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TaBLE 3: Continued.

Model 1 Model 2 Model 3
OR (95% CI) OR (95% CI) OR (95% CI)

Difficult to walk on a slope or steps

Yes 1.00

No 0.74 (0.70-0.79)**

Population density (people per square kilometer)

Urban 1.00
Semiurban 1.23 (1.14-1.32)**
Rural 1.43 (1.35-1.53)**

OR: 0dds ratio; CI: confidence interval; Sstroke, osteoporosis, joint disease/neuralgia, injury/fracture, mental illness, impaired vision, and impaired hearing.

Model 1is adjusted for age, sex, educational attainment, and equivalent income.

Model 2 is adjusted for the covariates in Model 1 plus physical ability, depression, walking in minute/day, and frequency of outings.
Model 3 is adjusted for the covariates in Model 2 plus neighborhood built environment and population density.

**P < 0.01,*P < 0.05.

physical activity in this study. The results showed that the
OR of the frequency of participation in a sport organization
increased significantly from 0.66 to 0.82 for those with once
a week participation, from 0.63 to 0.81 for 2 or 3 times a
week, and from 0.49 to 0.66 for those with almost every
day participation. Street et al. reported that participating in
sport organizations not only influences physiological health
by increasing the amount of physical activity but also works
via social networks and social support [21]. It is therefore also
possible that participation in sports organizations indirectly
protects health through social support and social networks.
Further, a 4-year follow-up cohort study on 11,581 people
by Kanamori et al. suggested an indirect effect whereby,
among people with the same exercise frequency, those who
did not participate in sport organizations had a 1.33-fold
higher hazard ratio for being certified to require long-term
care compared to those who did [24]. The above indicates
that people who participate in sport organizations get more
physical activity than people who do not, which leads to less
likelihood of falling through direct effects such as increased
strength and balance as well as indirect effects such as the
intervention of social networks and social support.

Next, we will discuss the relationship between environ-
mental factors and the results of this analysis. Previous studies
have reported that participation rates in sport organizations
are higher in urban areas [35] and that exercise frequency
is greater among people who live near parks or other areas
suitable for exercise [36]. However, it is possible that these
relationships are only apparent due to confounding factors.
Therefore, we controlled for habitable population density
and variables regarding the neighborhood environment. The
results showed that, in the built environment, a significant
relationship did not exist with the presence of facilities such
as parks and the OR for falls of people living in communities
without slopes or steps was low at 0.74. Further, in the com-
munity characteristics observed through population density,
the OR of falls was significantly higher in rural areas (1.43)
than in urban areas. There was little change in the OR for
participation in sport organizations even compared to models
2 and 3 including these environmental variables, which
shows that the confounding effect of these environmental

characteristics is small. The results suggest that increasing
the number of participants in sport organizations could
reduce falls even after considering for environmental and
individual factors such as depression and motor ability. This
supports the significance of further research into population
strategies via community initiatives such as policies that
promote participation in sport organizations (participatory
organizations), which could serve as fall-prevention mea-
sures to complement or substitute for primary or secondary
prevention. Tinetti et al. [37] conducted a large interventional
study in 2 communities with around 100,000 people aged
>70 years. In addition to individual interventions, they used
soft methods such as placing posters on buses and other
means of public transport, handing out pamphlets, making
appeals through media such as radio and television, and
holding seminars. Through this, they found that fall-related
injuries and medical expenses declined in the intervention
community compared to the control community. Further
research on fall-prevention policies that employ population
strategies to promote participation in sport organizations is
needed.

Many previous studies [15, 27, 38] have examined factors
related to falls, particularly a systematic review of 74 cohort
studies by Deandrea et al. [9]. This study obtained similar
results to past research regarding age, physical characteristics,
and mental characteristics. However, we obtained different
results regarding gender, annual equivalent income, and
frequency of outings. One very likely reason for these dif-
ferences was that we considered and controlled for variables
simultaneously. For example, regarding the link between
gender and the incidence of falls, Deandrea et al. reported
that nearly all the studies they reviewed found being female
is associated with an increased risk of falls [9], with the same
being reported in other past studies [38]. However, while
many of these studies had sample sizes in the thousands,
none of the analyses were controlled for depression. This
study found a significant relationship between gender and
the incidence of falls both in the univariate analysis and in
model 1, which controlled for age and gender. However, in
model 2, which controlled for psychological factors including
depression, being female was found to have a significantly
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lower OR with regard to the incidence of falls compared to
being male. Women are at higher risk of depression than men
[39-41], and depression has been shown to be a risk factor for
falls [13, 14, 42]. In other words, controlling for depression,
which was not done in previous studies, produces results
indicating that women are less likely to fall than men.

