
Association between free sugar intake and nutrient dilution among Japanese
children and adolescents: the 2016 National Health and Nutrition Survey, Japan

Aya Fujiwara1,2, Emiko Okada1, Chika Okada1, Mai Matsumoto1 and Hidemi Takimoto1*
1Department of Nutritional Epidemiology and Shokuiku, National Institute of Biomedical Innovation, Health and Nutrition,
Shinjuku-ku, Tokyo 162-8636, Japan
2Department of Social and Preventive Epidemiology, School of Public Health, University of Tokyo, Bunkyo-ku, Tokyo 113-0033,
Japan

(Submitted 24 April 2020 – Final revision received 22 August 2020 – Accepted 4 September 2020 – First published online 18 September 2020)

Abstract
The influence of free sugar intake on nutrient intake remains unclear in Japanese children and adolescents with relatively low free sugar intake.
This cross-sectional study aimed to investigate the relationship between free sugar and selected nutrient intakes using data from the 2016
National Health and Nutrition Survey, Japan, based on the WHO recommendations (<5 % or <10 % of energy (%E)) for free sugar intake.
A 1-d weighed dietary record was assessed in Japanese children and adolescents (aged 1–19 years; n 2919). Mean intakes for selected nutrients
and food groups were compared according to free sugar intake categories (<2·5 %E, 2·5 to <5 %E, 5 to <10 %E and ≥10 %E) with adjustment for
sex, age and weight status. Inverse associations were observed between intakes of free sugars and twenty-one of twenty-four micronutrients
assessed, except for vitamins A and C and Ca. Significantly reduced intakes were identified for twenty-two and fourteen micronutrients in the
≥10 %E and 5 to<0 %E categories, respectively, comparedwith the lower categories. Meanmicronutrient intakes at the<2·5 %E category did not
differ from those at the 2·5 to <5 %E category. Free sugar intake had positive associations with intakes of sugars and jams, confectioneries, fruit
and vegetable juices, and soft drinks and negative associations with intakes of pulses and nuts and vegetables. This study showed that nutrient
dilution was associated with higher free sugar intake among Japanese children and adolescents. The findings suggest that the WHO recom-
mendations might help prevent nutrient dilution in Japanese children and adolescents.

Key words: Free sugars: Micronutrient dilution: National surveys: Japanese: Children: Adolescents

Dietary habits developed in childhood(1,2) and adolescence(3,4)

may sustain into adulthood to some extent(1,2), and dietary intake
during the early stages of life potentially influences the develop-
ment of obesity(5) and CVD(6) in the later stages of life. Therefore,
establishment of healthy dietary habits during childhood and
adolescence is essential for improving the health of children
and adolescents on a life-long basis.

TheWHO defines free sugars as monosaccharides and disac-
charides added to foods and drinks by themanufacturer, cook or
consumer, and sugars naturally present in honey, syrups, fruit
juices and fruit juice concentrates, and it advocates for strong
(<10%of total energy intake (%E)) and conditional (<5%E) recom-
mendations on free sugar intake for the prevention of unhealthy
weight gain and dental caries in children and adolescents(7). The
nature of high energy and low nutrient density of free sugars can
lead to poormicronutrient intakes (i.e. nutrient dilution) in consum-
ers of high free sugars(7,8). Previous studies in Western children
and adolescents support this nutrient dilution hypothesis(9,10). For

instance, a national survey of British children found the asso-
ciation between moderate free sugar intake (>13 %E) and
trend reductions in micronutrient intakes(9); similarly, lower
micronutrient intakes were found to be associated with high
free sugar intake (≥20 %E) in children and adolescents in an
Australia national surveys(10). These findings indicate that
the thresholds for preventing nutrient dilution may differ
among countries, and the WHO recommendations for free
sugar intake(7) may be insufficient to prevent nutrient dilution.

Japanese children and adolescents have relatively lower mean
free sugar intake (5·8%E in boys aged 8–14 years to 7·7%E in girls
aged 3–6 years)(11) thanWestern children and adolescents (11·5%E
in Australian children aged 2–3 years(12) to 15·4%E in British
adolescents(9)), probably due to lower intakes of soft drinks and
confectioneries among Japanese children and adolescents than
among Western counterparts(11). The Japanese diet is lower in
whole grains, processed meat, nuts and higher in refined grains
(mainly white rice), vegetables, seaweeds, fish, soya foods and
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green tea than theWestern diet(13,14). Thus, the effects of free sugars
on micronutrient intakes may differ between Japanese children
and adolescents and Western counterparts. Indeed, previous
studies found that Japanese adults(15) had a lower threshold
(≥5 %E) for nutrient dilution than Australian adults(16) (≥25 %E).
Moreover, because of the sparseness of epidemiological
studies on free sugar intake and health issues, there is no recom-
mendation on free sugar intake for Japanese children and ado-
lescents(17). Notably, it is essential to confirm the association
between free sugar intake and micronutrient intake before
making any recommendations on free sugar intake for Japanese
children and adolescents. However, to our knowledge, no study
has investigated the association of free sugars with nutrient dilu-
tion among Japanese children and adolescents.

This cross-sectional study aimed to clarify the relationship
between free sugars and selected nutrients intakes among
Japanese children and adolescents using 1-d dietary data from
the 2016 National Health and Nutrition Survey, Japan (NHNS).
The thresholds of free sugar intake for nutrient dilution were
set at 2·5, 5 and 10 %E based on a previous study in Japanese
adults(15) and the WHO guidelines(7).

Methods

Data source and sample selection

The NHNS is a national nutrition survey conducted annually
since 1945 by the local public health centres under the supervi-
sion of the Ministry of Health, Labour and Welfare based on the
Health Promotion Law. This cross-sectional analysis was per-
formed using data from the 2016 NHNS and was conducted with
the permission of the Ministry of Health, Labour and Welfare.
Data from the 2016 survey were used for the present analysis
because of the much larger sample size of the survey than that
ofmore recent studies. Details of the survey have been described
elsewhere(14,15,18). Briefly, 462 census units were sampled as

survey areas on the basis of the 2010 national census. All non-
institutionalised Japanese aged ≥1 year (as of 1 November
2016) living in the survey areas were asked to participate.
Households in which the heads were foreign citizens, individ-
uals without a self-selected diet and individuals on a special
diet (mainly because of disease) were excluded from the survey.
The survey was conducted between October and November
2016. A total of 10 745 of 24 187 eligible households (44·4 %)
participated in the final survey.

The number of participants aged 1–19 years who completed
the dietary survey and underwent anthropometric measure-
ments was 4282 and 3264, respectively. The final sample used
in this analysis comprised 1505 male and 1414 non-lactating
and non-pregnant female participants aged 1–19 years with
complete information on the variables of interest (2919 in total)
(Fig. 1).

This survey was conducted according to the guidelines laid
down in the Declaration of Helsinki, and verbal informed con-
sent was obtained from all individual participants. Under
Article 33 of the Statistics Act, the Ministry of Health, Labour
and Welfare anonymised individual-level NHNS data and
provided the first author with the data sets for this study. This
analysis was exempt from the need for ethical and institutional
review board approval according to the Ethical Guidelines of
Epidemiological Research established by the Ministry of Edu-
cation, Culture, Sports, Science and Technology and the
Ministry of Health, Labour and Welfare(19) because only anony-
mised data were used.

