ot =K, MbEXBRPoIEDOEEITE

RARZERMORE TR 2T,

2) ZIRTPBHOBRNOEE LIZREEE ¢
ARRRZ IR, FFRTANARZZ IR

On A2 R
PREOIFRE L OEERFAEIETROE 1L
N IR THDHZ LiE, Bk~ 7=8mY Th
%, BDAETHT D0, EEEEOYE
WEBLE—KFRIE EBIZ, BAKRBIZXY
BHIRR - BEGEEEY BT IR TR #HE S
HIEHLEETHD,
PREIZRT 2 BAMZIE. B 30 £R0
BRA, TEENAKRZ CLT., FEDAKRD
~OR Y BAITIEE -T2, D%, BEF0 58
AT ST [BARRE] ZRIESE LT
SRR (ERBRZE TN OERE NS
ELIARESE L LTORARD) BEE C%T‘
BT BE BT, BROBELHNARD., ¥
I, RIBB AR~ LIRS Tz, iﬁ
20 EENLZANRBENEILLINTZZ LITfE
V., HTE, IERBRZ L L TCoRAKRRZIT [
BEHATELE | B IRIWES & LTEBE I TV,
ZRRIIBVEITEZRVRIIEH D, TRk 22
EEOZZRIT. BA:9.6%, flidiA :17.2%.
KIBMBA :16.8%. TENA : 23.9%, 1A
19.0% T - 7z 27,
POREOBARBIINERERZ E LTETT
2l EEEREZ (AH Ry 780 a2
EFHBETIT O A Ry 7 oREe/E2. RIRE
NEMEEZBRE LTRETAAR Ry )
DOFETHREENTWS, BEEFEHE N 34F
BICFEM L TW5 [ERAEEERE] T
BE1ER (FEPA, LBRAZONTHEE
2 /) 2o T, xR MRZ SRR
b TBARBZDEEZHE L T D, 2010
ERBORFRERRICLD &, HDEVWERAUKR

PZTHM 34.3%, ZME26.3%THV ., ZDOMD
BRI 25%RHEIC & £ F o Tz 28, KERTHF
Bk 20 FEFRE BER) Tb. RERZ L fE
BhAlR2E bbb -mREKOBARZZD R
FPHELTEBY., B0NA : 41.56%, KBHA
33.4%. HSA : 46.6%. TEMNA : 33.7%. F.
DA 28 7% Tdro T 29, S A S EHeE R A,
ETIE, EAEED 1L LTHRARZORZ
RE 0% LEETHZ ERBTFoNTVWS, K
B CIE, TERR 26 R E TIOBE 50% & &2
T B0 OMEREED TV D 29,

W oM E LTk, RKERREHEE ¥ —
(CDC) BB ERIANCRARLZDEE
F=F YT LTND, KEBEBARBZIZOWNT
BBl BEKENEDBEICHTEWEE T
ZRREMELS, BERRIA THV ] 0FICH
N_RC [ L) OFRZZEIREY, LBARD
WZOWThH, FFEOEREZREDTWD (F 7,
3 8) 30,30

QFFf ™ A NV ARBZ R

DORENZR AR 21 FOFR A TEINT
BEHETH2 A, BETH1IFIATHY, BA
DIALFETE THD EBMHTAAL, KT 61
Lo TWD, BEAENBEMZH [EFEEEK
BILL DB ATHHEORIICET 29758 (BE)
DRFHRIFIC LD L, BEIFRYANVR
(HBV). CHIfF#K YAV A (HCV), BB
RS (o, PG, RS, FERIIE NTITHESR)
W2 FRADY 22 % EFDEFMEINTND
Tz, DBRETERFRABED 70%
25 HCV HiiEB M. 16%25 HBs HUREBHETH B
TEDD M FRUANARENROEERY
ATRFTHDENZD, FRAFHFAEIET
(75 ok ZEGENRIICAD &, Bkl
HIZH BATEVEEIZSH Y, HCV HFURBEME
RO HSHERMLTWEEELBND, &
7oy RIRIFIIHFD A FE AT TR RO TR
WD 1> TH B 39,

8,15, 82,33)

— 18 —



B - C BIFFR T A /b R RYIR I A HETR
VEREIA Vv EF—Tzua GERZTAL
WL OB ARCEOR L Z BRI EE2EM
R 14 EEND [C AFREREARES
%J&LT\%Aﬁ@$¥ukﬁéﬂx74w
22 (B # - C A 2Btk Ehiz, FE 20
FELREL, BEEERICE S EEEEFE
EALEDT HAL, Bl & e TR ER LT
Do TDH, Bl O—& L LTERK 20
EEIZA VF—T7 = a IEREICHT A ERE
BASBRAAE & v, Rk 22 £E 4 A i3k o
BYEFE LT, BT, AR 22 4 1 B fFgext
REAREDHAT S, FFRIRBRE I HEE
SNABIZE-TNE,
BA-CAIFFR 7 A L ARBE L ZI1T 51
TIHTAT B EME L TW AR VA VA2 u%
bR RV ONRBZ NS, BlziX, S
EARBEAZENIT > TV BHFR 7 A LV AHE,
EFHET (RROKRE. HE. FEESRRY
DI=DIT) ZTF T TR A NV AREE, BRILERZ
TR A NVARE, HREDZBHRICE
TR ANZABEE (RBETHHRINLTHD
DX HBs HLIRDHA) . 72 ETH B, BURTIX
EMBERELREOBBERRNA VAT TN—T%
BR< &, BAL - CHEIFR U A )V ADFHBYLR
IFBODTIRERNEBZ ONDZ LD, 5%, A
FERTHIFR VA NARBOZD L EIES
REFFEERZET TR LEE LIZ
DO T B - CEFR YA NV ARELZ
F7eZ b 2EIZZBE L TRETHIZL W,
L2l 20X 22 iEdgt, EiRak
LT 5 His iR - R EEEREEOME
TP TIERALNIT DI ENRTE W=D, M
BREZEMTAILEND D, FHIRTIZEAT
BLORER RN & R ORFR A E#F
BRTEPBDTEW Enb, AFEET M
RUANAGRZZRERETREE) BEDRE
EGETADEEET L Z L, ITBHEEOS
BEPLLERERENVEEZ D,

