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Abstract

Purpose: Despite the huge evidence on the link between dietary protein intake and obesity, limited studies have examined the role of individual amino acids in
this regard. This study aimed to investigate the association between dietary total and individual BCAAs intake and odds of general and abdominal obesity in a
large group of adults.

Methods: This cross-sectional study was conducted among 8691 adults aged 18-55 years in Isfahan, Iran. Dietary BCAAs were assessed using a validated
dish-based 106-item semi-quantitative food frequency questionnaire (DS-FFQ). Information about weight and waist circumference were collected through a
self-reported validated questionnaire. General obesity was defined as body mass index (BMI) =30 kg/mZ, and abdominal obesity was defined as waist
circumference (WC) =88 cm for women and =102 cm for men.

Results: Mean age of study participants was 36.8+8.1 years. Prevalence of general obesity was 9.2% in men and 9.7% in women and that of abdominal
obesity was 13.3% and 36.2% in men and women, respectively. We found that participants in the top tertile of total BCAAs intake had higher odds of general
obesity compared with those in the bottom tertile (OR: 1.42; 95% CI: 1.09-1.84). Such significant association was seen in men (OR: 1.57; 95% Cl: 1.05-2.34), but
not in women (OR: 1.33; 95% Cl: 0.94-1.89) in our stratified analysis. We found no significant association between total BCAAs intake and odds of abdominal
obesity. Stratified by sex, no significant association was observed between total BCAAs intake and odds of abdominal obesity [for men: (OR: 1.10; 95% ClI:
0.74-1.65) and for women: (OR: 1.08; 95% Cl: 0.84-1.38)]. Assessing the association with individual BCAAs, a significant positive association was observed
between dietary intake of valine (OR: 1.42; 95% ClI: 1.10-1.84), leucine (OR: 1.43; 95% Cl: 1.10-1.86), and isoleucine (OR: 1.42; 95% CI: 1.09-1.84) with general
obesity. We observed no significant association between dietary intake of individual BCAAs intake and odds of abdominal obesity.

Conclusion: Dietary BCAAs intake was associated with an increased odds of general obesity, in particular among men. No significant association was
observed between dietary BCAAs and abdominal obesity.

Level of evidence: Level V, descriptive cross-sectional study.

Introduction

Branched-chain amino acids are essential amino acids that are involved in protein synthesis, neurological function, and glucose metabolism (1). The role of
these amino acids in cancer, cardiovascular disease and neurological disorders has been implicated (2). Several studies found that increased circulating
BCAAs are associated obesity-related conditions such as metabolic disorders and type 2 diabetes (3-5). BCAAs and their metabolites can result in insulin
resistance and impaired glucose tolerance and eventually increased visceral fat accumulation and obesity (6-8). Studies on the association of branched-chain
amino acids and obesity are limited. Newgard et al. in a cross-sectional study showed that elevated serum concentrations of BCAAs are associated with
obesity and obesity-associated insulin resistance in humans and animals (9). Another cross-sectional study demonstrated a positive relationship between
BCAAs and visceral adipose tissue and insulin resistance. Some studies have revealed that dietary intake of BCAAs was associated with increased circulating
levels of these amino acids (10). Lu et al. in a cross-sectional study investigated that increased BCAAs intake is associated with increased risk of insulin
resistance and obesity in children (11). Conversely, dietary branched-chain amino acids have been associated with a lower prevalence of overweight and
obesity in some other studies (12, 13).

Prevalence of obesity and central fat accumulation in Middle-Eastern countries is high. In addition, due to the high cost of protein sources, people in the
Middle-East are more likely to eat eggs and legumes, which are cheaper and good sources of branched-chain amino acids. These amino acids may explain the
increased prevalence of obesity and central fat accumulation in this region. However, the exact role of branched-chain amino acids in obesity and visceral fat
accumulation is not clear. Given the limited evidence on the role of these amino acids in obesity this study aimed to investigate the relationship between
dietary intake of BCAAs and odds of general and abdominal obesity in a large group of Iranian adults.

