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厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業研究事業）
総括 研究報告書

喫煙、飲酒等生活習慣の実態把握及び生活習慣の改善に向けた研究 

研究代表者  尾﨑 米厚 鳥取大学医学部環境予防医学分野教授 

研究要旨 
2020年度は、中高生の喫煙及び飲酒行動に関する全国調査を実施予定であったが、コロナ禍の中で

実施可能な調査方法を検討し、一部の中学校、高等学校を無作為に抽出して調査を実施した。また、

産業職場の従業員の問題飲酒者に対する減酒支援の介入の1年後の効果判定のための調査を実施し、

効果を判定するための統計学的な分析を実施した。 

今回新型コロナウイルス感染症の流行下で、全国の中学校10,222校、高等学校4,248校のうち中学

校48校、高等学校21校を抽出して、中高生の飲酒行動、喫煙行動、生活習慣等に関する全国調査を自

宅で実施するインターネット回答方式で実施した。調査時期は2020年11月～2021年2月末であった。

生徒へ調査票依頼書を配布した学校は、中学校25校（52.1%）、高等学校10校（47.6%）であった。回

答した生徒数は、中学校159人（0.8%）、高等学校114人（0.6%）であり、解析を行うに値する十分な

回答結果を得ることができなかった。今後は、今回開発したインターネット回答システムを用いたイ

ンターネット回答方式と紙調査回答方式を授業内で実施することを依頼し、健康日本21（第二次）の

最終評価指標算出をおこなう。 

減酒支援の効果の評価研究については、2019年1月から12月の期間に351名から研究参加の同意が得

られた。研究参加者は各群で均等に割り付けられた。半年後の1週間当たりの飲酒量の変化におい

て、通常版介入群で平均35.4 g/週の飲酒量の減少がみられた。一元配置分散分析において3群の平均

値の差は有意であったが、多重検定を考慮すると介入効果に統計学的な有意差は示されなかった。1

年後の1週間当たりの飲酒量の変化は、通常版介入群で平均29.2 g/週の減少がみられたが、3群の差

は統計学的に有意ではなかった。飲酒量の変化を従属変数とした重回帰分析やロジスティック回帰分

析でも半年後の減酒に通常版介入が有意な関連を示した。他に減酒と有意な関連のある説明要因は認

められなかった。また、1年後の評価時期の違いによって1年後の介入効果に差が認められた。 

今回の結果は、産業保健現場での保健師によるSBIが医療現場と遜色のない効果を示すという可能

性を強く示唆している。また、今回効果が実証されたのは15分程度の従来通りの介入方法であった。

1年後の評価で有意な介入効果が示されなかったが、1年後においても効果が持続している可能性が示

された。産業保健現場での減酒支援介入の実施は、医療現場よりも若年の集団に対して予防効果が期

待され、企業や地域の健康指標を改善し、アルコールによる害を減らす重要な戦略の一つとなる可能

性がある。 

研究分担者 

兼板佳孝（日本大学医学部）、神田秀幸（島根

大学医学部）、樋口進（久里浜医療センター）、

井谷修（日本大学医学部）、吉本尚（筑波大学

医学医療系）、金城文（鳥取大学医学部）、地家

真紀（昭和女子大学生活科学部）、大塚雄一郎

（日本大学医学部）、真栄里仁（久里浜医療セ

ンター）、美濃部るり子（久里浜医療センタ

ー）、桑原祐樹（鳥取大学医学部）、春日秀朗

（福島県立医科大学）、伊藤央奈（郡山女子大

学） 

A．研究目的 
健康日本21（第2次）計画の評価のために、わ

が国の中高生の喫煙及び飲酒行動の実態を明らか

にすることが必須である。新型たばこ（加熱式や

電子）、ノンアルコール飲料、ビンジ（機会大

量）飲酒、エナジードリンクのアルコール割等の

新たな実態も把握するために、全国から中学校、

高等学校を無作為抽出して調査を実施した。コロ

ナ禍で学校休校が続いたため学校での紙の調査票

の記入は困難と考え、調査方法を検討することも

目的に加えた。今までの全国調査の結果と今回の

結果を比較し、わが国の未成年者の喫煙、飲酒行

動の課題を明らかにすることを目的とした。ま

た、前研究班で実施した成人の労働者の問題飲酒

