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Objective: To determine the mortality rate and risk factors for death in a selected population in Songkhla
province in southern Thailand.
Material and Method: The southern subjects were part of the Thai cohort which together with the cohort from
China comprised the InterASIA survey which was conducted in the year 2000. Collected variables were the
conventional ones and included the 2 ethnic groups which are specific for southern Thailand, i.e. Malay
Muslims and Thai-Chinese Buddhists. Causes of death were determined by reviewing hospital records, verbal
autopsies and a consensus by 2-3 physicians. Kaplan Meier’s model was used to evaluate the independent
factors related to death.
Results: The follow-up was 5 years. Out of the original 1,006 subjects, the status could be examined in 86%
and of these, 50 had died giving the Kaplan Meier 5-year survival rate of 94.3%. Sixteen died from cardiovas-
cular diseases (CVD), 6 from strokes and 10 from coronary heart disease, and 15 died from cancer. Half of the
deaths occurred in subjects older than 70 years. Independent risks for death were age, hypertension and
diabetes mellitus. Risk for the major causes of death did not include ethnicity. Similar to the only existing
prospective report of risk factors for death in Thailand (the Electricity Generating Authority of Thailand
study), neither high total cholesterol, high triglyceride nor obesity were independent risks for death from
CVD, but the present study differed in that the high density lipoprotein cholesterol was not found to be a
protective factor for CVD death.
Conclusion: Risk factors for death in a five-year follow-up in Southern Thailand did not include lipids,
ethnicity or urbanization but hypertension and diabetes mellitus did.
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Cardiovascular disease (CVD) is a health
burden world wide and it has become more prominent
in the developing countries following “improved”
socioeconomic factors and the widespread adoption
of a “Westernized” life style(1-9). However, the risk
factors for CVD in developed and less well developed
countries may differ in both magnitude and specificity.
Lacking adequate data of incidences in developing

countries, one can only refer to studies on the applica-
tion of the Framingham risk function (for predicting
coronary artery disease) to appreciate the differences
in risks among races and geographical regions(10-12).
These reports showed that the risk factors were similar
but the magnitude of some of the factors and of the
events can be different among the population groups
such as the non-Caucasian American, certain European
groups and the Chinese(11,12). For example, the Chinese
cohort had less proportion of high total cholesterol
(TC) and hypertension (HT), similar prevalence of
diabetes mellitus (DM) but more of the males smoked(11).
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A report from Singapore suggested that differences in
risks among the ethnic groups were no longer found
once the evaluation was made only among those with
DM(13). For Thailand, a cohort from the Electricity
Generating Authority of Thailand (EGAT) study was
followed for 12 and 17 years(14,15), and it was found that
conventional risks (e.g. diabetes, hypertension, age
etc.) for CVD mortality were similar to other reports(10,12)

except TC and triglyceride (TG) were not found to be
independent factors despite 50% of the subjects having
TC > 225 mg/dl or TG > 160 mg/dl (approximated from
the published average TC of 5.8 mmol/l and TG of 1.8
mmol/l). However, the present cohort was well-off
economically, had easy access to health care and
lived mainly in the metropolitan area. In 2000, a cross-
sectional evaluation of risks for CVD was made in
Thailand and mainland China (InterASIA)(16,17). One of
the Thai components was from Songkhla province
representing the Southern region. These subjects were
followed for 5 years thus allowing an evaluation of
factors related to death.

Material and Method
The details of the International Collaborative

Study of Cardiovascular Disease in Asia (InterASIA)
had been reported(16,17). In Thailand, the survey was
conducted from May to October 2000 and the details
of the survey in Songkhla province are reported
together with the present study(18). In brief, the survey
involved individuals aged 35 years and over, randomly
sampled and stratified according to age group, gender
and district, whether rural or urban. Interviews regard-
ing basic socio-demographic variables included house-
hold income and ethnicity, whether Muslims of Malay
extraction or Buddhists of Thai/Chinese extraction(18).
Smoking was recorded. The conventional physical
examination included the measurements of blood
pressure, body weight, height, waist and hip circum-
ferences. Fasting venous blood samples were taken
for lipid and glucose.