Methods And Materials

Participants: This cross-sectional investigation was done using the dataset of the Study on the Epidemiology of Psychological Alimentary Health and Nutrition
(SEPAHAN), a project that investigated the prevalence and associates of functional gastrointestinal disorders (FGIDs). This study included a large group of
Iranian adults working in 50 healthcare centers or doing administrative works in Isfahan University of Medical Sciences across Isfahan province. More
information about the study, individuals took part, and methods used for data gathering were published previously (14). Required information about
anthropometric measurements, socio-demographic characteristics, dietary intakes, and physical activity was collected using a self-administered questionnaire
among 10,087 people aged 18-55 years at phase | of the study. Totally, 8691 subjects of these people returned the completed questionnaire (response rate
86.16 %) (14). In the current analysis, participants who had reported energy intakes outside of the range of 800-4200 kcal were not included. Individuals with
missing data about the outcome and covariate variables were not included in the study. Finally, we had a dataset of 6724 and 5219 subjects with complete
data for the analysis on general and abdominal obesity, respectively (14). The study protocol was ethically approved by the Regional Bioethics Committee of
Isfahan University of Medical Sciences.

Dietary assessment: We used a Willett-format 106-item Semi-Quantitative Food Frequency Questionnaire (DS-FFQ) to gather information about dietary intakes
(15). This dish-based questionnaire was designed specifically for Iranian adults. Further information about design, food items, as well as validity of this FFQ
has been reported elsewhere (16). This DS-FFQ contained five categories of foods: (1) carbohydrate-based foods; (2) dairy products; (3) vegetables and fruits;
(4) mixed dishes; and (5) miscellaneous food items and beverages. We used a complete list of common foods and dishes that consumed by Iranian adults to
develop the questionnaire. We asked subjects to report their dietary intakes of foods and mixed dishes based on multiple-choice frequency response
categories varying from “never or less than once a month” to “12 or more times per day”. Finally, the daily intake of all foods and dishes was estimated and
converted into grams per day by household measurements (17). Daily intakes of nutrients for each participant were calculated using Nutritionist IV software
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based on US Department of Agriculture's (USDA) national nutrient databank (18). Information about leucine, isoleucine and valine content of foods were
extracted based on the USDA food composition table. Then, based on daily usual intake of foods containing these amino acids, we computed daily intake of
these amino acids individually for each study participant. Total BCAAs were calculated by summing up the dietary intakes of leucine, isoleucine and valine.

Anthropometric assessment: Required information about anthropometric measures including height, weight and waist circumference (WC) were collected
through a self-administered questionnaire. Body mass index (BMI) was calculated as weight in kilograms divided by the height in meters squared. Obesity was
defined as having BMI =30 kg/m2. Abdominal obesity was defined based on WC and NCEP-ATP lll criteria (19). Participants were categorized into two groups
based on their WC: normal (<88 cm for women and <102 cm for men) and abdominal obesity (=88 cm for women and =102 cm for men).

We assessed the validity of this questionnaire based on enrolment of 200 people from study participants from the same population. In that validation study,
self-reported values of anthropometric indices were compared with actual measured values and we found that the correlation coefficients for self-reported
weight, height and WC versus their corresponding measured values were 0.95 (P<0.001), 0.83 (P<0.001) and 0.60 (P<0.001), respectively. The correlation
coefficient for BMI that calculated from self-reported values and the one from measured values was 0.70 (P<0.001).

Assessment of covariates: We collected information on age, sex, education (university graduate/under university graduate), marital status
(married/single/divorced/widowed), family size (<4/>4 members), smoking status (non-smoker/former-smokers/current smokers), home ownership
(owner/non-owner) and breakfast consumption (skippers/non-skippers) by using a previously tested self-administered questionnaire. Those who were eating
breakfast <4 times/week were defined as breakfast skippers. Participants' physical activity levels were assessed using the General Practice Physical Activity
Questionnaire (GPPAQ) (20) which is a simple four-level physical activity index reflecting a person's current physical activity. Participants were classified into
four categories: active (>3 h/week), moderately active (1-3 h/week), moderately inactive (<1 h/week), and inactive (no physical activity). In the current analysis,
we classified participants into two categories: <1 h/week (physically inactive) or =1 h/week (physically active).