3) ZRTPOBANLEE L-HEEE -
BIR ORAIRIL, THHE TR
HARNDELF L, AR 22 B S EMER

WCEDHLBHETIM. BB TH Y, HAA

BOEHEED 1L ->TVS,

T, BR5FEMOIERIZT TR, BT
LTREICAZDIZENRTEIHBITHS MM
%ﬁﬁNmV%Wﬁénéiﬁr&oT%ko
EREFMOEMD - DI, BiRO—%kTFLS -
Aﬁ%%%LLT%@ﬁr@%r%$%L%ﬁ
FEZEOT L EBIC, BRBEICE-7E L
THHEYRBEELZTH L Tlhfl - thEr B
BIZEenNEETHD,

KEBHEZRE LEFAEICLDE, 79X
- & EIHRICBWT, BERBIIRER
B L0 IEBEGBREN ERRESN, &5
(2. TOZEL, 1980 FEHT¥ED D 2000 420>
TR > TNBEZ EEZRLTND (X 2) 36,
KET T AFET 100 N (45D 60~69 %) %
9ERLEEF LA TH, AR NEVEE
AT, RWEETRECEE R E N c‘:7b=/Té
T3, 2B, ZOHRED THHEBHE] |
[0 ) DRE 72 N - Bl T#E 0 2 ‘//*‘“—J
(Zh—"7 - AE~OFRB] »bEZL TN
(F 9) 8, /o, LMEERBRICK L THEL
T BE E MBI TR ERTN LI KE OB
&2 &, HERADBEWVEEL, RVEEE A
THEEEFERNEN-T- (£ 10) 39,

SRR & A FEEFORE - (AR
DWW, KE®D SEER program (the
Surveillance, Epidemiology and End Results
program : K[E LA AHFFERTINEE LTV 5 H#
WA ABER) DT —F_X—REHEHA LT 25 5
U EZSBICRET LR, KRFEEE E0E
ZEEL LIRS, BREERMBOETIX, B
MET 3 5, &MET 2 IR ACRE LTINS
LBHESN TS (R 11) 39, RETER
35~b5 MDANKEE % 5 EREH LAl & =
A— MAEIZE D & EFEDOEHERE (job control)

— 19 —



REVEE L R EGEA RO 1.9 Bk
ERICEBR LTV LRI (R 12) 10,
HF FCERENT-FE T, 40 B EE 5
SRR BRI & BERIR OB 2 BRET LTV D,
BMTIEEEARDRNLOO, KT, i
B AR E VBT LR TRWEET 2115, BF
KIERE VB AR TIEWEET 1715, WERIR
MWL 2o TWVD (F13) 0, AV—T V&K
M (Fh 50~81 m%) & XIBUCFEM LIES] -
XHRRRFZEIC X B &, KRB EFTOY 27 5
VO, HEINADOREWE, BEE, —FRE
TEBIEATHEE, 1 A4 OFBEN
ZWEH, Tholz (F14) 9,

ZZE OBRIZ OV T, 20~89 D HAAN
ERBICHEE LER. RENER EMHBD
D), BEMER (RAOTLE), HBEHE
K GE < ITEBeasewny)  DENER (RPE
FERFE TRV, REBFET LN 9, FH
T, HERAN TS & RT [
W) CEZTBARRELTDE, MRV EBN
HAHNT THV ] EEX BT, BEEAIC
k AZ2mEIT 0.06 512725 (OF V. 1/0.06
S1TEZZLRTWV) EWIHIFBRETRLTVD
(% 15) 49,

4) EBAERES

fREEE O B T3 Cd A T FBIARERSL 13,
R SR e Al e R (< 1= = N
i35 & BRREERBEITHV DD REEER
ThY., EHESZSHOFETHHASATE
TREN B D, YEEIEIL, TRRTHoTHE
niicAkExs, HbOWIRREZET DHREE
Bl ZRTHLOTHY ., FEHITITRZ BTN
EEOCENRMEICET AEREF/DLZLNBT
x5,
FEEERIRE L FETROBEIZOWVWT, A&
5V T 45~60 1% D Bk E 10 LB L 727
Hickrl, FHNBREENS ETHLRW TR
W) PEELTZBERCHASRT, [HE YRRV

