findings are in line with a previous report suggesting the
presence of societal factors beyond the healthcare system that
contribute to health outcomes,32 which should be acknowledged
by clinicians, particularly those treating patients with low socio-
economic status (even in a country with universal healthcare
189
coverage system). Moreover, there are some potential strategies to
ease the observed health disparities although their feasibility and
effectiveness are still unclear. For example, behavioral counseling
has been shown to be effective in reducing cholesterol levels, blood
pressure, and incidence of diabetes mellitus.33 Internet-based
smoking cessation programs were also shown to be effective in
the low-income population according to a previous study.34

Furthermore, because individuals with low-income levels are less
likely to have access to safe facilities of exercise and infrastruc-
ture,35 programs and/or policies to increase their leisure-time
physical activity levels would be a promising strategy to improve
their cardiovascular risks.36 Reducing the costs of healthy foods is
another important step to help individuals at low-income levels to
sustain healthy diet behavior.37

Increasing trends were continuously observed during the study
period, and we did not find a specific acceleration in the income
disparity of CVD risk factors during 2020 (ie, during the COVID-19
pandemic). Because it is plausible that behavioral change and
psychological stress due to the pandemic may increase the car-
diovascular health burden,9,38 additional nationwide follow-up of
CVD risk factors by socioeconomic factors is strongly recom-
mended. Moreover, given the increased risks of unfavorable life-
styles, chronic diseases, CVD, and death among the



Fig. 2. Adjusted trends in the difference in the measurements of cardiovascular risk factors from 2017 to 2020 across income tertiles in 2017 among men. The model adjusted for
age, smoking, alcohol intake, and number of household members, along with regional fixed effects and calculated clustered standard error to consider correlationwithin individuals.
We also included the indicator variable of the year (2017, 2018, 2019, and 2020) and the interaction terms between the income groups and the year indicator variable to assess the
statistical trends over time.
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high-occupational classes (eg, managers and professionals)
compared to other occupational classes particularly among men in
Japan,39-42 investigation of the income disparities in cardiovascular
health by individuals’ occupation types and classes during this
unprecedented time should also be the subject of future research.
190
Limitations

Although our study has the strength of using nationwide lon-
gitudinal datawith valid information on individual income levels, it
has several limitations. First, given the lack of information on other
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socioeconomic indicators, such as education levels and marital
status, our study might have suffered from unmeasured con-
founding. Second, each of the CVD risk factors was measured at one
time per year during the annual health screening; therefore, there
might be measurement error in these factors. However, such in-
formation bias is expected to occur at random; thus, it should not
be related to an individual’s income level (ie, nondifferential
misclassification of disease outcomes). Third, information on
covariates, such as health behavior and comorbidities, might have
been misclassified due to self-reporting. Fourth, because we used
the database of the Health Insurance Association for Architecture
and Civil Engineering companies in Japan, the majority of the study
participants were men, and we did not have enough statistical
power for some analyses among women. Finally, our results may
not be generalizable or transportable to other populations, partic-
ularly because of the variety of healthcare systems across countries.

Conclusion

Among the young working-age population in Japan where in-
surance is comprehensively covered, there have been social dis-
parities in CVD risk factors according to income levels. The
disparities, particularly in the prevalence of hypertension,
increased between 2017 and 2020. Given both the health and
economic burden of these CVD risk factors among the young
working-age population, careful and close monitoring of the
increasing social disparities is needed to develop effective strate-
gies to achieve the best attainable cardiovascular health at this life
stage.

Funding/Support

K.I., was supported by the Japan Society for the Promotion of
Science (JSPS; 21K20900, 22K17392). N.K., was supported by JSPS
(18H04071) and the Ministry of Health, Labour and Welfare, Japan
(19FA1012, 19FA2001). S.F., was supported by JSPS (19H03870,
22H03314) and received grants from the Health Insurance Associ-
ation for Architecture and Civil Engineering companies. Study
sponsors were not involved in the study design, data interpretation,
writing, or decision to submit the article for publication.

Data availability

The data underlying this article will be shared upon reasonable
request to the corresponding author

Acknowledgment

We thank Jun Ebata and Akio Yoda (the Health Insurance As-
sociation for Architecture and Civil Engineering companies) for
their support in developing the database; Tatsuyoshi Ikenoue and
Mari Ogino (Human Health Sciences, Kyoto University) for their
support in the database management; and Maho Haseda (Depart-
ment of Social Epidemiology, Kyoto University) for her help with
the statistical analyses.

