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ABSTRACT
Background: Whether soy intake is associated with a decreased
risk of cardiovascular disease (CVD) remains unclear. A traditional
Japanese soy food, natto, contains a potent fibrinolytic enzyme.
However, its relation to CVD has not been studied.
Objective: We aimed to examine the association of CVD mortality
with the intake of natto, soy protein, and soy isoflavones in a
population-based cohort study in Japan.
Design: The study included 13,355 male and 15,724 female Takayama
Study participants aged $35 y. At recruitment in 1992, each subject
was administered a validated semiquantitative food-frequency ques-
tionnaire. Deaths from CVD were ascertained over 16 y.
Results: A total of 1678 deaths from CVD including 677 stroke and
308 ischemic heart disease occurred during follow-up. The highest
quartile of natto intake compared with the lowest intake was signif-
icantly associated with a decreased risk of mortality from total CVD
after control for covariates: the HR was 0.75 (95% CI: 0.64, 0.88,
P-trend = 0.0004). There were no significant associations between the
risk of mortality from total CVD and intakes of total soy protein, total
soy isoflavone, and soy protein or soy isoflavone from soy foods other
than natto. The highest quartiles of total soy protein and natto intakes
were significantly associated with a decreased risk of mortality from
total stroke (HR = 0.75, 95% CI: 0.57, 0.99, P-trend = 0.03 and
HR = 0.68, 95% CI: 0.52, 0.88, P-trend = 0.0004, respectively).
The highest quartile of natto intake was also significantly associated
with a decreased risk of mortality from ischemic stroke (HR = 0.67,
95% CI:0.47, 0.95, P-trend = 0.03).
Conclusion: Data suggest that natto intake may contribute to the
reduction of CVD mortality. Am J Clin Nutr 2017;105:426–31.
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INTRODUCTION

It has been hypothesized that high consumption of soy has a
preventive effect against cardiovascular disease (CVD)4. Several
prospective studies have assessed the association between soy
intake and the risk of CVD (1–9). The current evidence between
soy intake and the risk of CVD remains inconsistent. High soy
intake was associated with a lower risk of ischemic heart disease
(IHD) or stroke in some studies (2, 4) but not others (1, 3, 5–9).

As constituents of soy that may contribute to a lower risk of
CVD, soy protein and isoflavones have received attention be-
cause of their beneficial effects on CVD risk factors such as lipid
profiles (10), arterial stiffness (11), blood pressure (12), and
endothelial functions (13). One popular traditional soy food in
Japan is natto, soybeans fermented with Bacillus subtilis. Nat-
tokinase is an enzyme contained in the extracts of natto that can
dissolve thrombi and fibrin (14). Its extensive thrombolytic ef-
ficacy has been shown in laboratory studies; nattokinase hadw4
times stronger antithrombolic activity than did plasmin (15).
Intravascular thrombus formation causes a variety of CVDs (16).
Therefore, the intake of natto may have protective effects
against CVD. However, no epidemiologic studies have ad-
dressed the association between natto intake and CVD. In
general, food items listed on questionnaires tend to reflect a
combination of certain foods of similar composition (e.g., soy
foods), which may have precluded the estimation of natto intake,
even in studies in Japanese subjects. In the present study, we ex-
amined the association of natto intake and the risk of mortality
from CVD in a community-based cohort in Japan (the Takayama
Study). We also assessed the association of the intake of total soy
and soy foods other than natto with the risk of mortality from CVD.

METHODS

Study population

Study subjects were participants in the Takayama Study, the
investigation of the roles of diet and other lifestyle factors in
etiologies of cancer and other chronic diseases (17). The
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Takayama Study began in 1992, when 31,552 residents of
Takayama City, Gifu, aged $35 y responded to a health ques-
tionnaire. The questionnaire included questions on sociodemo-
graphic factors, diet, smoking, physical activity, and medical
and reproductive histories. Physical activity was assessed by
asking the mean hours per week spent performing various kinds
of activities during the past year. The time per week spent at
each intensity of activity was multiplied by its correspondent
energy expenditure requirements, expressed as a metabolic equiv-
alent, and summed up to yield a score (metabolic equivalent task
hours per week). The details, including its validity, are described
elsewhere (18). The participation rate was 85.3%. The present
study included 29,079 subjects (13,355 men and 15,724 women)
with no history of cancer, stroke, or IHD. The details of the study
design and subjects have been described previously (17).