[ B2V EREIZ LRIE, ETY X7
B 1.6 fEEI-TZ (R 1T) 49,

F7-. KR LE [RFENES &2
BT 5 HARDOFHAE TIX, BREVEHICL DX
SN LR REOBRELRF L TS, %
ZHE THo | oFX, Tel] OFLHET,
TR REDN [R5 ThD L 148 FHEZE LY
TV ERFHEINLTND 9,

4. BE

HERFBELHEL TREEEZRS LW
HAIT., PAETRHIELZT ARG TN
CIITEVERNDS, DR MREEICRIT 5
DIZNERBRED 1 2THDH EEX D B2
THRfE | (A=) NEF Tk &BEES
L ERERR AR L2BE ., BERR, %
Zom L, KERRROEEREFERTHHD
HESPFENRE D HBRENITONT, HEE
M - iR O REESE L E A TRK
BICIRRT B Z LT X 0 SRR ARE LN
FIZETHIEMWTE D,
KETHEEDEE « HEHRAZSRIC, 1T
LIRFHEE L BFEREIC OV THTAOHET
FRELZHE LEEMRITIE L A LR, KR
2 TILH 3,000 AOXHREE RIAATNWDSZ &
MNh, PREICRBITIHRMRE/D T LR
TE 3 EHFEEIND,

5. &

KIRT4A 24 K& 7 4 —/V R, KRESTHTERE
DFEE HEHRRA (256~64 5%) IZBIT DS
PR LRI OWT, BEETIFZE O FIE
TERLZINETEFRELFHE L. AHE
TIHER D BRE 2 5 E X THEANE L BED
A ST A0, — kTR R TFE5.
ST OBLED DR & A AR OBE LR
45, AmEECE. BECET HEHEE
[ZoOWT, TICHEE - EEHRAEZSRE L
FATHR RS R L & b ICRERILE R~ T,

— 20 —



6.

1)

2)

3)

4)

5)

Mot R R
AL FE R
2L
FRER

L

MM EEOHE - B&RN (FEZR
air),
KrEr S
2L
ERTERE
2L
saoliih
2L

2% Xk

CSDH (Commission on Social
Determinants of Health). Closing the gap
in a generation: health equity through
action on the social determinants of
health. Final Report of the Commission
on Social Determinants of Health.
Geneva, World Health Organization,
2008.

AARZENSBEREFEZES - @#F - £
ERFZEERARANTY v 7~ VAR
SRS 1RF  DPEOREDOHSERED
BUREEME & £ OYEICAT T 2011

KRR FZIGSSHFEE V& —.
http//jgss.daishodai.ac.jp/index.html

(2012.3.29.7 7 & R)

Murata C, Kondo K, Hirai H, Ichida Y,
Ojima T. Association between depression
and socio-economic status among
community-dwelling elderly in Japan:
the Aichi Gerontological Evaluation
Study (AGES). Health Place 2008; 14(3):
406-14.

Hanibuchi T, Kondo K, Nakaya T,
Nakade M, Ojima T, Hirai H, Kawachi 1.

6)

7)

8)

9)

10)

Neighborhood food environment and
body mass index among Japanese older
adults: results from the Aichi
Gerontological Evaluation Study (AGES).
Int J Health Geogr 2011; 10(1): 43.

Hanibuchi T, Kawachi I, Nakaya T,
Hirai H, Kondo K. Neighborhood built
environment and physical activity of
Japanese older adults: results from the
Aichi Gerontological Evaluation Study
(AGES). BMC Public Health 2011; 11:
657.

KR, KB ROBFEREE~RED H
%27 A~ KPR, 2010.

FSTATEOE NE LS AR 7 — 3
AT - RIS v # —T AT RES. &£
EEEREIC X 2B A TRHEORFICE
3B AR
http://epi.nce.go.jp/can_prev/index.html

(2012.3.29.7 7 & X)

Inoue M, Tsuji I, Wakai K, Nagata C,
Mizoue T, Tanaka K, Tsugane S;
Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Evaluation based on
systematic review of epidemiological
evidence among Japanese populations:
tobacco smoking and total cancer risk.
Jpn J Clin Oncol 2005; 35(7): 404-11.
Inoue M, Wakai K, Nagata C, Mizoue T,
Tanaka K, Tsuji I, Tsugane S; Research
Group for the Development and
Evaluation of Cancer Prevention
Strategies in Japan. Alcohol drinking
and total cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence among the
Japanese population. Jpn J Clin Oncol
2007; 37(9): 692-700.

11) Wakai K, Inoue M, Mizoue T, Tanaka K,

— 21 —



12)

13)

14)

Tsuji I, Nagata C, Tsugane S; Research
Group for the Development and
Evaluation of Cancer Prevention
Strategies in Japan. Tobacco smoking
and lung cancer risk: an evaluation
based on a systematic review of
epidemiological evidence among the
Japanese population. Jpn J Clin Oncol
2006; 36(5): 309-24.

Nishino Y, Inoue M, Tsuji I, Wakai K,
Nagata C, Mizoue T, Tanaka K, Tsugane
S; Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Tobacco smoking
and gastric cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence among the
Japanese population. Jpn J Clin Oncol
2006; 36(12): 800-7.

