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BACKGROUND: Abdominal obesity as a risk factor for diagnosing metabolic syndrome (MetS) is conventionally evaluated using
waist circumference (WC), although WC does not necessarily reflect visceral adiposity.
OBJECTIVE: To examine whether replacing WC with “A Body Shape Index (ABSI)”, an abdominal obesity index calculated by
dividing WC by an allometric regression of weight and height, in MetS diagnosis is useful for predicting renal function decline.
SUBJECTS/METHODS: In total, 5438 Japanese urban residents (median age 48 years) who participated in a public health screening
program for 4 consecutive years were enrolled. Systemic arterial stiffness was assessed by cardio-ankle vascular index (CAVI). The
predictability of the new-onset renal function decline (eGFR < 60mL/min/1.73 m2) by replacing high WC with high ABSI (ABSI ≥
0.080) was examined using three sets of MetS diagnostic criteria: Japanese, IDF and NCEP-ATPIII.
RESULTS: In Japanese and NCEP-ATPIII criteria, MetS diagnosed using ABSI (ABSI-MetS) was associated with significantly higher
age-adjusted CAVI compared to non-MetS, whereas MetS diagnosed using WC (WC-MetS) showed no association. Kaplan–Meier
analysis of the rate of new-onset renal function decline over 4 years (total 8.7%) showed remarkable higher rate in subjects with
ABSI-MetS than in those without (log-rank test p < 0.001), but almost no difference between subjects with and without WC-MetS (p
= 0.014–0.617). In gender-specific Cox-proportional hazards analyses including age, proteinuria, and treatments of metabolic
disorders as confounders, ABSI-MetS (Japanese criteria for both sexes, IDF criteria for men) contributed independently to the new-
onset renal function decline. Of these, the contribution of IDF ABSI-MetS disappeared after adjustment by high CAVI in the
subsequent analysis.
CONCLUSION: In this study, replacing WC with ABSI in MetS diagnostic criteria more efficiently predicted subjects at risk of renal
function decline and arterial stiffening.

International Journal of Obesity (2022) 46:564–573; https://doi.org/10.1038/s41366-021-01026-7

INTRODUCTION
Abdominal obesity with visceral fat accumulation has been
considered to play an essential role in the development of
cardiometabolic disorders including glucose intolerance, dysli-
pidemia and hypertension, so-called the metabolic syndrome
(MetS) [1, 2]. Several epidemiological studies have demon-
strated that MetS increases the risk of not only cardiovascular
disease (CVD) morbidity and mortality [3, 4], but also the
incidence of chronic kidney disease (CKD) [5, 6] and end-stage
renal disease (ESRD) [7]. On the other hand, the validity of MetS

diagnostic criteria remains controversial. Reaven [8] high-
lighted the fact that there are many non-MetS patients who
are clearly at higher risk of CVD than MetS patients.
Furthermore, it has been claimed that MetS does not
necessarily predict CVD risk above and beyond its individual
components [9, 10]. Some reports have also shown that
elevated waist circumference (WC), an indicator of abdominal
obesity for diagnosing MetS, is associated with CKD to a less
extent after adjusting for MetS components [11, 12]. We thus
hypothesized that these incongruous phenomena may be
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attributed to the uncertainty of WC as an indicator of visceral
fat accumulation or the definition of MetS.
Increase in body mass index (BMI) may be positively related to

improved vascular function assessed by flow-mediated dilation
[13] and cardio-ankle vascular index (CAVI) [14], even though
elevated body weight contributes to an increased incidence of
obesity-related metabolic disorders. In other words, BMI is not
necessarily suitable for efficient stratification of CVD risks, because
of the obesity paradox in which an increase in BMI may potentially
reflect vasoprotective body composition (such as subcutaneous
and/or skeletal muscle tissue). Partially because of this situation,
abdominal obesity, the basic risk factor of MetS, is evaluated by
WC in all the diagnostic criteria for MetS. However, since WC
correlates closely with BMI, it is difficult to distinguish between the
two as epidemiological risk factors [15, 16]. In fact, MetS
diagnosed by the current criteria is not necessarily associated
with systemic arterial stiffening assessed by CAVI [17–19].
Since the evaluation of visceral fat accumulation by computed