A study from South Australia on the relationship of
history of falls with socioeconomic factors reported that
many people with at least a university degree had not
experienced a fall in the past 1 year [43]. Moreover, Fabre
et al. pointed to several pieces of evidence in reporting that
many years of education and higher incomes were linked
to a lower risk of falling [27]. Matsuda in an analysis of
about 30,000 community-dwelling older people in Japan also
reported higher ratios of people who had experienced a fall
among subjects with low levels of education and income
[29]. Examination of these studies, however, reveals that
few simultaneously included both years of education and
income in their analyses. The univariate analysis in this
study, as well as the multivariate analyses in models 1 and 2
that simultaneously included years of education and annual
equivalent income, showed significantly higher likelihood
of falling in both people with few years of education and
those with low annual equivalent incomes. People of low
socioeconomic status become depressed more easily, get less
physical activity [44, 45], and often exhibit shorter walking
times [29]. Since people with depression and lower levels
of physical activity are at risk of falling [13, 14, 42], it is
possible that socioeconomic factors are linked to falls via
differences in the incidence of depression and amount of
physical activity. After controlling for depression, the amount
of physical activity, and other individual characteristics in
model 2, the OR of the socioeconomic factors declined
significantly, from 1.86 to 1.52 for <6 years of education and
from 1.29 to 1.08 for equivalent annual income <1.5 million
yen. In other words, while factors such as depression and
physical activity were found to participate in the relationship
between socioeconomic factors and the incidence of falls
in this study, the existence of other routes is suggested. In
model 3, which controlled for environmental factors, only the
annual equivalent income declined significantly, suggesting
that years of education are more strongly linked to falls than
to income.

While the advantages of this study are that it used a
relatively large amount of data and controlled for a large
number of variables, it has several limitations. First, since this
was a cross-sectional analysis, we merely showed that a rela-
tionship exists between participation in sport organizations
and the incidence of falls; we did not eliminate the effect of
an opposite causal relationship, whereby falls prevent people
from participating in sport organizations. Further, the influ-
ence of the subjects’ objective motor functions or unknown
confounding factors was not eliminated. In the future, we
hope that a longitudinal research using 2 time points will
be pursued to determine a causal relationship. Second, the
environmental variables in this study were obtained from
self-administered questionnaires. It is becoming increasingly
possible to obtain objective information on slopes, differences
in elevation, and other features from geographic information
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systems (GIS); it would be desirable to use such information
in future investigations. Third, in this study, we did not
investigate the duration of one session and intensity of the
activity. Thus, if the promotion of participation in sport
organizations is pursued as a population strategy to prevent
falls, we also need to consider the influence of the duration
and intensity of the activity, in addition to the frequency
of participation in sports. Fourth, the results of population
strategies must eventually be verified through community-
intervention studies.

5. Conclusion

This study analyzed the data of 90,610 community-dwelling
older people individuals. Even after adjusting for multiple
factors it was found that the risk of falls was approximately
>20% lower in people who participated in sport organizations
at least once per week than those who did not participate at
all. This suggests that primary prevention through population
strategies such as policies that promote participation in sport
organizations could be beneficial as measures for preventing
falls in the community-dwelling older people. In the future,
longitudinal analyses to elucidate causal relationships and
community-intervention studies should be pursued.
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#z1: XBEOBM