Author Contributions

K.I. and S.F. had full access to all of the data in the study and took
responsibility for the integrity of the data and the accuracy of the
data analysis. K.I. and S.F. were responsible for concept and design.
K.I., N.K., K.S., and S.F. acquired, analyzed and interpreted data. K.I.,
N.K., K.S., and S.F. drafted the manuscript. K.I., N.K., K.S., and S.F.
critically revised the manuscript foe important intellect content.
K.I. and S.F. statistically analyzed the data.
191
Disclosures

The authors have no multiplicity of interest to disclose.
References

1. Vos T, Lim SS, Abbafati C, Abbas KM, Abbasi M, Abbasifard M, et al. Global
burden of 369 diseases and injuries in 204 countries and territories,
1990e2019: a systematic analysis for the Global Burden of Disease Study 2019.
Lancet. 2020;396(10258):1204e1222.

2. Lascar N, Brown J, Pattison H, Barnett AH, Bailey CJ, Bellary S. Type 2 diabetes in
adolescents and young adults. Lancet Diabetes Endocrinol. 2018;6(1):69e80.

3. Mayer-Davis EJ, Lawrence JM, Dabelea D, Divers J, Isom S, Dolan L, et al. Inci-
dence trends of type 1 and type 2 diabetes among youths, 2002e2012. N Engl J
Med. 2017;376(15):1419e1429.

4. Arora S, Stouffer GA, Kucharska-Newton AM, Qamar A, Vaduganathan M,
Pandey A, et al. Twenty year trends and sex differences in young adults hospi-
talized with acute myocardial infarction. Circulation. 2019;139(8):1047e1056.

5. Zhang Y, Vittinghoff E, Pletcher MJ, Allen NB, Zeki Al Hazzouri A, Yaffe K, et al.
Associations of blood pressure and cholesterol levels during young adulthood
with later cardiovascular events. J Am Coll Cardiol. 2019;74(3):330e341.

6. Johnson HM, Thorpe CT, Bartels CM, Schumacher JR, Palta M, Pandhi N, et al.
Undiagnosed hypertension among young adults with regular primary care use.
J Hypertens. 2014;32(1):65e74.

7. Schultz WM, Kelli HM, Lisko JC, Varghese T, Shen J, Sandesara P, et al. Socio-
economic status and cardiovascular outcomes. Circulation. 2018;137(20):
2166e2178.

8. He J, Zhu Z, Bundy JD, Dorans KS, Chen J, Hamm LL. Trends in cardiovascular
risk factors in US adults by race and ethnicity and socioeconomic status, 1999-
2018. JAMA. 2021;326(13):1286e1298.

9. Zhang Y-B, Chen C, Pan X-F, Guo J, Li Y, Franco OH, et al. Associations of healthy
lifestyle and socioeconomic status with mortality and incident cardiovascular
disease: two prospective cohort studies. BMJ. 2021;373:n604.

10. Odutayo A, Gill P, Shepherd S, Akingbade A, Hopewell S, Tennankore K, et al.
Income disparities in absolute cardiovascular risk and cardiovascular risk fac-
tors in the United States, 1999-2014. JAMA Cardiology. 2017;2(7):782e790.

11. Dai H, Younis A, Kong JD, Bragazzi NL, Wu J. Trends and regional Variation in
prevalence of cardiovascular risk factors and association with socioeconomic
status in Canada, 2005-2016. JAMA Netw Open. 2021;4(8), e2121443.

12. Tsuji M, Arima H, Ohkubo T, Nakamura K, Takezaki T, Sakata K, et al. Socio-
economic status and knowledge of cardiovascular risk factors: NIPPON
DATA2010. J Epidemiol. 2018;28(Suppl 3):S46eS52.

13. Birger M, Kaldjian AS, Roth GA, Moran AE, Dieleman JL, Bellows BK. Spending
on cardiovascular disease and cardiovascular risk factors in the United States:
1996 to 2016. Circulation. 2021;144(4):271e282.

14. Ikeda N, Saito E, Kondo N, Inoue M, Ikeda S, Satoh T, et al. What has made the
population of Japan healthy? Lancet. 2011;378(9796):1094e1105.

15. Frenk J, Ferranti D de. Universal health coverage: good health, good economics.
Lancet. 2012;380(9845):862e864.

16. Virani Salim S, Alonso A, Benjamin Emelia J, Bittencourt Marcio S, Callaway
CliftonW, Carson April P, et al. Heart disease and stroke statisticsd2020 update: a
report from the American heart association. Circulation. 2020;141(9):e139ee596.