Statistical analysis: First, we classified participants according to the tertile cut-off points of BCAAs intake. General characteristics of study participants across
tertiles of BCAAs intake were expressed as meanst SDs for continuous variables and percentages for categorical variables. To examine the differences across
tertiles, we used ANOVA for continuous variables and a chi-square test for categorical variables. Dietary intakes of study participants across tertiles of BCAAs
intake were compared by using analysis of covariance (ANCOVA). We used binary logistic regression to estimate ORs and 95% Cls for the presence of general
and abdominal obesity across tertiles of BCAAs intake in the crude and multivariable-adjusted models. In these analyses, age (continuous), sex (male/female),
and total energy intake (continuous) were controlled for in the first model. Further adjustments were made for marital status
(married/single/divorced/widowed), physical activity (<1 h/week/=1 h/week), smoking (non-smoker/former smokers/current smokers), family size (<4/>4
members), breakfast skipping (skippers/non-skippers), education (university graduate/under university graduate), and home ownership (owner/non-owner) in
the second model. Dietary fiber intake was controlled for in the third model. P for trends was determined by considering tertiles of BCAAs intake as ordinal
variables in the logistic regression analysis. All statistical analyses were done using the Statistical Package for Social Sciences (version 20; SPSS Inc.). P<0.05
was considered as statistically significant.

Results

Mean age of study participants was 36.8+8.08 years. The prevalence of general obesity was 9.2% in men and 9.7% in women and that of abdominal obesity
was 13.3% and 36.2% in men and women, respectively. Information about characteristics of study subjects across tertiles of total BCAAs intake as well as by
categories of valine, leucine, and isoleucine intake are shown in Table 1. Compared with those with the lowest intake, participants with the highest
consumption of total BCAAs as well as individuals’ amino acids of valine, leucine, and isoleucine were more likely to be older and physically active and less
likely to be female and own a home. Furthermore, individuals in the top tertile of leucine intake were less likely to be current smoker. No other significant
differences were found in terms of other variables.

Dietary intakes of study participants across tertiles of total BCAAs are shown in Table 2. Compared with those in the lowest tertile of total BCAAs intake,
participants in the highest tertile of total BCAAs intake had significantly higher intakes of energy, fat, protein, calcium, and vitamin D and lower intakes of
carbohydrate, dietary fiber, fructose, folate, and caffeine.

Dietary intakes of study participants across tertiles of valine, leucine, and isoleucine are shown in Table 3. Individuals in the highest tertile of valine, leucine,
and isoleucine intake had greater intakes of energy, fat, protein, calcium, and vitamin D and lower intakes of carbohydrate, dietary fiber, fructose, folate, and
caffeine compared with those in the lowest tertile.

Crude and multivariable-adjusted odds ratios (ORs) and 95% confidence intervals (Cls) for general and abdominal obesity across tertiles of total BCAAs are
shown in Table 4. After controlling for potential confounders, we found that participants in the top tertile of total BCAAs intake had higher odds of general
obesity compared with those in the bottom tertile (OR: 1.42; 95% CI: 1.09-1.84), such that those in the highest tertile of BCAAs intake had 42% higher odds of
general obesity. When we did the analysis stratified by sex, we found a significant positive association between total BCAAs intake and odds of general
obesity in men (OR: 1.57; 95% ClI: 1.05-2.34), but not in women (OR: 1.33; 95% ClI: 0.94-1.89). We found no significant association between total BCAAs intake
and odds of abdominal obesity neither in crude (OR: 1.03; 95% ClI: 0.88-1.20), nor in adjusted model (OR: 1.09; 95% CI: 0.88-1.34). In addition, these
associations were not significant in men (OR: 1.10; 95% Cl: 0.74-1.65) and women (OR: 1.08; 95% Cl: 0.84-1.38).

Crude and multivariable-adjusted ORs and 95% Cls for general and abdominal obesity across tertiles of valine, leucine, and isoleucine are shown in Table 5. In
the fully adjusted model, those in the highest tertile of valine intake had higher chance for general obesity (OR: 1.42; 95% ClI: 1.10-1.84) compared with those in
the lowest tertiles. The same associations were reached for leucine (OR: 1.43; 95% ClI: 1.10-1.86) and isoleucine intake (OR: 1.42; 95% CI: 1.09-1.84). Stratified
by sex, we found that valine, leucine, and isoleucine intake was significantly associated with odds of general obesity in men [for valine: (OR: 1.54; 95% CI: 1.03-
2.29), for leucine: (OR: 1.59; 95% CI: 1.07-2.37), and for isoleucine: (OR:1.51; 95% Cl: 1.01-2.25)], but not in women. With regard to abdominal obesity, we
observed no significant association between valine, leucine, and isoleucine intake and odds of abdominal obesity, either before or after adjustment for
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potential confounders. In addition, there was no significant association between valine, leucine, and isoleucine intake and odds of abdominal obesity by
gender.

