
Citation: Kim, M.-S.; Lim, Y.-H.; Oh,

J.; Myung, J.; Han, C.; Bae, H.-J.; Kim,

S.; Hong, Y.-C.; Lee, D.-W. Long-Term

Ozone Exposure, COPD, and Asthma

Mortality: A Retrospective Cohort

Study in the Republic of Korea.

Atmosphere 2024, 15, 1340.

https://doi.org/10.3390/

atmos15111340

Academic Editors: Elisabete Carolino

and Liliana Aranha Caetano

Received: 8 October 2024

Revised: 6 November 2024

Accepted: 7 November 2024

Published: 8 November 2024

Copyright: © 2024 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Article

Long-Term Ozone Exposure, COPD, and Asthma Mortality: A
Retrospective Cohort Study in the Republic of Korea
Min-Seok Kim 1,2, Youn-Hee Lim 3, Jongmin Oh 4,5,6, Jisun Myung 7, Changwoo Han 8, Hyun-Joo Bae 9,
Soontae Kim 10 , Yun-Chul Hong 6,11 and Dong-Wook Lee 12,*

1 Department of Preventive Medicine, Seoul National University College of Medicine,
Seoul 03080, Republic of Korea; iconocla@snu.ac.kr

2 Department of Occupational and Environmental Medicine, H Plus Yangji Hospital,
Seoul 08779, Republic of Korea

3 Section of Environmental Health, Department of Public Health, University of Copenhagen,
1353 Copenhagen, Denmark; younhee.lim@sund.ku.dk

4 Department of Environmental Medicine, College of Medicine, Ewha Womans University,
Seoul 07804, Republic of Korea; jongminoh@ewha.ac.kr

5 Institute of Ewha-SCL for Environmental Health (IESEH), College of Medicine, Ewha Womans University,
Seoul 07804, Republic of Korea

6 Department of Human Systems Medicine, College of Medicine, Seoul National University,
Seoul 03080, Republic of Korea; ychong1@snu.ac.kr

7 Inha Research Institute for Medical Science, Inha University College of Medicine,
Incheon 22112, Republic of Korea; gyuinam0312@inha.ac.kr

8 Department of Preventive Medicine, Chungnam National University College of Medicine,
Daejeon 35015, Republic of Korea; cwohan@cnu.ac.kr

9 Division of Environmental Health, Korea Environment Institute, Sejong 30147, Republic of Korea;
hjbae@kei.re.kr

10 Department of Environmental and Safety Engineering, Ajou University, Suwon-si 16499, Republic of Korea;
soontaekim@ajou.ac.kr

11 Institute of Environmental Medicine, Medical Research Center, Seoul National University,
Seoul 03080, Republic of Korea

12 Department of Occupational and Environmental Medicine, Inha University Hospital, Inha University,
Incheon 22332, Republic of Korea

* Correspondence: taesanglee89@inha.ac.kr

Abstract: Ozone concentrations have increased in recent decades, and several studies have reported
that long-term exposure to ozone increases the mortality risk induced by respiratory conditions.
However, research on cause-specific mortality related to ozone exposure and respiratory diseases
remains scarce. We constructed a retrospective cohort of 5,360,032 adults aged ≥ 65 years from
the National Health Insurance Service of Republic of Korea, and death certificates were obtained
from Statistics Republic of Korea to determine the cause of death between 2010 and 2019. The daily
maximum 8 h average levels of ozone during the warm season annually (May–September) and
other air pollutants were determined for the residential district. We analyzed the data using a time-
varying Cox proportional hazards model with individual- and district-level covariates, incorporating
a competing risk framework to address deaths from causes other than chronic obstructive pulmonary
disease (COPD) and asthma. In our single-pollutant model with a 3-year moving average, a 1 ppb
increase in ozone exposure was associated with a hazard ratio (HR) of 1.011 (95% confidence interval
[CI]: 1.008–1.013) for COPD mortality and an HR of 1.016 (95% CI: 1.011–1.022) for asthma mortality.
In our model adjusted for the presence of underlying diseases and district-level variables, the HRs
were 1.009 (95% CI: 1.008–1.014) for COPD and 1.017 (95% CI: 1.011–1.023) for asthma, respectively.
These associations remained robust in our two-pollutant model, except for NO2 and COPD. A linear
concentration–response relationship was identified between ozone concentration, COPD, and asthma
mortality. In this large nationwide cohort study, long-term exposure to ozone was associated with an
increased risk of death from COPD and asthma in older Korean adults.
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1. Introduction

As the global population ages, chronic respiratory diseases are becoming a promi-
nent cause of death. The annual number of premature deaths due to chronic respiratory
diseases is estimated as four million globally [1]. Chronic obstructive pulmonary disease
(COPD) and asthma are chronic respiratory diseases that pose a significant global bur-
den. COPD is a progressive airway disease [2], and asthma is a chronic inflammatory
airway disease with a reversible airflow limitation and airway hyperresponsiveness [3].
According to the Global Burden of Disease Study 2019, mortality rates remain high, with
42.5 deaths per 100,000 population (37.6–46.3) for COPD and 5.8 deaths per 100,000 popula-
tion (4.6–7.0) for asthma in 2019. The age-standardized Years of Life Lost due to COPD and
asthma are 680.8 per 100,000 population (606.4–741.6) and 140.6 per 100,000 population
(115.3–165.3) [4], respectively.

Ozone is an air pollutant that is predominantly generated during the summer season.
As a potent oxidant, it can irritate the respiratory system and cause adverse health effects.
Globally, while fine particulate matter (PM2.5; another major air pollutant) has decreased
in concentration over the past few decades, ozone concentrations have increased [5,6],
especially in urban areas [7]. Recently, there has been a growing interest in studying
the health effects of ozone to better understand its impact on human health. Studies
have shown that long-term ozone exposure is associated with respiratory mortality [8,9].
Although several studies have reported the effects of long-term ozone exposure on COPD,
the cause-specific mortality in other diseases have not been well-studied. For asthma, most
previous studies on the association between ozone and asthma have focused on short-term
ozone exposure [10,11]. Although the effects of long-term ozone exposure on asthma
incidence is known [12,13], its effects on asthma-related mortality is limited.

In this study, we used a large cohort of the elderly population in Republic of Korea
and employed a time-varying competing risk regression model to investigate the impact of
long-term ozone exposure on mortality due to COPD and asthma.

2. Materials and Methods
2.1. Data Source and Study Participants

A retrospective cohort study was conducted based on the data provided by the Na-
tional Health Insurance Sharing Service (NHISS) from the National Health Insurance
Service (NHIS) of Republic of Korea. The NHIS is a single-payer program that is mandatory
for all Korean residents and covers almost the entire Korean population. It comprises three
main healthcare programs: National Health Insurance, Medical Aid, and Long-Term Care
Insurance [14]. The NHISS data used in this study included age, sex, income, and home
address at the district level. The cause of death statistics from Statistics Republic of Korea
were linked to the cohort to obtain vital statuses and causes of death. The cohort was
followed up from 1 January 2010, to 31 December 2019. The study population included
adults aged ≥ 65 years as of 2010, totaling 5,562,993 individuals from the health insurance
eligibility database. After excluding 201,804 individuals with missing information regard-
ing age, sex, and income, with 1157 individuals who were registered as deceased before
2010, a final study population of 5,360,032 was enrolled.

This study was exempt from review by the Institutional Review Board of Seoul Na-
tional University Hospital, Republic of Korea (IRB No. E-2105-043-1218) because not all
personal information was accessed by the authors under the control of the NHIS.