Faller Non-faller P-value
Mean SD Mean SD
R 75.2 6.6 73.4 6.0 <0.001
7t % 57.6% 51.3% <0.001
BE cm 155.4 8.9 157.2 8.7 <0.001
K& kg 55.4 10.2 56.5 10.1 <0.001
BMI 22.9 3.3 22.8 3.1 0.126
#2 : 8 L REEK
Univariate Multivariate
SAIE (%) OR 95%CI OR 95%CI
ARERER BU 18.7% 1 reference 1 reference
1~2%E4E 21.1% 1.16 1.06 - 1.27 1.08 0.98 1.18
3~ 475 25.7% 1.51 1.37 - 1.65 1.33 1.21 1.46
SFESE E 33.0% 2.14 1.95 - 2.34 1.84 1.67 2.02
DHSRLY 35.5% 2.39 1.73 - 3.29 1.91 1.38 2.64
T 1.04 1.03 1.04
TR B4 1 reference
T 1.31 1.23 1.39
#3 i b ERA
Univariate Multivariate
ERfFE (%) OR 95%CI OR 95%CI
BERREE U 23.9% 1 reference 1 reference
D 32.2% 1.51 1.39 1.65 1.37 1.26 - 1.49
FHR 1.05 1.04 - 1.05
TR E=ls 1 reference
i 1.27 1.20 - 1.34
£4: THE EBEHEZER
Univariate Multivariate
aElE (%) OR 95%CI OR 95%CI
AR TER U 23.9% 1 reference 1 reference
&»h 32.2% 1.50 1.37 1.66 1.36 1.24 - 1.50
FHE 1.27 1.19 ~ 1.34
3] =S 1 reference
oy 1.05 1.04 - 1.05
#£5 : A L BFEEA
Univariate Multivariate
HE1E (%) OR 95%CI OR 95%ClI
F&EH 2L 23.9% 1 reference 1 reference
Hh 32.2% 1.19 1.13 1.26 1.11 1.05 - 1.17
FHip 1.29 1.22 - 1.36
TR B 1 reference
Reg 1.05 1.04 - 1.05
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B % EH % B % EH % E¥ %
BU 32 15.7 49 236 48 15.0 121 15.8 219 19.9
1~ 2785 57 27.9 57 27.4 93 29.2 256 333 319 29.0
3~ 4T 56 27.5 40 19.2 92 28.8 203 26.4 291 26.5
ST L 58 284 61 29.3 84 26.3 182 237 255 23.2
DEHL 1 5 1 5 2 6 6 8 15 1.4
&t 204 100.0 208 100.0 319 100.0 768 100.0 1099 100.0
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i=lnF] HR™ et FhoRTh

B % E# % E# % E# %
*U 244 25.2 315 22.3 183 19.1 150 23.2
1~ 2% 333 34.4 430 30.4 308 32.1 218 33.7
3~ 45E8E 205 21.2 359 25.4 240 25.0 155 24.0
ST b 183 18.9 305 21.6 219 22.8 118 18.3
DHBIR 3 .3 4 3 9 9 5 .8
=11 968 100.0 1413 100.0 959 100.0 646 100.0
ZEEM 2™ S £/ [iz|==hil
= % B % B % BEH % BEX %
BU 704 20.9 165 22.0 231 18.9 121 17.7 477 22.2
1~ 27858 1005 29.8 260 34,7 384 31.4 213 31.2 688 32.0
3~4ATEE 859 25.5 173 23.1 323 26.4 189 27.7 556 25.9
SEHME 790 23.4 151 20.1 269 22.0 152 22.3 412 19.2
DB 11 3 1 1 16 1.3 7 1.0 16 7
&t 3369 100.0 750 100.0 1223 100.0 682 100.0 2149 100.0
== BEh KT FAIE) AR
B % EH % B % B % B %
RU 271 17.9 100 18.0 108 23.3 111 20.4 43 16.8
1~2784E 472 31.2 187 33.7 168 36.3 196 36.1 85 33.2
3I~4TEEE 395 26.1 145 26.1 109 23.5 135 24.9 69 27.0
SEHEME 359 23.8 119 21.4 76 16.4 96 17.7 57 22.3
DB 14 .9 4 7 2 4 5 .9 2 .8
a5t 1511 100.0 555 100.0 463 100.0 543 100.0 256 100.0
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BHET [EpaEZ) ZESRHMT e ERE
FE# % & % 221 % [ % E# %
#U 62 221 80 13.9 125 19.7 266 23.6 58 21.6
1~ 270 111 39.5 160 27.8 197 31.0 353 31.3 82 30.5
3~ 440 60 21.4 163 28.3 168 26.5 280 24.8 69 25.7
5 AL 47 16.7 165 28.6 139 21.9 219 19.4 59 21.9
DHSEN 1 4 8 1.4 6 .9 9 8 1 4
a5t 281 100.0 576 100.0 635 100.0 1127 100.0 269 100.0
e i) 14T N /NG FEARET
B % E# % E8 % B % E# %
BU 439 20.1 21 16.3 176 21.6 106 18.3 41 17.1
1~ 2 4R 652 29.8 34 26.4 237 29.1 166 28.7 99 41.3
3~ 4 78R 527 24.1 37 28.7 226 27.7 145 25.0 53 22.1
SR L 554 25.3 36 27.9 167 20.5 155 26.8 47 19.6
DHBEN 15 7 1 8 9 1.1 7 1.2 0 .0
&t 2187 100.0 129 100.0 815 100.0 579 100.0 240 100.0
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MEIREZBRA TV D