者に対する減酒支援の効果を評価するための無作

為化比較試験の介入1年後の評価調査を実施し

た。 

B．研究方法 
１）中高生の喫煙及び飲酒行動に関する全国調

査
 新型コロナウイルス感染症の世界的流行下に
おいて、日本の中学校、高等学校も長い期間の休
校を余儀なくされた。そのため学校での授業時間
が短縮され、われわれの全国調査の回答時間を１
つの講義時間を割いて実施するのは困難である
との結論に達したので、別の方法を検討した。研
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究班会議、班員間の連絡を通して、新たな調査方
法を検討した。
 全国学校総覧を用いて対象とする中学校およ
び高等学校を無作為に抽出した。各学校の抽出確
率は在校生と数に比例して抽出確率が変化する
ような比例確率抽出を用いた。抽出校の校長に調
査協力依頼文を送付し、協力の得られた学校から
生徒経由で保護者へアンケート調査依頼書を配
布してもらった。アンケート調査依頼書には、ウ
ェブ回答画面へのURL、QRコード、調査番号、ア
クセスキーが示されており、保護者から調査への
協力依頼の同意を得た生徒が、ウェブ画面上の保
護者からの同意欄にチェックを入れ、生徒本人も
同意した場合は同意欄にチェックを入れた上で、
生徒自身が回答してもらった。その際、回答内容
を保護者が確認しないよう、注意を促した。すべ
ての回答が終了したのちに、謝礼を送付するメー
ルアドレスもしくはLINEアカウントを入力した
生徒には後日謝礼として、一律100円分のQUOpa
yを送り、抽選に当選した者に2000円分のQUOp
ayを送った。今回は自宅での回答ということもあ
り、回答率を上げるために謝礼を設けた。

２．回答システムの開発：調査内容を研究者内で
検討し、調査票を作成した。回答システムの作成
は、株式会社ジール（東京）に委託した。

（倫理面への配慮）
中高生の喫煙・飲酒についての全国調査は個人

情報を取得しない無記名調査である。学校名別

の結果公表もしない。調査に当たっては学校長

による承諾の得られた学校のみに対して実施す

る。研究計画は、鳥取大学医学部倫理審査委員

会で審査され、承認された[承認番号：20A09
9]。

２）産業保健の現場における減酒支援ブリーフ

インターベンションの効果検証に関する研究
鳥取県、島根県の5つの事業所に参加を呼び掛

け、各事業所に努める従業員を対象とした。2019
年度に同意が得られ、無作為割り付けを実施し、
減酒支援を行った351人の半年後及び1年後の介
入効果を検証するための調査を実施し、データ解
析を行った。研究の同意者に対し、介入後半年、
1年に個別の調査票を送付し、回答したものを研
究者へ返送してもらった。データを入力し、デー
タクリーニングを実施し、不十分な回答に対して
は可能な限り、本人へ問わせを実施した。
統計分析方法としては、初めに、研究参加者の

ベースラインデータを集計し、各群の比較を行っ
た。また、半年後、1年後の追跡データを用いて、
各群での介入前後の週飲酒量の変化量の比較を
行った。割り付けられた3群の平均の差の検定に
は一元配置分散分析を用いた。一元配置分散分析
で3群の有意差がみられた際には多重検定を考慮
してBonferroni法による有意確率P値の補正を行
って、各群の差を統計学的に評価した。さらに、
クロス集計を用いて、一定量飲酒量が変化したも
のの割合、各追跡時点での飲酒頻度、を割り付け
群別に比較した。また、半年時点で40g以上飲酒量
減少したもの、1年後の時点で40g以上飲酒量減少

したもの、半年・1年後時点でともに40g以上飲酒
量減少したもの、半年・1年後時点でともに20g以
上飲酒量減少したもの、とそうでない者で集団の
基本特性にどのような違いがあるかを比較した。 
さらに、飲酒量の変化を従属変数とし、各説明変
数を含めた重回帰分析とロジスティック回帰分
析を実施することで説明変数の調整後も飲酒量
の改善が認められたか、介入パターン以外に関連
している要因がないかどうかを検証した。追跡中
に新型コロナウイルスの流行があり、評価時期に
よって今回の研究対象者を2群にわけ、1年後の評
価が2020年7月末までの集団と1年後の評価が20
20年8月以降の集団で介入効果に違いがないかを
検証した。