Discussion

In this cross-sectional study, we found a positive association between total BCAAs, leucine, isoleucine, and valine intake and odds of general obesity. Such
association was found in men, but not in women. There was no significant association between total and individual BCAAs intake and abdominal obesity.
Increase consumption of dietary BCAAs result in increased plasma levels of BCAAs. Earlier studies have found a positive association between plasma levels
of BCAAs and visceral adipose tissue (VAT) and insulin resistance (8, 9). A cross-sectional study in China reported that children of mothers with GDM who had
higher intake of BCAAs had higher odds of overweight and insulin resistance (11). In addition, in an experimental study, restriction of dietary BCAAs resulted in
weight loss and improved glucose tolerance and insulin sensitivity in diet-induced obese mice (21). On the other hand, some publications reported the
beneficial effects of decreased consumption of BCAAs on metabolic health in humans (22, 23). In contrast to our findings, a cross-sectional study revealed a
significant inverse association between dietary BCAAs and prevalence of overweight or obesity (13). Another cross-sectional study demonstrated that obese
subjects, compared with non-obese individuals, had lower intakes of dietary BCAAs (24). In a recent meta-analysis, a contra-positive correlation between
BCAAs intake and risk of obesity was found (10). Different findings might be explained by methodological discrepancies across studies including difference in
target population, dietary assessment tools, and controlling for confounding factors in the analyses. In addition, different sample size along with nature of
study design can also provide some other explanations.

We found no significant association between dietary total and individual BCAAs intake and odds of abdominal obesity. Contrary to our results, Li et al. showed
that higher BCAAs intake was associated with a decreased odds of abdominal obesity (24). In addition, a clinical trial revealed that subjects who consume a
hypocaloric diet high in BCAAs had greater weight loss and lower percentage of body fat and abdominal obesity than those in hypocaloric control, hypocaloric
high-protein, hypocaloric low-protein, and control diet groups (25). Some studies have shown higher circulating levels of leucine, isoleucine, and valine among
subjects with central obesity compared with peripheral obesity (26). One possible explanation for lack of a significant relationship in the current study might
be the definition of central obesity. We used the criteria suggested for Western countries (27, 28), while this definition and the cut-off points used might be
different in Middle Eastern countries like Iran. In addition, we assessed abdominal obesity based on WC only. Others have used waist-to-hip and waist-to-
height ratios for this definition (29-31). Additionally, we evaluated all anthropometric measures, including WC, through self-reported data. Although a
significant association was seen between self-reported and actually measured data in our validation study, the correlation was not as strong as for weight and
height. Therefore, some sort of misclassification of participants in terms of abdominal obesity might have occurred.

There are several potential mechanisms through which BCAAs might influence body weight. BCAAs might stimulate secretion of both insulin and glucagon
and, when administered orally, result in increased prolonged insulin and glucagon secretion (32). The role of insulin in the pathogenesis of obesity and excess
adiposity has been previously proposed (33, 34). On the other hand, insulin can increase the uptake of amino acids such as BCAAs and facilitate the protein
synthesis in the body (35, 36). As a result, this leads to increased skeletal muscle weight and eventually body weight (37). Furthermore, some studies indicated
that insulin activity is impaired by BCAAs supplementation, which can in turn increase the activity of mammalian target of rapamycin (mTOR) (38, 39).
Moreover, 3-hydroxy-isobutyrate (3-HIB), a metabolite of valine, activates uptake of fatty acids to the muscle, which can result in accumulated body fat in
animals (7). It is demonstrated that the changes in this metabolite were correlated with metabolic improvements with weight loss in humans (40). In our study,
we found a significant positive association between BCAAs intake and general obesity in men, but not in women. The reasons of this gender discrepancy are
unknown, but it has been suggested that BCAAs can boost testosterone secretion (41) and, therefore, increase lean body mass (42), which might have been
resulted in a greater weight in men.

The present study has some strengths including large sample size and controlling for a wide range of potential confounders in the analyses. However, some
limitations must be considered. First, this study has cross-sectional design that would not allow to infer causal relationship between dietary BCAAs and
obesity. Therefore, further studies are needed in this regard to confirm our findings. Second, despite for adjusting for several variables in the study, the role of
residual confounding cannot be excluded. Third, although we used a validated FFQ for assessment of dietary intakes, some degree of measurement error and
misclassification is unavoidable. Finally, we used self-reported data of anthropometric measures in the current study, which can further bring some sort of bias
into our findings.