Dietary assessment

Diet, including alcohol intake, was assessed with a 169-item
semiquantitative food-frequency questionnaire (FFQ) at baseline.
Participants answered how often, on average, they had consumed
each of the food and dish items listed and what the usual serving
size of each item was during the year before the study. The FFQ
included 9 common soy food items: tofu, miso, soybeans, natto,
soy milk, dried tofu, deep-fried tofu, fried tofu, and fried tofu
with minced vegetables and/or seaweed. These items and some
other dishes that included soy were taken into account to obtain
total soy food intake estimates. Natto intake was expressed as a
gram amount (the corresponding values in terms of soy protein
and soy isoflavones are shown). Total soy food intake and the
intake of soy foods other than natto were expressed in terms of
soy protein and soy isoflavones. We used data on isoflavone con-
centrations in soy foods summarized by Wakai et al. (19). Protein
values in the soy foods and nutrient values in any foods were
obtained from the Japanese Standard Tables of Food Composition,
fifth revised and enlarged edition, published by the Science and
Technology Agency of Japan (20). Fatty acid composition was
determined with the use of data published by Sasaki et al. (21).
Details of the method of calculating nutrient intake from the FFQ
and its reliability and validity were previously described (22, 23).
For example, the Spearman correlation coefficients between the
FFQ and 12 daily diet records kept over a 1-y period for soy
isoflavone intake were 0.75 in men and 0.62 in women.

Follow-up and endpoints

Deaths and their causes occurring in this cohort between
baseline (1 September 1 1992) and 1 October 2008 were con-
firmed from death certificates provided by the Legal Affairs
Bureau. The causes of deaths were coded according to the In-
ternational Classification of Diseases (ICD). The study endpoint
was deaths from CVD (ICD-10: I00–I99). We also studied deaths
from IHD (ICD-9 codes 410–414 and ICD-10 codes I20–I25),
total stroke (ICD-9 codes 430–438 and ICD-10 codes I60-I69),
ischemic stroke (ICD-9 codes 434 and ICD-10 codes I63 and
I69.3), and hemorrhagic (subarachnoid hemorrhage and cerebral
hemorrhage) stroke (ICD-9 codes 430 and 431 and ICD-10
codes I60, 161, I69.0, and I69.1) separately. Information con-
cerning subjects who moved away from Takayama City during
the course of the study was obtained from residential registers or

family registers. During the study period, 1912 individuals (6.1%)
moved out of Takayama City. The date of emigration was un-
known for 104 subjects (0.8%). They were censored at the latest
date when they were known to reside in the city. This study was
approved by the ethical board of the Gifu University Graduate
School of Medicine.

Statistical analyses

We calculated person-years from the date of response to
baseline questionnaire to the date of death, the date of emigration
out of Takayama, or the end of the follow-up (1 October 2008),
whichever was sooner. All foods and nutrients were energy-
adjusted by the residual method proposed by Willett (24).
Study subjects were divided into quartiles according to their
dietary intake of natto, total soy protein and soy isoflavones, and
soy protein and soy isoflavones from soy foods other than natto.
The characteristics of the study subjects according to natto intake
were assessed by linear regression analysis for continuous var-
iables and the Cochran-Armitage test for categorical variables.
Proportional hazard regression methods were used to examine the
association of natto and other soy variables with total CVD and
specific cardiovascular outcomes. The lowest quartile was used as
the reference. Linear trend tests for the associations were based
on median values for each quartile, and this variable was included
in the models as a continuous variable. Covariates included in the
multivariate models were age, sex, marital status (married or not
married), level of education (#11, 12–14, or $15 y), BMI (by
quintile), height (by quintile), smoking status (never, former,
current with #30 y of smoking, or current with .30 y of
smoking), physical activity score, alcohol consumption (by
quartile), history of diabetes and hypertension (yes or no), and
dietary factors including energy and intake of SFAs, PUFAs,
salt, vegetables, and fruit. Multiple imputation by fully condi-
tional specification methods (25) was used to deal with missing
data for marital status, level of education, BMI, height, and
smoking status. The imputation process was repeated 5 times.
All statistical analyses were performed with the use of SAS
software, version 9.4. Significance was defined as a 2-sided
P , 0.05.

RESULTS

Baseline characteristics of the study population according to
quartile of energy-adjusted natto intake are presented in Table 1.
The prevalence of hypertension, marriage, longer years of ed-
ucation, and never smokers increased with increasing quartiles
of natto intake. Lower height, physical activity, and intake of
total energy, saturated fat, fruit, and alcohol were associated
with a greater intake of natto.