tomography (CT) is difficult in routine clinical practice, many
abdominal obesity indices using anthropometric measurements
have been established. “A Body Shape Index (ABSI)” is an
abdominal obesity index that is independent of BMI [16, 20],
and is calculated by dividing WC by an allometric regression of
weight and height [21]. In addition, ABSI reflects visceral fat
accumulation well [22, 23], and is suitable in screening subjects
with CVD risks [24] and predicting cardiovascular mortality [25].
We have reported that increased ABSI reflects not only the severity
of metabolic disorders, but also systemic arterial stiffening
indicated by high CAVI in Japanese general population [16].
With the above background, we consider that there is room for

improvement of the current diagnostic criteria for MetS. In the
present study, we evaluated systemic arterial stiffness in MetS
patients diagnosed using ABSI instead of WC. We also examined
whether MetS diagnosed using ABSI predicts the new-onset renal
function decline.

MATERIALS AND METHODS
Subjects and design
We performed a retrospective cohort study in Japanese urban residents
who underwent health screening between January 2013 and
December 2018.

Data collection
The population-based sample used in the present analysis comprised
144,876 Japanese subjects residing in major cities nationwide, who
participated in the annual CVD and cancer screening program organized
by the Japan Health Promotion Foundation. Participants were volunteers
who were not paid and were not recruited for this study (unlike subjects of
a clinical trial). Subjects without four consecutive years of data (139,438) or
sufficient data (1,534) were excluded, and a total of 5438 subjects were
finally enrolled in the present study.
All parameters were assessed using standardized methods. Height and

body weight (BW) were measured, and BMI was calculated as follows: BW
(kg) divided by square of height (m). WC (m) was measured horizontally at
the height of the umbilicus, with the participant standing and arms
hanging relaxed. ABSI was calculated by the following formula: ABSI=WC/
(BMI2/3 × height1/2) [21]. Currently, an online calculator implementing the
derived formula for anthropometric risk indicators including ABSI is freely
available at https://nirkrakauer.net/sw/ari-calculator.html.
Blood samples were collected from the antecubital vein in the morning

after 12 h of fasting to measure fasting plasma glucose (FPG), triglycerides
(TG) and high-density lipoprotein cholesterol (HDL-C). Low-density
lipoprotein-cholesterol (LDL-C) was calculated using Friedewald formula:
LDL-C= total cholesterol (TC) – (HDL-C) – (TG/5). Since this formula is not
valid for patients with TG ≥ 400mg/dL (4.52 mmol/L), subjects with
baseline TG ≥ 4.52mmol/L (0.6% of all participants) were excluded from
the analysis of LDL-C. Hyper-LDL cholesterolemia was defined as LDL-C ≥
3.62mmol/L [26], and the determination of other cardiometabolic risks
including hypertension, impaired fasting glucose, hypertriglyceridemia and

hypo-HDL cholesterolemia followed the Japanese MetS diagnostic criteria
described below.
The estimated glomerular filtration rate (eGFR) was calculated by the

following equation from the Japanese Society of Nephrology [27]:

eGFR mL=min=1:73m2
� � ¼ 194´ creatinine�1:094 ´ age�0:287 ´ 0:739 if femaleð Þ:

In addition, renal function decline was defined as eGFR <60mL/min/
1.73m2, corresponding to GFR category 3a or worse [28].
The collected spot urine samples were used for urinalysis by dipstick

method. Urinalysis results were recorded as (−), (±), (1+), (2+), and (3+).
Proteinuria was defined as (1+) or more, which corresponded to a urine
protein level of 30mg/dl or more.