The sampling districts in Songkhla province
were Klang-Na, Hat Yai city (non-slum urban); Kow-
Seng, Songkhla city (slum urban); Klong-Hoi-Khong
(developed rural); and Rhattapoom (developing rural).
The total subjects numbered 1,006. All subjects were
re-contacted by letter, telephone or in person for re-
examination. Those who had died, moved or lost were
identified. Those moved out of the district were deter-
mined from interviewing neighbors or interrogating
social registrations but their alive/dead status could
not be traced.

The likely cause of death was determined
through interviews with close relatives by trained health
personnel and if possible by 2 of the authors (PT, TY).
All related hospital records where the deceased had
attended (i.e. not only the last attendance whose
outcome resulted in death) were examined. Cause of
death was agreed by the two physicians and in case of
uncertainty, arbitration was by a third physician who
was the chief of the department of Internal Medicine of
the Medical Faculty of Prince of Songkla University,
Hatyai, Songkhla province. Coronary artery diseases
(CAD) included those with definite myocardial infarc-
tion (MI) which may also exhibit as sudden death (SD)
or acute heart failure closely following an episode of
chest pain. Cerebro-vascular diseases were all proven
by brain imaging. CVD was a combination of CAD and
cerebro-vascular disease. Heart failure was separated
out in instances where it was deemed not related to
ischemic heart (i.e. heart failure which resulted from
infective endocarditis or of unknown etiology). Cancer
was confirmed from histology or typical imaging (com-
puter tomography). Death was considered indetermi-
nate when the terminal phase could not be established
from hospital records (e.g. a subject with known DM,
poorly controlled, who had a record of having an
infected foot and then reported as having died 6 months
later without being admitted and the verbal autopsy
was not available).

Data reduction and analysis
The cut-off values for the risk factors are

described. Smokers were those currently smoking. HT
was defined as those whose systolic blood pressure at
screening > 140 mmHg or diastolic blood pressure > 90
mmHg(19), being treated or had been diagnosed by a
physician. DM had to have fasting plasma glucose
(FPG) of > 126 mg/dl(20), or was being treated or was
informed by the physician as having DM but not need-
ing pharmacologic treatment as yet. Several parameters
for obesity were used: body mass index (BMI) > 25 kg/
m2, waist hip ratio (WHR) of > 0.90 in males and > 0.85
in females and waist circumferences (WC) > 90 cm
for males and > 80 cm for females(21,22). For lipid, the
cut-off values used were TC > 200 mg/dl, TG > 150 mg/
dl, high density lipoprotein cholesterol (HDL-C) < 35
mg/dl for males and < 40 mg/dl for females and
lastly TC/HDL-C of > 5.0(23-25). Low density lipoprotein
cholesterol (LDL-C) was not calculated for the purpose
of the present study.

Significant differences in characteristics
between subjects whose vital status was known and
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those lost to follow-up utilized the unpaired t-test for
continuous data and chi-square test for categorical
data. All p-values were based on two-tailed test of
significance. The rate for death was normalized to per
thousand person-years of follow up. Age-standardized
mortality rates, for age 35-64 years were calculated with
the use of the fifteen-year age-specific mortality and
the age distribution of the WHO and new WHO world
standard population(26,27). Cox proportional-hazard
models (on subjects who could be followed) were used
to estimate the risks related to total, CVD and cancer
deaths. The variables for adjustment were age, sex,
religion, district, smoking, HT, obesity indices, DM and
lipid levels. The analyses utilized STATA 7.0 statistical
package (Stata Corp, College Station, Tx, USA).