During the 16 y of follow-up, there were 1678 CVD deaths,
including 677 stroke and 308 IHD deaths. The highest quartile
of natto intake was significantly associated with a decreased risk
of mortality from CVD compared with the lowest quartile of
intake after controlling for covariates (Table 2). The trend was
also statistically significant (P = 0.0004). There were no sig-
nificant associations between the risk of mortality from total
CVD and intake of total soy protein, total soy isoflavone, and
soy protein or soy isoflavone from soy foods other than natto.
Additional adjustment for green tea intake did not alter the results
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substantially; e.g., the HR for the highest compared with the
lowest quartile of natto intake was 0.76 (95% CI: 0.64, 0.89;
P-trend = 0.0008).

Deaths from stroke and IHD were considered separately in
Table 3. The highest quartiles of total soy protein and natto
intake compared with the lowest quartiles of intake were sig-
nificantly associated with a decreased risk of mortality from
total stroke. The highest quartile of natto intake was also sig-
nificantly associated with a decreased risk of mortality from
ischemic stroke. The highest quartile of total soy protein intake
was marginally significantly associated with a decreased risk of
mortality from hemorrhagic stroke, and the trend was significant
(P-trend = 0.01).The trends for decreasing risk of mortality from
IHDwith increasing intake of natto and soy protein from soy foods
other than natto were also statistically significant (P-trend = 0.04).
The intake of total soy isoflavone or soy isoflavone from soy
foods other than natto was not significantly associated with out-
comes (data not shown). Additional adjustment for green tea in-
take did not alter the results substantially; e.g., the HRs of total
stroke mortality for the highest compared with the lowest
quartile of total soy protein and natto intake were 0.75 (95% CI:
0.56, 0.99; P-trend = 0.03) and 0.69 (95% CI: 0.53, 0.90;
P-trend = 0.006), respectively. The association of natto intake
with total stroke mortality remained significant after additional
adjustment with total soy protein intake (as a continuous vari-
able); the HR for the highest compared with the lowest quartile
of natto intake was 0.69 (95% CI: 0.53, 0.92; P-trend = 0.006).

Exclusion of deaths during the first 4 y as a sensitivity analysis
did not alter the results substantially; the HRs for total CVD, total
stroke, and IHD mortality for the highest compared with the
lowest quartile of natto intake were 0.75 (95% CI: 0.62, 0.89;
P-trend = 0.004), 0.72 (95% CI: 0.54, 0.95; P-trend = 0.04), and
0.64 (95% CI: 0.42, 0.98; P-trend = 0.03) respectively. The
exclusion of subjects in the bottom 12.5% of natto intake
also did not alter the results substantially; the HRs for total
CVD, total stroke, and IHD mortality for the highest com-
pared with the lowest quartile of natto intake were 0.80 (95%
CI: 0.67, 0.97; P-trend = 0.008), 0.84 (95% CI: 0.62, 1.14;
P-trend = 0.10), and 0.61 (95% CI: 0.40, 0.92; P-trend = 0.01),
respectively.

DISCUSSION

In this prospective study, we found that high natto intake was
associated with a decreased risk of mortality from total CVD.
High intake of natto also was associated with a decreased risk of
mortality from stroke, especially ischemic stroke, and a trend
for a decreased risk of mortality from IHD. In laboratory studies,
nattokinase has been demonstrated to be a promising enzyme for
reducing thrombosis (14, 15). Human studies have been limited;
however, studies have shown that nattokinase supplementation
enhances markers of fibrinolysis and anticoagulation or decreases
blood pressure in human subjects (26–28). These biological
mechanisms may partially explain our findings. Nonetheless,

TABLE 1

Baseline characteristics of Japanese men and women according to quartiles of natto intake1