Oze I, Matsuo K, Ito H, Wakai K, Nagata
C, Mizoue T, Tanaka K, Tsuji I,
Tamakoshi A, Sasazuki S, Inoue M,
Tsugane S; Research Group for the
Development and Evaluation of Cancer
Prevention Strategies in Japan.
Cigarette smoking and esophageal
cancer risk: an evaluation based on a

systematic review of epidemiologic

evidence among the Japanese population.

Jpn J Clin Oncol 2012; 42(1): 63-78.
Matsuo K, Ito H, Wakai K, Nagata C,
Mizoue T, Tanaka K, Tsuji I, Tamakoshi
A, Sasazuki S, Inoue M, Tsugane S;
Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Cigarette smoking
and pancreas cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence in the Japanese
population. Jpn J Clin Oncol 2011;

15)

16)

17)

18)

22

41(11): 1292-302.

Tanaka K, Tsuji I, Wakai K, Nagata C,
Mizoue T, Inoue M, Tsugane S; Research
Group for the Development and
Evaluation of Cancer Prevention
Strategies in Japan. Alcohol drinking
and liver cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence among the
Japanese population. Jpn J Clin Oncol
2008; 38(12): 816-38.

Mizoue T, Tanaka K, Tsuji I, Wakai K,
Nagata C, Otani T, Inoue M, Tsugane S;
Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Alcohol drinking
and colorectal cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence among the
Japanese population. Jpn J Clin Oncol
2006; 36(9): 582-97.

Oze I, Matsuo K, Wakai K, Nagata C,
Mizoue T, Tanaka K, Tsuji I, Sasazuki S,
Inoue M, Tsugane S; Research Group for
the Development and Evaluation of
Cancer Prevention Strategies in Japan.
Alcohol drinking and esophageal cancer
risk: an evaluation based on a systematic
review of epidemiologic evidence among
the Japanese population. Jpn J Clin
Oncol 2011; 41(5): 677-92.

Pham NM, Mizoue T, Tanaka K, Tsuji I,
Tamakoshi A, Matsuo K, Ito H, Wakai K,
Nagata C, Sasazuki S, Inoue M, Tsugane
S; Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Physical activity
and colorectal cancer risk: an evaluation
based on a systematic review of

epidemiologic evidence among the



19)

20)

21)

292)

23)

24)

25)

26)

Japanese population. Jpn J Clin Oncol
2012; 42(1): 2-13.

KR 120 Kk21&0%) .
http://www.city.osaka.lg.jp/kenkofukushi
/page/0000018666.html (2012.3.297 7 &
)

KR, TRIRTTROBES Y - £1EE
BEICET %) ®E&EE. Kk, 2009.
Marmot M, Wilkinson RG, eds. Social
determinants of health. Oxford
University Press, 1999.

T ZERHEE(E. [21AC DS < ¥ 100
RE-HIRE L BEME-) . BREEDE
[#], 2002, p207.

Forastiere F, Mallone S, Lo Presti E,
Baldacci S, Pistelli F, Simoni M, Scalera
A, Pedreschi M, Pitelli R, Corbo G, Rapiti
E, Agabiti N, Farchi S, Basso S, Chiaffi L,
Matteelli G, Di Pede F, Carrozzi L,
Viegi G. Characteristics of nonsmoking
women exposed to spouses who smoke:
epidemiologic study on environment and
health in women from four Italian areas.
Environ Health Perspect 2000; 108(12):
1171-7.

Fukuda Y, Nakamura K, Takano T.
Accumulation of health risk behaviours
is associated with lower socioeconomic
status and women’s urban residence: a
multilevel analysis in Japan. BMC
Public Health 2005; 5:53.

PO AR EE. T21fcofER-S< vV 100
BE-HRRE S ERRME-) . ARERE
&}, 2002, p206.

Finney Rutten LdJ, Auguston EM, Moser
RP, Beckjord EB, Hesse BW. Smoking
knowledge and behavior in the United
States: sociodemographic, smoking
status, and geographic patterns.
Nicotine Tob Res 2008; 10(10): 1559-70.

27)

28)

29)

30)

31)

32)

33)

34)

23

EA T8, TRR224F B U R GE - fR Y
http://www.mhlw.go.jp/toukei/list/32-19_
h22.html (2012.3.297 7 & %)
MSTATBOE NESL S AR o 7 —0
HREHRE & —.
http://ganjoho.jp/public/statistics/pub/ke
nshin.htm] (2012.3.297 7 & X)
RIRFEFEALE. KIRMICBIT245%0
BARZ DB Y FF~HFEHFE T ORD %
Bfs LT~ Rk ALE, 2010.
CDC. Vital signs: colorectal cancer
screening among adults aged 50-75
years---United States, 2008. MMWR
2010; 59(26): 808-12.

CDC. Vital signs: breast cancer
screening among women aged 50-74
years---United States, 2008. MMWR
2010; 59(26): 813-6.

Tanaka K, Tsuji I, Wakai K, Nagata C,
Mizoue T, Inoue M, Tsugane S; Research
Group for the Development and
Evaluation of Cancer Prevention
Strategies in Japan. Cigarette smoking
and liver cancer risk: an evaluation
based on a systematic review of
epidemiologic evidence among Japanese.
Jpn J Clin Oncol 2006; 36(7): 445-56.
Tanaka K, Tsuji I, Tamakoshi A, Matsuo
K, Ito H, Wakai K, Nagata C, Mizoue T,
Sasazuki S, Inoue M, Tsugane S; for the
Research Group for the Development
and Evaluation of Cancer Prevention
Strategies in Japan. Obesity and Liver
Cancer Risk: An Evaluation Based on a
Systematic Review of Epidemiologic
Evidence Among the Japanese
Population. Jpn J Clin Oncol 2012; 42(3):
212-221.