Dietary assessment

Dietary intake was assessed by a 1-d weighed household dietary
record, as described previously(14,15,18), and data on all members
of each household were included in the analysis. Briefly, a pri-
mary meal preparer in the household (referred to as a record
keeper) was provided with a diary and asked to weigh and rec-
ord all food and beverages (except for drinking water)

Analysis sample (n 2919)

Eligible households in the 2016 National Health and Nutrition Survey, Japan (n 24 187)

13 442 households did not participate (55·6 %)

10 745 households participated (44·4 %), including 30 820 individuals 

26 225 participants aged

4595 participants aged 1–19 years

1676 participants were excluded from the analysis due to the following reasons:
without information on dietary intake (n 313)
lactating or pregnant (n 1)
without information on body height or weight (n 1362)

Fig. 1. Flow chart of participants included in the present analysis.
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consumed by household members on the recording day other
than Sundays, national holidays and days with special events
(e.g. wedding party or funeral). If household members shared
food items from a single dish, the record keeper was asked to
record the approximate proportions of the food consumed by
each member, as well as the amount of leftovers. In the cases
that the record keeper encountered any difficulty with weighing
in some occasions, such as eating out or having school-prepared
lunch, he/she was asked to document as much information as
possible, including the estimated portion sizes and details of left-
overs. The recorded diarywas collected during the next few days
and checked by a trained fieldworker. If therewas anymissing or
unclear information in the diary, the trained fieldworker col-
lected additional information from the record keeper. The
weights of foods and beverages consumed were estimated
according to the portion sizes recorded using household mea-
sures. When participants ate school-prepared lunch, the trained
fieldworker was asked to obtain the menu of lunch, including
information on names and weights of the ingredients, from each
school. Thereafter, food codes were assigned to all items (which
were classified mainly based on the Standard Tables of Food
Composition in Japan (STFCJ)(20)) by trained fieldworkers, based
on the NHNS study manual. The dietary intake data were input-
ted using the software developed especially for the NHNS by
trained fieldworkers at the local centre and then compiled to cre-
ate an overall dietary data set by trained investigators at the cen-
tral office.

The energy and selected nutrient intakes of each participant
were estimated from the household food consumption record
(for shared dishes/foods, approximate proportions consumed
by each household member were calculated) according to the
STFCJ(21,22). Free sugar intake(7) was estimated using a recently
developed comprehensive food composition database(11) for
common Japanese food items included in the STFCJ(21,22). In
the development steps of the free sugar database(11), the free
sugar content of all food items was determined based on total
sugar and saccharide contents using a published stepwise
method(16,23) (online SupplementaryDocument 1). Only nutrient
intake from foods and beverages was assessed in the present
analysis; thus, dietary supplements were not included in the
nutrient intake calculation. Food grouping was performed based
on similarity in nutrient profiles and culinary usage according to
the STFCJ(21,22). Given the differences in dietary intakes due to
varying body sizes and energy requirements, nutrient and food
group intake was expressed as nutrient density, that is, %E for
macronutrients (except for protein), an amount per 1000 kcal
(4184 kJ) for other nutrients and food groups, and both for pro-
tein. The absolute intake was also presented because the use of
nutrient density could lead to the report of lower intakes of
nutrients and food groups in the case of higher free sugar intake
(%E) due to mathematical effects.

The utility of the household dietary record was assessed pre-
viously on the basis of individual-level dietary intake in the
Japanese population(24). Briefly, the dietary intake of young
women (aged about 20 years) was assessed by comparing a 1-
d household dietary record by the women themselves with that
by their mothers (mean age 49 years) (n 32). Mean differences
between intakes estimated by the two dietary records for energy,

protein, fat and carbohydrate were 6·2, 5·7, 6·7 and 6·3 % with
Pearson correlation coefficients of 0·90, 0·89, 0·91 and 0·90,
respectively(24).

Assessment of characteristics

Information on sex and age was collected by a self-administered
questionnaire. Anthropometric measurements were conducted
by trained fieldworkers for 54·9 % of the participants using the
following standardised procedures. Body height (nearest to
0·1 cm) and weight (nearest to 0·1 kg) were measured in partic-
ipants while wearing light clothes and being barefoot. For the
remaining 45·1 % of participants, heights and weights were
measured by other household members at home or were
self-reported. The weight status was defined based on the BMI
(calculated as weight (kg) divided by height squared (m2))
according to the age- and sex-specific cut-offs of the International
Obesity Task Force(25) for participants aged 1–17 years or theWHO
recommendations(26) for those aged 18–19 years.

Statistical analysis

We performed statistical analyses using the SAS statistical soft-
ware, version 9.4 (SAS Institute Inc.). Free sugar intake was clas-
sified into four categories (<2·5, 2·5 to <5, 5 to <10 and ≥10 %E)
according to the WHO guidelines(7) and the previous study in
Japanese adults(15). The differences in basic characteristics
among those in various free sugar intake categories were exam-
ined using a linear trend test for continuous variables and a
Mantel–Haenszel χ2 test for categorical variables. The adjusted
mean intakes and standard errors (SE) of energy, nutrients and
food groups were estimated for each free sugar intake category
using general linear models with adjustment for sex, age and
weight status. The difference in mean intakes across the free
sugar intake categories was examined using the Tukey–
Kramer test, while the presence of linear associations was tested
by linear regression analysis with the median value of each free
sugar intake category as a continuous variable. For the assess-
ment of the adequacy of nutrient intake across the free sugar
intake categories, the prevalence of inadequacy was deter-
mined. On the basis of nutrient density, the prevalence of inad-
equacy was determined as the percentage of participants with a
lower intake than the estimated average requirement of the
Dietary Reference Intakes for Japanese, 2020(17) (online
Supplementary Table S1), except for n-6 PUFA, n-3 PUFA, vita-
mins D, E, and K, pantothenic acid, P and Mn (determined as the
percentage of participants with lower intake than the adequate
intake); dietary fibre andK (determined as the percentage of par-
ticipants with lower intake than the tentative dietary goal for pre-
venting lifestyle-related diseases (DG)); SFA andNa (determined
as the percentage of those with higher intake than the DG); and
protein (%E), fat and carbohydrates (determined as the percent-
age of those with intake above the range of the DG). For SFA,
dietary fibre and K, the prevalence of inadequacy was estimated
for participants aged 3–19 years because the reference values of
these nutrients for children aged 1–2 years are not advocated by
the Dietary Reference Intakes for Japanese, 2020(17). All reported
P values were two-tailed. The significance level for the Mantel–
Haenszel χ2 test was set at P< 0·05, while that for the linear trend

1396 A. Fujiwara et al.

https://doi.org/10.1017/S0007114520003657  Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114520003657


and Tukey–Kramer test was set at P< 0·001 to minimise type I
error, as demonstrated in previous studies(10,15,16).

Sensitivity analysis

Sensitivity analysis was conducted by excluding misreporters for
energy intake (n 70, 2·4 %) because selective under-reporting of
confectioneries and soft drinks is common in participants with
under-reporting energy intake(27,28); and under-reporting is more
frequently observed in participants with the lowest free sugar
intake(9,10,16). As described previously(15), misreporting of energy
intake was defined as the ratio of reported energy intake:the
BMR, i.e., the Goldberg cut-off for the 1-d dietary data and the
physical activity level for a sedentary lifestyle(29). Briefly, based
on age and body height and weight, BMR was estimated using
Henry’s sex- and age-specific equations(30) or the sex- and
age-specific equations developed for the Japanese(31,32) partici-
pants aged 1–17 or 18–19 years, respectively. Because exclu-
sions would have introduced selection bias(33), the results of
all participants were reported as the main analysis. The results
of the sensitivity analysis (online Supplementary Tables S2–S4)
were not substantially different from those of the primary
analysis; thus, the effect of misreporting was not sufficiently
significant to change the present findings.

Results

The mean free sugar intake was 6·0 (SD 4·4) %E, and the preva-
lence of those with excessive free sugar intake according to the

WHO conditional recommendation (≥5 %E) was 49·7 %.
Participants with high free sugar intake were more likely to be
girls and younger and have a lower BMI (Table 1).