Basic characteristics Quartile 1 Quartile 2 Quartile 3 Quartile 4 P-trend

Subjects, n 7270 7270 7270 7269

Median intake,2 mg/d 0 1.4 2.7 7.3

Age, y 53.2 6 11.8 55.3 6 13.2 55.9 6 13.5 53.8 6 11.8 0.20

Female 37.4 56.3 64.9 57.7 ,0.0001

Married 86.5 82.0 78.9 83.4 0.03

Years of education

#11 61.9 63.5 63.5 59.2

12–14 29.6 29.4 29.1 32.0

$15 8.5 7.1 7.5 8.9 0.005

Smoking

Never 39.7 52.1 58.4 54.0

Former 17.4 14.7 13.5 17.5

Current 42.9 33.2 28.1 28.6 ,0.0001

History of hypertension 16.3 18.2 18.9 18.9 0.0007

History of diabetes 4.0 3.8 4.5 4.5 0.06

Height, cm 160.3 6 9.0 157.2 6 9.0 156.0 6 9.1 158.1 6 8.8 ,0.0001

BMI, kg/m2 22.4 6 2.8 22.1 6 2.9 22.0 6 2.9 22.3 6 2.8 0.25

Exercise, MET-h/wk 26.9 6 40.8 20.7 6 33.0 19.8 6 32.1 23.1 6 36.2 0.0005

Alcohol intake, mg/d 35.4 6 43.4 19.5 6 30.2 16.1 6 27.6 22.9 6 34.2 ,0.0001

Dietary intake

Total energy, kcal/d 2990 6 801 2102 6 576 1900 6 727 2436 6 891 ,0.0001

Saturated fat, g/d 15.6 6 6.5 16.0 6 4.4 16.7 6 4.0 16.9 6 5.0 ,0.0001

Polyunsaturated fat, g/d 13.9 6 4.7 14.4 6 3.2 14.9 6 2.9 15.9 6 3.9 ,0.0001

Vegetables, g/d 356 6 274 369 6 177 389 6 167 423 6 227 ,0.0001

Fruit, g/d 121 6 161 125 6 99 133 6 90 134 6 118 0.0001

Salts, g/d 12.9 6 4.4 13.2 6 3.2 13.6 6 2.8 14.5 6 3.6 ,0.0001

1Values are means 6 SDs or percentages, unless otherwise indicated, n = 29,079. Dietary values are energy-adjusted.

Missing: marital status, n = 384; years of education, n = 408; smoking status, n = 2020; BMI, n = 1641. P values are based

on linear regression analysis for continuous variables and the Cochran-Armitage test for categorical variables. MET-h,

metabolic equivalent task hour.
2 Adjusted for total energy.
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the present study did not aim to identify the components of
natto that could be implicated in CVD mortality. Similarly, we
expressed soy intake in terms of protein and isoflavones, but
could not distinguish the influence of soy protein and soy
isoflavones on CVD mortality. We observed that an increased
intake of total soy protein was associated with a decreased risk
of mortality from hemorrhagic stroke. The trend for decreased
risk of IHD was also significant for the intake of soy protein
from soy foods other than natto. Therefore, we should not
conclude that the potential benefits of soy for reducing CVD
mortality should be ascribed solely to natto. In addition, the
measurement error for estimating natto intake should be less
than that for estimating the sum of protein or isoflavones from
various soy foods, which may have favored the detection of a
significant association for natto.

So far, to our knowledge, 9 prospective cohort studies [7 in
Asian populations (1, 2, 4, 6–9) and 2 in Western populations (3,
5)] have examined the association between soy intake and CVD.
Three studies were conducted in Japanese populations (1, 4, 9).
In one study, a high intake of total soy and soy isoflavones was
associated with a decreased risk of stroke and IHD in women,
but not in men (4). Another study was our previous study with
7 y of follow-up that focused on total soy intake (amount in
grams of all soy products) and total CVD mortality (1). The
results did not differ greatly from the present updated results for
total soy protein. The remaining Japanese study reported no
association between the frequency of soy product intake and
CVD mortality in men and women (9). The inconsistent results

in the Japanese studies may be explained partially by the dif-
ference in consumption levels of natto across the studies.
However, such information was not provided in each study. A
high intake of total soy protein was significant associated with a
decreased risk of IHD and an increased risk of ischemic stroke
in Chinese women (2, 8); however, a recent larger study in
Chinese men and women observed no associations between the
intake of soy protein or soy isoflavones and CVD, IHD, and
stroke mortality (7). It is possible that the benefit of soy for
cardiovascular health may be small because of low consumption
of natto in Chinese individuals. However, for the consistent re-
sults, analyses not only on total soy protein or isoflavone but
also on specific soy foods may be advantageous. Two studies
in a Western population did not observe a significant association
with CVD (3, 5).