Intention-to-treat（ITT）分析（脱落者の飲酒
量や飲酒頻度を初回と変化なしと見なして分析）
を基本とする。しかし、追加分析としてプロトコ
ール通りに追跡できたPer protocol解析（脱落者
を分析から除外）や年齢や職種で層別した集団内
でのサブグループ解析を行った。

（倫理面への配慮）
 本研究は鳥取大学医学部倫理審査委員会に申
請し、承認を受けている（承認番号18B002）。本
介入試験は大学病院医療情報ネットワーク（Uni
versity Hospital Medical Information Networ
k： UMIN）に登録されている（ID番号：UMIN
000036244）。研究助成として、厚生労働省科学
研究補助金（採択番号2906081）を受け実施した。 

C．研究結果 
１）中高生の喫煙及び飲酒行動に関する全国調

査
2019年12月に中国で発生した新型コロナウイ

ルス感染症の影響により、2020年5月11日時点で
は国公私立86%が臨時休業し、多くの学校が5月
末までの休業を継続した。そのため、当初計画し
ていた2020年中高生調査を従来通り学校で時間
を確保して実施してもらうことが難しいことが
想定された。

そこで、2017年調査まで実施していた教室内で
調査票に記入してもらう方法からの変更を余儀
なくされた。世界の類似調査でも近年、紙調査票
での調査から、タブレットやパソコンを利用した
調査への転換期となっており、日本においても文
部科学省がGIGAスクール構想のもとに一人一台
のパソコンやタブレットなどの端末を配布する
方針を示しており、今後日本においても、パソコ
ンやタブレットを用いた全国調査の実施が可能
となることが示唆された。
これらの状況を踏まえ、今年度は、調査協力依

頼を中高生に学校から配布してもらい、保護者の
同意を得たのちに、自宅のスマートフォンやパソ
コンで回答してもらう方法で、2020年度全国調査
を実施することを計画した。これに伴い、インタ
ーネット上で回答するための回答システムの開
発もおこなった。
全国の中学校10,222校、高等学校4,248校のう

ち中学校48校、高等学校21校を抽出して調査を

行った。調査時期は2020年11月～2021年2月末

であった。学校の抽出方法は１段クラスター比
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例確率抽出であった。調査対象は、抽出された

学校の生徒全員である。生徒へ調査票依頼書を

配布した学校は、中学校25校（52.1%）、高等学

校10校（47.6%）であった。回答した生徒数は、

中学校159人（0.8%）、高等学校114人（0.6%）

であり、回答率は1%未満で、分析を実施できる

回収数ではなかった。

２）産業保健の現場における減酒支援ブリーフ

インターベンションの効果検証に関する研究
研究参加者は研究開始時点で対照群（リーフレ

ット提供群）111名、通常版介入群128名、5分の
短縮版介入群112名に割り付けられていた。半年
後、1年後の追跡時に各群で脱落が生じ、最終的に
対照群103名、通常版介入群122名、短縮版介入群
108名が1年後までの経過を追跡することが可能
であった。

初回アンケートに回答が得られた研究参加者3
51名の割り付け群別の各質問項目の頻度、割合を
表に示す。割り付け群による各項目の差はみられ
ず、均等に割り付けられていた。

介入半年後の効果量の群間比較
ITT分析によると、介入前の3群の週飲酒量g/週

（標準偏差）は対照群260.1g/週（188.0）、通常
版介入群286.2 g/週（211.4）、短縮版介入群257.
4 g/週（155.6）であり、半年後では対照群273.6
 g/週（205.3）、通常版介入群250.8 g/週（176.7）、
短縮版介入群266.1 g/週（175.2）と通常版介入群
は他の群に比べ少なかった。メインアウトカムで
ある半年後の1週間当たりの飲酒量の変化（半年
後時点の週飲酒量ひく初回の週飲酒量）では、対
照群13.5 g/週（171.1）増、通常版介入群35.4 g/
週（170.0）減、短縮版介入群8.6 g/週（134.6）増
の変化がみられ、一元配置分散分析では3群の平
均値の差は有意であった。多重検定を考慮し、有
意確率をBonferroni補正した結果はp＝0.057で
あり統計学的に有意ではなかった。
介入1年後の効果量の群間比較 