2.2. Case Definition

We assessed data on death from COPD or asthma using death certificate data provided
by Statistics Republic of Korea. Death caused by COPD was recorded if the primary or
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secondary cause of death included codes J40–J44 from the International Classification of
Diseases, 10th revision. Similarly, death caused by asthma was defined using the codes J45
and J46.

2.3. Air Pollution Data

We used the daily maximum 8 h average (MDA8) ozone concentration during the
warm season (May–September) between 2010 and 2019. Hourly ozone exposure levels and
air pollutants were modeled using Weather Research and Forecast, Sparse Matrix Operator
Kernel Emission, and Community Multiscale Air Quality. Air pollutants included partic-
ulate matter in an aerodynamic diameter ≤10 µm (PM10) and ≤2.5 µm (PM2.5), nitrogen
dioxide (NO2), and sulfur dioxide (SO2) level. Air pollutant exposure levels were assigned
by the district. Further details regarding exposure modeling and validation are available
elsewhere [15,16]. For our time-varying Cox regression analysis, the exposure levels to
air pollutants, including daily and warm season MDA8 concentrations, were assigned
annually. The annual average ambient temperature and humidity data were collected
from the Korean Meteorological Administration (https://www.kma.go.kr/, accessed on
6 November 2024).

To investigate the effects of different exposure periods, we constructed moving average
models with time-exposure windows ranging between 1 and 3 years for each model, and
analyzed the goodness-of-fit statistic for each model. The results (Supplementary Table S1)
showed that the 3-year model had the lowest Bayesian Information Criterion value.

We extracted the residential address data to create an annual address variable. Expo-
sure values were applied to the updated address if an address change occurred during the
study period. In cases where administrative districts changed during the follow-up period,
we reclassified the data based on the most recent administrative district (as of 2019). In
these cases, we applied the pollutant concentrations according to the new address from the
time of change.

2.4. Covariates

The study population was classified into two age groups: (1) 65–74 years and
(2) >75 years old. The NHI data provided household income as a number ranging from
1 (lowest) to 20 (highest). If participants’ health insurance eligibility indicated that they had
received medical aid, they were classified accordingly. Using household income and health
insurance eligibility data from 2010, we categorized income into six groups: Medicare,
low/mid (1–12), or high (13–20). Residential areas were classified as metropolitan (Seoul,
Busan, Daegu, Gwangju, Incheon, Daejeon, and Ulsan) or others.

The Charlson Comorbidity Index (CCI) developed in 1987 by Charlson et al. predicts
mortality by weighing specific comorbid conditions. This tool is widely used by health
researchers to measure the burden of various diseases [17]. We calculated the CCI scores
using primary and secondary diagnostic codes from the NHIS healthcare visit history data
from 2009 (i.e., 1 year before the baseline year of the study period). These included prior
myocardial infarction, congestive heart failure, peripheral vascular disease, cerebrovascular
disease, dementia, chronic pulmonary disease, liver disease, and diabetes. If there was no
underlying disease corresponding to the CCI, the variable was classified as “no”; otherwise,
it was classified as “yes”.

2.5. Statistical Analysis

Participants were followed up until death, loss to follow-up, or the end of the study
period. To investigate the association between long-term ozone exposure and death due to
asthma or COPD, we adopted a time-varying Cox proportional hazards model [18]. In this
model, age was used as a time scale to account for the effects of age on the outcome, and
calendar year was used as a covariate. Competing risks of death from causes other than
those of interest were considered using the Fine and Gray sub-distribution method [19,20].

https://www.kma.go.kr/
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Model 1, the basic model, included calendar year, sex, income level, and health in-
surance eligibility as covariates. Model 2 included CCI scores. Model 3 included variables at
the district level, such as total population size, proportion of the population aged ≥ 65 years,
proportion of the population with educational levels of high school or less, number of
hospital beds per 1000 population, annual average temperature (◦C), annual average hu-
midity (%), and the standardized smoking rate. Annual time-varying covariates were
considered: first, single-pollutant models, and, then, two-pollutant models were used to
examine the independent effects of each pollutant after controlling for the other. To test the
multicollinearity, the variation inflation factor (VIF) statistics were calculated.

Stratification analysis was performed for underlying diseases (yes; CCI ≥ 1 and no),
sex, regions, income (high, mid/low, and Medicare), CCI (≥3 and <3), and age (≥75 and
65–74 years). The results from different exposure windows (1, 2, and 3 years of exposure
to ozone) were compared, and the best-fitting model was observed after 3 years of ozone
exposure. We used this time-exposure window for stratification analysis. The significance of
difference in beta estimates and coefficients between the stratified variables was estimated
by calculating the Z-score of the following equation, following the determination of the
p value using the Z-score.

Z =
ˆβk1 − ˆβk2√

se( ˆβk1)
2
+

√
se( ˆβk2)

2
(1)

The exposure–response curves for 3-year exposure to ozone-, COPD-, and asthma-
related deaths were plotted using natural cubic splines. Additionally, the association
between all-cause mortality and long-term ozone exposure were analyzed. All analyses
were performed using SAS version 9.4 (SAS Institute Inc., Cary, NC, USA) and R statistical
software version 3.6.1 (R Foundation for Statistical Computing, Vienna, Austria). p-values
(two-sided) of <0.05 were considered statistically significant.

3. Results

The total number of adults aged ≥ 65 years registered in the 2010 NHIS database was
5,562,993. We excluded participants with missing information regarding sex, age, income,
or residential address (N = 201,184) and those who died before 2010 (N = 1157). The final
number of participants was 5,360,032 (Figure 1).
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Figure 1. Depiction of the study population. Figure 1. Depiction of the study population.

Table 1 presents the characteristics of the study participants. During the follow-up
period, 46,228 and 12,308 participants died of COPD and asthma, respectively. Among
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those who died of COPD, 31,957 (69.13%) were aged ≥ 75 years. Among those who
died of asthma, 9577 (77.81%) were aged ≥ 75 years. More than half of those who died
from COPD and asthma had an income below the low-income cut-off point. Regarding
regional distribution, approximately 33% of participants lived in metropolitan areas and
the remaining participants lived in other areas. The CCI score was 0 or 1 in slightly more
than half of the patients who died of COPD or asthma.

Table 1. Characteristics of the study participants and deaths attributable to COPD or asthma.

Characteristics
Total COPD Death Asthma Death

N % N % N %

Total 5,360,032 100.0% 46,228 0.9% 12,308 0.2%
Sex
Men 2,193,175 40.9% 31,381 67.9% 4794 39.0%

Women 3,166,857 59.1% 14,847 32.1% 7514 61.0%
Age group

65–74 3,372,719 62.9% 14,271 30.9% 2731 22.2%
75+ 1,987,313 37.1% 31,957 69.1% 9577 77.8%

Underlying disease
No 2,119,534 39.5% 12,284 26.6% 2593 21.1%
Yes 3,240,498 60.5% 33,944 73.4% 9715 78.9%

Income
Medicare 466,464 8.7% 5722 12.4% 1700 13.8%

Low/Mid (1–12) 1,953,417 36.4% 27,178 58.8% 6743 54.8%
High (13–20) 2,940,151 54.9% 13,328 28.8% 3865 31.4%

Regions
Metropolitan cities 2,189,845 40.9% 15,031 32.5% 4043 32.8%

Other areas 3,170,187 59.1% 31,197 67.5% 8265 67.2%
Charlson comorbidity score

0 2,119,534 39.5% 12,284 26.6% 2593 21.1%
1 1,656,238 30.9% 16,831 36.4% 4643 37.7%
2 842,614 15.7% 9454 20.5% 2791 22.7%

3+ 741,646 13.8% 7659 16.6% 2281 18.5%

Table 2 presents the annual MDA8 ozone concentrations during warm seasons. Be-
tween 2006 and 2019, the average ozone concentrations gradually increased in all areas.
Regionally, the average ozone concentration was higher in all non-metropolitan areas.
Distribution of mean maximum MDA8 ozone in the warm season by study participants are
depicted in Supplementary Table S2.