To our knowledge, our study is the first one to prospectively
assess the relation between natto intake and CVD mortality.
Other strengths of the present study include a good participation
rate, representation of the general population, and long follow-up.
Several limitations should be considered. Our questionnaire was
designed to measure an individual’s relative intake of nutrients,
rather than absolute values. Although we presented the median
values of soy protein, soy isoflavones, and natto intake, the
absolute values may have been overestimated by our question-
naire. Diet and physical activity were only assessed at baseline,
which meant that it was not possible to investigate changes in
these factors over time. It is likely that patients on warfarin
treatment are prohibited from eating natto because of the high

TABLE 2

HRs (95% CIs) for total cardiovascular disease mortality by quartile of intake of soy protein, soy isoflavones, and natto in Japanese men and women

Quartile 1 Quartile 2 Quartile 3 Quartile 4 P-trend

Subjects, n 7270 7270 7270 7269

Total soy protein

Median,1 g/d 6.0 9.7 13.2 19.0

Cases, n 292 393 500 493

Age-adjusted HR 1.0 0.96 (0.83, 1.12) 1.01 (0.87, 1.16) 0.89 (0.77, 1.03) 0.12

Multivariate HR2 1.0 0.96 (0.81, 1.11) 0.99 (0.84, 1.16) 0.87 (0.73, 1.04) 0.13

Total soy isoflavones

Median,1 mg/d 20.8 33.7 45.3 65.6

Cases, n 255 417 486 520

Age-adjusted HR 1.0 1.08 (0.92, 1.27) 1.01 (0.87, 1.18) 0.96 (0.83, 1.12) 0.23

Multivariate HR2 1.0 1.02 (0.87, 1.21) 0.96 (0.81, 1.14) 0.91 (0.75, 1.09) 0.15

Natto

Median,1 g/d 0 1.4 2.7 7.3

Cases, n 362 470 549 297

Age-adjusted HR 1.0 1.01 (0.88, 1.17) 1.16 (1.01, 1.33) 0.84 (0.72, 0.98) 0.01

Multivariate HR2 1.0 0.90 (0.77, 1.05) 0.97 (0.82, 1.14) 0.75 (0.64, 0.88) 0.0004

Soy protein from soy foods other than natto

Median,1 g/d 5.7 9.2 12.6 18.1

Cases, n 288 392 499 499

Age-adjusted HR 1.0 0.93 (0.80, 1.08) 1.00 (0.87, 1.16) 0.88 (0.76, 1.02) 0.11

Multivariate HR2 1.0 0.93 (0.79, 1.08) 1.00 (0.85, 1.17) 0.86 (0.72, 1.03) 0.13

Soy isoflavones from soy foods other than natto

Median,1 g/d 19.4 31.5 42.6 62.1

Cases, n 254 409 478 539

Age-adjusted HR 1.0 1.03 (0.87, 1.21) 0.96 (0.81, 1.13) 0.94 (0.78, 1.13) 0.33

Multivariate HR2 1.0 1.03 (0.87, 1.22) 0.96 (0.81, 1.14) 0.94 (0.76, 1.14) 0.35

1Adjusted for total energy.
2 Adjusted for age, sex, total energy, BMI, physical activity, smoking status, education, marital status, history of diabetes and hypertension, and intakes of

saturated fat, polyunsaturated fat, salt, vegetables, and fruit.
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concentration of vitamin K (29); however, we could not obtain
information on warfarin use at baseline. Although patients with
stroke or IHD were excluded from analysis, we could not
identify patients with atrial fibrillation or venous thromboem-
bolism, who were also likely to be treated with warfarin at
baseline (30). Based on available prevalence data on atrial fi-
brillation (31) and pulmonary embolism (ICD-10 codes I26)
phlebitis and thrombophlebitis, portal vein thrombosis, and
other venous embolisms combined (ICD-10 codes I80-I82) in
Japan (32), the estimated numbers of these patients in our study
were 75 men and 90 women. Even the exclusion of a greater
number of subjects in the low natto intake group (the bottom
12.5%) in a sensitivity analysis did not substantially alter the
results. Therefore, it is unlikely that the observed inverse associ-
ation between natto intake and the risk of CVD mortality reflects
the effects of CVD on natto intake. The use of other drugs such as
statins or a history of digestive diseases may have affected the
absorption of soy. The use of mortality instead of incidence data
disabled us from distinguishing the effect of diet on incidence,
survival, or both. We did not have data on blood cholesterol, an
important risk factor for CVD. However, it would be at least partly
intermediate in the association between diet and CVD.