17. OECD income (IDD) and wealth (WDD) distribution databases - OECD. Accessed
December 20, 2022. https://www.oecd.org/social/income-distribution-
database.htm

18. Brandolini A, Magri S, Smeeding TM. Asset-based measurement of poverty. J Pol
Anal Manag. 2010;29(2):267e284.

19. Examination Committee of Criteria for “Obesity Disease” in Japan, Japan Society
for the Study of Obesity. New criteria for “obesity disease” in Japan. Circ J.
2002;66(11):987e992.

20. Araki E, Goto A, Kondo T, Noda M, Noto H, Origasa H, et al. Japanese clinical
practice guideline for diabetes 2019. Journal of Diabetes Investigation.
2020;11(4):1020e1076.

21. Umemura S, Arima H, Arima S, Asayama K, Dohi Y, Hirooka Y, et al. The Jap-
anese society of hypertension guidelines for the management of hypertension
(JSH 2019). Hypertens Res. 2019;42(9):1235e1481.

22. Kinoshita M, Yokote K, Arai H, Iida M, Ishigaki Y, Ishibashi S, et al. Japan
atherosclerosis society (JAS) guidelines for prevention of atherosclerotic car-
diovascular diseases 2017. J Atheroscler Thromb. 2018;25(9):846e984.

23. Williams R. Using the margins command to estimate and interpret adjusted
predictions and marginal effects. STATA J. 2012;45(2):308e331.

24. Mackenbach JP, Stirbu I, Roskam A-JR, Schaap MM, Menvielle G, Leinsalu M,
et al. Socioeconomic inequalities in health in 22 European countries. N Engl J
Med. 2008;358(23):2468e2481.

25. Stekhoven DJ, Buhlmann P. MissForest–non-parametric missing value impu-
tation for mixed-type data. Bioinformatics. 2012;28(1):112e118.

26. Chetty R, Stepner M, Abraham S, Lin S, Scuderi B, Turner N, et al. The associ-
ation between income and life expectancy in the United States, 2001-2014.
JAMA. 2016;315(16):1750e1766.

27. Gooding HC, Gidding SS, Moran AE, Redmond N, Allen NB, Bacha F, et al.
Challenges and opportunities for the prevention and treatment of cardiovas-
cular disease among young adults: report from a national heart, lung, and
blood institute working group. J Am Heart Assoc. 2020;9(19), e016115.

http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref1
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref2
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref2
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref2
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref3
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref3
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref3
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref3
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref3
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref4
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref4
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref4
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref4
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref5
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref5
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref5
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref5
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref6
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref6
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref6
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref6
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref7
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref7
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref7
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref7
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref8
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref8
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref8
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref8
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref9
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref9
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref9
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref10
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref10
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref10
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref10
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref11
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref11
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref11
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref12
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref12
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref12
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref12
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref13
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref13
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref13
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref13
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref14
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref14
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref14
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref15
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref15
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref15
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref16
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref16
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref16
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref16
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref16
https://www.oecd.org/social/income-distribution-database.htm
https://www.oecd.org/social/income-distribution-database.htm
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref18
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref18
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref18
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref19
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref19
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref19
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref19
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref20
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref20
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref20
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref20
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref21
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref21
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref21
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref21
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref22
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref22
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref22
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref22
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref23
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref23
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref23
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref24
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref24
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref24
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref24
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref25
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref25
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref25
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref26
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref26
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref26
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref26
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref27
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref27
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref27
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref27


K. Inoue, N. Kondo, K. Sato et al. Endocrine Practice 29 (2023) 185e192
28. Schreier HMC, Chen E. Socioeconomic status and the health of youth: a multi-
level, multi-domain approach to conceptualizing pathways. Psychol Bull.
2013;139(3):606e654.

29. Burton WN, Chen C-Y, Conti DJ, Schultz AB, Pransky G, Edington DW. The as-
sociation of health risks with on-the-job productivity. J Occup Environ Med.
2005;47(8):769e777.

30. Song X, Quek RGW, Gandra SR, Cappell KA, Fowler R, Cong Z. Productivity loss
and indirect costs associated with cardiovascular events and related clinical
procedures. BMC Health Serv Res. 2015;15:245.