2K Bt pexics
E# % E# % B %
(AlAV-4 23669 89.4 (AlRY-4 11279 91.6 12390 87.6
{Fn 2792 10.6 (Fn 1035 8.4 1757 12.4
=11 26461 100.0 =1 12314 100.0 14147 100.0
- pib-dii) BJ1[ET et “F0E E=yhil
B % B % B % EH % B %
WWE 184 85.2 206 90.4 291 84.3 741 92.3 1016 90.4
(F 32 14.8 22 9.6 54 15.7 62 7.7 108 9.6
=1 216 100.0 228 100.0 345 100.0 803 100.0 1124 100.0
ram =yi=dyi] Fisth o
EH % E % E# % E# %
(AIRY-4 938 91.5 1354 90.5 878 88.0 649 92.7
(E0y 87 8.5 142 9.5 120 12.0 51 7.3
=1 1025 100.0 1496 100.0 998 100.0 700 100.0
ZEET EfEm S Erigmh FaE
B % EX % B % BEX % B %
A1V 3118 88.2 713 91.9 1160 87.7 635 88.7 2060 90.0
Fn 419 11.8 63 8.1 162 12.3 81 11.3 228 10.0
&5t 3537 100.0 776 100.0 1322 100.0 716 100.0 2288 100.0
== li) BT RAFTH Mz =210
EX % EX % B % EX % E# %
[AlAV-4 1399 86.8 536 89.5 426 88.8 520 90.4 247 92.5
{an 212 13.2 63 10.5 54 11.3 55 9.6 20 7.5
=1 1611 100.0 599 100.0 480 100.0 575 100.0 267 100.0
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SOHET FANZH] ESSd) fiv 4] E=HE]
B % R % [ 1324 % EE %
269 90.6 551 87.3 618 1080 90.0 264 92.6
28 9.4 80 12.7 71 120 10.0 21 7.4
297 100.0 631 100.0 689 100.0 1200 100.0 285 100.0
A ) bR HT fEMARET
%24 % 253 % E® [ % E#H %
2045 88.5 119 88.1 774 576 90.7 231 91.7
265 11.5 16 11.9 74 59 9.3 21 8.3
2310 100.0 135 100.0 848 100.0 635 100.0 252 100.0
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BHZERZHRKATND

E7N BiE pogcs
EX % Ex % E# %
WWR 24324 91.9 WWZ 11619 94.4 12705 89.8
(Fn 2137 8.1 (F 695 5.6 1442 10.2
=1 26461 100.0 =1 12314 100.0 14147 100.0
ERARZEHE] =JIET e ¥l E=y2iy]
E# % B % EH % B % EH %
(A1AF-] 203 94.0 207 90.8 298 86.4 719 89.5 1022 90.9
(A 13 6.0 21 9.2 47 13.6 84 10.5 102 9.1
=1 216 100.0 228 100.0 345 100.0 803 100.0 1124 100.0
iz} 5=yl =dy] e FRoery
E¥ % EX % E# % E# %
(AR 967 94.3 1390 92.9 888 89.0 648 92.6
(dLy 58 5.7 106 7.1 110 11.0 52 7.4
=111 1025 100.0 1496 100.0 998 100.0 700 100.0
ZEEM =5 HHE ErEm maEM
E# % E# % E# % E# % B %
[A1AV- 3221 91.1 715 92.1 1227 92.8 679 94.8 2127 93.0
Fn 316 8.9 61 7.9 95 7.2 37 5.2 161 7.0
a5t 3537 100.0 776 100.0 1322 100.0 716 100.0 2288 100.0
=y =] BiEm KAFTH & AR
B % E# % B % B % E# %
(AlaV-4 1489 92.4 538 89.8 441 91.9 533 92.7 252 94.4
Fn 122 7.6 61 10.2 39 8.1 42 7.3 15 5.6
&5t 1611 100.0 599 100.0 480 100.0 575 100.0 267 100.0
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SROAH] FAANZH] SEIRE] i dil} FEH]