In conclusion, we found that natto intake was significantly
inversely associated with the risk of mortality from CVD in men
and women. We could not exclude the possibility that the intake
of soy foods other than natto may be inversely associated with the
risk of CVD. More studies are needed to confirm our results
concerning natto intake and to determine the association between
the intake of total soy, as well as specific soy foods, and the risk of
CVD. Although natto is mainly produced and consumed in Japan,
several preparations of nattokinase are currently marketed in the
United States as dietary supplements (33). Some other fermented
soy foods, e.g., Korean cheonggukjang (34) and Indonesian

tempeh (35), are reported to contain antithrombolic enzymes
similar to or much stronger than nattokinase. These soy-related
products also warrant further attention.
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P-trend 0.004 0.03 0.21 0.04

Soy protein from soy

foods other than natto

Q1 (n = 3339) 5.7 121 1.0 58 1.0 54 1.0 55 1.0

Q2 (n = 3339) 9.2 163 0.89 (0.69, 1.13) 81 0.86 (0.60, 1.21) 69 0.99 (0.68, 1.43) 78 1.03 (0.72, 1.47)

Q3 (n = 3339) 12.6 189 0.85 (0.66, 1.09) 120 1.05 (0.75, 1.47) 55 0.69 (0.45, 1.04) 102 1.14 (0.79, 1.63)

Q4 (n = 3338) 18.1 204 0.79 (0.59, 1.04) 134 0.98 (0.67, 1.43) 64 0.71 (0.45, 1.12) 73 0.67 (0 44, 1.03)

P-trend 0.11 0.76 0.07 0.04

1Adjusted for age, sex, total energy, BMI, physical activity, smoking status, education, marital status, history of diabetes and hypertension, and intakes of

alcohol, saturated fat, polyunsaturated fat, salt, vegetables, and fruit. Q, quartile.
2 Adjusted for total energy.

430 NAGATA ET AL.

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcn/article-abstract/105/2/426/4637490 by guest on 12 N

ovem
ber 2018



8. Yu D, Shu X-O, Li H, Yang G, Cai Q, Ji B-T, Franke AA, Gao YT,
Zheng W. Dietary isoflavones, urinary isoflavonoids, and risk of is-
chemic stroke in women. Am J Clin Nutr 2015;102:680–6.

9. Yamasaki K, Kayaba K, Ishikawa S. Soy and soy products intake, all-
cause mortality, and cause-specific mortality in Japan: the Jichi Med-
ical School Cohort Study. Asia Pac J Public Health 2015;27:531–41.

10. Anderson JW, Bush HM. Soy protein effects on serum lipoproteins:
a quality assessment and meta-analysis of randomized, controlled
studies. J Am Coll Nutr 2011;30:79–91.

11. Pase MP, Grima NA, Sarris J. The effects of dietary and nutrient in-
terventions on arterial stiffness: a systematic review. Am J Clin Nutr
2011;93:446–54.

12. Liu XX, Li SH, Chen JZ, Sun K, Wang XJ, Wang XG, Hui RT. Effect
of soy isoflavones on blood pressure: a meta-analysis of randomized
controlled trials. Nutr Metab Cardiovasc Dis 2012;22:463–70.

13. Beavers DP, Beavers KM, Miller M, Stamey J, Messina MJ. Exposure
to isoflavone-containing soy products and endothelial function:
a Bayesian meta-analysis of randomized controlled trials. Nutr Metab
Cardiovasc Dis 2012;22:182–91.

14. Sumi H, Hamada H, Tsushima H, Mihara H, Muraki H. A novel fi-
brinolytic enzyme (nattokinase) in the vegetable cheese natto; a typical and
popular soybean food in the Japanese diet. Experientia 1987;43:1110–1.

15. Fujita M, Hong K, Ito Y, Fujii R, Kariya K, Nishimuro S. Thrombolytic
effect of nattokinase on a chemically induced thrombosis model in rat.
Biol Pharm Bull 1995;18:1387–91.

16. ISTH Steering Committee for World Thrombosis Day. Thrombosis:
a major contributor to global disease burden. Thromb Res 2014;134:
931–8.

17. Shimizu H. The basic report on Takayama study. Gifu (Japan): De-
partment of Public Health, Gifu University School of Medicine; 1996.

18. Suzuki I, Kawakami N, Shimizu H. A supplementary comment “re-
liability and validity of a questionnaire for assessment of physical
activity in epidemiological studies” published in Journal of Epidemi-
ology, 1998 J Epidemiol 2002;12:54.