Table 3 presents the hazard ratios (HRs) and 95% confidence intervals (CIs) for COPD
and asthma mortality associated with long-term ozone exposure. In Model 1, using a 3-year
moving average in our single-pollutant analysis, the HRs were 1.011 (95% CI, 1.008–1.013)
for COPD mortality and 1.016 (95% CI, 1.011–1.022) for asthma mortality. In Model 3,
which was adjusted for the CCI score and district-level covariates, the HRs were 1.009
(95% CI, 1.006–1.012) for COPD mortality and 1.017 (95% CI, 1.011–1.023) for asthma. In the
two-pollutant model that included NO2, the HR for COPD was 1.002 (95% CI, 0.998–1.005),
indicating no statistical significance. For asthma, the HR was 1.017 (95% CI, 1.011–1.023),
which was statistically significant. With the exception of the two-pollutant model with NO2,
the HR estimates in the two-pollutant models that included other pollutants were similar to
those in the single-pollutant model. The VIF values ranged from 1.09 to 2.89, which means
low multicollinearity between variables included in the models (Supplementary Table S3).
The exposure–response curve between the 3-year moving average ozone exposure, COPD
death, and asthma death showed a linear relationship (Figure 2). We could not find any
evidence that there is a threshold at this level.
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Table 2. Warm season (May–September) mean daily maximum 8 h average ozone levels during the
study period.

Year

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

Metropolitan cities
Seoul 34.18 35.49 35.74 41.83 35.32 34.53 39.77 40.47 42.87 43.37 45.63 43.97 43.03 47.02
Busan 35.41 35.71 36.78 38.10 36.97 36.50 42.45 41.34 45.15 46.01 46.48 45.94 42.61 47.50
Daegu 38.76 40.12 47.43 43.50 43.94 44.71 46.82 49.52 50.01 53.17 50.22 52.64 45.86 51.30
Incheon 39.57 42.29 46.30 50.18 42.74 43.09 47.10 47.66 52.77 51.32 50.36 48.24 45.43 52.79
Gwangju 39.09 37.32 36.54 45.00 39.51 39.68 43.39 45.55 47.00 48.47 49.89 50.46 45.12 48.09
Daejeon 29.96 26.86 40.72 41.77 39.30 35.10 42.75 42.15 46.36 46.94 50.83 50.67 48.78 48.01
Ulsan 33.74 33.36 37.77 38.33 38.51 36.36 42.43 46.12 46.69 48.53 45.85 50.47 42.88 48.16
Other areas
Gyeoonggi-do 39.69 41.52 41.51 47.12 41.43 41.51 46.88 46.86 50.08 51.52 52.52 49.75 48.56 54.99
Gangwon-do 44.45 44.46 45.83 49.66 44.95 45.20 45.73 47.69 54.60 52.90 52.17 51.02 48.64 51.58
Chungcheongbuk-do 41.91 40.91 42.65 49.12 44.40 44.21 46.09 50.20 52.19 51.83 52.89 53.54 48.85 52.61
Chungcheongnam-do 41.62 35.15 46.71 48.78 43.26 40.06 46.59 47.90 51.39 52.40 56.50 54.42 50.58 55.69
Jeollabuk-do 39.42 37.70 37.93 44.64 37.57 38.28 45.30 46.39 49.11 51.21 53.94 54.14 47.54 52.67
Jeollanam-do 43.39 45.18 45.04 49.03 43.44 44.53 46.97 50.28 50.28 53.13 53.38 54.24 46.98 51.31
Gyeongsangbuk-do 42.98 43.58 45.40 48.20 45.73 44.41 47.16 50.13 52.45 54.50 51.55 53.91 48.96 52.69
Gyeongsangnam-do 44.18 42.86 44.53 45.37 41.52 39.18 46.61 49.40 48.88 50.51 48.16 52.80 48.58 53.53
Total 40.16 40.17 42.32 46.12 41.48 40.88 45.44 46.96 49.57 50.67 50.95 50.97 47.21 51.94

Table 3. Results of time-varying Cox regression analysis for the association between deaths at-
tributable to COPD or asthma and 1 ppb increase in ozone.

COPD Asthma

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Exposure HR
(95% CI)

HR
(95% CI)

HR
(95% CI)

HR
(95% CI)

HR
(95% CI)

HR
(95% CI)

1-year moving average

Single-pollutant model 1.006
(1.003, 1.008)

1.006
(1.004, 1.008)

1.005
(1.002, 1.007)

1.009
(1.005, 1.013)

1.009
(1.005, 1.014)

1.009
(1.004, 1.013)

Two-pollutant model

+PM2.5
1.005

(1.003, 1.008)
1.006

(1.003, 1.008)
1.004

(1.002, 1.006)
1.009

(1.004, 1.013)
1.009

(1.005, 1.013)
1.008

(1.003, 1.012)

+PM10
1.006

(1.003, 1.008)
1.006

(1.003, 1.008)
1.004

(1.002, 1.007)
1.009

(1.005, 1.013)
1.009

(1.005, 1.013)
1.008

(1.003, 1.012)

+NO2
1.001

(0.999, 1.003)
1.001

(0.999, 1.003)
1.002

(0.999, 1.004)
1.007

(1.003, 1.012)
1.007

(1.002, 1.012)
1.008

(1.003, 1.013)

+SO2
1.006

(1.003, 1.008)
1.006

(1.003, 1.008)
1.005

(1.003, 1.007)
1.010

(1.005, 1.014)
1.010

(1.006, 1.014)
1.009

(1.005, 1.014)
2-year moving average

Single-pollutant model 1.007
(1.004, 1.010)

1.007
(1.004, 1.010)

1.006
(1.003, 1.008)

1.011
(1.006, 1.016)

1.012
(1.007, 1.017)

1.011
(1.006, 1.017)

Two-pollutant model

+PM2.5
1.007

(1.004, 1.010)
1.007

(1.004, 1.010)
1.005

(1.002, 1.008)
1.011

(1.006, 1.017)
1.012

(1.007, 1.017)
1.010

(1.005, 1.016)

+PM10
1.007

(1.004, 1.010)
1.007

(1.005, 1.010)
1.005

(1.003, 1.008)
1.012

(1.006, 1.017)
1.012

(1.007, 1.017)
1.011

(1.006, 1.016)

+NO2
0.999

(0.996, 1.002)
0.999

(0.996, 1.002)
1.000

(0.997, 1.003)
1.008

(1.002, 1.013)
1.007

(1.002,1.013)
1.009

(1.003, 1.015)

+SO2
1.006

(1.004, 1.009)
1.006

(1.004, 1.009)
1.005

(1.003, 1.008)
1.012

(1.007, 1.018)
1.013

(1.007, 1.018)
1.012

(1.006, 1.017)
3-year moving average

Single-pollutant model 1.011
(1.008, 1.013)

1.011
(1.008, 1.014)

1.009
(1.006, 1.012)

1.016
(1.011, 1.022)

1.017
(1.011, 1.022)

1.017
(1.011, 1.023)

Two-pollutant model

+PM2.5
1.011

(1.008, 1.014)
1.011

(1.008, 1.014)
1.009

(1.006, 1.012)
1.017

(1.011, 1.023)
1.017

(1.012, 1.023)
1.017

(1.011, 1.023)