In conclusion, we found a significant positive association between dietary BCAAs and general obesity in the whole population. Such association was found in
men, but not in women. Dietary BCAAs was not associated with abdominal obesity.

What is already known on this subject?

Several studies found that higher circulating BCAAs were associated with increased risk of obesity-related conditions such as metabolic disorders and type 2

diabetes. BCAAs and their metabolites can result in insulin resistance and impaired glucose tolerance and eventually increased visceral fat accumulation and
obesity. Some studies have revealed that dietary intake of BCAAs was associated with increased circulating levels of these amino acids, but other studies had
the opposite findings.

What does this study add?

Given the controversial findings with regard to the association between dietary BCAA intake and obesity, and increasing prevalence of obesity in Middle-
Eastern countries, we decided to conduct the present study. We found a positive association between dietary BCAA intake and obesity among adults. By
gender, such association was found in men, but not in women. Dietary BCAAs was not associated with abdominal obesity.
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Table 1: General characteristics of study participants across tertiles of BCAAs intake
Total BCAAs P- Valine P- Leucine P- Isoleucine P-
T, T, value? T, T value® T, T, value? T, T value?
Age,y 36.9t7.9 37.2¢8.3 0.02 36.8t7.9 37.2¢8.2 0.04 36.8t7.9 37.2¢8.3 0.02 36.9t7.8 37.1#8.3 0.05
Female, % 59.2 56 0.006  59.3 56.4 0.01 59.1 55.9 0.002 58.9 56.3 0.006
Married, % 82.4 82.6 0.24 82.6 82.8 0.56 82.6 82.8 0.75 82.6 82.4 0.13
University 60.5 59.6 0.79 60.7 59.5 0.70 60.4 59.6 0.77 59.9 59.9 0.79
graduated, %
Family size (>4 10.9 9.2 0.14 10.7 9.1 0.13 10.9 9.2 0.13 11 9.1 0.11
people), %
E/)urrent smoker, 4.4 4 0.05 42 4.1 0.19 4.5 4 0.03 4.6 4 0.05
Physically active  31.4 36.4 0.002 31.6 35.9 0.01 31.6 36.2 0.007 3038 37 <0.001
(=1 h/week), %
Breakfast 76.6 76.9 0.89 76.4 77.2 0.73 76.6 76.7 0.99 76.6 76.6 0.98
skipping (=4
times/week), %
Home ownership ~ 34.3 29.9 0.01 344 29.2 0.003 34.6 29.8 0.004 344 29.8 0.007
(non-owner), %
All values are mean + SD, unless indicated
3ANOVA for continuous variables and chi-squared test for categorical variables
Table 2: Dietary intakes of study participants across tertiles of total BCAAs intake
Tertiles of total BCAAs
T Ty T3 P-value?
Energy (kcal/d) 2486.3+853.6  2116.7£790.4 2511.9+796.6  <0.001
Fat (g/day) 95.2+36.2 90.4+35.5 111.8+38.2 <0.001
Protein (g/day) 82.2+31.5 77.3+28.8 105.7t34.4 <0.001
Carbohydrate (g/day)  333.7+125.3 256.6+105.6 279.6+103.4 <0.001
Dietary fiber (g/day) 24.119.6 20.3+9.3 22.919.9 <0.001
Fructose (g/day) 19.8+13.5 15.02£11.2 15.8410.6 <0.001
Calcium (mg/day) 970.5¢616.3 786.9+398.1 1098.8£504.7  <0.001
Vitamin D (ug/day) 31.2421.3 35.3+25.4 43.8+27.6 <0.001
Folate (ug/day) 627.2+264.8 501.2+203.6 560.9+211.8 <0.001
Caffeine (mg/day) 120.5+119.7 89.8175.7 89.2176.7 <0.001

Data are meant standard deviation (SD)

a0btained from ANOVA
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Energy
(kcal/d)

Fat (g/day)

Protein
(g/day)

Carbohydrate
(9/day)

Dietary fiber
(9/day)

Fructose
(g/day)

Calcium
(mg/day)

Vitamin D
(ng/day)

Folate
(ng/day)

Caffeine
(mg/day)