Results
From the original 1,006 subjects, the status

and events could be determined on 867 (86.2%). Among
the 139 (13.8%) with unknown status, 119 (11.8%) were
known to have moved out of the district, and 20 (2.0%)
could not be traced (i.e. the authors do not know their
whereabouts). The characteristics and the CVD risks
when first screened among those with known and
unknown status are shown in Table 1. Females exceeded
males. Among the subjects with known status, about a
quarter had HT, TC > 240 mg/dl or low HDL-C. Those
lost to follow-up tended to be non-Muslim, more

urbanised and well to do with less prevalence of low
HDL-C level.

During the follow-up period of 4,250 person-
years, there were 50 deaths (Table 2A). The Kaplan
Meier’s 5-year survival rate was 94.3%. About a third
of the deaths was from CVD and, another third was
related to cancer. Six of the deaths could not be deter-
mined (4 of these had DM with complications but the
exact cause preceding death could not be ascertained).
Of the 6 cerebro-vascular deaths, 3 were from infarct
and 3 from cerebral hemorrhage. This table (2A) also
shows that half of the deaths occurred among those
older than 70, hence the much lower mortality rates
once age-standardized (Table 2B).

Table 3 shows the result of the Cox model
adjusted for all variables. Independent factors common
to total and CVD deaths were DM and HT while age
> 65 was a common factor for total and cancer deaths.
In addition, smoking affected CVD death, and TG > 150
mg/dl was a risk for cancer death. Gender, ethnicity
(Malay Muslims vs. Thai-Chinese Buddhists), develop-
mental status of the community, urbanization, TC and
HDL-C were not contributory. Replacing the cut-off
point of TC to 240 mg/dl did not make it independent.

Discussion
From the original 1,006 subjects, the status

and events could be determined in only 86%. The

Number of subjects Known status Lost to follow-up
     n = 867 n = 139

Mean age, y      53.2 + 11.8        54.5 + 12.0
Male, %      36.4        40.3
Muslim, %      34.6        17.3*
Urban, %      44.1        84.2*
Income, Baht / month 6,785 + 8,970 10,172 + 15,367*
Smoking, %      20.8        20.9
Mean systolic BP, mmHg    123.7 + 20.8      122.0 + 19.1
Mean diastolic BP, mmHg      77.8 + 12.5        76.1 + 11.7
Hypertension, %      26.1        33.1
BMI > 25 kg/m2, %      41.8        47.5
Elevated WHR, %      43.1        48.9
DM, %      10.2          8.6
Total cholesterol > 200 mg/dl, %      62.3        66.9
Total cholesterol > 240 mg/dl, %      28.6        29.5
Low HDL-C, %      23.5        15.1*
Triglycerides > 150 mg/dl, %      29.5        34.5
TC / HDL-C > 5.0, %      39.8        31.6

Table 1. Characteristics of the InterASIA-South subjects

* p < 0.05
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Cause of death    Male  Female   Total Dead > 70 yrs
 n = 316  n = 551  n = 867

1. Cardiovascular disease   9 (39.1)*   7 (25.9) 16 (32.0)
- coronary artery disease   5   5 10   4
- cerebro-vascular disease   4   2   6   5

2. Cancers   6 (26.1)   9 (33.3) 15 (30.0)   7
3. Others   8 (34.8) 11 (40.8) 19 (38.0)

- Sepsis   3   0   3   2
- Renal failure   0   3   3   0
- COPD   1   1   2   0
- External**   0   2   2   2
- Other heart disease***   1   2   3   2
- Cannot be determined   3   3   6   4

Total 23 (100) 27 (100) 50 (100) 26

Table 2A. Causes of death among the followed InterASIA-South subjects

* Number of events (% of total death for that column)
** 1 suicide, 1 vehicular accident
*** 2 non-coronary heart failure, 1 infective endocarditis

The mortality rate (per 1,000 subject years) Male Female Both sexes

Crude death rate
Total death  14.9   10.0 11.8
CVD death    5.8     2.6   3.8
Cancer death    3.9     3.3   3.5

Age-standardized rate
Total death    5.2     7.4   6.4
CVD death    2.7     1.7   2.0
Cancer death    0.7     3.0   2.2