+PM10
1.011

(1.008, 1.014)
1.011

(1.008, 1.014)
1.009

(1.006, 1.012)
1.017

(1.011, 1.023)
1.017

(1.012, 1.023)
1.017

(1.011, 1.023)

+NO2
1.000

(0.997, 1.004)
1.003

(1.002, 1.005)
1.002

(0.998, 1.005)
1.011

(1.005, 1.018)
1.011

(1.004, 1.018)
1.014

(1.007, 1.021)

+SO2
1.009

(1.006, 1.012)
1.010

(1.007, 1.013)
1.008

(1.005, 1.012)
1.017

(1.011, 1.023)
1.018

(1.012, 1.024)
1.017

(1.011, 1.023)

COPD, chronic obstructive pulmonary disease; HR, hazard ratio; PM2.5, particulate matter less than 2.5 µm in
diameter; PM10, particulate matter less than 10 µm in diameter; NO2, nitrogen dioxide; SO2, sulfur dioxide.
Model 1 was adjusted for the calendar year, sex, income level, and health insurance eligibility. Model 2 included
Charlson Comorbidity Index scores. Model 3 additionally included variables at the district level such as total
population size, proportion of the population aged ≥ 65 years, proportion of the population with educational
levels of high school or less, number of hospital beds per 1000 population, annual average temperature, annual
average humidity, and standardized smoking rate.
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Figure 2. Exposure–response curve between long-term ozone exposure, COPD, and asthma mortality.
COPD, chronic obstructive pulmonary disease; O3, ozone. Hazard Ratios for COPD and asthma
mortality according to the 3-year moving average ozone exposure were estimated with the adjustment
of the calendar year, sex, income level, and health insurance eligibility, Charlson Comorbidity Index
scores, and variables at the district level such as total population size, proportion of the population
aged ≥ 65 years, proportion of the population with educational levels of high school or less, number
of hospital beds per 1000 population, annual average temperature, annual average humidity, and
standardized smoking rate.

Figure 3 and Supplementary Table S4 present the results of the stratified analysis.
There were significant differences in COPD-related mortality according to the region and
income level. In the high-income group, a one-unit increase in the 3-year average MDA8
ozone level was significantly associated with a higher risk of death from COPD (HR = 1.012,
95% CI = 1.008–1.106), with an HR value that was significantly different from that of the
Medicare group (HR = 1.001, 95% CI = 0.993–1.008). The HR was significantly higher in
metropolitan areas (HR = 1.022, 95% CI = 1.016–1.028) compared to other ones (HR = 1.004,
95% CI = 1.001–1.008).

The association between all-cause mortality and long-term ozone exposure was also
significant (Supplementary Table S5). In Model 3, HRs for all-cause mortality by a 1 ppb
increase in ozone in the 1-, 2-, and 3-year moving average were 1.002 (95% CI = 1.001–1.003),
1.004 (95% CI = 1.003–1.005), and 1.007 (95% CI = 1.006–1.008, respectively).
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Figure 3. Stratified analyses of 3-year moving averages of ozone with mortality caused by COPD
and asthma for the association between deaths attributable to COPD or asthma and 1 ppb increase in
ozone. COPD, chronic obstructive pulmonary disease; HR, hazard ratio; adjusted for calendar year,
sex, income level, and health insurance eligibility; Charlson Comorbidity Index scores; and variables
at the district level such as total population size, proportion of the population aged ≥ 65 years,
proportion of the population with educational levels of high school or less, number of hospital
beds per 1000 population, annual average temperature, annual average humidity, and standardized
smoking rate.

4. Discussion

In this large cohort study, long-term exposure to ozone was associated with an in-
creased risk of mortality of COPD and asthma. The results were robust across models
which accounted for various moving averages and covariates. This indicated that an in-
crease in ozone levels cumulatively increased the relative probability of mortality of COPD
or asthma.

These findings are consistent with those of previous studies that have reported a
positive association between long-term ozone exposure and COPD-related mortality. The
United States National Institutes of Health-American Association of Retired Persons (NIH-
AARP) Diet and Health Study [21] in a cohort study of 548,780 participants reported an HR
of 1.05 (95% CI, 1.02–1.08) for COPD mortality per every 10 ppb increase in average ozone
levels during the warm season (mean ozone level, 46.2 ppb). The study also showed that
the significant association between ozone and COPD-related mortality remained robust
in models adjusted for other pollutants such as PM2.5 and NO2, and the daily maximum
temperature. In another US study, the Cancer Prevention Study-II (CPS-II) [22], in a
cohort of 669,046 participants, reported an HR of 1.08 (95% CI, 1.05–1.12) for COPD-related
mortality and similar conditions for every 1 ppb increase in average ozone levels during
the warm season (mean level, 47.1 ppb). Similarly, in a study of 22.2 million Medicare
beneficiaries in the US between 2000 and 2008 [23], the relative risk for COPD-related
mortality for every 10 ppb increase in MDA8 ozone levels during the warm season was
1.084 (95% CI, 1.079–1.089). In another study that used Medicare data from 1985 to 2006 [24],
every 5 ppb increase in average summertime ozone levels was associated with an HR
increase of 1.07 (95% CI, 1.04–1.09) for COPD-related mortality.

Previous studies reported no significant association between long-term ozone exposure
and COPD-related mortality. In a Canadian study [25], the MDA8 ozone concentration was
39.2 ppb and the age of the study population ranged from 25 to 89 years. In the ELAPSE
pooled cohort study [26], the ozone concentration was 70 µg/m3 (~35.7 ppb), and the mean
age of the study population was 48.7 years. In these studies, the ozone concentrations were
lower than that in our study. Furthermore, those studies included younger-age participants
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and varying correlations between ozone and other air pollutants that may have resulted in
a reduced impact of ozone on COPD-related mortality. In the current study, the estimated
effect of ozone exposure on COPD-related mortality was relatively low compared to that
reported in previous studies. This discrepancy may be attributed to the fact that previous
studies included subjects of varying ages, whereas our study included only older adults.
Consequently, the contribution of competing risks was higher in our study, leading to a
relatively small estimate.

Studies on the association between long-term ozone exposure and asthma-related
mortality are rare. Most studies focused on the effects of short-term ozone exposure
on asthma-related mortality [11]. Additionally, studies that have investigated long-term
ozone exposure have not typically analyzed asthma-related deaths as a separate outcome
but, instead, have included a broader category of mortality caused by respiratory condi-
tions [9,22,27]. In a case–crossover study conducted in China that included 4454 partici-
pants, an interquartile range increase in ozone levels (lag, 3 d; 52.9 µg/m3) was associated
with asthma-related mortality with an odds ratio of 1.09 (95% CI, 1.01–1.18) [11]. Several
studies have explored the impact of long-term ozone exposure on asthma incidence. A
cohort study conducted in Canada involving children showed that an incremental increase
of 3.22 ppb in ambient ozone levels was associated with asthma onset with an HR of
1.11 (95% CI: 1.10–1.12) [28]. Another study in China demonstrated that long-term expo-
sure to ozone levels > 38.17 ppb was associated with adult-onset asthma with an HR of
1.204 (95% CI, 1.168–1.242) [12].

In this study, a linear concentration–response relationship was observed between
ozone concentration and COPD- and asthma-related mortality. In the CPS-II study [27],
a threshold of ~56 ppb was identified in the concentration–response curve between long-
term ozone exposure and death caused by respiratory conditions. However, a subsequent
NIH-AARP study [21] did not identify this threshold. Consistent with this finding, this
study found no evidence supporting the existence of such a threshold.