Tkai I, Arii S, Okazaki M, Okita K,



35)

36)

37

38)

39)

40)

Omata M, Kojiro M, Takayasu K,
Nakanuma Y, Makuuchi M, Matsuyama
Y, Monden M, Kudo M. Report of the
17th Nationwide Follow-up Survey of
Primary Liver Cancer in Japan. Hepatol
Res 2007; 37(9): 676-91.
PSTATBOIENESLR AR o Z—B A
*EFRE L F—.
http://ganjoho.jp/data/public/statistics/ba
cknumber/2010/files/fig19.pdf (2012.3.29
77 R)

ERAA—ER, MFRALT. B & @EOBLR
WSO SCHRAN B . AREAE 2008, 72(9):
692-5.

Berkman LF, Syme SL. Social networks,
host resistance, and mortality: a
nine-year follow-up study of Alamada
county residents. Am J Epidemiol 1979;
109: 186-204.

Williams RB, Barefoot JC, Califf RM,
Haney TL, Saunders WB, Pryor DB,
Hlatky MD, Siegler IC, Mark DB.
Prognostic importance of social and
economic resources among medically
treated patients with angiographically
documented coronary artery disease.
JAMA 1992; 267(4): 520-4.

Clegg LX, Reichman ME, Miller BA,
Hankey BF, Singh GK, Lin YD,
Goodman MT, Lynch CF, Schwartz SM,
Chen vw, Bernstein L, Gomez SL, Graff
JdJ, Lin CC, Johnson NJ, Edwards BK.
Impact of socioeconomic status on cancer
incidence and stage at diagnosis:
selected findings from the surveillance,
epidemiology, and end results: National
Longtudinal Mortality Study. Cancer
Causes Control 2009; 20(4): 417-35.
Bosma H, Marmot MG, Hemingway H,
Nicholson AC, Brunner E, Stansfeld SA.

41)

42)

43)

44)

24 —

Low job control and risk of coronary
heart disease in Whitehall 11 (prospective
cohort) study. BMJ 1997; 314: 558-65.
Tang M, Chen Y, Krewski D.
Gender-related differences in the
association between socioeconomic
status and self-reported diabetes. Int J
Epidemiol 2003; 32: 381-5.
Farahmand BY, Persson PG,
Michaelsson K, Baron JA, Parker MG,
Ljunghall S, the Swedish hip fracture
study group. Socioeconomic status,
marital status and hip fracture risk: A
population-based case-control study.
Osteoporos Int 2000; 11: 803-8.
AR, EIR & RO ZE—JGSS-2008
WCESLEERT 7B A0 54 JGSS
Research Series; No.7: 99-110.

Appels A, Bosca H, Grabauskas V,
Gostautas A, Sturmans F. Self-related
health and mortality in a Lithuanian
and a Dutch population. Soc Sci Med
1996; 42(5): 681-9.



=

18 - - ) SRR
R4 RIiE 5

o BIEEIE o B2 -RILEZZKR e KRRANRT
e REEIE (DA FRIAIVRGE) o JAmhETE gL

o EFETFE &

i

HEIEDOFET. EEERE

R (BE A e FFL. BEBEK e 24 E. IR
® Xk -RALDER e 15 RBDORERE &

1. TRIRTTROMSAERE L EEICET2HE] : —KFPH. KT, ZKRFHICERLT
FEERRBFEE & RERZ 2 RETT D 0 OBER

25



F 1. HRERDL L BEEE CEEMHRIEZE, 1996)

# v X

e i

kR
B+ L 1.0 1.0
¥ (R¥EE) 1.5 1.8
REEFRE 1.6 1.6
BHBEE 2.0 2.0
BEHEE (vs. HR) 1.9 1.9
HEME A (vs. FTA) 1.4 1.3
KEE (vs. BLEE) 1.6 1.4

(Hi 8t - 3k 21, 22)

F 2 HESRERREZBRE (% J 7. 2000)

FEEH (&) Zw At (BERLEE)
>13 4 1.0

9~13 4 1.2

6~8 4F 1.4

6 FEARTM 1.5

(88 STk 23)

* 3. HERFERREBESE (18 2468001 (BA, 2005)

. Z v XLk

XA (5 43{iL)

Bt otk
BHH0M (FmW) 1.0 1.0
% 4 5L 1.0 1.0
8 3oL 1.0 1.0
%2 AL 1.0 1.1
B 100 (RvY) 1.0 1.3

(Hi 8« 3Cak 24)
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K4 HEBFHRILEEHNESHEEL2L (AR, 2005)

F v Xt

XA (5 43{ir)

Bk i
550 (@) 1.0 1.0
B 4 50 1.2 1.1
% 3 AL 1.3 1.1
245500 1.4 1.2
%150 (EW) 1.4 1.2

(Hi8h : SCiEk 24)