Measurement of CAVI and blood pressure
Arterial stiffness was assessed by CAVI using VaSera VS-1500 (Fukuda
Denshi Co Ltd, Tokyo, Japan). CAVI was calculated according to the
following formula: CAVI=a{(2ρ/ΔP)×ln(Ps/Pd)PWV2}+b, where Ps is systolic
blood pressure (SBP); Pd is diastolic blood pressure (DBP); ΔP is Ps - Pd; ρ is
blood density; PWV is cardio-ankle pulse wave velocity, and a and b are
constants.
The cuffs were wrapped around the upper arms and ankles of subjects

in spine position with the head in the midline position. Examination was
started after 5 min of rest. When detecting pulse waves in the upper arms
and ankles with cuffs, a low cuff pressure of 30–50mmHg was used to
minimize the influence of cuff pressure on hemodynamics. BP was
measured from the upper arm cuffs. PWV was determined by dividing the
arterial length by the time taken for the pulse wave to propagate from the
aortic valve to the ankle, and was measured using the upper arm and ankle
cuffs. Because CAVI may be falsely low in patients with severe arterial
occlusive disease, we excluded subjects with an ankle-brachial index lower
than 0.90. The details of CAVI have been reported previously [29]. We
arbitrarily defined “high CAVI” as equal to or higher than 9.0 in all
participants, corresponding substantially to the cut-off for the presence of
coronary artery stenosis [30, 31].

Criteria of metabolic syndrome and our proposal
In the present study, we tested the following three sets of diagnostic
criteria for MetS: the criteria developed by the Japanese Committee for the
Diagnostic Criteria of MetS (Japanese criteria) [32], the National Cholesterol
Education Program–Adult Treatment Panel III (NCEP-ATPIII) criteria [33] and
the International Diabetes Federation (IDF) criteria [34].
In Japanese criteria, MetS is defined as the presence of at least two of

the following three abnormalities: [1] TG ≥ 150mg/dL (1.69 mmol/L) and/or
HDL-C < 40mg/dL (1.03 mmol/L); [2] SBP ≥ 130mmHg and/or DBP ≥
85mmHg; [3] FPG ≥ 110mg/dL (6.11 mmol/L), in the presence of high
WC (≥85 cm in men, and ≥ 90 cm in women).
In IDF criteria, MetS is defined as the presence of at least two of the four

abnormalities: [1] TG ≥ 150mg/dL (1.69mmol/L); [2] HDL-C < 40mg/dL
(1.03mmol/L); [3] SBP ≥ 130mmHg and/or DBP ≥ 85mmHg [4] FPG ≥
110mg/dL (6.11 mmol/L), in the presence of high WC (≥90 cm in men, and
≥80 cm in women).
In NCEP-ATPIII criteria, MetS is defined as the presence of at least three

of the five abnormalities: [1] TG ≥ 150mg/dL (1.69 mmol/L); [2] HDL-C <
40mg/dL (1.03 mmol/L); [3] SBP ≥ 130mmHg and/or DBP ≥ 85mmHg; [4]
FPG ≥ 100mg/dL (5.55mmol/L); [5] WC ≥ 102 cm in men, and WC ≥ 88 cm
in women.
Initially, the FPG threshold in NCEP-ATPIII was 6.11mmol/L. Later,

however, the American Diabetes Association lowered the FPG threshold
used to identify individuals with impaired fasting glycemia (IFG) from
6.11mmol/L to 5.55mmol/L, and the NCEP-ATPIII followed suit [35].
For all three sets of diagnostic criteria, treatments for dyslipidemia,

hypertension and diabetes were counted as positive for the respective
abnormalities. In the IDF/NCEP-ATP III criteria, hypo-HDL-cholesterolemia was
treated as an independent factor different from treatments for dyslipidemia.
In our previous cross-sectional study enrolling 62,514 healthy Japanese

subjects, the cut-off value of ABSI in predicting high CAVI, which we
estimated by Youden index on receiver operating characteristics (ROC)
curve, was 0.080 irrespective of gender [16]. Based on this finding, we
adopted a proposal to replace high WC with high ABSI (≥0.080, both sexes)
as the criterion of abdominal obesity in the present study. Additionally, we
also examined whether there is a difference in the prediction of the new-
onset renal function decline between MetS diagnosed conventionally
using WC (WC-MetS) and MetS diagnosed using ABSI (ABSI-MetS).
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Statistical analysis
The SPSS software (version 27.0.1, Chicago, IL, USA) was used for statistical
analyses. All data are expressed as median [interquartile range (IQR)] or
mean ± standard deviation. Mann-Whitney U test or Fisher’s exact test was
performed to examine gender difference in clinical variables or prevalence
of CVD risk factors. One way analysis of covariance with the covariate set to
age followed by Bonferroni multiple comparison test were used to
compare age-adjusted CAVI between subjects with and those without WC-
MetS or ABSI-MetS by gender. Kaplan–Meier survival analysis was
employed to estimate the time to end point, and log-rank test was used
to compare between two groups. Cox-proportional hazards analysis was
performed to identify the contribution of variables to the new-onset renal
function decline, and the result is expressed as hazard ratio (HR) with 95%
confidence interval (CI). In all comparisons, two-sided p values < 0.05 were
considered statistically significant.