In our analysis stratified by sex, age, underlying disease, residential area, income
level, and CCI, the association between COPD mortality and PM2.5 showed significant
differences according to region and income level. However, no significant differences in
asthma-related mortality were observed in any of these variables. Generally, higher-income
groups living in urban areas tend to have better living conditions and more green space
around their homes [29]. However, the vulnerability to ozone by income status has not
yet been confirmed [30]. The high-income group had a significantly higher HR than the
Medicare group (p = 0.016) in our study. It does not imply the high-income group is
more vulnerable compared to the low-income group. The life expectancy of medical aid
beneficiaries in Republic of Korea has been reported to be lower, with an average life
expectancy of 70.9 years in 2017—which is ~13 years shorter than the 83.7 years reported
for National Health Insurance beneficiaries [31]. Therefore, the bigger association between
ozone and COPD mortality among the high-income group may be because of the premature
death from causes other than COPD among the low-income group. Considering that higher-
income older adults tend to live longer than those with a lower income, the higher-income
individuals were, on average, older. COPD prevalence increases with age, particularly
in males, those with a history of smoking, and individuals with a lower income [32].
The prevalence of COPD tends to be higher in lower-income groups, a trend previously
reported in Republic of Korea [33,34]. Regarding healthcare accessibility, low-income
groups may experience delays in diagnosis and treatment, leading to early mortality other
than COPD. A recent study showed that delays in the diagnosis and treatment of COPD
and asthma resulted in poor outcomes [35]. Therefore, considering that the participants
in this study were older, the observed lower impact of ozone exposure in the low-income
group may be partially explained by survivorship bias. This suggests that the higher risk
may not necessarily be because the high-income group is more affected by ozone, but,
instead, because individuals with poorer health in the low-income group may have died
earlier. Additionally, the relatively low impact of ozone may be caused by poor outcomes
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resulting from delayed diagnosis and treatment. Although not statistically significant,
a similar trend was observed in asthma, supporting this explanation. The mean ozone
concentration was higher in non-metropolitan areas; however, the ozone-induced HR for
COPD-related mortality was higher in metropolitan areas. Considering previous studies
on health inequality in Republic of Korea, which indicated that mortality and unhealthy
behaviors were higher in rural areas than in urban areas [36–38], these results could be
interpreted in a context similar to the results of our income-stratified analysis, suggesting
that the findings might be influenced by a survivorship bias caused by earlier deaths among
residents of non-metropolitan areas.

Ozone is a potent oxidant that induces reactive oxygen species generation in the
airways and promotes inflammatory responses and hyper-responsiveness [39]. Ozone
exposure triggers the release of inflammatory cytokines in cells, induces mitochondrial
dysfunction, and causes inflammatory responses and apoptosis through the activation
of cellular signaling pathways, leading to a decrease in lung function and an increased
risk of developing emphysema [40]. In animal studies, prolonged exposure to ozone
induced chronic inflammation and structural changes in the small airways [41,42]. In
human epidemiological studies, long-term exposure to ozone has been observed to impair
lung development and decreases lung function in both children [43] and adults [44,45]. A
recent study in China demonstrated that long-term exposure to ozone is associated with
the acute exacerbation of COPD, leading to increased hospital readmission rates [46].

Exposure to ozone increases hyper-responsiveness in patients with asthma, making
the airways more sensitive to allergens [47] and enhancing the eosinophilic airway re-
sponse [48]—which further exacerbates asthma symptoms. Long-term exposure to low
concentrations of ozone has been shown to increase airway hyper-responsiveness in sen-
sitized animals [49]. The acute exacerbation of asthma caused by short-term exposure
to ozone has been well-established [50], and prolonged exposure to ozone can lead to
increased airway inflammation and hyperresponsiveness, potentially resulting in worsened
asthma and increased mortality.

This study had several strengths. We assessed the causes of death in nearly all Koreans
aged ≥ 65 years by linking large-scale data from the NHIS and mortality data from Statistics
Republic of Korea over 10 years. Thus, we obtained objective information regarding the
underlying diseases, addresses, and causes of death using nationally certified statistical
data. This study population was large and encompassed almost the entire population of
older adults living in Republic of Korea. Moreover, we confirmed the robustness of our
findings by considering various models and covariates, including the medical history.

This study had several limitations. First, we could not ascertain the individual smoking
history or the severity of any underlying diseases that may have affected mortality. A
history of smoking is a major risk factor for the development and exacerbation of COPD [51]
and asthma [52,53]. Although we used few district-level covariates, including standardized
smoking rates and educational levels, residual confounding may still exist, as these were
not individual-level data. Nevertheless, several similar studies used the county-level
smoking prevalence instead of individual-level data [54,55]. Owing to the lack of a direct
association between smoking status and air pollution, it may not be appropriate to consider
smoking status as a confounder. Second, we used residential address data to evaluate ozone
exposure, which may not accurately reflect the actual exposure if daily activities occur in
different locations. We could not assess the indoor ozone exposure levels and account for
the differences in ozone exposure caused by variations in individual outdoor activity times.
Therefore, the misclassification of ozone exposure levels may have occurred. However, this
limitation may have been partially offset by older adults generally having smaller living
radii and shorter daily trip distances than younger individuals [56,57]. Third, deaths were
defined as those caused by COPD or asthma when listed as either primary or secondary
diagnoses on deceased individuals’ death certificates. However, some individuals with
multiple underlying conditions may have inaccuracies on their recorded death certificates.
This misclassification could have reduced the observed effect size. Finally, this study was
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conducted using data from older Koreans; therefore, the findings cannot be generalized
to other races or age groups. Ozone levels are increasing worldwide, and the number of
ozone warnings and alerts issued annually in Republic of Korea has been increasing. With
the growing population of older adults in the country who are more vulnerable to ozone
exposure, new policies for managing ozone levels are warranted.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/atmos15111340/s1, Supplementary Table S1: Goodness-of-fit
of models and different moving average periods. Supplementary Table S2: Distribution of mean
maximum 8 h average ozone in warm season by study participants. Supplementary Table S3:
Variation Inflation Factor (VIF) values for the two pollutants in two-pollutant models. Supplementary
Table S4: Results of stratified analyses of time-varying Cox regression for the association of deaths
due to COPD and asthma mortality with ozone. Supplementary Table S5: Results of time-varying
Cox regression analysis of association between all-cause mortality and 1 ppb increase in ozone.

Author Contributions: M.-S.K.: investigation, and writing (original draft); Y.-H.L.: conceptualization,
and writing (review and editing); J.O.: methodology, formal analysis, and writing (review and editing);
J.M.: investigation, formal analysis, and writing (review and editing); C.H.: writing (review and
editing); H.-J.B.: project administration, and writing (review and editing); S.K.: data curation, and
writing (review and editing); Y.-C.H.: conceptualization, and writing (review and editing); D.-W.L.:
conceptualization, investigation, supervision, and writing (review and editing). All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was exempt from review by the Institutional
Review Board of Seoul National University Hospital, Republic of Korea (IRB No. E-2105-043-1218,
approved on 12 May 2021) because not all personal information was accessed by the authors under
the control of the National Health Insurance Service.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data that support the findings of this study are available from the
National Health Insurance Service in Republic of Korea; however, restrictions apply to the availability
of these data, which were used under license for the current study, and so are not publicly available.
However, the data can be obtained from the National Health Insurance Service in Republic of Korea
upon reasonable requests and with permission from the National Health Insurance Service.