BE# % [E#R % %24 % EE % FE %

LV 276 92.9 569 90.2 645 93.6 1121 93.4 260 91.2

F 21 7.1 62 9.8 44 6.4 79 6.6 25 8.8

=h 297 100.0 631 100.0 689 100.0 1200 100.0 285 100.0

HFETH i) A Fua VNG fEDAQET

E % i35 % 8 % R % E %
Lz 2125 92.0 111 82.2 763 90.0 586 92.3 234 92.9
Eo 185 8.0 24 17.8 85 10.0 49 7.7 18 7.1
= 2310 100.0 135 100.0 848 100.0 635 100.0 252 100.0

— 236 —



BeJEHR ZBRA TN D

2K B4 Loy
E# % E# % B %
(A1AY-4 13609 51.4 LWZ 6178 50.2 7431 52.5
(FY 12852 48.6 (F0y 6136 49.8 6716 47.5
=1 26461 100.0 &5 12314 100.0 14147 100.0
BRTREEE] =) SETEH] +AIE =8m
E# % EE % B % E# % BE# %
(AT 102 47.2 133 58.3 161 46.7 390 48.6 540 48.0
(=30 114 52.8 95 41.7 184 53.3 413 51.4 584 52.0
a5t 216 100.0 228 100.0 345 100.0 803 100.0 1124 100.0
izhil y-yl=dy] ST it
E# % E# % E# % E# %
(A1AY-4 572 55.8 830 55.5 520 52.1 374 53.4
T 453 44,2 666 44.5 478 47.9 326 46.6
=5 1025 100.0 1496 100.0 998 100.0 700 100.0
ZEET &5 FH™ £ maEm
ER % B % B % E# % B %
(A1 1870 52.9 410 52.8 664 50.2 348 48.6 1186 51.8
Fn 1667 47.1 366 47.2 658 49.8 368 51.4 1102 48.2
a5t 3537 100.0 776 100.0 1322 100.0 716 100.0 2288 100.0
=¥ =0l 20y} RRFTT FRIE R
B % B % E % E# % EH %
(A1A)-4 786 48.8 306 51.1 254 52.9 287 49.9 131 49.1
(Fn 825 51.2 293 48.9 226 47.1 288 50.1 136 50.9
= 1611 100.0 599 100.0 480 100.0 575 100.0 267 100.0
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Syl

ESi] v LT} E=HE]
[ % 1251 % K % 22214 % FE¥R %
WO 165 55.6 303 48.0 365 53.0 627 52.3 137 48.1
0 132 44.4 328 52.0 324 47.0 573 47.8 148 51.9
&t 297 100.0 631 100.0 689 100.0 1200 100.0 285 100.0
T =) A RS Ch HHTH fHARET
iz3:54 % E % i3 % EE % EE %
VN 1213 52.5 61 45.2 441 52.0 286 45.0 108 42.9
E) 1097 47.5 74 54.8 407 48.0 349 55.0 144 57.1
&t 2310 100.0 135 100.0 848 100.0 635 100.0 252 100.0
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FEZBRFZMERMIE (RERFREHRERE)
SHEMEREE

SEHEOES E THMERR
—IATRET IS LHREERRET HBE—JAGESTO Iz b

HEfERE  OERAl (TERFETFUEZEE LV Z— HE)
MEwmAIE  eF B REERRZERERAREEZEDE)
BmEAT CRRERREARGEESZSE  HEE)
FE B (RARENREZARBEZESE HR)

WrEEE

BE) ESCVIZRIT 2 EERIIHEE, ME, HE. RER ST OVWTHRENLTE R,
PR L AT 923 LW O RATOBFIID RV, KFRIX. EFEZIATERT 2HE &
MEEMTOIHREICER L, FENBRRL OBEEZRF L,

F ik AREFFLIZIAGES (Japan Gerontological Evaluation Study, H AREEZMFEMHFE) O
—BRELTOBEMMAIETH D, J0MIINEEOENEREEZIT TWVRV6SHELU EO&EE
F38,724% w EAEATE L, BRI L 2EMERELZ T, 7 —F REN221,8064 %
e L, BEMCr VAT 4 v 7RSI EIT o7, BRNERIIEBOBER. 3
AERITEES X IATERT 2HE. MHEEERTI2H8E., AEEZRIIER. S5, &
BELK, BRI, BERR., BIREEA, IADL, 1> 2 L, 2K EFREHRALL,
R FENEBERRAOLT y ALBEFEICE P2 DIX, BEDIATOEK CHEAELL
£1.68 (95%fEHE XM : 1.46-1.95) | #E2~3[E1.33 (1.13-1.57) . {#f & O EHE CTiE4ELL E
1.35 (1.06-1.72) . #E2~3[E1.56 (1.25-1.98) ., E1[E1.37 (1.05-1.78) . A 1~3[E1.62 (1.
28-2.06) ThoTc, —FH. KEDIATOER THEAELL E1.33 (1.14-1.55) . HEEDE
e CiHH4EILL E£2.38 (1.82-3.11) . #2~3[E[1.52 (1.23-1.88) . #1[E1.51 (1.21-1.88) TH
277,