RESULTS
Baseline clinical and biochemical characteristics of
participants
In this retrospective cohort study, a total of 5,438 Japanese urban
residents (2368 men and 3070 women, median age 48 years,
median BMI 21.9 kg/m2 at baseline) who were examined in 4
consecutive annual health checks were studied. Table 1 compares
the baseline clinical characteristics of subjects with and without
Japanese WC-/ABSI-MetS at the first examination.
Subjects with the two types of MetS commonly showed higher

age, BMI, WC, BP, CAVI, FPG, LDL-C, TG, and creatinine, and lower
HDL-C compared to those without.
The prevalence of WC-MetS and ABSI-MetS diagnosed by IDF

and NCEP-ATPIII (IDF WC-MetS, IDF ABSI-MetS, NCEP-ATPIII WC-
MetS and NCEP ATPIII ABSI-MetS) was also higher in subjects with
Japanese WC/ABSI-MetS.
Most of the subjects with Japanese WC-MetS were male,

whereas most of the subjects with Japanese ABSI-MetS were
female. Only subjects with Japanese WC-MetS had a higher
prevalence of current smoking, habitual alcohol drinking and
proteinuria. On the other hand, only Japanese subjects with ABSI-
MetS showed higher ABSI.

Age-adjusted CAVI according to MetS criteria defined using
WC or ABSI
The differences in age-adjusted CAVI between MetS and non-MetS
subjects diagnosed by various MetS criteria using WC or ABSI are
shown in Fig. 1. Age-adjusted CAVI did not differ significantly
between subjects diagnosed with Japanese WC-MetS or NCEP-
ATPIII WC-MetS compared to those without the diagnosis (Fig. 1A,
C). In contrast, age-adjusted CAVI was clearly higher in subjects
diagnosed with Japanese ABSI-MetS or NCEP-ATPIII ABSI-MetS
compared to those without the diagnosis (Fig. 1D, F). For IDF
criteria only, IDF-MetS subjects had higher age-adjusted CAVI than
non-IDF-MetS subjects when diagnosed using either WC or ABSI
(Fig. 1B, E). The same results were observed in men and women.

Baseline clinical and biochemical characteristics in subjects
with or without renal function decline during 4-year study
period
In this analysis, 395 (7.3%) subjects with eGFR lower than 60mL/
min/1.73 m2 at baseline were excluded out of 5,438 total
participants. And then, 474 (8.7%) developed the new-onset renal
function decline during the 4-year study period. We then
investigated the baseline characteristics between subjects with
and those without new-onset renal function decline (Table S1).
The group with renal function decline had significantly higher
male ratio, age, ABSI, BP and CAVI; and lower HLD-C, LDL-C and
eGFR compared to the group without renal function decline. There
were no significant differences in current smoking rate, WC, BMI,
FPG, and TG between the two groups. HDL-C, LDL-C and eGFR
were rather low in subjects who developed renal function decline.Ta

bl
e
1.

co
n
ti
n
u
ed

V
ar
ia
b
le
s

To
ta
l

Ja
p
an

es
e
W
C
-M

et
S

Ja
p
an

es
e
A
B
SI
-M

et
S

N
o

Y
es

N
o

Y
es

N
C
EP

A
TP

III
W
C
-M

et
S
(%

)
22

2
(4
.1
)

15
0
(2
.9
)

72
(2
5.
6)

†
13

6
(2
.7
)

86
(2
0.
6)

†

N
C
EP

A
TP

III
A
B
SI
-M

et
S
(%

)
61

4
(1
1.
3)

39
4
(7
.6
)

73
(2
6.
0)

†
22

7
(4
.5
)

24
0
(5
7.
6)

†

D
at
a
ar
e
p
re
se
n
te
d
as

m
ed

ia
n
(IQ

R
).
*p

<
0.
00

1,
M
an

n
–
W
h
it
n
ey

U
te
st

an
d
†
p
<
0.
05

,F
is
h
er
’s
ex
ac
t
te
st
,c

o
m
p
ar
ed

to
su
b
je
ct
s
w
it
h
o
u
t
M
et
S.