Valine
T

2474.7+857

94.9+36.3
82.07+31.5

331.6+125.8

24.149.6

19.6%13.5

957.2+613.8

30.6+21.1

624.4+265.5

119.2£119.5

T3

2515.7+£794

111.8+38.1
105.4+34.4

280.9+103.6

22.919.9

15.9+10.7

1115.1£501.4

44.5+29.7

562.9+212.2

88.4+75.2

P-value®

<0.001

<0.001
<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

Leucine
T

2484.5+849.9

95.34£36.1
82.2+31.4

333.1+124.8

24.1+9.5

19.8+13.5

971.06+616

31.4421.4

626.03+264.1

119.9£119.8

Table 3: Dietary intakes of study participants across tertiles of valine, leucine, and isoleucine intake

T3

2515.5£796.5

111.9+38.2
105.8434.3

280.2+103.8

23.1+10.03

15.8+10.5

1096.4+502.8

43.6%+27.5

563.04+212.6

89.01+75.8

P-value®

<0.001

<0.001
<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

Isoleucine
T

2504+844.7

95.7+¢35.8
82.5+£31.1

336.7+124.5

24.319.6

19.7+13.6

987.6+614.9

31.6+21.5

633.84264.4

120.7+119.2

T3

2503.7+£797.6

111.7£38.2
105.6+34.3

277.7+103

22.8+9.8

15.8+10.6

1077.9+507.6

43.3+27.6

556.9+209.5

88.8+77.5

<0.!

<0.!
<0.l

<0.!

<0.!

<0.!

<0.!

<0.!

<0.l

<0.!

Data are meant standard deviation (SD)

a0btained from ANOVA

Table 4: Crude and multivariable-adjusted ORs and 95% Cls for general and abdominal obesity across tertiles of total BCAAs intake
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Data are OR (95% CI)

General obesity
Whole population
Crude

Model |2
Model II
Model Il
Men
Crude

Model I°
Model Il
Model Il
Women
Crude

Model IP

Model Il
Model I

Abdominal obesity

Whole population
Crude

Model |2
Model Il
Model Il
Men
Crude

Model IP
Model Il
Model Il
Women

Crude

Model IP
Model Il

Model Il

Tertiles of total BCAAs

Ty

(n=2241)

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00

1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

T,

(n=2242)

1.15 (0.94-1.41)
1.10 (0.89-1.35)
1.19 (0.91-1.56)
1.21(0.93-1.58)

1.22 (0.87-1.73)
1.16 (0.82-1.65)
1.31 (0.85-2.02)
1.31 (0.86-2.02)

1.08 (0.83-1.39)
1.04 (0.81-1.35)
1.11 (0.78-1.57)
1.13 (0.80-1.60)

1.12(0.97-1.31)
1.07 (0.92-1.26)

1.16 (0.94-1.42)
1.17 (0.95-1.43)

1.01 (0.73-1.40)
1.00 (0.72-1.40)
1.27 (0.85-1.92)
1.27 (0.84-1.91)

1.13 (0.95-1.35)
1.10 (0.92-1.31)

1.12 (0.88-1.42)
1.13 (0.89-1.44)

Ts

(n=2241)

1.21 (0.99-1.48)
1.21 (0.99-1.48)

1.37 (1.05-1.77)
1.42 (1.09-1.84)

1.38 (1.00-1.92)
1.39 (1.00-1.92)

1.52 (1.02-2.27)
1.57 (1.05-2.34)

1.08 (0.83-1.40)
1.08 (0.83-1.41)
1.28 (0.90-1.81)
1.33(0.94-1.89)

1.03 (0.88-1.20)
1.06 (0.91-1.25)

1.07 (0.86-1.31)
1.09 (0.88-1.34)

1.00 (0.73-1.37)
1.00 (0.73-1.37)
1.08 (0.73-1.62)
1.10 (0.74-1.65)

1.08 (0.90-1.30)
1.08 (0.90-1.30)

1.05 (0.82-1.35)
1.08 (0.84-1.38)

P-trend

0.06
0.06
0.01
0.008

0.05
0.04
0.03
0.02

0.55
0.53

0.15
0.10

0.70
0.41
0.51
0.38

0.99
0.99
0.69
0.62

0.36
0.35
0.63
0.49

Model I2: adjusted for age, sex, and energy intake

Model I°: adjusted for age and energy intake

Model II: additionally, adjusted for marital status, education, family size, smoking status, physical activity, breakfast skipping, and home ownership

Model Ill: additionally, adjusted for dietary fiber intake
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General obesity
Whole population
Crude