R EFEZIACTERTOIBELMEEERETIHELHEEOES IR ETHNEREEOR X
CEELER HELOBERIVENVEE TOZENRERERG CTH o7z, EENX
METHID KXo TRE~DHENERDAREERID B,

A. HFREH

FHIEE - EFIREOR s RAEICENT
EBRFRBREINTWAEL D, 216 OETHIED
ZLIXHEES - EBOE, BE, BEE2T
DICEFT SN TWSY, LaxL, EBEEZ— AT
Fo0, MEEITHINT, BE~ODEENRA
72D DERE LI RIE D 720,

AWFIEIL., BEEICB W COEEEE & T4
MERRE OBEN, EBEIATERT 5
ALHHMLEERT OB TRERLINERTIL

7’;—
—o

B. BrEFE

AHFFEIXIAGES (Japan Gerontological Eval
uation Study, HAZBEFZHIFLMBIE) O —B&R
ELTOMEBETH D, 30MHMNEEOE
NEBEEZT TVRVESHEL L EkhE3S,
72440 & WARBHH L, XIS & 2 BEHEHE
BT oT, 7 — & KB 721121,8064 (56.3%)
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EET R G L, Bhlicn AT 4 v 7 [H
TR AT o 7oy B B9ZE$03 32 8100 fr BE SRk
B0 H I E T A 1A CHENE T A M, PR &
EHE S DM PEAEBOTER . SIS
BB FH IR L, R IR BRI AR
IADL, #1592k L, ®EE RFEHEA L,
FEEES I —{b L, KBEMIE TRE) L0
IHT AN —EAER L T e, BIREHTA
T Bh oD S A SRS ER B L T o & LT,

C. PR

R, TTAERE FBNERBREITTH
DHEDOEEEBLINCR LIz, Bk bITE
ARV &, BMTEAEWI & BEHEE
BEREWZE, BEFETHILIZ L, HERHD
b, BRBEEANRNC & IADLAEM L
TWAZ &, Woronnwz &, EEHEZIAT
EhE T DA OBEENRE WD &S EE AR
BERIFOFEDEWEM PR bivk, EH
EHEEERTAHAICELTCE., Bkldb
WHEENEICKBL T Th 2N RD FEMN
BEREBIFOEANEN-TZ, LL, Fh
DA DOBEECIIBECIEEBROBERREFO
BAEICKLIFEAERR R VDIZIH L, &
MECIIfth DBEEE & i d 5 L H4EINL R DR
NEVMER Th - 7z,

RICEEBZIATERT 2HE L HELE
M5B A0FEBNERERIFOL Y X%
AL, FEMNEEBRREFORESR S v X
NEBIZE»S DL, BHEDIATOREET
HEAELL E1.68 (95%EHEXMH : 1.46-1.95)
H2~3E1.33 (1.13-1.57) | R & O FEHE THE
4[E 2L 1.35 (1.06-1.72) . B2~3[E1.56 (1.2
5-1.98) . #E1E1.37 (1.05-1.78) . A1~3[H1.
62 (1.28-2.06) TH-ot=, —FH., KEDIAT
O EHECHEAELL E1.33 (1.14-1.55) ﬁﬁ?&
DO EHE THE4ELL E2.38 (1.82-3.11) | #2~3

[F1.52 (1.23-1.88) . #1E1.51 (1.21-1.88)

Th o7,

D. #%

FEICBWCHEB Z 1A CTERT 2556,

Bl 2B b i 4B L E T
ol SANFTE. BEEE. PRI, Bt
WL, FIRFREEE, IADL, M5 D% REL T
bR EBEREERLG & OREXRRBD b
Teo —H, BEVZME & ERIT 556, Bk
TIFAEILL B, B IEL ETEEBN
A B & OEERED b,