BM
I
b
o
d
y
m
as
s
in
d
ex
,W

C
w
ei
g
h
t
ci
rc
u
m
fe
re
n
ce
,A

BS
I
a
b
o
d
y
sh
ap

e
in
d
ex
,
SB
P
sy
st
o
lic

b
lo
o
d
p
re
ss
u
re
,D

BP
d
ia
st
o
lic

b
lo
o
d
p
re
ss
u
re
,C

A
VI

ca
rd
io
-a
n
kl
e
va
sc
u
la
r
in
d
ex
,
FP
G
fa
st
in
g
p
la
sm

a
g
lu
co

se
,L
D
L-
C
lo
w
-

d
en

si
ty

lip
o
p
ro
te
in
-c
h
o
le
st
er
o
l,
H
D
L-
C
h
ig
h
-d
en

si
ty

lip
o
p
ro
te
in
-c
h
o
le
st
er
o
l,
TG

tr
ig
ly
ce
ri
d
e,

eG
FR

es
ti
m
at
ed

g
lo
m
er
u
la
r
fi
lt
ra
ti
o
n
ra
te
,W

C-
M
et
S
co

n
ve
n
ti
o
n
al

m
et
ab

o
lic

sy
n
d
ro
m
e
(M

et
S)

d
ia
g
n
o
se
d
u
si
n
g
w
ai
st

ci
rc
u
m
fe
re
n
ce

(W
C
),
A
BS
I-M

et
S
M
et
S
d
ia
g
n
o
se
d
u
si
n
g
a
b
o
d
y
sh
ap

e
in
d
ex

(A
B
SI
)
in
st
ea
d
o
f
W
C
;J
ap

an
es
e,

cr
it
er
ia

d
ev
el
o
p
ed

b
y
th
e
Ja
p
an

es
e
C
o
m
m
it
te
e
fo
r
th
e
D
ia
g
n
o
st
ic

C
ri
te
ri
a
o
f
M
et
S,

ID
F
In
te
rn
at
io
n
al

D
ia
b
et
es

Fe
d
er
at
io
n
,
N
CE

P-
A
TP
III

N
at
io
n
al

C
h
o
le
st
er
o
l
Ed

u
ca
ti
o
n
Pr
o
g
ra
m

A
d
u
lt
Tr
ea
tm

en
t
Pa

n
el

III
,I
Q
R
in
te
rq
u
ar
ti
le

ra
n
g
e.

D. Nagayama et al.

567

International Journal of Obesity (2022) 46:564 – 573



When diagnosed with Japanese or NCEP-ATPIII criteria, the
prevalence of ABSI-MetS was markedly higher in the group with
renal function decline than in the group without renal function
decline, while there was no difference in the prevalence of WC-
MetS between two groups. On the other hand, when diagnosed
with IDF criteria, the prevalence of both WC-MetS and ABSI- Mets
was significantly higher in the group with renal function decline
compared to the group without renal function decline.

Kaplan–Meier curves for renal function decline in MetS and
non-MetS subjects diagnosed by different MetS criteria using
WC or ABSI
Kaplan–Meier survival analyses for the new-onset renal function
decline when MetS was diagnosed by various criteria are shown in
Fig. 2. The survival rates and 95% CIs were described in Table S2.
When using ABSI in MetS diagnosis, the cumulative rate of

renal function decline occurring over 4 years was significantly
higher in ABSI-MetS subjects than in non- ABSI-MetS subjects
diagnosed by Japanese, IDF and NCEP-ATPIII criteria (Fig.
2D–F). On the other hand, when using WC in MetS diagnosis,
the cumulative rates of renal function decline were comparable
in WC-MetS and non-WC-MetS subjects diagnosed by Japanese
and NCEP-ATPIII criteria (Fig. 2A, C), although the rate of renal
function decline was significantly higher in IDF WC-MetS