19. Wakai K, Egami I, Kato K, Kawamura T, Tamakoshi A, Lin Y,
Nakayama T, Wada M, Ohno Y. Dietary intake and sources of iso-
flavones among Japanese. Nutr Cancer 1999;33:139–45.

20. Council for Science and Technology; Ministry of Education, Culture,
Sports, Science and Technology, Japan. Standard tables of food com-
position in Japan. 5th revised and enlarged ed. Tokyo: Kagawa Edu-
cation Institute of Nutrition; 2008.

21. Sasaki S, Kobayashi M, Tsugane S. Development of substituted fatty
acid composition table for the use in nutritional epidemiologic studies
for Japanese populations: its methodological backgrounds and the
evaluation. J Epidemiol 1999;9:190–207.

22. Shimizu H, Ohwaki A, Kurisu Y, Takatsuka N, Ido M, Kawakami N,
Nagata C, Inaba S. Validity and reproducibility of a quantitative food
frequency questionnaire for a cohort study in Japan. Jpn J Clin Oncol
1999;29:38–44.

23. Nagata C, Takatsuka N, Kawakami N, Shimizu H. Soy product intake
and hot flushes in Japanese women: results from a community-based
prospective study. Am J Epidemiol 2001;153:790–3.

24. Willett W. Implication of total energy intake for epidemiological
analyses. In: Willett W, editor. Nutritional epidemiology. Oxford
(United Kingdom): Oxford University Press; 1990. p. 245–71.

25. Liu Y, De A. Multiple imputation by fully conditional specification for
dealing with missing data in a large epidemiologic study. Int J Stat Med
Res 2015;4:287–95.

26. Kim JY, Gum SN, Paik JK, Lim HH, Kim K-C, Ogasawara K, Inoue K,
Park S, Jang Y, Lee JH. Effects of nattokinase on blood pressure:
a randomized, controlled trial. Hypertens Res 2008;31:1583–8.

27. Hsia CH, Shen MC, Lin JS, Wen YK, Hwang KL, Chamm TM,
Yang NC. Nattokinase decreases plasma levels of fibrinogen, factor
VII, and factor VIII in human subjects. Nutr Res 2009;29:190–6.

28. Kurosawa Y, Nirengi S, Honma T, Esaki K, Ohta M, Clark JF,
Hamaoka T. A single-dose of oral nattokinase potentiatesthrombolysis
and anti-coagulation profiles. Sci Rep 2015;5:11601.

29. Schurgers LJ, Vermeer C. Determination of phylloquinone and me-
naquinones in food. Effect of food matrix on circulating vitamin K
concentrations. Haematostasis 2000;30:298–307.

30. The Japanese Circulation Society. Guidelines for management of an-
ticoagulant and antiplatelet therapy in cardiovascular disease. Circ J
2004;68(Suppl IV):1221–30.

31. Inoue H, Fujiki A, Origasa H, Ogawa S, Okumura K, Kubota I,
Aizawa Y, Yamashita T, Atarashi H, Horie M, et al. Prevalence of atrial
fibration in the general population of Japan: an analysis based on pe-
riodic health examination. Int J Cardiol 2009;137:102–7.

32. Statistics and Information Department, Minister’s Secretariat, Ministry
of Health and Welfare. Patient Survey 1996 Vol. I. Tokyo: Health,
Labour and Welfare Statistics Association; 1998.

33. Ero MP, Ng CM, Mihailovski T, Harvey NR, Lewis BH. A pilot study
on the serum pharmacokinetics of nattokinase in humans following a
single, oral, daily dose. Altern Ther Health Med 2013;19:16–9.

34. Jeong S-J, Heo K, Park JY, Lee KW, Park J-Y, Joo SH, Kim JH.
Chracterization of AprE176, a fibrinolytic enzyme from Bacillus sub-
tilis HK176. J Microbiol Biotechnol 2015;25:89–97.

35. Sugimoto S, Fujii T, Moriyama T, Johdo O, Nakamura T. The fibri-
nolytic activity of a novel protease derived from a Tempeh producing
fungus, Fusarium sp. BLB. Biosci Biotechnol Biochem 2007;71:
2184–9.

SOY AND NATTO AND CVD MORTALITY 431

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcn/article-abstract/105/2/426/4637490 by guest on 12 N

ovem
ber 2018