The mean intakes of energy and nutrients according to the
free sugar intake category are shown in Table 2. As mentioned
above, we mainly described the results of nutrient density in this
study. After adjustment for potential confounding factors, free
sugar intake was positively associated with energy and carbohy-
drate intake and negatively associated with protein and fat
intake. For all selected micronutrients, except Ca, the peakmean
intakes were found in the first two categories of free sugar intake
(i.e. <5 %E). Inverse linear associations were observed between
free sugar intake and selected micronutrients, except for vita-
mins A and C, and Ca. Further, for all micronutrients examined,
except for vitamins A and C, mean intakes in the ≥10 %E cat-
egory of free sugars were lower than those in at least one of
the other categories, while mean intakes of fourteen micronu-
trients were lower in the 5 to <10 %E category than in at least
one of the lower two categories (<2·5 and 2·5 to <5 %E). The
mean micronutrient intakes did not differ between <2·5 and
2·5 to <5 %E categories. Table 3 presents the prevalence of inad-
equacy according to the free sugar intake category. For almost all
micronutrients investigated, the prevalence of inadequacy in the
≥10 and 5 to <10 %E categories tended to be higher than in the
2·5 to <5 %E categories.

The mean intake of food groups according to the free sugar
intake category is displayed in Table 4. Free sugar intake
was positively associated with the intakes of sugars and jams,
confectioneries, fruit and vegetable juices, and soft drinks, after

Table 1. Basic characteristics of Japanese children and adolescents (n 2919) according to free sugar intake: the 2016 National Health and Nutrition Survey,
Japan
(Numbers and percentages; mean values and standard deviations)

<2·5%E 2·5 to <5%E 5 to <10%E ≥10%E

P*n % n % n % n %

Participants 620 21·2 849 29·1 996 34·1 454 15·6
Free sugars (%E)
Mean 1·5 3·7 7·1 13·9
SD 0·6 0·7 1·4 4·2

Sex
Boys 335 54·0 456 53·7 488 49·0 226 49·8 0·033
Girls 285 46·0 393 46·3 508 51·0 228 50·2

Age (years)
Mean 10·8 9·8 9·3 9·0 <0·001
SD 5·2 4·9 5·0 5·3

Age category (years)
1–6 147 23·7 238 28·0 345 34·6 183 40·3 <0·001
7–14 291 46·9 452 53·2 454 45·6 174 38·3
15–19 182 29·4 159 18·7 197 19·8 97 21·4

BMI (kg/m2)
Mean 18·3 17·5 17·4 17·3 <0·001
SD 3·3 2·8 3·1 3·1

Weight status†
Underweight 96 15·5 135 15·9 152 15·3 68 15·0 0·940
Normal 455 73·4 654 77·0 757 76·0 342 75·3
Overweight and obese 69 11·1 60 7·1 87 8·7 44 9·7

%E, percentage of energy.
* For continuous variables, a linear regressionwas usedwith themedian value of each category of free sugar intake (1·5, 3·7, 6·8 and 12·7%E) as a continuous variable; for categorical
variables, Mantel–Haenszel χ2 test was used.

† For subjects aged≤17 years, weight status was defined according to International Obesity Task Force age- and sex-specific BMI (calculated as kg/m2) cut-offs(25), which correspond
to an adult BMI of <18·5 kg/m2 for underweight, ≥18·5 to <25 kg/m2 for normal and ≥25 kg/m2 for overweight and obese subjects; for subjects aged 18–19 years, weight status was
defined based on BMI according to WHO recommendations(26): <18·5 kg/m2 for underweight, ≥18·5 to <25 kg/m2 for normal and ≥25 kg/m2 for overweight and obese subjects.
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Table 2. Intake of energy and nutrients in Japanese children and adolescents (n 2919) according to free sugar intake: the 2016 National Health and Nutrition
Survey, Japan
(Numbers and percentages; mean values with their standard errors)

<2·5%E** 2·5 to <5%E** 5 to <10%E** ≥10%E**

P††Mean SE Mean SE Mean SE Mean SE

Participants
n 620 849 996 454
% 21·2 29·1 34·1 15·6

Energy (kJ) 7257 83 7668 71 7802† 65 7797§ 97 <0·001
Macronutrients
Protein

Absolute intake (g) 64·6* 0·8 68·9 0·7 66·9 0·6 61·2||¶ 0·9 <0·001
Intake per 1000 kcal (4184 kJ) (g) 37·3 0·2 37·7 0·2 36·0†‡ 0·2 32·7§||¶ 0·3 <0·001
%E 14·9 0·1 15·1 0·1 14·4†‡ 0·1 13·1§||¶ 0·1 <0·001

Fat
Absolute intake (g) 58·9 0·9 61·8 0·8 62·1 0·7 58·4 1·1 0·499
%E 30·2 0·3 29·9 0·2 29·7 0·2 27·7§||¶ 0·3 <0·001

SFA
Absolute intake (g) 19·0 0·3 20·0 0·3 20·9† 0·3 20·0 0·4 0·030
%E 9·8 0·1 9·8 0·1 10·0 0·1 9·5 0·1 0·188

Carbohydrates
Absolute intake (g) 228·5* 2·9 242·9 2·5 252·6† 2·3 267·6§|| 3·4 <0·001
%E 53·2 0·3 53·4 0·2 54·5 0·2 58·1§||¶ 0·3 <0·001

Micronutrients
n-6 PUFA (g)

Absolute intake 9·6 0·2 10·0 0·1 9·7 0·1 8·8|| 0·2 <0·001
Intake per 1000 kcal (4184 kJ) 5·5 0·1 5·4 0·1 5·2 0·1 4·7§||¶ 0·1 <0·001

n-3 PUFA (g)
Absolute intake 1·8 0·0 1·9 0·0 1·9 0·0 1·6§||¶ 0·1 <0·001
Intake per 1000 kcal (4184 kJ) 1·1 0·0 1·0 0·0 1·0 0·0 0·8§||¶ 0·0 <0·001

Dietary fibre (g)
Absolute intake 10·7* 0·2 12·0 0·1 11·6† 0·1 10·8|| 0·2 0·153
Intake per 1000 kcal (4184 kJ) 6·4 0·1 6·7 0·1 6·4‡ 0·1 5·9§||¶ 0·1 <0·001

Vitamin A (μg RAE)‡‡
Absolute intake 492 35 577 30 484 28 481 41 0·267
Intake per 1000 kcal (4184 kJ) 295 16 312 14 268 13 266 19 0·056

Vitamin D (μg)
Absolute intake 5·9 0·3 6·1 0·2 5·7 0·2 4·9 0·3 0·006
Intake per 1000 kcal (4184 kJ) 3·5 0·2 3·4 0·1 3·2 0·1 2·6§ 0·2 <0·001

Vitamin E (mg)
Absolute intake 5·7 0·1 6·1 0·1 6·0 0·1 5·6 0·1 0·096
Intake per 1000 kcal (4184 kJ) 3·4 0·0 3·4 0·0 3·2 0·0 3·0§|| 0·1 <0·001

Vitamin K (μg)
Absolute intake 176 5 188 4 170 4 145§|| 6 <0·001
Intake per 1000 kcal (4184 kJ) 103 3 106 2 93‡ 2 81§|| 3 <0·001

Thiamin (mg)
Absolute intake 1·00 0·02 1·03 0·01 1·00 0·01 0·90||¶ 0·02 <0·001
Intake per 1000 kcal (4184 kJ) 0·57 0·01 0·56 0·01 0·53† 0·01 0·48§||¶ 0·01 <0·001

Riboflavin (mg)
Absolute intake 1·10* 0·02 1·19 0·02 1·18 0·01 1·09|| 0·02 0·281
Intake per 1000 kcal (4184 kJ) 0·64 0·01 0·66 0·01 0·64 0·01 0·60§||¶ 0·01 <0·001

Niacin (mg NE)§§
Absolute intake 24·5 0·4 26·2 0·3 25·3 0·3 23·1||¶ 0·4 <0·001
Intake per 1000 kcal (4184 kJ) 14·1 0·1 14·3 0·1 13·5‡ 0·1 12·3§||¶ 0·2 <0·001

Vitamin B6 (mg)
Absolute intake 1·15 0·02 1·24 0·02 1·18 0·01 1·09|| 0·02 <0·001
Intake per 1000 kcal (4184 kJ) 0·67 0·01 0·68 0·01 0·64‡ 0·01 0·60§||¶ 0·01 <0·001

Vitamin B12 (μg)
Absolute intake 5·0 0·2 5·0 0·2 4·8 0·2 4·4 0·2 0·026
Intake per 1000 kcal (4184 kJ) 2·9 0·1 2·7 0·1 2·6 0·1 2·3§ 0·1 0·001