ITT分析によると、1年後の1週間当たりの飲酒
量の変化量（1年後時点の週飲酒量ひく初回の週
飲酒量）は、対照群13.4 g/週（157.3）減、通常版
介入群29.2 g/週（219.0）減、短縮版介入群5.9 g
/週（157.9）増の変化がみられた。一元配置分散
分析で3群の平均値の差を検定したが、p=0.332と
統計学的に有意ではなかった。
割り付け群別の飲酒量変化者の割合
いずれの項目においても通常版介入群で飲酒量
の減少を認めた者の割合が多く、次いで短縮版介
入群、対照群であった。通常版介入群では、半年
時点で40g/週以上減酒したものが4割、一年時点
でも4割、20g/週の減酒を認めた者は5割近くに上
った。いずれも40g/週減少が33.6％、20g/週減少
が40.6％であった。 
割り付け群別の飲酒頻度の変化

週に5日以上飲酒するものの割合は通常版介入
群で経過とともに減少を認めた。短縮版介入群で
は半年時点で割合が減ったが、一年時点では再び
増え、対照群では半年後増えて、一年時点で急な
減少がみられた。週3日以上飲酒するものの割合
も同じような傾向がみられた。30日以内機会大量
飲酒するものの割合はいずれの群でも半年、一年

と経時的に減少傾向を認めた。
飲酒量が減少したものの特性
いずれの指標をアウトカムと見なして分析した
場合でも、通常版介入群では減酒したものの割合
が高かった。年代においては一貫性がみられず、
婚姻状況も既婚と未婚で大きな差はなかった。年
収で600万円未満と回答したもの、仕事の種類が
事務職、K6の質問項目で高得点13点以上（高度の
不安やうつがみられる）で、いずれのアウトカム
においても減酒したものの割合が高かった。運動
量の多いものは減酒したものの割合が低い傾向
がみられた。
減酒ありを従属変数としたロジスティック回帰
分析
半年後飲酒量40g/週減少を従属変数とすると、各
説明変数を調整後も通常版介入群であることは、
飲酒量の減少に有意な関係を認めた（OR 1.92, 9
5%CI: 1.03, 3.56）。他の変数で半年後の減酒に
有意な関連がみられる項目はなかった。1年後の
飲酒量40g/週減少を従属変数とすると、介入パタ
ーンに加えいずれの説明変数も有意な関連は見
られなかった。さらに、半年後と1年後がともに飲
酒量40g/週減少を従属変数とすると、通常版介入
群で有意な関連がみられ（OR 2.44, 95%CI: 1.2
2, 4.90）、半年後と1年後がともに飲酒量20g/週
減少を従属変数とした分析でも通常版介入群で
あることは統計学的に有意に飲酒量減少の有無
と関連がみられた（OR 2.11, 95%CI: 1.11, 4.0
1）。
追跡後の評価時期による層別分析
1年後の評価が2020年7月末までの集団におい

て、1年後の飲酒量40g/週減少を従属変数とした

ロジスティック回帰分析では、介入パターンと

減酒ありに有意な関連がみられた。（短縮版でO
R 2.73, 95%CI: 1.02, 7.30、通常版でOR 3.44,
95%CI: 1.33, 8.86）。一方で、1年後の評価が

2020年8月以降の集団でのロジスティック回帰分

析では、介入パターンの違いは有意な関連を示

さなかった。

D．考察 
１）中高生の喫煙及び飲酒行動に関する全国調

査
今回新型コロナウイルス感染症の流行下で、中

高生の飲酒行動、喫煙行動、生活習慣等に関する
全国調査を、自宅で実施するインターネット回答
方式で実施したが、解析を行うに値する十分な回
答結果を得ることができなかった。
自宅で実施するインターネット回答方式の場

合、学校で生徒へ調査依頼書類を配布してくれる
か、配布した書類を元に生徒が回答してくれるか、
の2段階の障壁があった。学校が依頼書類を配布
してくれるか、については、今回中学校25校（52.
1%）、高等学校10校（47.6%）が配布しており、
2017年全国調査において学校での実施率が中学
校49%、高等学校64%であったことと比較すると、
ほぼ同程度配布してくれたと考えられる。新型コ
ロナウイルス流行下で大変な状況の中、配布する
だけであれば、比較的学校には協力をしてもらえ
ると考えられた。一方、配布した書類を元に生徒
が回答してくれるか、については、学校側が協力
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してくれた学校においても、非常に難しいことが
明らかであった。自宅で回答する動機づけに、Q
UOpayによる謝礼を用意したが、回答率を上げる
効果は乏しかった。以上を踏まえると、自宅で実
施するインターネット回答方式は今後も困難で
あることが容易に推測される。回答を拒否する権
利があることを説明したうえで、従来と同様、授
業内で回答してもらうことが必要である。
今回の結果を踏まえ、今後は、今回開発したイ