Table 2B. The mortality rate of the followed InterASIA-South subjects

authors’ experience showed that there were some
subjects with transient domicile who volunteered for
the examination and then disappeared. Despite the
relatively short person-years of observation and the
ability to trace the subjects, there are several features
of the present cohort that are different from the only
previous prospective study (EGAT) from Thailand(14,15).
The age of subjects at entry of 53 years contrasted
with those of 42 years from EGAT, but this could
have been offset by the interval of follow-up. Other
differences included 64% females (vs. 23% from EGAT),
56% rural and 35% ethnic Malay-Thai. These urbaniza-
tion and ethnicity were not specifically stated in the
EGAT study, but unlikely to form significant propor-
tions(14).

The present report shows that the prevalence
of conventional CVD risks in the cohort that could be

followed were 10% DM, 26% HT, 24% low HDL-C
and 40% with TC/HDL-C greater than 5 (Table 1). The
causes of death were dominated by CVD (32%) and
cancer (30%). About half of the mortality from CVD
and cancer were older than 70 years.

Independent factors for total death included
age > 65, HT and DM, and for death related to CVD, the
factors were cigarettes, HT and DM. However, ethnicity
(Malay vs. Thai-Chinese ancestries), type of commu-
nity and gender did not independently contribute to
death. As well, factors related to obesity and lipids,
played no independent role with the exception of TG
in cancer death. The lack of contribution of lipid
parameters to death could be related to the low person-
year of follow-up. However, the similarity to indepen-
dent factors in EGAT with a much higher person-year
(over 3,000 subjects and followed for 12 to 17 years)
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suggests that person-year may not be the only
reason(14,15). The analysis from EGAT showed that
for vascular deaths, positive risks were age, blood
pressure, DM and cigarettes, similar to the present
report(14). For the 17-year follow-up of EGAT (15) and
concentrating only on lipid factors, neither LDL-C nor
TG predicted total, coronary nor vascular deaths, not
unlike its 12-year follow-up which detailed other factors
aside from lipids(14). The model in the present study
used low HDL-C as predictor, while EGAT evaluated
HDL-C as a continuum and found it to be protective(14,15).
Differences in composition of the InterAsia-South and
EGAT cohorts had been pointed out, i.e. urbanization,
gender and ethnicity. The higher prevalence of low
HDL-C among the Malay men was seen in the present
study and one other southern survey(18,24). Another
country with Malays versus other ethnic groups is
Singapore where there are three distinct (and rarely
integrated) ethnic groups with different manifestations
of coronary diseases. The rates of acute myocardial
infarction in 1999 in the Singapore Myocardial Infarc-
tion Registry were significantly different among the
ethnic groups: least among the Chinese (64.2 per 100,000
residents) then the Malays (148.1) and highest in the
Asian Indians (205.0)(28), while the 28-day case fatality
was highest among the Malays. Another report from
Singapore which encompasses all admissions for
coronary heart diseases (i.e. aside from myocardial
infarction), showed the incidences in males (8.9 years
of follow-up for a total of 24,986 person-years) also
differed among the ethnic groups(29). The Chinese
and Malays had similar incidences (about 3.9-4.2 per
thousand-subject years) but much lower than the Asian
Indians (about 10.6 per thousand-subject years) with
adjusted HR of Indians over the others of 3.1 (CI 2.0-
4.8). The risks for developing coronary artery disease
once adjusted for ethnicity, age and others showed
that significant independent factors were DM (HR, CI
= 1.7, 1.1-2.7) and HT (2.4, 1.6-2.7)(29). However, despite
the potential differences in HDL-C(13,30) among the
ethnic groups, neither high LDL-C, low HDL-C, high
TG, BMI nor cigarettes played an independent role in
these coronary manifestations. Again, this lack of lipid
contribution is not different from the analysis with the
present cohort.

In conclusion, a five-year follow-up of 867
subjects from Songkhla province showed a similar rate
of death for CVD and cancer. The independent risk
factors for death did not include designated lipid
risks or indices of obesity. Half of the deaths occurred
among those older than 70 years old. This is the second
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incidence study for death in Thailand and more study
is needed.