31. Zhao Z, Winget M. Economic burden of illness of acute coronary syndromes:
medical and productivity costs. BMC Health Serv Res. 2011;11:35.

32. Rotenberg DK, Stewart-Freedman B, Søgaard J, Vinker S, Lahad A,
Søndergaard J. Similarities and differences between two well-performing
healthcare systems: a comparison between the Israeli and the Danish health-
care systems. Isr J Health Pol Res. 2022;11(1):14.

33. LeFevre ML, U.S. Preventive Services Task Force. Behavioral counseling to
promote a healthful diet and physical activity for cardiovascular disease pre-
vention in adults with cardiovascular risk factors: U.S. Preventive Services Task
Force Recommendation Statement. Ann Intern Med. 2014;161(8):587e593.

34. Brown J, Michie S, Geraghty AWA, Yardley L, Gardner B, Shahab L, et al.
Internet-based intervention for smoking cessation (StopAdvisor) in people
with low and high socioeconomic status: a randomised controlled trial. Lancet
Respir Med. 2014;2(12):997e1006.

35. Gidlow C, Johnston LH, Crone D, Ellis N, James D. A systematic review of
the relationship between socio-economic position and physical activity.
Health Educ J. 2006;65(4):338e367.
192
36. Pearson TA, Palaniappan LP, Artinian NT, Carnethon MR, Criqui MH, Daniels SR,
et al. American Heart Association Guide for Improving Cardiovascular Health at
the Community Level, 2013 update: a scientific statement for public health
practitioners, healthcare providers, and health policy makers. Circulation.
2013;127(16):1730e1753.

37. Afshin A, Penalvo J, Del Gobbo L, Kashaf M, Micha R, Morrish K, et al. CVD
prevention through policy: a review of mass media, food/menu labeling,
taxation/subsidies, built environment, school procurement, worksite wellness,
and marketing standards to improve diet. Curr Cardiol Rep. 2015;17(11):98.

38. Carney RM, Freedland KE. Depression and coronary heart disease. Nat Rev
Cardiol. 2017;14(3):145e155.

39. Tsutsumi A, Kayaba K, Tsutsumi K, Igarashi M, Jichi Medical School Cohort
Study Group. Association between job strain and prevalence of hypertension: a
cross sectional analysis in a Japanese working population with a wide range of
occupations: the Jichi Medical School cohort study. Occup Environ Med.
2001;58(6):367e373.

40. Takao S, Kawakami N, Ohtsu T, Japan Work Stress and Health Cohort Study
Group. Occupational class and physical activity among Japanese employees. Soc
Sci Med. 2003;57(12):2281e2289.

41. Lahelma E, Pietil€ainen O, Ferrie J, Kivim€aki M, Lahti J, Marmot M, et al. Changes
over time in absolute and relative socioeconomic differences in smoking: a
comparison of cohort studies from britain, Finland, and Japan. Nicotine Tob Res.
2016;18(8):1697e1704.

42. Tanaka H, Tanaka T, Wada K. Mortality by occupation and industry
among Japanese men in the 2015 fiscal year. Environ Health Prev Med.
2020;25(1):37.

http://refhub.elsevier.com/S1530-891X(23)00003-4/sref28
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref28
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref28
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref28
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref29
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref29
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref29
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref29
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref30
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref30
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref30
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref31
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref31
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref32
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref33
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref33
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref33
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref33
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref33
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref34
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref34
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref34
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref34
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref34
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref35
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref35
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref35
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref35
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref36
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref37
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref37
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref37
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref37
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref38
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref38
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref38
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref39
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref40
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref40
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref40
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref40
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref41
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref42
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref42
http://refhub.elsevier.com/S1530-891X(23)00003-4/sref42

	Trends in Cardiovascular Risk Factors by Income Among Japanese Adults Aged 30-49 Years From 2017 to 2020: A Nationwide Long ...
	Introduction
	Methods
	Data Source and Participants
	Measurement of Variables
	Exposure

	Outcome
	Other Covariates
	Statistical Analyses


	Highlights
	Clinical Relevance
	Outline placeholder
	Sensitivity Analyses


	Results
	Trends in the Prevalence of Cardiovascular Risk Factors by Income Among Men and Women
	Trends in the Measurement of Cardiovascular Risk Factors by Income Among Men and Women
	Sensitivity Analyses

	Discussion
	Limitations
	Conclusion
	Funding/Support
	Data availability
	Acknowledgment
	Author Contributions
	Disclosures
	References