Folate (μg)
Absolute intake 245* 5 270 4 254 4 235|| 6 0·010
Intake per 1000 kcal (4184 kJ) 146 2 150 2 139‡ 2 130§|| 3 <0·001

Pantothenic acid (mg)
Absolute intake 5·7* 0·1 6·2 0·1 5·9 0·1 5·3||¶ 0·1 <0·001
Intake per 1000 kcal (4184 kJ) 3·3 0·0 3·4 0·0 3·2†‡ 0·0 2·9§||¶ 0·0 <0·001

Vitamin C (mg)
Absolute intake 82·4 2·1 88·7 1·8 86·1 1·7 83·0 2·5 0·628
Intake per 1000 kcal (4184 kJ) 48·7 1·1 49·8 1·0 47·8 0·9 46·6 1·3 0·082

Na (g NaCl equivalent)
Absolute intake 7·6* 0·1 8·3 0·1 8·3† 0·1 7·7 0·1 0·803
Intake per 1000 kcal (4184 kJ) 4·5 0·1 4·6 0·0 4·5 0·0 4·2|| 0·1 <0·001
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adjustment for potential confounding factors. The peak mean
intakes for these food groups were observed in the ≥10 %E cat-
egory of free sugars. In contrast, free sugar intake was inversely
associatedwith the intake of rice and grains, potatoes, pulses and
nuts, vegetables, meats, dairy products, and fat and oils. For
these food groups, the peak mean intakes were observed in
the <5 %E categories.

Discussion

To the best of our knowledge, this study is the first to investigate
the association between free sugars and nutrients intakes in
Japanese children and adolescents. We found that free sugar
intake was inversely associated with almost all twenty-four
micronutrients examined and lower mean micronutrient intakes
were detected in the ≥10 and 5 to <10 %E categories (twenty-
two and fourteen micronutrients, respectively) than in the lower
categories. However, these inverse associations were not iden-
tified for vitamins D, E and B12 and Na based on the results of the
absolute intake. Therefore, the influence of the free sugar intake
on these micronutrients may be the result of the mathematical
effect of the use of nutrient density.

In line with previous studies in Western children and adoles-
cents(9,10) as well as Japanese adults(15), lower mean intakes of
micronutrients were observed in children and adolescents with
higher free sugar intake in the present study, mainly because of

higher intakes of sugar-dense and poor-nutrient foods, such as
soft drinks, confectioneries, and sugars and jams, and lower
intakes of nutrient-dense foods, such as vegetables and pulses
and nuts in the children and adolescents with higher free sugar
intake. Because the use of the absolute intake did not change the
results, the decreased intake of nutrient-dense foods associated
with higher free sugar intake could not be due to the mathemati-
cal effects of the nutrient density. The sugar-dense and poor-
nutrient food groups were the major sources of free sugar intake
in Japanese children and adolescents (soft drinks 14·0 %; confec-
tioneries 26·1 %; and sugars and jams 24·7 %) in the present
study, and the findings are consistent with the results of previous
Japanese(11,15) and Western studies(9,10). However, the mean
intake of soft drinks in Japanese children and adolescents
(72·7 g/d) in the present study was lower than that in their
Western counterparts (66–732ml/d)(34), thereby resulting in the
lower mean intake of free sugars in Japanese children and adoles-
cents. In contrast, the positive association of free sugar intake with
vitamin C intake observed in British children(9) was not identified in
Japanese children and adolescents in the present study. This
absence of association may reflect the relatively lower mean intake
of fruits and vegetable juices (24·4 g/d, contributing to 3·9% of total
free sugar intake) in Japanese children and adolescents than in
Western counterparts (86–629ml/d)(34).

Comparable with Japanese adults(15), Japanese children and
adolescents in the present study had lower thresholds of free

Table 2. (Continued )

<2·5%E** 2·5 to <5%E** 5 to <10%E** ≥10%E**

P††Mean SE Mean SE Mean SE Mean SE

K (mg)
Absolute intake 2136* 31 2363 26 2306† 24 2067||¶ 36 0·005
Intake per 1000 kcal (4184 kJ) 1256 12 1312 10 1258‡ 9 1128§||¶ 14 <0·001

Ca (mg)
Absolute intake 501* 10 568 9 577† 8 515¶ 12 0·795
Intake per 1000 kcal (4184 kJ) 296 5 317 4 317 4 285||¶ 5 0·029

Mg (mg)
Absolute intake 218* 3 243 3 233 3 211||¶ 4 0·002
Intake per 1000 kcal (4184 kJ) 129 1 135 1 127‡ 1 115§||¶ 2 <0·001

P (mg)
Absolute intake 968* 13 1050 11 1029† 10 935||¶ 15 0·004
Intake per 1000 kcal (4184 kJ) 562 4 578 3 557‡ 3 504§||¶ 5 <0·001

Fe (mg)
Absolute intake 6·1* 0·1 6·7 0·1 6·5† 0·1 6·1|| 0·1 0·363
Intake per 1000 kcal (4184 kJ) 3·6 0·0 3·7 0·0 3·5‡ 0·0 3·3||¶ 0·0 <0·001

Zn (mg)
Absolute intake 8·2 0·1 8·6 0·1 8·2 0·1 7·5§||¶ 0·1 <0·001
Intake per 1000 kcal (4184 kJ) 4·7 0·0 4·7 0·0 4·4†‡ 0·0 4·0§||¶ 0·0 <0·001

Cu (mg)
Absolute intake 0·99* 0·01 1·06 0·01 1·02 0·01 0·94||¶ 0·02 <0·001
Intake per 1000 kcal (4184 kJ) 0·58 0·00 0·59 0·00 0·55†‡ 0·00 0·51§||¶ 0·01 <0·001

Mn (mg)
Absolute intake 2·6 0·0 2·7 0·0 2·5 0·0 2·4§|| 0·0 <0·001
Intake per 1000 kcal (4184 kJ) 1·5 0·0 1·5 0·0 1·4†‡ 0·0 1·3§|| 0·0 <0·001

%E, percentage of energy intake; RAE, retinol activity equivalent; NE, niacin equivalent.
** Tukey–Kramer test was conducted with adjustment for sex, age and weight status (underweight; normal; or overweight and obese).P< 0·001 for difference between: <2·5%E and

2·5 to <5%E*, 5 to <10%E and <2·5%E†, 5 to <10%E and 2·5 to <5%E‡, ≥10%E and <2·5%E§, ≥10%E and 2·5 to <5%E|| and ≥10%E and 5 to <10%E¶. There was no
difference between <2·5%E and 2·5 to <5%E.

†† A linear regression was conducted using the median value of each category of free sugar intake (1·5, 3·7, 6·8 and 12·7%E) as a continuous variable with adjustment for same
variables used in Tukey–Kramer test.

‡‡ 1 μg RAE= sum of retinol (μg)þ β-carotene (μg) × 1/12þ α-carotene (μg) × 1/12þ β-cryptoxanthin (μg) × 1/24.
§§ 1 mg NE= niacin (mg)þ protein (mg)/6000.
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sugar intake associated with inadequate micronutrient intake
(i.e. ≥5 %E) than Western children and adolescents (>13–20 %
E)(9,10). These lower thresholds were mainly due to the lower
mean free sugar intake in Japanese children and adolescents
(6·0 %E in the present study and 5·8–7·7 %E in the previous
study(11)) than in Western counterparts (>11·5 %E)(9,12), accom-
panied with lower micronutrient intake at higher free sugar
intake, although other discrepancies, related to the study design
and population characteristics, might have also contributed to
the difference. As mentioned above, the lower soft drink intake
in Japanese children and adolescents could be one of the pos-
sible reasons for such lower mean free sugar intake. Another
possible reason could be related to the school system, including
the school lunch programme in Japan(35). Under the Standards
for the school lunch programme, 98·6 and 83·7 % of Japanese
elementary and junior high schools provide uniformed school
lunch, respectively, and the nutrients contents are regu-
lated(35,36). In the present study, a dietary assessment was con-
ducted on a week day except Sundays and national holidays,
and accordingly, 63·3 % of our children and adolescents had

school-prepared lunch. Additionally, tuck shops and vending
machines are generally not available in public elementary and
junior high schools, and children are not allowed to bringmoney
to public elementary schools, although there is no standard in
Japan. The present findings suggest that the WHO guidelines
for free sugar intake would be effective to prevent insufficient
nutrient intake in children and adolescents, as well as adults(15),
in Japan. Further, studies are needed to assess the efficacy of
these guidelines in other countries with a different dietary habit.