WL OEE) b B SR R AT & BT
BT vk, EENREORK A RAIEICB W
&ﬁwéhfmé% THFZEL D& FFOR R
Thoi, b, i & ET 2% 611
Afimfé%ékmﬁbfibﬁwﬁﬁﬁ
b EBNEERPRECThHo T, EITHIRI
BWT,EBZBAIEULELTHNTEAR—Y
MM L TV RWEEZMLTWEE &
Ees U CENHRIBIZ R DU 27 BNE WV &
RN TRBENTWVEY FEERRER LD

. R CEEN AT O LI AR — VMR

WEMLTEDHETI LB FENTWVD 2
O, AKPFEOEREFERMEARLEZ DD,

M EEETA2HEOFBLVIENEET
bEBRHEERIBRE THD A =X AT,
= P R—= R =Ty Xy XL
DEENREZOND, L EBT D LI
BIZEE 21T 5 2 TR, fiFE L oBEb
DEBLEY — VX LY R—FORZTPO, £
DY — Y VXY X NDOEB LS
T2, V=V ¥ VT R—-FOV—T ¥ LFx
EEXVIIREICORDDZENRTIBREINTE
0 P& ERTIEEITXLVIEVEET
HLEBMEEBROLRGF ThoEEZ N,

KHFEDOBRAL LT3IRHITOoN D, 1AH
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. AR DOBIT R EE P RESTEHE D56.3%
ThHY, RomEROHERETRLTWVWAHAEE
WRbBZLThHB, 2AEIE, EHEIAT
EWT A5 EMEAEERTLEHESE T, 1
FROEBOBECBRERRAATHLEZ T
b5, IRBIEL. B TH L0, EER
BERBEFZEIEEZLTNS LWV ATEE
MbEZLND, |

E. #&&

EEREICBOT, EBZIATERTO25E
LM EERTLIEAL. BEFPIBNER
BB LEELE, FiIZ, FEALOBAITX
VIEWHEETHEZBEMNRRERPIBEFTH -1z,
EENT THE LTI E90id T, &
RDORDELRDFEEDLD D,

F. WFRER

1. BHERE
L

2. FEER
(ME)EHRE. REPRT. RAHET. /I H
PIET. BEHER. X mHEOEDL
FENEEK-IATERTO2HEG L MHHEL
EWTIEE-JAGES T u Y =7 . %174
B ERERMKZEZSHRS. 20148118 18.
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R FERE EBORBEE G Th D HE0RE (B

x BB FERE R
AH % A %
BT (%) BT (%)

Bt 10,466  100.0 82.0
Fiin (FHFH 73.4£6.0 %) EABRER

65~69 &% 3,205 306 85.4 L 1,624 15.5 96.6

70~74 5% 3,201 30.6 83.8 HY 8,842 84.5 79.3

75~79 8% 2,254 215 78.9 IADL

80~84 5% 1,265 12.1 77.2 Bir 7,623 72.8 85.0

85 Rk Ll .k 541 5.2 74.7 JEHEIL 2,500 23.9 74.0
EHT 1S &} 343 3.3 73.5

B 4,467 42.7 79.7 5o

i 3,610 34.5 84.5 L 6,840 65.4 89.4

=1 1,039 9.9 88.0 MmS5oiEm 1,836 17.5 67.5

xi8 1,350 12.9 78.2 S Dkt 592 5.7 47.0
e xR 18 1,198 11.4 78.9

6 FELLTF 106 1.0 70.8 1 NTERE

6~9 F 3,657 34.9 79.6 #E 4 BEE 3,060 29.2 87.4

10~12 4 3,764  36.0 82.0 B 2~3[ME 1,886 18.0 85.2

13 L 2,805 268 85.6 1 825 7.9 83.8

x 18 134 1.3 78.4 A 1~3[E 655 6.3 82.3
LER Ry FIZHELT 4,040 38.6 76.0

BX 48 8,924 85.3 83.0 fh i LB

5 1,416 13.5 76.3 B 4ERE 833 8.0 88.8

V& 126 1.2 75.4 B 2~3[@E 977 9.3 88.8
w7 K iR E 1 E 654 6.2 88.1

tEHY 3,035 290 87.7 A 1~3@ 939 9.0 89.5

tELGL 6,861 65.6 79.9 FEIZBELT 7,063 67.5 78.6

& 570 5.4 76.8
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