Fz 5. HERBRFERIEEEEERT (EE. 1994)

frERRE L ~L
REITEY  (B)
0 (B T2W) 1 2 3+ (RbLER)
Bz 1ESEyEERY (%) 6 10 15 21
EHAE (%) 14 15 21 29
Body mass index>30 (%) 13 13 14 17
Dp EHBIZ 1 EEKETS (%) 7 13 16 16

(HiB8 : STHR 210 25)

® 6. HRBEHRNLBATHEH (PAREBEZRDIEI-DICEZONIEITI] &
HR)
CKE. 2008)

HEKE BIE (%) & (%) 2L (%)
RFEFEU L 70 70 6
ISEIPNE 2SS 60 58 13
B AR 57 46 19
L 2R ZE AR 51 31 30
(Hi# : SOk 26) '
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F 7. HERFRRE KERARZZZ CKE. 2010)

Z2H (%)

HEKE
REFEZE 71
AR 64
SIS S 58
B AR R 46
FERERBRINA
HY 66
mL 36
(Hi#h : 3¢k 80)

8. HERFRNEABARBEZ CKE. 2010)

ZE (%)

HE K
RFEFEHE 86
BHIRF R 81
LIRS 79
L& S S ST 73
TERRARBRANA
HY ' 84
L 56
(Hi#h : STHk 81)
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2006 Glasgow Centre for Population Health. Let Glasgow Flourish: A comprehensive report on health and its determinants
in Glasgow and West Central Scotland written by Phil Hanlonl, David WalshZ and Bruce Whyte3

HE - VSR d—MEEIBRICB D2 EREB L EREBEOBHTIEGE
[Source : calculated from GROS death registrations and Census data(1981, 1991, 2001} ]
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I. EHRRE

3 . Geographically-based discrimination is a social determinant of mental health in

a deprived and stigmatized area in Japan: a cross-sectional study

(BEHICRTT 2N, AV F A~V ADHEHIREERTH S,)
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Introduction

Racial and ethnic disparities in health have been widely observed globally, and perceived
discrimination could be a contributory factor for these disparities, in addition to socioeconomic
status (Williams & Mohammed, 2009). Blacks had lower health status than whites, even after
controlling for age, gender, socioeconomic status and health behaviors (smoking, physical activity
and access to care) (Crimmins et al., 2007). Mental health differences between ethnic minorities
and majorities remained after adjusting for deprivation, but were eliminated after adjusting
further for perceived racial discrimination (Harris et al., 2006). These findings suggest that
perceived discrimination has an adverse effect on health in racial and ethnic minorities.

In Japan, a minority group called Buraku people continue to face discrimination in areas such
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as housing, employment, marriage and education. Although culturally, linguistically, ethnically
and racially indistinguishable from other Japanese, Buraku people fall victim to discrimination
because of the outcast status of their predecessors, eta and hinin who were involved in jobs such
as leather processing and disposing of cows and horses, which were denigrated in the social status
system of Japan’s Edo period (1600-1868). Since this time, individuals who are identified as
having any kind of relationship with Buraku people have become objects of discrimination, based
on factors other than kinship, such as living in an area described as a Buraku district (Reber,
1999). Subsequently, the discrimination against residents in the Buraku district, based on the
place itself regardless of their ancestors, has continued (Mizuuchi, 2002). In previous studies of
Buraku people in Osaka, Tokushima, Tottori and Kagawa, 28% to 44% of respondents claimed
that they had experienced Buraku discrimination (Tomonaga, 2004). Although almost all
residents in the Buraku districts could not trace their predecessors because of their residential
mobility, individuals who lived in Buraku districts continue to be exposed to groundless
discrimination (Okuda, 2009).

Recently, investigators addressed a newly-defined type of discrimination against residents who
lived in Nishinari ward in Osaka city, where includes the largest Buraku district, so called
Nishinari discrimination as a potential influencing factor for social life (Fukuhara et al., 2002;
Mizuuchi, 2002). Nishinari ward has been stigmatized for reasons of slums, poverty, crime,
dilapidated dwellings and insanitary conditions. Only 1% of people in Osaka city have a positive
image of Nishinari ward, while 42% have a negative image. In addition, 47% of residents in
Osaka city had seen or heard of Nishinari discrimination. In that study, the discrimination was
revealed to be based on the terrible’image originating mainly from homeless people, day-laborers
in a specific slum area, called Airin district, a north part of Nishinari ward (Tabuchi et al., 2011).
The ‘terrible’image in Airin district has been exaggerated by the media to citizens, especially
those who have never seen Nishinari ward or Airin district. Although most residents of Nishinari
ward did not have close relationships with the slum people, they were highly affected by
Nishinari discrimination. Of the people living in Nishinari Ward, 23% had experienced Nishinari
discrimination, while 58% had seen or heard of such discrimination (Fukuhara et al., 2002).

These two kinds of discrimination, Buraku discrimination and Nishinari discrimination, could
be categorized as discrimination due to geographical place of residence (geographically-based
discrimination), which may affect the health of individuals who live in the specified area. A
previous study conducted in Glasgow showed that people who lived in the poorer areas
experienced more denial of medical or emergency services such as ambulances because of their
residential address than those who lived in the richer areas (Macintyre & Ellaway, 2003). Areas
with high rates of domestic or street violence may be stigmatized and suffer from “address
discrimination” so that local residents are less likely to obtain medical services, or other forms of
support. Geographically-based discrimination appears similar to address discrimination, but it
also has a component of discrimination due to a perception of ‘inferior’ people as occurs in racial or
ethnic discrimination.