Previous findings suggest that very low free sugar intake may
lead to poor micronutrient intake due to over-restriction in the
diet(37). Intakes of several micronutrients were lower in the
<2·5 %E category of free sugar intake in Japanese children
and adolescents in the present study, although the differences
did not reach statistical significance; the findings are in consistent
with that in Japanese adults(15). This discrepancy could be partly
explained by the smaller number of children and adolescents (n
2919) in the present study than that of adults (n 16 652) in the
previous study(15), as well as small statistical power; in addition,
differences in dietary habits between generations might also

Table 3. Prevalence (%) of inadequacy of nutrient intake in Japanese children and adolescents (n 2919) according to free sugar
intake: the 2016 National Health and Nutrition Survey, Japan*

Nutrients <2·5%E (n 620) 2·5 to <5%E (n 849) 5 to <10%E (n 996) ≥10%E (n 454)

Macronutrients
Protein (g/1000 kcal (4184 kJ)) 0 0 0·2 0·2
Protein (%E) 25·5 22·0 28·3 50·4
Fat (%E) 62·3 55·8 58·6 48·5
SFA (%E)† 43·4 43·6 44·5 40·5
Carbohydrates (%E) 41·3 35·6 29·9 26·9

Micronutrients (per 1000 kcal (4184 kJ))
n-6 PUFA (g) 28·1 26·5 35·3 46·7
n-3 PUFA (g) 36·1 37·1 43·0 57·9
Dietary fibre (g)† 64·0 52·1 58·4 63·4
Vitamin A (μg RAE)‡ 39·4 37·2 46·2 53·5
Vitamin D (μg) 68·1 67·5 70·1 76·2
Vitamin E (mg) 31·8 34·2 40·7 50·7
Vitamin K (μg) 28·7 23·8 31·6 44·1
Thiamin (mg) 28·1 28·6 35·9 49·6
Riboflavin (mg) 23·9 18·6 20·5 29·1
Niacin (mg NE)§ 0 0 0·1 0·2
Vitamin B6 (mg) 8·2 6·1 9·4 23·1
Vitamin B12 (μg) 9·0 6·6 7·2 15·6
Folate (μg) 6·6 3·9 6·1 14·3
Pantothenic acid (mg) 25·5 25·1 34·8 54·4
Vitamin C (mg) 32·7 27·7 33·4 41·2
Na (g NaCl equivalent) 91·6 94·8 93·4 84·8
K (mg)† 28·5 21·2 27·2 46·3
Ca (mg) 56·5 49·8 49·0 61·0
Mg (mg) 19·7 9·8 12·9 18·9
P (mg) 24·4 22·6 30·5 51·8
Fe (mg) 42·9 38·2 43·0 51·3
Zn (mg) 1·0 0·6 1·8 6·2
Cu (mg) 0 0 0 0·4
Mn (mg) 55·7 56·9 63·8 73·4

%E, percentage of energy intake; RAE, retinol activity equivalent; NE, niacin equivalent.
* Using nutrient density, prevalence of inadequacy was estimated as the percentage of participants with lower intake than the reference value the
Dietary Reference Intakes for Japanese, 2020(17), except for SFA and Na (estimated as the percentage of participants with higher intake than the
reference value); and protein (%E), fat, and carbohydrates (estimated as the percentage of participantswith intake beyond the range of the reference
value).

† Estimated for participants aged 3–19 years (n 569, 773, 912 and 410 for<2·5%E, 2·5 to<5%E, 5 to<10%Eand≥10%E, respectively) because the
Dietary Reference Intakes of SFA, dietary fibre and K for children aged 1–2 years are not advocated.

‡ 1 μg RAE= sum of retinol (μg)þ β-carotene (μg) × 1/12þ α-carotene (μg) × 1/12þ β-cryptoxanthin (μg) × 1/24.
§ 1 mg NE= niacin (mg)þ protein (mg)/6000.

1400 A. Fujiwara et al.

https://doi.org/10.1017/S0007114520003657  Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114520003657


Table 4. Food group intake in Japanese children and adolescents (n 2919) according to free sugar intake: the 2016 National Health and Nutrition Survey,
Japan
(Numbers and percentages; mean values with their standard errors)

<2·5%E** 2·5 to <5%E** 5 to <10%E** ≥10%E**

P††Mean SE Mean SE Mean SE Mean SE

Participants
n 620 849 996 454
% 21·2 29·1 34·1 15·6

Food groups
Rice and grains

Absolute intake 354·2 6·4 336·9 5·4 304·5 5·0†‡ 265·2 7·4§||¶ <0·001
Intake per 1000 kcal (4184 kJ) 198·7 2·8* 181·4 2·3 159·6 2·2†‡ 138·4 3·2§||¶ <0·001

Bread
Absolute intake 32·0 1·8 33·6 1·5 33·3 1·4 30·6 2·0 0·513
Intake per 1000 kcal (4184 kJ) 19·7 1·0 19·0 0·8 18·8 0·8 16·4 1·1 0·027

Noodles
Absolute intake 44·4 3·2 36·3 2·7 43·5 2·5 46·4 3·7 0·217
Intake per 1000 kcal (4184 kJ) 28·2 1·9 22·3 1·6 25·0 1·5 27·6 2·2 0·615

Other grain products
Absolute intake 12·6 1·1 13·4 0·9 14·5 0·9 14·8 1·3 0·160
Intake per 1000 kcal (4184 kJ) 6·8 0·6 7·3 0·5 7·9 0·5 7·9 0·7 0·171

Potatoes
Absolute intake 50·0 2·4 58·0 2·0 50·7 1·9 42·7 2·8|| 0·002
Intake per 1000 kcal (4184 kJ) 29·0 1·2 31·4 1·1 27·7 1·0 22·3 1·4|| <0·001

Sugars and jams
Absolute intake 2·2 0·3* 6·1 0·3 7·8 0·2†‡ 8·7 0·3§|| <0·001
Intake per 1000 kcal (4184 kJ) 1·3 0·2* 3·3 0·1 4·2 0·1†‡ 4·9 0·2§|| <0·001

Pulses and nuts
Absolute intake 38·9 2·0* 49·6 1·7 40·7 1·5‡ 33·5 2·3|| <0·001
Intake per 1000 kcal (4184 kJ) 23·3 1·1 28·1 0·9 22·4 0·9‡ 18·7 1·3|| <0·001

Vegetables‡‡
Absolute intake 224·8 4·6 242·3 3·9 225·0 3·6 188·2 5·4§||¶ <0·001
Intake per 1000 kcal (4184 kJ) 131·7 2·4 134·6 2·0 123·5 1·9‡ 103·1 2·8§||¶ <0·001

Fruits
Absolute intake 57·1 3·1 57·9 2·7 57·9 2·5 57·6 3·7 0·944
Intake per 1000 kcal (4184 kJ) 36·8 1·9 35·0 1·6 33·6 1·5 34·6 2·2 0·408

Fish and shellfish
Absolute intake 37·9 1·9 42·9 1·6 43·2 1·5 38·2 2·2 0·833
Intake per 1000 kcal (4184 kJ) 22·5 1·0 23·7 0·9 24·0 0·8 20·9 1·2 0·262

Meats
Absolute intake 108·1 2·7 109·6 2·3 101·0 2·1 91·4 3·2§|| <0·001
Intake per 1000 kcal (4184 kJ) 59·2 1·2 57·9 1·0 51·9 1·0†‡ 45·9 1·4§|| <0·001