subjects than in non-IDF WC-MetS subjects (Fig. 2B), similar
to the result of IDF ABSI-MetS (Fig. 2E).
As mentioned earlier, the cut-off value of ABSI in predicting

high CAVI adopted in this study was 0.080, regardless of gender.
On the other hand, the cut-off value of baseline ABSI in predicting
renal function decline newly occurring during the 4-year study
period observed in this study (474 out of 5,438 total participants,
8.7%) was 0.079 as estimated by Youden index on ROC curve
analysis (AUC= 0.584, p < 0.001).

Cox-proportional hazards models for the association of the
new-onset renal function decline with Japanese MetS and
clinical variables
Next, the contribution of WC-MetS and ABSI-MetS diagnosed by
Japanese criteria to the new-onset renal function decline was
examined using Cox-proportional hazards analyses (Table 2). Since
aging, high CAVI, proteinuria and therapeutic intervention for
metabolic disorders are generally the main factors influencing
renal function, they were also used as confounders in the analyses.
Age (every 1 year) was included in the Cox model as a stratifying
variable.
Japanese ABSI-MetS was an independent contributor to the

new-onset renal function decline (Model 2), whereas Japanese
WC-MetS was not (Model 1). In both models, aging, male gender,

Fig. 1 Comparison of age-adjusted CAVI in MetS (+) vs. MetS (-) diagnosed by various MetS criteria using WC or ABSI. MetS was
diagnosed by (A) Japanese, (B) IDF and (C) NCEP-ATPIII criteria using WC, and also diagnosed by (D) Japanese, (E) IDF and (F) NCEP-ATPIII
criteria using ABSI instead of WC. Data are presented as mean ± standard deviation and analyzed by One way analysis of covariance with the
covariate set to age followed by Bonferroni multiple comparison tests. CAVI cardio-ankle vascular index, WC-MetS conventional metabolic
syndrome (MetS) diagnosed using waist circumference (WC); ABSI-MetS MetS diagnosed using a body shape index (ABSI) instead of WC;
Japanese, criteria developed by the Japanese Committee for the Diagnostic Criteria of MetS, IDF International Diabetes Federation, NCEP-
ATPIII National Cholesterol Education Program Adult Treatment Panel III.
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high CAVI and treatment of hypertension were also the
contributors, but proteinuria, and treatment of diabetes and
dyslipidemia were not.

Hazard ratios (95% confidence intervals) for the association of
the new-onset renal function decline with MetS defined by
three types of definitions
Finally, we performed Cox-proportional hazards analyses by
gender to examine the contribution of three different definitions
of MetS associated with new-onset renal function decline (Table
3). ABSI-MetS was associated with an increase in CAVI as shown in
Fig. 1. On the other hand, as shown in Table 2, high CAVI
contributed to the new-onset renal function decline indepen-
dently of Japanese ABSI-MetS. Therefore, we also investigated
whether the contribution of each MetS to renal function decline
varied according to the presence or absence of high CAVI. The 1st
analysis did not include high CAVI as a confounder, but the 2nd
analysis included. Furthermore, as in Table 2, proteinuria, receiving
treatments for diabetes, hypertension and dyslipidemia were used
as confounders.
The results showed that Japanese ABSI-MetS independently

contributed to the new-onset renal function decline in both
genders with and without high CAVI, whereas most MetS
diagnosed by other criteria did not contribute. IDF ABSI-MetS in
male also contributed to the new-onset renal function decline in
the 1st analysis, but the contribution disappeared after adjust-
ment by high CAVI in the 2nd analysis.