The negative impact of discrimination such as racial or ethnic discrimination on mental health
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outcomes has been widely reported from the United States, Canada, Europe, Africa, Australia
and New Zealand (Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009). However, no
study has investigated the association between discrimination and mental health in Japan. In the
current study, we examined the association between perceived geographically-based
discrimination and mental health such as depressive symptoms and diagnosis of mental illness,
after adjustment for demographic factors, socioeconomic status, social relationships and lifestyle

factors in a deprived and stigmatized area in Japan.

Materials and Methods

The present study was carried out within a Buraku district (1.55 km?2) of Nishinari ward (7.35
km?, total population 132,767 in 2005) in Osaka city in 2009. In 2005 the lowest life expectancy
levels in Japan were observed in Nishinari ward (Ministry of Health, 2008b). We received the
cooperation of the Buraku district’s regional task forces struggling with issues such as town
planning, medicine, diet, care, human rights, labor union, education, social life, women, youth,
and elderly people. The membership lists from these ten task forces (n=9,528), which covered
53.4% of the census population of the district aged 20 to 99 years, were used as the sampling
frame. We implemented sex- and age-stratified random sampling (n=4322). The sample size was
based on expected response rate (approximately 50%) and prevalence of mental illness
(approximately 5%), yielding more than 100 people with mental illness. Face to face interviews
using standardized questionnaires were carried out by trained community staff in the home or in
service settings between February and March 2009 with up to three call-back visits if the selected
respondent was not at home. The interviewer explained the nature and purpose of the study to
the subjects and conducted the interviews in a non-coercive manner. The interview was, on
average, 40 minutes in duration. A total of 2,263 interviews were completed, giving us a 52.4%
response rate. All respondents provided written or verbal consent, and were given an incentive of
approximately 500 yen. The present study was approved by the Ethics Committee of Osaka

University.

Perceived discrimination based on geographical place of residence
(geographically-based discrimination)

Participants were asked the following question to measure their exposure to discrimination:
“are you treated with a lack of courtesy, threatened or harassed by any kinds of discrimination
(yes or no)”. Subsequently, respondents were asked to choose the reasons for the reported
discrimination; the options included living in the Buraku district, living in the Nishinari ward,
gender, nationality, employment, disability, personal appearance, housing tenure or being a
single-parent. This question allowed multiple answers. As in a previous study on Nishinari
discrimination (Fukuhara et al., 2002), the setting in which discrimination was perceived was not
included. This was because evidence on the setting of discrimination has generally been limited to
work and education (Williams & Mohammed, 2009; Williams et al., 2008). As for correlations

between reasons for discrimination, living in the Buraku district and living in the Nishinari ward
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had 0.59 (p <0.001) of Pearson's correlation coefficient, while the correlation coefficients between
others ranged between 0.01-0.24. This correlation between these two kinds of geographical
discrimination, although not extremely high, may imply that respondents do not always
distinguish between them. Therefore, according to the a priori concept, we combined the initial

two geographical reasons to represent geographically-based discrimination (yes or no).

Mental health outcomes

The first mental health outcome was depressive symptom. Two brief questions regarding
depressed mood and anhedonia were taken from the Primary Care Evaluation of Mental
Disorders Procedure (PRIME-MD). This 2-item screening method has been found to have a
sensitivity of 86 to 96% and specificity of 57 to 75% when compared with an interview-based
diagnosis of major depression by mental health professionals (Spitzer et al., 1994; Whooley et al.,
1997). The questions were: (1) “During the past month, have you often been bothered by feeling
down, depressed, or hopeless?” and (2) “During the past month, have you often been bothered by
little interest or pleasure in doing things?” The depressive symptom scale is created by counting
the number of “yes” responses (range 0 to 2). Respondents scoring 0 or 1 were considered
“non-cases” and those scoring 2, “cases of depressive symptoms”.

Another mental health outcome was self-reported diagnosis of mental illness. Participants were
asked whether they had been diagnosed with mental illness by a medical doctor in a hospital or

health check-up setting (yes or no).

Covariates

In the current study, we comprehensively investigated the variables for age, sex, socioeconomic
factors, social relationships and lifestyle factors other than mental health outcomes and perceived
discrimination. Socioeconomic factors included several dichotomized factors, i.e., educational level
(less than high school, or not), working status (working, or not working including unemployment,
retirement or full-time housewife), housing tenure (home owner by self or household members, or
not), nationality (Japanese or foreign nationality) and receipt of public assistance (yes or no).
Because of a number of missing data (n=463), the variable of income was excluded from the study.
We included marital status (married including common-law marriage, or not), household
structure (living alone or not), frequency of contact with family members or friends (frequently (92,
occasionally (1), none (0)), support from family members, relatives or friends (available or not)
and participation in community or social activities (yes or no) as social relationship-related factors.
Smoking (current smoker or not), drinking habits (current drinker or not) and regular exercise

(yes or no) were included as lifestyle factors.

Statistical analysis

Out of 2,263 interview respondents , 1,994 individuals aged 25-79 years (928 men and 1066
women) were used for the analyses, since we excluded students and the extremely elderly
(n=269).