Eggs
Absolute intake 33·6 1·3 34·1 1·1 31·6 1·0 30·9 1·5 0·058
Intake per 1000 kcal (4184 kJ) 19·5 0·7 18·8 0·6 17·1 0·6 16·5 0·8 0·001

Dairy products
Absolute intake 208·7 6·6 222·3 5·6 211·6 5·2 159·1 7·7§||¶ <0·001
Intake per 1000 kcal (4184 kJ) 124·0 3·6 126·1 3·1 117·9 2·8 88·8 4·2§||¶ <0·001

Fat and oil
Absolute intake 13·7 0·4 13·1 0·3 12·1 0·3 11·0 0·5§ <0·001
Intake per 1000 kcal (4184 kJ) 7·6 0·2 7·0 0·2 6·5 0·2† 5·9 0·2§|| <0·001

Confectioneries
Absolute intake 7·4 2·1* 28·0 1·8 62·1 1·6†‡ 93·6 2·4§||¶ <0·001
Intake per 1000 kcal (4184 kJ) 5·7 1·1* 15·1 1·0 33·5 0·9†‡ 53·7 1·3§||¶ <0·001

Fruit and vegetable juices
Absolute intake 7·7 3·2 11·9 2·7 33·8 2·5†‡ 49·7 3·7§|| <0·001
Intake per 1000 kcal (4184 kJ) 5·5 1·8 6·8 1·5 18·5 1·4†‡ 31·9 2·1§||¶ <0·001

Unsweetened tea and coffee
Absolute intake 247·1 11·5 262·1 9·8 266·6 9·0 237·3 13·4 0·522
Intake per 1000 kcal (4184 kJ) 157·8 6·9 147·7 5·9 148·2 5·4 137·7 8·0 0·763

Soft drinks§§||||
Absolute intake 0 6·2 22·8 5·3 74·6 4·9‡ 267·4 7·2||¶ –
Intake per 1000 kcal (4184 kJ) 0 3·0 11·4 2·5 38·3 2·3‡ 140·3 3·5||¶ –

Seasonings
Absolute intake 65·1 2·7 68·6 2·3 70·9 2·2 58·3 3·2 0·108
Intake per 1000 kcal (4184 kJ) 39·9 1·7 40·0 1·4 38·7 1·3 32·0 2·0 0·001

%E, percentage of energy intake.
** Tukey–Kramer test was conducted with adjustment for sex, age and weight status (underweight; normal; or overweight and obese).P< 0·001 for difference between: <2·5%E and

2·5 to <5%E*, 5 to <10%E and <2·5%E†, 5 to <10%E and 2·5 to <5%E‡, ≥10%E and <2·5%E§, ≥10%E and 2·5 to <5%E|| and ≥10%E and 5 to <10%E¶.
†† Linear regression was conducted using the median value of each category of free sugar intake (1·5, 3·7, 6·8 and 12·7%E) as a continuous variable with adjustment for same

variables used in Tukey–Kramer test.
‡‡ Including mushrooms and seaweeds.
§§ Including soda, sports drinks, fruit drinks, milk beverages and pre-sweetened coffee.
|||| Negative adjusted mean is presented as zero.
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contribute to the discrepancy. Therefore, the public health pro-
gramme to reduce free sugar intake should be conducted with
the promotion of a balanced diet to maintain adequate nutrient
intake in children and adolescents with very low free sugar
intake. Notably, the risk of nutrient inadequacy may be lower
in children and adolescents than in adults.

Fortified sugar-containing food items, such as breakfast cer-
eals, which are frequently consumed in Western countries, can
mask the negative effect of sugars on nutrient density(38). In these
countries, food fortification should be considered to assess the
influence of free sugar intake on nutrient dilution. However,
because only unfortified breakfast cereals (that were included
in other grain products in this study) are included in the
STFCJ(21,22), fortification of these food items may not influence
the present findings. Moreover, the very low mean intake (i.e.
1·3 g) of breakfast cereals in Japanese children and adolescents
makes it unlikely to produce any substantial effect.

The present study has several limitations that should be men-
tioned. First, while NHNS aims to include a nationally represen-
tative sample of the non-institutionalised population of Japan,
the participation rate of sampled households was only 44·4 %.
This rate is somewhat lower than that of the national nutritional
surveys in other countries, such as the USA and the UK (61·3(39)

and 53 %(40), respectively). One reason for the lower participa-
tion rate in the present analysis may be the higher burden of
the dietary assessment method (i.e. a weighed dietary record
comparedwith a 24-h recall or an estimated dietary record)(41,42).
Indeed, a change from a weighed dietary record to an estimated
dietary record has improved the response rate (from 47 to
55 %(42)). Unfortunately, information on the characteristics of
the households that refused to participate was not available,
and the exact response rate of individual participants was not
determined in the present analysis(14). Previous Japanese sur-
veys(43,44) reported that female or older participants had a higher
response rate and were associated with higher micronutrient
intakes(45). These findings suggest that adult participants of the
NHNS have higher micronutrient intake than non-participants.
However, the influence of an adult household member on the
diet of their children is unknown; thus, we could not conclude
whether the diet micronutrient intake in the children and
adolescents in the present study was higher than that in
non-participants. Additional studies are warranted to investi-
gate the association between the response rate and dietary
intake in children and adolescents, clarify reasons for non-
participation and identify methods to enhance motivation to
participate in the future NHNS.

Second, the 1-dweighed household dietary records are insuf-
ficient to capture the habitual dietary intake of individual partic-
ipants because the error introduced by the day-to-day variations
in dietary intakes among free-living individuals is too large to be
ruled out. This issue is the weakest part of the methodology of
the present analysis. A previous study in Japanese adults sug-
gested that the number of days of dietary records required to
assess the usual intake was largest for nuts and seeds and small-
est for cereals(46). For nutrients, the largest number of days was
required to assess usual intake of retinol(46), possibly due to the
relatively larger number of days required for evaluating usual
intake of meats (including offal). These factors could result in

the absence of an association between free sugar intake and vita-
min A intake in the present study, in contrast to previous studies
wherein habitual dietary intakes have been estimated based on
multiple-day dietary data(9,10). On the contrary, the number of
days required to assess the usual intake of energy and other
nutrients was relatively small(46). Therefore, caution is needed
for interpreting the present results because the random error
introduced by within-individual variations might attenuate the
between-individual variations in nutrient intake in relation to
free sugar intake. While the dietary assessment was not con-
ducted on Sundays or national holidays, there was no informa-
tion on the day selected for recording(14). Furthermore, seasonal
variations could affect the dietary intake due to a specific time
window of the survey(47,48). These limitationsmight produce bias
in the assessment of the average dietary intake and thus hinder
the accuracy of the present finding. Ideal solutions to overcome
these limitations are a multiple-day dietary assessment covering
all seasons and all the days of the week or the use of a validated
dietary assessment questionnaire. Unfortunately, no nationally
representative dietary survey on the basis of multiple-day dietary
assessment methods is available in Japan. The feasibility of these
strategies should be considered in future NHNS.

Third, the misreporting of dietary intake commonly occurs in
dietary assessments and may influence the accuracy of the rela-
tionship between dietary intake and the variables of interest.
Consumers with the lowest free sugar intake tend to under-
report energy intake(9,10,16), while those with under-reporting
energy intakes selectively under-report confectioneries and soft
drinks intakes(27,28). However, the sensitivity analysis suggested
that the influence of misreporting on the present finding was not
significant enough to change the conclusion on the association
between free sugar and nutrient intake.