Model 12
Model Il
Model Il
Men
Crude

Model I°
Model Il
Model Il
Women

Crude

Model IP

Model Il

Model Il
Abdominal obesity
Whole population
Crude

Model 12
Model Il
Model llI
Men
Crude

Model IP
Model Il
Model Il
Women
Crude

Model [P
Model Il
Model Il

Valine

Ty

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00

1.00
1.00

1.00
1.00
1.00
1.00

T3

1.20 (0.99-1.47)
1.21(0.99-1.48)
1.37 (1.06-1.76)
1.42 (1.10-1.84)

1.39 (1.00-1.92)
1.39 (1.01-1.93)
1.49 (1.00-2.22)
1.54 (1.03-2.29)

1.08 (0.83-1.40)
1.09 (0.84-1.41)
1.28 (0.91-1.80)
1.34 (0.95-1.89)

1.04 (0.89-1.21)
1.07 (0.92-1.26)
1.09 (0.88-1.34)
1.12(0.91-1.38)

0.96 (0.70-1.32)
0.96 (0.70-1.32)
1.05 (0.70-1.57)
1.07 (0.71-1.60)

1.11(0.92-1.33)
1.11(0.93-1.33)
1.09 (0.85-1.39)
1.12 (0.88-1.44)

P-trend

0.06
0.05
0.01
0.007

0.04
0.03
0.04
0.03

0.53
0.50
0.14
0.09

0.56
0.34
0.39
0.27

0.84
0.84

0.79
0.72

0.25
0.23
0.45
0.33

Leucine

T

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00
1.00
1.00

1.00
1.00

1.00
1.00

1.00
1.00
1.00
1.00

T3

1.23 (1.01-1.51)
1.23 (1.01-1.51)
1.38 (1.07-1.79)
1.43 (1.10-1.86)

1.42 (1.02-1.97)
1.43 (1.03-1.98)
1.55 (1.04-2.31)
1.59 (1.07-2.37)

1.09 (0.84-1.41)
1.09 (0.84-1.42)
1.27 (0.90-1.80)
1.32(0.93-1.87)

1.04 (0.89-1.21)
1.08 (0.92-1.26)
1.11 (0.90-1.37)
1.14 (0.92-1.40)

0.98 (0.72-1.34)
0.98 (0.72-1.34)
1.10 (0.74-1.64)
1.12 (0.75-1.67)

1.11 (0.92-1.33)
1.11 (0.93-1.33)
1.11 (0.87-1.42)
1.14 (0.89-1.46)

P-trend

0.03
0.03
0.01
0.006

0.03
0.03
0.02
0.02

0.51
0.49
0.17
0.11

0.57
0.32
0.29
0.20

0.92
0.92

0.62
0.56

0.25
0.24
0.38
0.28

Isoleucine

T, T,

1.00 1.26 (1.03-1.54)
1.00 1.25(1.03-1.54)
1.00 1.36 (1.05-1.77)
1.00 1.42 (1.09-1.84)
1.00 1.36 (0.99-1.89)
1.00 1.37 (0.99-1.89)
1.00 1.46 (0.98-2.17)
1.00 1.51 (1.01-2.25)
1.00 1.16 (0.89-1.50)
1.00 1.16 (0.89-1.51)
1.00 1.31(0.92-1.85)
1.00 1.36 (0.95-1.93)
1.00 1.00 (0.86-1.16)
1.00 1.01 (0.86-1.18)
1.00 1.03 (0.83-1.27)
1.00 1.05 (0.85-1.30)
1.00 0.94 (0.68-1.28)
1.00 0.94 (0.68-1.28)
1.00 1.03 (0.69-1.54)
1.00 1.05(0.70-1.57)
1.00 1.04 (0.87-1.24)
1.00 1.04 (0.86-1.24)
1.00 1.02 (0.80-1.31)
1.00 1.05(0.82-1.34)

Table 5: Crude and multivariable-adjusted ORs and 95% Cls for general and abdominal obesity across tertiles of valine, leucine, and isoleucine intake

P-trend

0.02
0.02
0.01
0.008

0.05
0.05
0.05
0.04

0.27
0.27
0.12
0.08

0.99
0.84
0.74
0.58

0.70
0.70

0.86
0.78

0.68
0.66
0.81
0.66

Data are OR (95% CI)

Model I2: adjusted for age, sex, and energy intake

Model I°: adjusted for age and energy intake

Model II: additionally, adjusted for marital status, education, family size, smoking status, physical activity, breakfast skipping, and home ownership

Model Ill: additionally, adjusted for dietary fiber intake
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