Acknowledgements
The National Health Foundation of Thailand

provided grant support for the present study. Dr. Pantip
Chayakul, previous chief of Internal Medicine, Faculty
of Medicine, PSU, was very helpful in being part of
the consensus for cause of death. The authors wish to
thank the nurses, health professionals and volunteers
of Klang-Na, Hat Yai city; Kow-Seng, Songkhla city;
Klong-Hoi-Khong and Rhattapoom district, for their
help during the follow-up of the subjects especially to
Mrs. Siriwan Deawsurintr, Miss Suthamas Thanawat-
sakul and Mrs. Prewpan Tansakul.

References
1. Murray CJ, Lopez AD. The global burden of

disease: a comprehensive assessment of mortality
and disability from diseases, injuries and risk
factors in 1990 and projected to 2020. Cambridge,
MA: Harvard University Press; 1996.

2. Yusuf S, Reddy S, Ounpuu S, Anand S. Global
burden of cardiovascular diseases: part I: general
considerations, the epidemiologic transition, risk
factors, and impact of urbanization. Circulation
2001; 104: 2746-53.

3. Yusuf S, Reddy S, Ounpuu S, Anand S. Global
burden of cardiovascular diseases: Part II: varia-
tions in cardiovascular disease by specific ethnic
groups and geographic regions and prevention
strategies. Circulation 2001; 104: 2855-64.

4. Basnyat B, Rajapaksa LC. Cardiovascular and
infectious diseases in South Asia: the double
whammy. BMJ 2004; 328: 781.

5. Ghaffar A, Reddy KS, Singhi M. Burden of non-
communicable diseases in South Asia. BMJ 2004;
328: 807-10.

6. Reddy KS. Cardiovascular disease in non-Western
countries. N Engl J Med 2004; 350: 2438-40.

7. Division of International Health, Bureau of Health
Policy and Planning, Office of the Permanent
Secretary, Ministry of Public Health. Thailand
health profile, 1997-1998. Bangkok: Express Trans-
portation Organization; 2000.

8. Neal B, Chapman N, Patel A. Managing the global
burden of cardiovascular disease. Eur Heart J
2002; 4(Suppl F): F2-6.

9. Willett WC, Koplan JP, Nugent R, Dusenbury C,
Puska P, Gaziano TA. Prevention of chronic disease
by means of diet and lifestyle changes. In: Jamison

DT, Breman JG, Measham AR, Alleyne G, Claeson M,
Evans DB, et al, editors. Disease control priorities
in developing countries. 2nd ed. London: Oxford
University Press; 2006: 833-50.

10. D’Agostino RB Sr, Grundy S, Sullivan LM, Wilson
P. Validation of the Framingham coronary heart
disease prediction scores: results of a multiple
ethnic groups investigation. JAMA 2001; 286:
180-7.

11. Liu J, Hong Y, D’Agostino RB Sr, Wu Z, Wang W,
Sun J, et al. Predictive value for the Chinese popu-
lation of the Framingham CHD risk assessment
tool compared with the Chinese Multi-Provincial
Cohort Study. JAMA 2004; 291: 2591-9.

12. Haq IU, Ramsay LE, Yeo WW, Jackson PR, Wallis
EJ. Is the Framingham risk function valid for
northern European populations? A comparison of
methods for estimating absolute coronary risk in
high risk men. Heart 1999; 81: 40-6.

13. Tan CE, Emmanuel SC, Tan BY, Tai ES, Chew SK.
Diabetes mellitus abolishes ethnic differences in
cardiovascular risk factors: lessons from a multi-
ethnic population. Atherosclerosis 2001; 155:
179-86.

14. Sritara P, Cheepudomwit S, Chapman N, Woodward
M, Kositchaiwat C, Tunlayadechanont S, et al.
Twelve-year changes in vascular risk factors and
their associations with mortality in a cohort of 3499
Thais: the Electricity Generating Authority of
Thailand Study. Int J Epidemiol 2003; 32: 461-8.