Acknowledgments: This work was supported by the Korea Environment Industry & Technology
Institute (KEITI) through the Digital Infrastructure Building Project for Monitoring, Surveying, and
Evaluating Environmental Health, funded by the Korea Ministry of Environment (MOE) [grant
No. RS-2021-KE001615].

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. GBD Chronic Respiratory Disease Collaborators. Prevalence and attributable health burden of chronic respiratory diseases,

1990–2017: A systematic analysis for the Global Burden of Disease Study 2017. Lancet Respir. Med. 2020, 8, 585–596. [CrossRef]
[PubMed]

2. Tamondong-Lachica, D.R.; Skolnik, N.; Hurst, J.R.; Marchetti, N.; Rabe, A.P.J.; Montes de Oca, M.; Celli, B.R. GOLD 2023 update:
Implications for clinical practice. Int. J. Chronic Obstr. Pulm. Dis. 2023, 18, 745–754. [CrossRef] [PubMed]

3. Levy, M.L.; Bacharier, L.B.; Bateman, E.; Boulet, L.-P.; Brightling, C.; Buhl, R.; Brusselle, G.; Cruz, A.A.; Drazen, J.M.; Duijts, L.
Key recommendations for primary care from the 2022 Global Initiative for Asthma (GINA) update. NPJ Prim. Care Respir. Med.
2023, 33, 7. [CrossRef] [PubMed]

4. Momtazmanesh, S.; Moghaddam, S.S.; Ghamari, S.-H.; Rad, E.M.; Rezaei, N.; Shobeiri, P.; Aali, A.; Abbasi-Kangevari, M.;
Abbasi-Kangevari, Z.; Abdelmasseh, M. Global burden of chronic respiratory diseases and risk factors, 1990–2019: An update
from the Global Burden of Disease Study 2019. eClinicalMedicine 2023, 59, 101936. [CrossRef] [PubMed]

5. Sicard, P.; Agathokleous, E.; Anenberg, S.C.; De Marco, A.; Paoletti, E.; Calatayud, V. Trends in urban air pollution over the last
two decades: A global perspective. Sci. Total Environ. 2023, 858, 160064. [CrossRef]

https://www.mdpi.com/article/10.3390/atmos15111340/s1
https://www.mdpi.com/article/10.3390/atmos15111340/s1
https://doi.org/10.1016/S2213-2600(20)30105-3
https://www.ncbi.nlm.nih.gov/pubmed/32526187
https://doi.org/10.2147/COPD.S404690
https://www.ncbi.nlm.nih.gov/pubmed/37180752
https://doi.org/10.1038/s41533-023-00330-1
https://www.ncbi.nlm.nih.gov/pubmed/36754956
https://doi.org/10.1016/j.eclinm.2023.101936
https://www.ncbi.nlm.nih.gov/pubmed/37229504
https://doi.org/10.1016/j.scitotenv.2022.160064


Atmosphere 2024, 15, 1340 12 of 14

6. Li, C.; van Donkelaar, A.; Hammer, M.S.; McDuffie, E.E.; Burnett, R.T.; Spadaro, J.V.; Chatterjee, D.; Cohen, A.J.; Apte, J.S.;
Southerland, V.A. Reversal of trends in global fine particulate matter air pollution. Nat. Commun. 2023, 14, 5349. [CrossRef]

7. Malashock, D.A.; Delang, M.N.; Becker, J.S.; Serre, M.L.; West, J.J.; Chang, K.-L.; Cooper, O.R.; Anenberg, S.C. Global trends in
ozone concentration and attributable mortality for urban, peri-urban, and rural areas between 2000 and 2019: A modelling study.
Lancet Planet. Health 2022, 6, e958–e967. [CrossRef]

8. Huangfu, P.; Atkinson, R. Long-term exposure to NO2 and O3 and all-cause and respiratory mortality: A systematic review and
meta-analysis. Environ. Int. 2020, 144, 105998. [CrossRef]

9. Sun, H.Z.; Yu, P.; Lan, C.; Wan, M.W.; Hickman, S.; Murulitharan, J.; Shen, H.; Yuan, L.; Guo, Y.; Archibald, A.T. Cohort-based
long-term ozone exposure-associated mortality risks with adjusted metrics: A systematic review and meta-analysis. Innovation
2022, 3, 100246. [CrossRef]

10. Zheng, X.-Y.; Orellano, P.; Lin, H.-L.; Jiang, M.; Guan, W.-J. Short-term exposure to ozone, nitrogen dioxide, and sulphur dioxide
and emergency department visits and hospital admissions due to asthma: A systematic review and meta-analysis. Environ. Int.
2021, 150, 106435. [CrossRef]

11. Liu, Y.; Pan, J.; Zhang, H.; Shi, C.; Li, G.; Peng, Z.; Ma, J.; Zhou, Y.; Zhang, L. Short-term exposure to ambient air pollution and
asthma mortality. Am. J. Respir. Crit. Care Med. 2019, 200, 24–32. [CrossRef] [PubMed]

12. Zhang, J.; Ai, B.; Guo, Y.; Chen, L.; Chen, G.; Li, H.; Lin, H.; Zhang, Z. Long-term exposure to ambient ozone and adult-onset
asthma: A prospective cohort study. Environ. Res. 2024, 252, 118962. [CrossRef] [PubMed]

13. McDonnell, W.F.; Abbey, D.E.; Nishino, N.; Lebowitz, M.D. Long-term ambient ozone concentration and the incidence of asthma
in nonsmoking adults: The AHSMOG Study. Environ. Res. 1999, 80, 110–121. [CrossRef] [PubMed]

14. Seong, S.C.; Kim, Y.-Y.; Khang, Y.-H.; Heon Park, J.; Kang, H.-J.; Lee, H.; Do, C.-H.; Song, J.-S.; Hyon Bang, J.; Ha, S. Data resource
profile: The national health information database of the National Health Insurance Service in South Korea. Int. J. Epidemiol. 2017,
46, 799–800.

15. Kim, H.C.; Kim, E.; Bae, C.; Cho, J.H.; Kim, B.-U.; Kim, S. Regional contributions to particulate matter concentration in the Seoul
metropolitan area, South Korea: Seasonal variation and sensitivity to meteorology and emissions inventory. Atmos. Chem. Phys.
2017, 17, 10315–10332. [CrossRef]

16. Kim, B.-U.; Bae, C.; Kim, H.C.; Kim, E.; Kim, S. Spatially and chemically resolved source apportionment analysis: Case study of
high particulate matter event. Atmos. Environ. 2017, 162, 55–70. [CrossRef]

17. Charlson, M.E.; Pompei, P.; Ales, K.L.; MacKenzie, C.R. A new method of classifying prognostic comorbidity in longitudinal
studies: Development and validation. J. Chronic Dis. 1987, 40, 373–383. [CrossRef]

18. Dekker, F.W.; De Mutsert, R.; Van Dijk, P.C.; Zoccali, C.; Jager, K.J. Survival analysis: Time-dependent effects and time-varying
risk factors. Kidney Int. 2008, 74, 994–997. [CrossRef]

19. Fine, J.P.; Gray, R.J. A proportional hazards model for the subdistribution of a competing risk. J. Am. Stat. Assoc. 1999, 94, 496–509.
[CrossRef]

20. Austin, P.C.; Fine, J.P. Practical recommendations for reporting f Ine-G Ray model analyses for competing risk data. Stat. Med.
2017, 36, 4391–4400. [CrossRef]

21. Lim, C.C.; Hayes, R.B.; Ahn, J.; Shao, Y.; Silverman, D.T.; Jones, R.R.; Garcia, C.; Bell, M.L.; Thurston, G.D. Long-term exposure
to ozone and cause-specific mortality risk in the United States. Am. J. Respir. Crit. Care Med. 2019, 200, 1022–1031. [CrossRef]
[PubMed]