Fourth, to assess the occurrence of nutrient dilution based on
the WHO guidelines(7), we showed free sugar intake as nutrient
density (i.e. %E). Because the use of nutrient density for free
sugar intake is affected by energy and other macronutrient
intakes, the association of free sugar intake with nutrient intake
reported in the present study might be dependent on the intakes
of total energy and other macronutrients(49). Intake of nutrients
and food groups was also shown as nutrient density to consider
differences in these intakes derived from varying body sizes and
energy requirements. This provides the same problem as in the
case of free sugars, although the use of absolute value cannot
take into account the difference mentioned above. Further,
the primary objective of WHO guidelines is the prevention of
dental caries and obesity, and insufficient nutrient intake and
energetic control are not included in the guidelines(7).
Because both macro- and micronutrient intakes are positively
associated with the total energy intake(49,50), it is possible to
achieve the recommended nutrient intake if the energy intake
is high enough irrespective of free sugar intake. This is another
problem of the use of absolute values. Hence, we showed the
results of both the absolute values and nutrient densities and dis-
cussed the influence of energy adjustment on the present find-
ings. However, since no optimal approach is available to adjust
for the variations in the reported energy intake, any finding of
nutrient dilution by free sugar intake should be carefully inter-
preted in accordance with the methodology used(51,52).
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Finally, despite a possible association between free sugar
intake and social environmental status (SES)(53), SES was not
adjusted as a confounding factor in the present study; thus,
the present findings were not independent of the influence of
SES. Unfortunately, the NHNS 2016 only collected information
on the occupation of adult participants, but not information
on the household income as well as occupation and educational
levels of parents of children and adolescents. Therefore, the
present findings should be confirmed in other Japanese children
and adolescents with information on SES variables. Further, the
NHNS should consider collecting information on SES in children
and adolescents, or information on the relationship between
household members (e.g. fathers and their children; this can en-
able the link between children and adolescent members to the
occupational status of adult members) in the future.

Conclusion

This national surveywith a cross-sectional design reported lower
nutrient intake in participants with higher free sugar intake in
Japanese children and adolescents with relatively low free sugar
intake. The present results suggested that the WHO guidelines
for free sugar intake could help prevent nutrient dilution in
Japanese children and adolescents, as demonstrated in
Japanese adults. Although these findings may aid the develop-
ment of guidelines for free sugar intake and public health policy
in Japan, the present results should be interpreted with cautions
because the association between free sugar intake and nutrient
dilution could be attenuated by the random error introduced by
day-to-day variations.

Acknowledgements

We thank the participants of the 2016 NHNS and the staff who
supported the survey in each local public health centre and
the central office for their valuable contribution.

This work was supported by the Health Japan 21 (the second
term) Analysis and Assessment Project by the Ministry of Health,
Labour and Welfare, Japan. The funding sources had no role in
the design, analysis or preparation of this manuscript.

A. F. developed research questions, analysed and interpreted
the data, and wrote the first draft of the manuscript. E. O., C. O.
and H. T. contributed data collection and assisted in the writing
of themanuscript. M. M. assisted in thewriting of themanuscript.
All authors read and approved the final manuscript.

All authors declare that there was no conflict of interest.

Supplementary material

For supplementarymaterials referred to in this article, please visit
https://doi.org/10.1017/S0007114520003657

References

1. Movassagh EZ, Baxter-Jones ADG, Kontulainen S, et al. (2017)
Tracking dietary patterns over 20 years from childhood through
adolescence into young adulthood: the saskatchewan pediatric
bone mineral accrual study. Nutrients 9, E990.

2. Mikkilä V, Räsänen L, Raitakari OT, et al. (2005) Consistent
dietary patterns identified from childhood to adulthood: the
cardiovascular risk in Young Finns Study. Br J Nutr 93, 923–931.

3. Cruz F, Ramos E, Lopes C, et al. (2018) Tracking of food and
nutrient intake from adolescence into early adulthood.
Nutrition 55–56, 84–90.

4. Lake AA, Mathers JC, Rugg-Gunn AJ, et al. (2006) Longitudinal
change in food habits between adolescence (11–12 years) and
adulthood (32–33 years): the ASH30 Study. J Public Health 28,
10–16.

5. te Velde SJ, Twisk JWR & Brug J (2007) Tracking of fruit and
vegetable consumption from adolescence into adulthood and
its longitudinal association with overweight. Br J Nutr 98,
431–438.

6. Kaikkonen JE, Mikkilä V & Raitakari OT (2014) Role of child-
hood food patterns on adult cardiovascular disease risk. Curr
Atheroscler Rep 16, 443.

7. World Health Organization (2015)Guideline: Sugars Intake for
Adults and Children. Geneva: WHO.

8. Institute of Medicine, Food and Nutrition Board (2005) Dietary
Reference Intakes for Energy, Carbohydrate, Fiber, Fat, Fatty
Acids, Cholesterol, Protein and Amino Acids. Washington,
DC: The National Academies Press.

9. Gibson S, Francis L, Newens K, et al. (2016) Associations
between free sugars and nutrient intakes among children
and adolescents in the UK. Br J Nutr 116, 1265–1274.

10. Wong THT, Mok A, Ahmad R, et al. (2019) Intake of free sugar
and micronutrient dilution in Australian children and adoles-
cents. Eur J Nutr 58, 2485–2495.

11. Fujiwara A, Murakami K, Asakura K, et al. (2018) Estimation of
starch and sugar intake in a Japanese population based on a
newly developed food composition database. Nutrients 10,
E1474.

12. Lei L, Rangan A, Flood VM, et al. (2016) Dietary intake and food
sources of added sugar in the Australian population. Br J Nutr
115, 868–877.

13. Micha R, Khatibzadeh S, Shi P, et al. (2015) Global, regional and
national consumption of major food groups in 1990 and 2010: a
systematic analysis including 266 country-specific nutrition sur-
veys worldwide. BMJ Open 5, e008705.

14. Ministry of Health Labour and Welfare, Japan (2016) The
National Health and Nutrition Survey in Japan, 2016. http://
www.mhlw.go.jp/bunya/kenkou/eiyou/h28-houkoku.html (in
Japanese, accessed June 2020).

15. Fujiwara A, Okada E, Okada C, et al. (2020) Association
between free sugars intake, nutrient dilution among Japanese
adults: the 2016 National Health, Nutrition Survey, Japan. Eur
J Nutr (Epublication ahead of print version 11 March 2020).

16. Mok A, Ahmad R, Rangan A, et al. (2018) Intake of free sugars
and micronutrient dilution in Australian adults. Am J Clin Nutr
107, 94–104.

17. Ministry of Health, Labour and Welfare, Japan (2019) Dietary
reference intakes for Japanese, 2020. https://www.mhlw.go.
jp/content/10904750/000586553.pdf (in Japanese, accessed
June 2020).

18. Ikeda N, Takimoto H, Imai S, et al. (2015) Data resource profile:
the Japan National Health and Nutrition Survey (NHNS). Int J
Epidemiol 44, 1842–1849.

19. Ministry of Health, Labour and Welfare, Japan (2015) Ethical
Guidelines for Medical and Health Research Involving Human
Subjects. https://www.mhlw.go.jp/file/06-Seisakujouhou-
10600000-Daijinkanboukouseikagakuka/0000080278.pdf
(accessed June 2020).

20. Science and Technology Agency (2010) Standard Tables of
Food Composition in Japan, 2010. Tokyo: National Printing
Bureau.

Nutrient dilution in children and adolescents 1403

https://doi.org/10.1017/S0007114520003657  Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114520003657
http://www.mhlw.go.jp/bunya/kenkou/eiyou/h28-houkoku.html
http://www.mhlw.go.jp/bunya/kenkou/eiyou/h28-houkoku.html
https://www.mhlw.go.jp/content/10904750/000586553.pdf
https://www.mhlw.go.jp/content/10904750/000586553.pdf
https://www.mhlw.go.jp/file/06-Seisakujouhou-10600000-Daijinkanboukouseikagakuka/0000080278.pdf
https://www.mhlw.go.jp/file/06-Seisakujouhou-10600000-Daijinkanboukouseikagakuka/0000080278.pdf
https://doi.org/10.1017/S0007114520003657


21. Science and Technology Agency (2015) Standard Tables of
Food Composition in Japan, 2015, 7th rev. ed. Tokyo: National
Printing Bureau.

22. Science and Technology Agency (2016) Standard Tables of
Food Composition in Japan, 2015, 7th rev. ed. Tokyo: National
Printing Bureau.