15. Sritara P, Patoumanunt P, Woodward M, Narksawat
K, Tulyadachana S, Ratanachaiwong W, et al.
Association between serum lipids and causes of
mortality in a cohort of 3499 urban Thais. The
Electricity Generating Authority of Thailand
(EGAT) Study. Angiology 2008; 58: 757-63.

16. The InterASIA Collaborative Group. Cardio-
vascular risk factor levels in urban and rural
Thailand - The International Collaborative Study
of Cardiovascular Disease in Asia (InterASIA).
Eur J Cardiovasc Prev Rehabil 2003; 10: 249-57.

17. He J, Neal B, Gu D, Suriyawongpaisal P, Xin X,
Reynolds R, et al. International collaborative study
of cardiovascular disease in Asia: design, rationale,
and preliminary results. Ethn Dis 2004; 14: 260-8.

18. Chongsuvivatwong V, Yipintsoi T, Apakupakul N.
Gender and ethnic differences in cardiovascular
risks in Songkhla province, Thailand: the InterASIA-
South. J Med Assoc Thai 2008; 91: 464-70.

19. Guidelines Subcommittee. 1999 World Health Or-
ganization-International Society of Hypertension



J Med Assoc Thai Vol. 91 No. 4  2008 477

Guidelines for the Management of Hypertension.
J Hypertens 1999; 17: 151-83.

20. Report of the Expert Committee on the Diagnosis
and Classification of Diabetes Mellitus. Diabetes
Care 1997; 20: 1183-97.

21. The National Heart, Lung and Blood Institute.
Clinical guidelines on the identification, evaluation
and treatment of overweight and obesity in adults.
Bethesda, MD: NHLBI; 1998.

22. Gill TP. Cardiovascular risk in the Asia-Pacific
region from a nutrition and metabolic point of view:
abdominal obesity. Asia Pac J Clin Nutr 2001; 10:
85-9.

23. Executive Summary of the Third Report of the
National Cholesterol Education Program (NCEP)
Expert Panel on Detection, Evaluation, and Treat-
ment of High Blood Cholesterol in Adults (Adult
Treatment Panel III). JAMA 2001; 285: 2486-97.

24. Yipintsoi T, Lim A, Jintapakorn W. Prevalence
of cardiovascular risk factors in a rural area in
Southern Thailand: potential ethnic differences. J
Med Assoc Thai 2005; 88: 196-204.

25. Wang TD, Chen WJ, Chien KL, Seh-Yi Su SS, Hsu
HC, Chen MF, et al. Efficacy of cholesterol levels
and ratios in predicting future coronary heart
disease in a Chinese population. Am J Cardiol

2001; 88: 737-43.
26. Technical notes from health statistics from the

Americas, 2006 edition. The Pan American Health
Organization. 2006 [cited 20 Dec 2006]. Available
from: http://www.paho.org/English/dd/ ais/
HSA2006_tn.pdf

27. Ahmad OB, Boschi-Pinto C, Lopez AD, Murray
CJL, Lozano R, Inoue M. Age standardization of
rates: a new WHO standard. GPE discussion
paper series: No.31. EIP/GPE/EBD World Health
Organization. 2001 [cited 20 Dec 2006]. Available
from:http://www3.who.int/whosis/discussion_
papers

28. Mak KH, Chia KS, Kark JD, Chua T, Tan C, Foong
BH, et al. Ethnic differences in acute myocardial
infarction in Singapore. Eur Heart J 2003; 24:
151-60.

29. Lee J, Heng D, Chia KS, Chew SK, Tan BY, Hughes
K. Risk factors and incident coronary heart disease
in Chinese, Malay and Asian Indian males: the
Singapore Cardiovascular Cohort Study. Int J
Epidemiol 2001; 30: 983-8.

30. Tan CE, Emmanuel SC, Tan BY, Jacob E. Prevalence
of diabetes and ethnic differences in cardiovascu-
lar risk factors. The 1992 Singapore National Health
Survey. Diabetes Care 1999; 22: 241-7.