DISCUSSION
This retrospective cohort study conducted in real-world Japanese
population verified whether there is a difference between using
conventional WC and replacing WC with ABSI in three difference
sets of MetS diagnostic criteria in predicting the degree of
systemic arterial stiffness and the new-onset renal function
decline.
Compared to WC-MetS, ABSI-MetS was strongly associated with

increased CAVI in both genders. Additionally, subjects in whom
renal function decline occurred during the 4-year study period
had higher prevalence of ABSI-MetS at baseline compared to
those without renal function decline. Kaplan-Meier analyses
revealed almost no difference in the rate of renal function decline
between subjects with and those without WC-MetS when
diagnosed by Japanese and NCEP-ATPIII criteria, whereas sig-
nificantly increased rates of renal function decline were observed
in subjects with ABSI-MetS compared to those without when
diagnosed by all three sets of criteria. In Cox-proportional hazards
analyses, aging, male gender, high CAVI, hypertension treatment
and Japanese ABSI-MetS, but not WC-MetS, were independent
contributors to the new-onset renal function decline. IDF ABSI-
MetS also showed the contribution to the new-onset renal
function decline, if high CAVI is not included as a confounder in
the Cox-proportional hazards analysis in male. The strength of this
study is to demonstrate that replacing WC with ABSI in MetS
diagnosis more efficiently predicts people at risk of occurring renal
function decline in large-scale health screening.

Fig. 2 Kaplan-Meier curves for the rate of renal function decline in MetS (+) and MetS (–) diagnosed by various MetS criteria using WC or
ABSI. MetS was diagnosed by (A) Japanese, (B) IDF and (C) NCEP-ATPIII criteria using WC, and also diagnosed by (D) Japanese, (E) IDF and (F)
NCEP-ATPIII criteria using ABSI instead of WC. WC-MetS, conventional metabolic syndrome (MetS) diagnosed using waist circumference (WC);
ABSI-MetS, MetS diagnosed using a body shape index (ABSI) instead of WC; Japanese, criteria developed by the Japanese Committee for the
Diagnostic Criteria of MetS; IDF International Diabetes Federation, NCEP-ATPIII National Cholesterol Education Program Adult Treatment
Panel III.
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Cardio-ankle vascular index (CAVI) is known to reflect the
stiffness of the arterial tree from the origin of the aorta to the
ankle, independent of BP at the time of measurement [29, 31], and
has been reported to be associated positively with a number of
CVD risks [36, 37], severity of CVD [30], and future CVD events [38].
Furthermore, CAVI was not only associated with renal function in
cross-sectional studies [39], but also predicted renal function
decline in retrospective cohort studies [40, 41]. Likewise, high CAVI
predicted the new-onset renal function decline also in the present
study. High CAVI reflects not only organic lesion of the macro
vessel, but also microcirculatory disorders induced by inflamma-
tion and oxidative stress [31, 40]. Accordingly, vascular ageing,
indicated by high CAVI, may lead to future renal function decline
via damage in the microvasculature. On the other hand, we have
reported that BMI is inversely related to CAVI [14], even though
elevated BMI contributes to the development of obesity-related
metabolic disorders. Considering that high CAVI correlates
positively with abdominal obesity index [16] and that visceral fat
reduction is directly related to reduced CAVI [42], the validity of
using BMI and BMI-dependent abdominal obesity indices to
accurately reflect body composition that leads to vascular toxicity
is questionable. Accordingly, a suitable abdominal obesity index
for use in MetS diagnosis should reflect vascular toxicity due to
visceral fat accumulation, and should be independent of BMI. ABSI
seems to be an appropriate index that fulfills these requirements
[16]. The finding of the present study that ABSI-MetS predicts the
new-onset renal function decline may support the appropriate-
ness of ABSI as an index of abdominal obesity. However, we
conveniently adopted the cut-off value of ABSI based on the
results of ROC analysis for high CAVI using cross-sectional data.
Further investigation is needed to determine the appropriate cut-
off value of ABSI to predict CVD morbidity and mortality.
In the Japanese MetS criteria, as mentioned earlier, high WC was