23. Louie JCY, Moshtaghian H, Boylan S, et al. (2015) A systematic
methodology to estimate added sugar content of foods. Eur J
Clin Nutr 69, 154–161.

24. Iwaoka F, YoshiikeN, Date C, et al. (2001) A validation study on
a method to estimate nutrient intake by family members
through a household-based food-weighing survey. J Nutr Sci
Vitaminol 47, 222–227.

25. Cole TJ & Lobstein T (2012) Extended international (IOTF)
body mass index cut-offs for thinness, overweight and obesity.
Pediatr Obes 7, 284–294.

26. World Health Organization (2000) Obesity: Preventing and
Managing the Global Epidemic. Report of a WHO Consultation.
WorldHealth Organization Technical Report Series 894. Geneva:
WHO.

27. Murakami K, Sasaki S, Okubo H, et al. (2012) Characteristics of
under- and over-reporters of energy intake among young
Japanese women. J Nutr Sci Vitaminol 58, 253–262.

28. Murakami K, Miyake Y, Sasaki S, et al. (2012) Characteristics of
under- and over-reporters of energy intake among Japanese
children and adolescents: the Ryukyus Child Health Study.
Nutrition 28, 532–538.

29. Black A (2000) Critical evaluation of energy intake using the
Goldberg cut-off for energy intake:basal metabolic rate. A prac-
tical guide to its calculation, use and limitations. Int J Obes Relat
Metab Disord 24, 1119–1130.

30. Henry C (2005) Basal metabolic rate studies in humans: mea-
surement and development of new equations. Public Health
Nutr 8, 1133–1152.

31. Ganpule AA, Tanaka S, Ishikawa-Takata K, et al. (2007)
Interindividual variability in sleeping metabolic rate in
Japanese subjects. Eur J Clin Nutr 61, 1256–1261.

32. Miyake R, Tanaka S, Ohkawara K, et al. (2011) Validity of pre-
dictive equations for basal metabolic rate in Japanese adults.
J Nutr Sci Vitaminol 57, 224–232.

33. Livingstone MBE & Black AE (2003) Markers of the validity of
reported energy intake. J Nutr 133, Suppl. 3, 895S–920S.

34. Guelinckx I, Iglesia I, Bottin JH, et al. (2015) Intake of water and
beverages of children and adolescents in 13 countries. Eur J
Nutr 54, 69–79.

35. Asakura K & Sasaki S (2017) School lunches in Japan: their
contribution to healthier nutrient intake among elementary-
school and junior high-school children. Public Health Nutr
20, 1523–1533.

36. Ministry of Education, Culture, Sports, Science and Technology,
Japan (2017) The results of school lunch implementation survey
in 2016. https://warp.ndl.go.jp/info:ndljp/pid/11293659/www.
mext.go.jp/b_menu/toukei/chousa05/kyuushoku/kekka/k_
detail/1387614.htm (in Japanese, accessed June 2020).

37. Erickson J & Slavin J (2015) Total, added, and free sugars: are
restrictive guidelines science-based or achievable? Nutrients 7,
2866–2878.

38. Alexy U, Sichert-Hellert W & Kersting M (2002) Fortification
masks nutrient dilution due to added sugars in the diet of chil-
dren and adolescents. J Nutr 132, 2785–2791.

39. The National Center for Health Statistics of the Center for
Disease Control and Prevention (2020) NHANES response rates
and population totals. https://wwwn.cdc.gov/nchs/nhanes/
ResponseRates.aspx#response-rates (accessed June 2020).

40. Public Health England and the Food Standards Agency (2018)
National diet and nutrition survey: results from years 7 and 8
(combined) of the rolling programme (2014/2015 to 2015/
2016). https://assets.publishing.service.gov.uk/government/
uploads/system/uploads/attachment_data/file/699241/NDNS_
results_years_7_and_8.pdf (accessed June 2020).

41. Ahluwalia N, Dwyer J, Terry A, et al. (2016) Update onNHANES
dietary data: focus on collection, celease, analytical considera-
tions, and uses to inform public policy. Adv Nutr 7, 121–134.

42. Whitton C, Nicholson SK, Roberts C, et al. (2011) National Diet
and Nutrition Survey: UK food consumption and nutrient
intakes from the first year of the rolling programme and com-
parisons with previous surveys. Br J Nutr 106, 1899–1914.

43. Nishi N, Nakade M, Sarukura N, et al. (2012) Factors associated
with response rates in National Health and Nutrition Survey.
J Heal Welf Stat 59, 10–15.

44. Okubo H & Yokoyama T (2020) Sociodemographic factors
influenced response to the 2015 National Nutrition Survey on
preschool children: results from linkage with the comprehen-
sive survey of living conditions. J Epidemiol 30, 74–83.

45. Murakami K, Livingstone MB, Fujiwara A, et al. (2020)
Application of the Healthy Eating Index-2015 and the
Nutrient-Rich Food Index 9.3 for assessing overall diet quality
in the Japanese context: different nutritional concerns from the
US. PLOS ONE 15, e0228318.

46. Ogawa K, Tsubono Y, Nishino Y, et al. (1999) Inter- and intra-
individual variation of food and nutrient consumption in a rural
Japanese population. Eur J Clin Nutr 53, 781–785.

47. Sasaki S, Takahashi T, Iitoi Y, et al. (2003) Food and nutrient
intakes assessed with dietary records for the validation study
of a self-administered food frequency questionnaire in JPHC
Study Cohort I. J Epidemiol 13, S23–S50.

48. Tani Y, Asakura K, Sasaki S, et al. (2015) The influence of season
and air temperature onwater intake by food groups in a sample of
free-living Japanese adults. Eur J Clin Nutr 69, 907–913.

49. Forshee RA & Storey ML (2004) Controversy and statistical
issues in the use of nutrient densities in assessing diet quality.
J Nutr 134, 2733–2737.

50. Willett WC (2013)Nutritional Epidemiology, 3rd ed. NewYork:
Oxford University Press.

51. Rennie KL & Livingstone MBE (2007) Associations between
dietary added sugar intake and micronutrient intake: a system-
atic review. Br J Nutr 97, 832–841.

52. Livingstone MBE & Rennie KL (2009) Added sugars and micro-
nutrient dilution. Obes Rev 10, 34–40.

53. Fujiwara A, Murakami K, Asakura K, et al. (2019) Association of
free sugar intake estimated using a newly-developed food com-
position database with lifestyles and parental characteristics
among Japanese children aged 3–6 years: DONGuRI Study.
J Epidemiol 29, 414–423.

1404 A. Fujiwara et al.

https://doi.org/10.1017/S0007114520003657  Published online by Cam
bridge U

niversity Press

https://warp.ndl.go.jp/info:ndljp/pid/11293659/www.mext.go.jp/b_menu/toukei/chousa05/kyuushoku/kekka/k_detail/1387614.htm
https://warp.ndl.go.jp/info:ndljp/pid/11293659/www.mext.go.jp/b_menu/toukei/chousa05/kyuushoku/kekka/k_detail/1387614.htm
https://warp.ndl.go.jp/info:ndljp/pid/11293659/www.mext.go.jp/b_menu/toukei/chousa05/kyuushoku/kekka/k_detail/1387614.htm
https://wwwn.cdc.gov/nchs/nhanes/ResponseRates.aspx#response-rates
https://wwwn.cdc.gov/nchs/nhanes/ResponseRates.aspx#response-rates
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/699241/NDNS_results_years_7_and_8.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/699241/NDNS_results_years_7_and_8.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/699241/NDNS_results_years_7_and_8.pdf
https://doi.org/10.1017/S0007114520003657

	Association between free sugar intake and nutrient dilution among Japanese children and adolescents: the 2016 National Health and Nutrition Survey, Japan
	Methods
	Data source and sample selection
	Dietary assessment
	Assessment of characteristics
	Statistical analysis
	Sensitivity analysis

	Results
	Discussion
	Conclusion

	Acknowledgements
	Supplementary material
	References