22. Turner, M.C.; Jerrett, M.; Pope III, C.A.; Krewski, D.; Gapstur, S.M.; Diver, W.R.; Beckerman, B.S.; Marshall, J.D.; Su, J.; Crouse,
D.L. Long-term ozone exposure and mortality in a large prospective study. Am. J. Respir. Crit. Care Med. 2016, 193, 1134–1142.
[CrossRef] [PubMed]

23. Kazemiparkouhi, F.; Eum, K.-D.; Wang, B.; Manjourides, J.; Suh, H.H. Long-term ozone exposures and cause-specific mortality in
a US Medicare cohort. J. Expo. Sci. Environ. Epidemiol. 2020, 30, 650–658. [CrossRef] [PubMed]

24. Zanobetti, A.; Schwartz, J. Ozone and survival in four cohorts with potentially predisposing diseases. Am. J. Respir. Crit. Care
Med. 2011, 184, 836–841. [CrossRef] [PubMed]

25. Cakmak, S.; Hebbern, C.; Pinault, L.; Lavigne, E.; Vanos, J.; Crouse, D.L.; Tjepkema, M. Associations between long-term PM2.5
and ozone exposure and mortality in the Canadian Census Health and Environment Cohort (CANCHEC), by spatial synoptic
classification zone. Environ. Int. 2018, 111, 200–211. [CrossRef]

26. Strak, M.; Weinmayr, G.; Rodopoulou, S.; Chen, J.; De Hoogh, K.; Andersen, Z.J.; Atkinson, R.; Bauwelinck, M.; Bekkevold, T.;
Bellander, T. Long term exposure to low level air pollution and mortality in eight European cohorts within the ELAPSE project:
Pooled analysis. BMJ 2021, 374, n1904. [CrossRef]

27. Jerrett, M.; Burnett, R.T.; Pope III, C.A.; Ito, K.; Thurston, G.; Krewski, D.; Shi, Y.; Calle, E.; Thun, M. Long-term ozone exposure
and mortality. N. Engl. J. Med. 2009, 360, 1085–1095. [CrossRef]

28. Tetreault, L.-F.; Doucet, M.; Gamache, P.; Fournier, M.; Brand, A.; Kosatsky, T.; Smargiassi, A. Childhood exposure to ambient air
pollutants and the onset of asthma: An administrative cohort study in Québec. Environ. Health Perspect. 2016, 124, 1276–1282.
[CrossRef]

29. Boing, A.F.; de Souza, P.; Boing, A.C.; Kim, R.; Subramanian, S. Air pollution, socioeconomic status, and age-specific mortality
risk in the United States. JAMA Netw. Open 2022, 5, e2213540. [CrossRef]

https://doi.org/10.1038/s41467-023-41086-z
https://doi.org/10.1016/S2542-5196(22)00260-1
https://doi.org/10.1016/j.envint.2020.105998
https://doi.org/10.1016/j.xinn.2022.100246
https://doi.org/10.1016/j.envint.2021.106435
https://doi.org/10.1164/rccm.201810-1823OC
https://www.ncbi.nlm.nih.gov/pubmed/30871339
https://doi.org/10.1016/j.envres.2024.118962
https://www.ncbi.nlm.nih.gov/pubmed/38642637
https://doi.org/10.1006/enrs.1998.3894
https://www.ncbi.nlm.nih.gov/pubmed/10092402
https://doi.org/10.5194/acp-17-10315-2017
https://doi.org/10.1016/j.atmosenv.2017.05.006
https://doi.org/10.1016/0021-9681(87)90171-8
https://doi.org/10.1038/ki.2008.328
https://doi.org/10.1080/01621459.1999.10474144
https://doi.org/10.1002/sim.7501
https://doi.org/10.1164/rccm.201806-1161OC
https://www.ncbi.nlm.nih.gov/pubmed/31051079
https://doi.org/10.1164/rccm.201508-1633OC
https://www.ncbi.nlm.nih.gov/pubmed/26680605
https://doi.org/10.1038/s41370-019-0135-4
https://www.ncbi.nlm.nih.gov/pubmed/30992518
https://doi.org/10.1164/rccm.201102-0227OC
https://www.ncbi.nlm.nih.gov/pubmed/21700916
https://doi.org/10.1016/j.envint.2017.11.030
https://doi.org/10.1136/bmj.n1904
https://doi.org/10.1056/NEJMoa0803894
https://doi.org/10.1289/ehp.1509838
https://doi.org/10.1001/jamanetworkopen.2022.13540


Atmosphere 2024, 15, 1340 13 of 14

30. Bell, M.L.; Zanobetti, A.; Dominici, F. Who is more affected by ozone pollution? A systematic review and meta-analysis. Am. J.
Epidemiol. 2014, 180, 15–28. [CrossRef]

31. Bahk, J.; Kang, H.-Y.; Khang, Y.-H. Trends in life expectancy among medical aid beneficiaries and National Health Insurance
beneficiaries in Korea between 2004 and 2017. BMC Public Health 2019, 19, 1137. [CrossRef] [PubMed]

32. Lee, E.G.; Rhee, C.K. Epidemiology, burden, and policy of chronic obstructive pulmonary disease in South Korea: A narrative
review. J. Thorac. Dis. 2021, 13, 3888. [CrossRef] [PubMed]

33. Kim, D.S.; Kim, Y.S.; Jung, K.-S.; Chang, J.H.; Lim, C.-M.; Lee, J.H.; Uh, S.-T.; Shim, J.J.; Lew, W.J. Prevalence of chronic obstructive
pulmonary disease in Korea: A population-based spirometry survey. Am. J. Respir. Crit. Care Med. 2005, 172, 842–847. [CrossRef]
[PubMed]

34. Hwang, Y.I.; Park, Y.B.; Yoo, K.H. Recent trends in the prevalence of chronic obstructive pulmonary disease in Korea. Tuberc.
Respir. Dis. 2017, 80, 226. [CrossRef]

35. Aaron, S.D.; Vandemheen, K.L.; Whitmore, G.A.; Bergeron, C.; Boulet, L.-P.; Côté, A.; McIvor, R.A.; Penz, E.; Field, S.K.; Lemière,
C. Early Diagnosis and Treatment of COPD and Asthma—A Randomized, Controlled Trial. N. Engl. J. Med. 2024, 390, 2061–2073.
[CrossRef]

36. Yoon, T.-h.; Kim, J.-H. Health inequalities between rural and urban areas in South Korea. J. Korean Acad. Rural Health Nurs. 2006,
1, 11–20.

37. Choi, K.M. Investigation of cancer mortality inequalities between rural and urban areas in South K orea. Aust. J. Rural Health
2016, 24, 61–66. [CrossRef]

38. Kim, C.-B.; Chung, M.-K.; Kong, I.D. Regional inequalities in healthcare indices in Korea: Geo-economic review and action plan.
Health Policy Manag. 2018, 28, 240–250.