ンターネット回答方式が、紙調査票回答方式と比
較して同等の結果が得られることの確認、授業内
での調査の実施をおこなっていくことが必要で
ある。2021年度の健康日本21（第２次）の最終評
価指標を算出するためにも、中高生の飲酒や喫煙
の実態を把握するためにも、2021年度に授業内で
の全国調査実施を進めていく。

２）産業保健の現場における減酒支援ブリーフイ
ンターベンションの効果検証に関する研究
今回の研究は、日本における初めてのスクリー

ニングを伴った、産業保健現場における比較的大
規模な減酒支援の効果検証のための研究である。
無作為割り付けを行った380名のうち351名から
研究参加の同意が得られた。各群の基本属性を比
較すると、対象者は3群に均等に割り付けられて
おり、年齢は40から50歳代が中心で、ほとんどは
男性で、8割以上が週3日以上飲酒し、7割以上が3
0日以内に機会大量飲酒を経験していた。 

主要評価項目である半年後の1週間当たりの飲
酒量の変化の群間比較では、通常版介入群におい
て35.4 g/週の飲酒量の減少がみられた。1年後の
1週間当たりの飲酒量の変化は、通常版介入群で2
9.2 g/週の減少がみられたが、対照群でも飲酒量
の減少がみられ、3群の平均値の差は統計学的に
有意ではなかった。統計学的に有意でなかったも
のの、通常版介入群の飲酒量は初回と比較して減
少しており、1年後の時点でも効果が持続してい
る可能性を示している。飲酒頻度の多い者、機会
大量飲酒の者の割合は、研究参加者全体で減少を
認め、特に通常版介入群では順調に低下した。

飲酒量の変化に関連する要因を探索する目的
で行った重回帰分析の結果、半年後の飲酒量の変
化には通常版介入群が有意な関連を示した。しか
し、1年後の飲酒量の変化には有意な関連がみら
れなかった。同様に、減酒をアウトカムとしたロ
ジスティック回帰分析では、通常版介入群である
ことは、半年後減酒、半年後と1年後ともに減酒と
いったアウトカムと有意な関連がみられた。オッ
ズ比を参考にすると、通常版介入群では対照群に
比べ約2倍減酒の結果がみられやすいことを示し
ており、今回の介入効果を支持する結果である。
さらに、1年後の分析では、介入の効果が示され

ず、対照群において1年後の時点で不自然な飲酒
量や飲酒頻度の減少を認めていた。2020年6月頃
から新型コロナウイルス流行の波が起こり、都市
閉鎖や外出自粛が叫ばれ、島根県では感染者数が
少なかったものの、行政機関は外食利用などを控
えるよう住民に要請していた。そのため、1年後の
評価時期による介入効果の違いが考えられた。評
価時期の違いによる層別のロジスティック回帰
分析の結果を見ると、2020年7月末までの群では
関連要因の調整後も通常版介入群、短縮版介入群
であることは有意に減酒と関連していた。1年後

の評価が8月以降の群では、介入群であることに
有意な関連がみられなかった。このことは、新型
コロナウイルス流行により、飲み会が減ったり、
仕事のペースが変わったことにより対象者全体
に飲酒行動の変化が起こった可能性がある。こう
した影響が、1年後の介入効果が十分に出なかっ
た原因であるかもしれない。8月以降に1年後の評
価を行った群において、年齢が50歳以上であるこ
とと、年収が600万円未満であることが減酒と関
連していたことを鑑みると、新型コロナウイルス
流行における社会の変化の影響を受けやすい集
団の特性を表している可能性がある。