478 J Med Assoc Thai Vol. 91 No. 4  2008

ปัจจัยเส่ียงต่อการเสียชีวิตของประชากรในโครงการติดตามระยะยาว InterASIA-South

พณพัฒณ์  โตเจริญวาณิช, ธาดา  ยิบอินซอย, กิตติศักด์ิ  ชูมาลี, เพ็ญพรรณ  บุญวรรณโณ, อมร  รอดคล้าย

วัตถุประสงค์: เพื่อศึกษาอัตราการเสียชีวิตและปัจจัยที่เกี่ยวข้องต่อการเสียชีวิตของประชากรในโครงการ InterASIA

จังหวัดสงขลา

วัสดุและวิธีการ: การติดตามระยะยาวน้ีเป็นส่วนท่ีทำต่อเน่ืองจากโครงการ InterASIA ซ่ึงศึกษาระดับของปัจจัยเส่ียง

ต่อโรคหัวใจและหลอดเลือดในประชากรจีนและไทย เมื่อ พ.ศ. 2543 โดยในภาคใต้มีลักษณะพิเศษ คือ ประชากร

ที่ศึกษามีทั้งเชื้อชาติไทย-จีน (นับถือศาสนาพุทธ) และไทย-มาเลย์ (นับถือศาสนาอิสลาม) ข้อมูลการเสียชีวิตได้จาก

การทบทวนประวัติการรักษาในโรงพยาบาลร่วมกับการสอบสวนลักษณะการเสียชีวิตจากผู้ใกล้ชิดโดยเป็นข้อตกลง

ร่วมกันระหว่างแพทย์ 2-3 ท่าน และใช้สถิติ Kaplan Meier ในการวิเคราะห์

ผลการศึกษา: จากการติดตามเป็นเวลา 5 ปี ในประชากรตัวอย่างท้ังหมด 1,006 ราย พบว่าสามารถติดตามข้อมูล

ได้ร้อยละ 86 ในจำนวนน้ีเสียชีวิต 50 ราย (อัตราการอยู่รอด 5 ปี เท่ากับร้อยละ 94.3) โดย 16 ราย เสียชีวิตจาก

โรคหัวใจและหลอดเลือด (10 รายจากโรคหลอดเลือดหัวใจ และ 6 รายจากโรคหลอดเลือดสมอง) 15 ราย เสียชีวิต

จากมะเร็ง และครึ่งหนึ่งของผู้เสียชีวิตมีอายุมากกว่า 70 ปี ปัจจัยเสี่ยงต่อการเสียชีวิตจากทุกสาเหตุ ได้แก่ อายุ

โรคความดันโลหิตสูง และเบาหวาน (เชื้อชาติไม่ใช่ปัจจัยเสี่ยง) ส่วนการเสียชีวิตจากโรคหัวใจและหลอดเลือด พบว่า

ภาวะน้ำหนักเกิน ระดับไขมันโคเลสเตอรอลรวม หรือไตรกลีเซอไรด์ ไม่เป็นปัจจัยเส่ียง เช่นเดียวกับผลการศึกษาแบบ

ติดตามไปข้างหน้าของพนักงานการไฟฟ้าฝ่ายผลิตหรือ EGAT แต่ในการศึกษานี้ไม่พบว่าระดับไขมันโคเลสเตอรอล

ชนิดท่ีมคีวามหนาแน่นโมเลกุลสูง (high density lipoprotein cholesterol) เป็นปัจจัยป้องกันแต่อย่างใด

สรุป: จากการติดตามในภาคใต้เป็นระยะเวลา 5 ปี ไม่พบว่าเชื้อชาติ การอาศัยในเขตเมือง หรือระดับไขมัน เป็น

ปัจจัยเสี่ยงต่อการเสียชีวิตแต่เบาหวานและความดันโลหิตสูง เป็นปัจจัยเสี่ยงต่อการเสียชีวิตที่สามารถปรับเปลี่ยนได้