36—



Gender-specific analyses were conducted. Chi-squared tests were used to compare the
difference in respondents' characteristics according to sex, geographically-based discrimination,
depressive symptoms and self-reported diagnosis of mental illness. Log-binomial regression
models were used to calculate the relative risks (RRs) and 95% confidence intervals (CI) for
depressive symptoms and diagnosis of mental illness, because outcomes such as depressive
symptoms were not rare (more than 10%) (Spiegelman & Hertzmark, 2005). In some instances,
the models did not converge and we therefore used log-Poisson models, which provide consistent
but not fully efficient estimates of the relative risks and its confidence intervals (Zou, 2004).

The exact etiology of mental illness such as depression is not known, but it is widely assumed
that depression is affected by multiple factors such as demographic, socioeconomic, social
relationship-related and lifestyle factors (Fiske et al., 2009; Kim, 2008). We consider that
unhealthy behaviors such as smoking, drinking and physical inactivity, as well as socioeconomic
and social relationship-related factors were potential confounding factors for the relationship
between discrimination and mental health (Williams et al., 2008).

The sex-stratified, age-adjusted and step-by-step-adjusted multivariate models were used to
examine the association between perceived geographically-based discrimination and mental
health outcomes. Model A was adjusted for age and socioeconomic factors including education,
housing tenure, public assistance, nationality and not working. Model B was adjusted for Model A
plus social relationship-related factors including marital status, living alone, frequency of contact
with family members or friends, support from family members, relatives or friends and
participation in community or social activities. Model C (fully-adjusted model) was adjusted for
Model B plus lifestyle factors including current smoker, current drinker and no regular exercise.
Subsequently, the education-stratified analysis was implemented instead of sex-stratification, to
estimate whether the association between geographically-based discrimination and mental
health varied by educational attainments because education is a representative factor of
socioeconomic status in Japan (Kagamimori et al., 2009).

Probability values for statistical tests were two-tailed and p < 0.05 was regarded as statistically
significant. All statistical analyses were performed using the SAS statistical package version 9.2
(SAS Institute Inc., Cary, NC, USA).

Results

Table 1 shows sex-stratified basic characteristics of the study participants. The proportion of
missing values for each variable ranged between 0 and 8%. Women reported more frequent
contact and more support from family members or friends than men. Women also reported higher
proportions of exposure to geographically-based discrimination and diagnosis of mental illness
than men. The participants were socioeconomically disadvantaged compared to the total
Japanese population. Approximately 15% of the study respondents perceived public assistance
while the corresponding figure in the national population was 1.3% (Ministry of Health, 2009).
The study participants were more likely to be older (46.1% versus 21.6% for the 65-79 age group),

not working (42.5% versus 22.4% for men and 55.1% and 48.8% for women), of foreign nationality
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(6.7% versus 1.2%), not-home-owners (71.2% versus 34.2%), current smokers (46.1% versus 36.8%
for men and 29.3% versus 9.1% for women) and current drinkers (59.9% versus 35.9% for men
and 36.7% versus 6.4% for women) compared with the national population (Ministry of Health,
2007, 2008a; Ministry of Internal Affairs and Communications, 2005). Table 1 also shows the
proportions of perceived geographically-based discrimination, depressive symptoms and
self-reported diagnosis of mental illness. For both men and women, the proportion of depressive
symptoms was considerably higher (25.6% versus 5.9% for men and 27.8% versus 8.5% for
women) than that in the general population of Osaka prefecture estimated by the same
questionnaire (Ohira et al., 2007).

Table 2 displays sex-stratified proportions of geographically-based discrimination, depressive
symptoms and diagnosis of mental illness according to basic characteristics. For example, among
women, younger participants were likely to answer “yes” to experiencing geographically-based
discrimination while there was no significant difference among men. Among both sexes,
participants who were better educated, had work or could gain support from friends, reported a
higher proportion of geographically-based discrimination than those of the opposite categories.
The proportion of depressive symptoms differed by many basic characteristics for both sexes.
Basically, low socioeconomic status, low relationships and unhealthy behaviors indicated higher
deterioration of mental health than the opposite categories.

Table 3 shows the sex-stratified and education-stratified results of step-by-step multivariate
RRs for depressive symptoms and diagnosis of mental illness according to geographically-based
discrimination. Among both sexes, the significant RRs for depressive symptoms resulting from
geographically-based discrimination did not change materially after adjustment for
socioeconomic, social relationship-related, and lifestyle factors. Female RRs for diagnosis of
mental illness resulting from geographically-based discrimination did not change materially after
adjustment, while male RRs for diagnosis of mental illness were weakened to a non-significant
level. In the fully-adjusted model, RRs for depressive symptoms and diagnosis of mental illness
according to geographically-based discrimination were slightly stronger among men than among
women.

Among participants with less than high school education, the significant RRs for depressive
symptoms resulting from geographically-based discrimination were attenuated slightly after
adjustment for socioeconomic, social relationship-related, and lifestyle factors, while they did not
change among participants with high school or more education. Among the less educated, the
significant RRs for diagnosis of mental illness resulting from geographically-based discrimination
were weakened to a non-significant level after the adjustment, while they became stronger after
the adjustment among the highly educated. In the fully-adjusted model, RRs for depressive
symptoms and diagnosis of mental illness resulting from geographically-based discrimination

were stronger among the highly educated than among the less educated.
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