Ｅ．結論

 今回新型コロナウイルス感染症の流行下で、

中高生の飲酒行動、喫煙行動、生活習慣等に関

する全国調査を、自宅で実施するインターネッ

ト回答方式で実施したが、解析を行うに値する

十分な回答結果を得ることができなかった。今

後はインターネット回答方式と紙調査回答方式

を授業内で実施し、健康日本21（第二次）の最

終評価指標算出をおこなう。
今回の研究結果では、サンプルサイズの不足に

より有意差は示せなかったが、産業保健現場での
保健師によるスクリーニングの後の減酒支援が
医療現場と遜色のない一定の効果を示すという
可能性を強く示唆している。また、今回効果が実
証されたのは15分程度の従来通りの介入方法で
あった。1年後の評価には新型コロナウイルス流
行の影響も考えられ、十分な介入効果が示されな
かったが、1年後においても一定の効果が持続し
ている可能性が示された。

産業保健現場でのスクリーニングの後の減酒

支援（SBI）の実施は、プライマリケアなどの医

療現場よりも若年の集団に対して予防効果が期

待され、企業や地域の健康指標を改善し、アル

コールによる害を減らす重要な戦略の一つとな

る可能性がある。将来的には、介入方法の改

善、現場での実現可能性の検証、健診結果を介

入の評価項目とした介入効果の根拠を示すこと

で、SBI実践の場を広げ、アルコールによる疾病

負荷の軽減に貢献したいと考える。

Ｆ．健康危険情報

 特記事項なし

Ｇ．研究発表

１．論文発表
１）Otsuka Y, Kaneita Y, Itani O, Jike M, O
saki Y, Higuchi S, Kanda H. Gender differe
nces in dietary behaviors among Japanese a
dolescents. Prev Med Rep. 2020;20:101203. d
oi: 10.1016/j.pmedr.2020.101203. 
２）Otsuka Y, Kaneita Y, Itani O, Jike M, O
saki Y, Higuchi S, Kanda H, Kinjo A, Kuwa
bara Y, Yoshimoto H. Skipping breakfast, p
oor sleep quality, and Internet usage and th
eir relation with unhappiness in Japanese a
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dolescents. PLoS One. 2020;15(7):e0235252.  
３）Osaki Y, Maesato H, Minobe R, Kinjo A,
 Kuwabara Y, Imamoto A, Myoga Y, Matsus
hita S, Higuchi S. Changes in smoking beha
vior among victims after the great East Jap
an earthquake and tsunami. Environ Health
 Prev Med. 2020;25(1):19. 
４）Kuwabara Y, Kinjo A, Fujii M, Imamoto
 A, Osaki Y, Jike M, Otsuka Y, Itani O, Ka
neita Y, Minobe R, Maezato H, Higuchi S, 
Yoshimoto H, Kanda H. Heat-not-burn tobac
co, electronic cigarettes, and combustible cig
arette use among Japanese adolescents: a n
ationwide population survey 2017. BMC Pub
lic Health. 2020;20(1):741.  
５）Kuwabara Y, Kinjo A, Fujii M, Imamoto
 A, Osaki Y, McNeill A, Beckley-Hoelscher 
N. Comparing Factors Related to Any Conve
ntional Cigarette Smokers, Exclusive New A
lternative Product Users, and Non-Users am
ong Japanese Youth: A Nationwide Survey. 
Int J Environ Res Public Health. 2020 ;17
(9):3128.  
６）Otsuka Y, Kaneita Y, Itani O, Jike M, O
saki Y, Higuchi S, Kanda H, Kinjo A, Kuwa
bara Y, Yoshimoto H. The relationship betw
een subjective happiness and sleep problems
 in Japanese adolescents. Sleep Med. 2020;6
9:120-126.  
７）Kinjo A, Kuwabara Y, Fujii M, Imamoto
 A Osaki Y, Minobe R, Maezato H, Nakaya
ma H, Takimura T, Higuchi S. Heated Toba
cco Product Smokers in Japan Identified by 
a Population-Based Survey. J Epidemiol. 20
20;30(12):547-555.  
８）尾崎米厚、金城文．【スマホ・ネット・ゲー
ム依存対策-子ども・若者を守る!】スマホ・ネット・
ゲーム依存の最近の動向．公衆衛生 2020;4(9):56
6-571. 
９）尾崎米厚、金城文．【アルコール医学・医療
の最前線2020 UPDATE】アルコールの基礎医学
 アルコールの疫学 わが国の飲酒行動の実態
とアルコール関連問題による社会的損失のイン
パクト．医学のあゆみ 2020;274(1):34-39. 
10）中村 正和, 田淵 貴大, 尾崎 米厚, 大和 浩, 
欅田 尚樹, 吉見 逸郎, 片野田 耕太, 加治 正行, 