39. Barnes, P.J. Reactive oxygen species and airway inflammation. Free Radic. Biol. Med. 1990, 9, 235–243. [CrossRef]
40. Wiegman, C.H.; Li, F.; Ryffel, B.; Togbe, D.; Chung, K.F. Oxidative stress in ozone-induced chronic lung inflammation and

emphysema: A facet of chronic obstructive pulmonary disease. Front. Immunol. 2020, 11, 547173. [CrossRef]
41. Fujinaka, L.E.; Hyde, D.; Plopper, C.; Tyler, W.; Dungworth, D.; Lollini, L. Respiratory bronchiolitis following long-term ozone

exposure in bonnet monkeys: A morphometric study. Exp. Lung Res. 1985, 8, 167–190. [CrossRef] [PubMed]
42. Fanucchi, M.V.; Plopper, C.G.; Evans, M.J.; Hyde, D.M.; Van Winkle, L.S.; Gershwin, L.J.; Schelegle, E.S. Cyclic exposure to

ozone alters distal airway development in infant rhesus monkeys. Am. J. Physiol.-Lung Cell. Mol. Physiol. 2006, 291, L644–L650.
[CrossRef]

43. Dimakopoulou, K.; Douros, J.; Samoli, E.; Karakatsani, A.; Rodopoulou, S.; Papakosta, D.; Grivas, G.; Tsilingiridis, G.; Mudway, I.;
Moussiopoulos, N. Long-term exposure to ozone and children’s respiratory health: Results from the RESPOZE study. Environ.
Res. 2020, 182, 109002. [CrossRef] [PubMed]

44. Holm, S.M.; Balmes, J.R. Systematic review of ozone effects on human lung function, 2013 through 2020. Chest 2022, 161, 190–201.
[CrossRef] [PubMed]

45. Zhao, T.; Markevych, I.; Fuertes, E.; de Hoogh, K.; Accordini, S.; Boudier, A.; Casas, L.; Forsberg, B.; Aymerich, J.G.; Gnesi, M.
Impact of long-term exposure to ambient ozone on lung function over a course of 20 years (The ECRHS study): A prospective
cohort study in adults. Lancet Reg. Health Eur. 2023, 34, 100729. [CrossRef]

46. Yang, H.; Wang, Z.; Zhou, Y.; Gao, Z.; Xu, J.; Xiao, S.; Dai, C.; Wu, F.; Deng, Z.; Peng, J. Association between long-term ozone
exposure and readmission for chronic obstructive pulmonary disease exacerbation. Environ. Pollut. 2024, 348, 123811. [CrossRef]

47. Molfino, N.; Wright, S.; Katz, I.; Tarlo, S.; Silverman, F.; McClean, P.; Slutsky, A.; Zamel, N.; Szalai, J.; Raizenne, M. Effect of low
concentrations of ozone on inhaled allergen responses in asthmatic subjects. Lancet 1991, 338, 199–203. [CrossRef]

48. Vagaggini, B.; Taccola, M.; Cianchetti, S.; Carnevali, S.; Bartoli, M.L.; Bacci, E.; Dente, F.L.; Di Franco, A.; Giannini, D.; Paggiaro,
P.L. Ozone exposure increases eosinophilic airway response induced by previous allergen challenge. Am. J. Respir. Crit. Care Med.
2002, 166, 1073–1077. [CrossRef]

49. Schelegle, E.S.; Miller, L.A.; Gershwin, L.J.; Fanucchi, M.V.; Van Winkle, L.S.; Gerriets, J.E.; Walby, W.F.; Mitchell, V.; Tarkington,
B.K.; Wong, V.J. Repeated episodes of ozone inhalation amplifies the effects of allergen sensitization and inhalation on airway
immune and structural development in Rhesus monkeys. Toxicol. Appl. Pharmacol. 2003, 191, 74–85. [CrossRef]

50. Orellano, P.; Quaranta, N.; Reynoso, J.; Balbi, B.; Vasquez, J. Effect of outdoor air pollution on asthma exacerbations in children
and adults: Systematic review and multilevel meta-analysis. PLoS ONE 2017, 12, e0174050. [CrossRef]

51. Mannino, D.M.; Buist, A.S. Global burden of COPD: Risk factors, prevalence, and future trends. Lancet 2007, 370, 765–773.
[CrossRef] [PubMed]

52. Stapleton, M.; Howard-Thompson, A.; George, C.; Hoover, R.M.; Self, T.H. Smoking and asthma. J. Am. Board Fam. Med. 2011, 24,
313–322. [CrossRef] [PubMed]

53. Polosa, R.; Thomson, N.C. Smoking and asthma: Dangerous liaisons. Eur. Respir. J. 2013, 41, 716–726. [CrossRef] [PubMed]
54. Hao, Y.; Balluz, L.; Strosnider, H.; Wen, X.J.; Li, C.; Qualters, J.R. Ozone, fine particulate matter, and chronic lower respiratory

disease mortality in the United States. Am. J. Respir. Crit. Care Med. 2015, 192, 337–341. [CrossRef] [PubMed]
55. Keet, C.A.; Keller, J.P.; Peng, R.D. Long-term coarse particulate matter exposure is associated with asthma among children in

Medicaid. Am. J. Respir. Crit. Care Med. 2018, 197, 737–746. [CrossRef] [PubMed]

https://doi.org/10.1093/aje/kwu115
https://doi.org/10.1186/s12889-019-7498-2
https://www.ncbi.nlm.nih.gov/pubmed/31426770
https://doi.org/10.21037/jtd-20-2100
https://www.ncbi.nlm.nih.gov/pubmed/34277078
https://doi.org/10.1164/rccm.200502-259OC
https://www.ncbi.nlm.nih.gov/pubmed/15976382
https://doi.org/10.4046/trd.2017.80.3.226
https://doi.org/10.1056/NEJMoa2401389
https://doi.org/10.1111/ajr.12216
https://doi.org/10.1016/0891-5849(90)90034-G
https://doi.org/10.3389/fimmu.2020.01957
https://doi.org/10.3109/01902148509057520
https://www.ncbi.nlm.nih.gov/pubmed/4029095
https://doi.org/10.1152/ajplung.00027.2006
https://doi.org/10.1016/j.envres.2019.109002
https://www.ncbi.nlm.nih.gov/pubmed/31855698
https://doi.org/10.1016/j.chest.2021.07.2170
https://www.ncbi.nlm.nih.gov/pubmed/34389296
https://doi.org/10.1016/j.lanepe.2023.100729
https://doi.org/10.1016/j.envpol.2024.123811
https://doi.org/10.1016/0140-6736(91)90346-Q
https://doi.org/10.1164/rccm.2201013
https://doi.org/10.1016/S0041-008X(03)00218-7
https://doi.org/10.1371/journal.pone.0174050
https://doi.org/10.1016/S0140-6736(07)61380-4
https://www.ncbi.nlm.nih.gov/pubmed/17765526
https://doi.org/10.3122/jabfm.2011.03.100180
https://www.ncbi.nlm.nih.gov/pubmed/21551404
https://doi.org/10.1183/09031936.00073312
https://www.ncbi.nlm.nih.gov/pubmed/22903959
https://doi.org/10.1164/rccm.201410-1852OC
https://www.ncbi.nlm.nih.gov/pubmed/26017067
https://doi.org/10.1164/rccm.201706-1267OC
https://www.ncbi.nlm.nih.gov/pubmed/29243937


Atmosphere 2024, 15, 1340 14 of 14

56. Tacken, M. Mobility of the elderly in time and space in the Netherlands: An analysis of the Dutch National Travel Survey.
Transportation 1998, 25, 379–393. [CrossRef]

57. Collia, D.V.; Sharp, J.; Giesbrecht, L. The 2001 national household travel survey: A look into the travel patterns of older Americans.
J. Saf. Res. 2003, 34, 461–470. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1023/A:1005042614848
https://doi.org/10.1016/j.jsr.2003.10.001

	Introduction 
	Materials and Methods 
	Data Source and Study Participants 
	Case Definition 
	Air Pollution Data 
	Covariates 
	Statistical Analysis 

	Results 
	Discussion 
	References