≥85 cm in men, and ≥90 cm in women [32], and these are
Japanese limited cut-offs corresponding to visceral fat area (VFA)
of 100 cm2 measured by CT [43]. It is often pointed out that these
cut-offs of WC deviate from non-Japanese MetS criteria. Since WC
is epidemiologically nearly identical to BMI and does not
necessarily reflect VFA, it may not be appropriate to calculate its
cut-off from the regression line between VFA and WC. On the
other hand, the extent to which ABSI of 0.080 is associated with
VFA awaits further verification.
In this study, ABSI-MetS was associated with increased CAVI,

and the adjustment for high CAVI in the Cox-proportional
hazards analysis weaken the contribution of IDF ABSI-MetS to
the new-onset renal function decline (2nd analysis in Table 3).
These findings are consistent with the fact that high ABSI is
related to high CAVI [16]. On the other hand, ABSI-MetS and
high CAVI contributed independently to the new-onset renal
function decline (Table 2), indicating that CAVI may also be
affected by factors other than abdominal obesity-related
metabolic disorders [31]. Meanwhile, why might high ABSI
and high CAVI simultaneously contribute to renal function
decline? One reason may be that abdominal obesity, which
induces arterial stiffening indicated by increased CAVI, may
also be involved in renal function decline via obesity-related
glomerulopathy (ORG). It has been reported that obesity is not
only the underlying pathology of metabolic disorders, but also
an independent risk of ESRD even after adjustment for
atherosclerotic risk factors [43]. ORG is defined pathologically
as glomerulomegaly with focal segmental glomerulosclerosis
[44], and the severity depends on body fat accumulation [45].
In patients with ORG, various extra- and intra-renal pathophy-
siologies are involved in the progression of CKD [46] for the
reasons given below. First, pro-inflammatory adipocytokines
derived from extra-renal visceral adipose tissue contribute to
the pathogenesis of ORG [47]. Second, the role of intra-renal
adipose tissue in MetS patients has also been reported [48]. AnTa
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increase in ectopic adipose tissue in the renal sinuses can alter
physical forces by restricting the outflow of blood and lymph
fluid from the kidneys, which may promote sodium reabsorp-
tion and focal arteriosclerosis [49]. Considering that ABSI
reflects so-called “obesity-related” metabolic disorders regard-
less of obesity [24], it is possible that ABSI-MetS predicted ORG
even in the present study population, which mainly included
non-overweight individuals.
The reason why NCEP-ATP III ABSI-MetS did not independently

contribute to the new-onset renal function decline in both men
and women is unclear (Table 3). However, this result may suggest
the superiority of treating hypertriglyceridemia and low-HDL
cholesterol as a single risk factor, in addition to the significance to
recognize abdominal obesity as an essential requirement for MetS
diagnosis.
Sato et al. previously reported the predictability of ABSI for all-

cause mortality in Japanese population [50]. In the result, ABSI
could be applied to predict all-cause mortality in men, but it
shows only weak association with all-cause mortality in women,
especially in the presence of chronic kidney disease (CKD).
Furthermore, the predictability of ABSI for all-cause mortality in
men was independent of the presence or absence of CKD. To
begin with, there was little difference in ABSI between those
with and without CKD in both genders. These findings do not
seem to be consistent with our results showing that increased
ABSI impairs renal function. However, ABSI may have better
predictability for mortality and morbidity in Caucasians than in
Asians [50]. Whether or not the risk of all-cause mortality
enhanced by ABSI is partially mediated by renal function decline
in the Japanese population awaits further investigation [51].
The risks of progression to kidney failure associated with a given

level of eGFR are independently increased in patients with higher
levels of proteinuria [52]. However, proteinuria was not extracted
as a contributor to the new-onset renal function decline in this
study. In addition, at baseline, subjects with ABSI-MetS did not
necessarily have a higher prevalence of proteinuria. High specific
gravity and hematuria may lead to false positives for proteinuria
by urinalysis [53]. In addition to the low prevalence of impaired
glucose tolerance, which is the main cause of proteinuria, the fact
that the subjects were fasting for more than 12 hours and that
many of them were premenopausal women may have influenced
the results of urinalysis.
One limitation of this study is that our findings may not be

generalized to other ethnic groups. Further research is needed to
address this issue and to confirm whether therapeutic approaches
to reduce ABSI decrease the risk of developing ESRD and CVD.

CONCLUSION
Replacing WC with ABSI in MetS diagnostic criteria may more
efficiently predict people at risk of renal function decline and
arterial stiffening. Further studies are needed to confirm whether
diagnosis of MetS using ABSI also predicts CVD morbidity and
mortality.
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