揚松 龍治．加熱式たばこ製品の使用実態、健康影
響、たばこ規制への影響とそれを踏まえた政策提
言．日本公衆衛生雑誌 2020;67(1):3-14. 
11）尾崎米厚、金城文．インターネット依存と

は何か 適切な付き合い方を探る(第1回) イン

ターネット依存の現状．保健の科学 2020;6281):
55-60. 
 
２．学会発表 
１）藤井麻耶, 尾崎 米厚, 金城 文, 桑原 祐樹．
未成年の飲酒および喫煙の併存状態による頻度
の改善率の差に関する研究．日本公衆衛生学会総
会抄録集．79回、351、2020年10月． 
２）桑原祐樹, 金城 文, 尾崎 米厚, 藤井 麻耶, 
美濃部 るり子, 真栄里 仁, 吉本 尚, 大塚 雄一
郎, 井谷 修, 兼板 佳孝, 地家 真紀, 神田 秀幸．
産業保健の現場における減酒支援ブリーフイン
ターベンションの効果検証に関する研究．日本公
衆衛生学会総会抄録集．79回、245、2020年10月．
３）金城文、尾崎米厚、樋口進．スマホ・ネット・
ゲーム依存対策の社会的協同～学術知見から実
地臨床まで～ スマホ・ネット依存,ゲーム障害の
最新大規模調査の結果について．日本公衆衛生学
会総会抄録集、79回、188、2020年10月． 
４）金城文、尾崎米厚、桑原祐樹．アルコールと
女性：女性のアルコール使用と公衆衛生施策の現
状．日本アルコール関連問題学会雑誌．21(2)：1
-5、2020年7月 
５）桑原 祐樹, 金城 文, 藤井 摩耶, 尾崎 米厚, 
美濃部 るり子, 真栄里 仁, 樋口 進, 吉本 尚．産
業保健の現場における減酒支援ブリーフインタ
ーベンションの効果検証に関する研究．日本アル
コール・薬物医学会雑誌．55(5)：75、2020年10
月． 
 
Ｈ．知的材先見の出願・登録状況 
１．特許取得 
  該当なし 
２．実用新案登録 
  該当なし 
３．その他 
  特記すべきことなし 
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令和２年度厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業） 
 

分担研究報告書 
 

新型コロナウイルス感染症の流行下における、 
中高生の喫煙、飲酒等生活習慣の実態把握方法開発 

 
研究分担者 金城文1、尾崎米厚1、桑原祐樹1、兼板佳孝2、神田秀幸3、樋口進4、井谷修2、 
地家真紀5、大塚雄一郎2、吉本尚6、真栄里仁4、美濃部るり子4、春日秀朗7、伊藤央奈8 

 
1 鳥取大学医学部社会医学講座環境予防学分野, 
2 日本大学医学部社会医学系公衆衛生学分野 

3 岡山大学大学院医歯薬総合研究科公衆衛生学分野 
4 独立行政法人国立病院機構 久里浜医療センター 
5 昭和女子大学生活科学部食安全マネジメント学科 

6 筑波大学医学医療系 地域医療教育学 
7 福島県立医科大学医学部衛生学・予防医学講座 

8 郡山女子大学家政学部 

 
研究要旨 
今回新型コロナウイルス感染症の流行下で、全国の中学校 10,222校、高等学校 4,248 校のう
ち中学校 48 校、高等学校 21 校を抽出して、中高生の飲酒行動、喫煙行動、生活習慣等に関
する全国調査を自宅で実施するインターネット回答方式で実施した。調査時期は 2020 年 11
月～2021年 2 月末であった。生徒へ調査票依頼書を配布した学校は、中学校 25 校
（52.1%）、高等学校 10校（47.6%）であった。回答した生徒数は、中学校 159 人（0.8%）、
高等学校 114 人（0.6%）であり、解析を行うに値する十分な回答結果を得ることができなか
った。今後は、今回開発したインターネット回答システムを用いたインターネット回答方式と
紙調査回答方式を授業内で実施することを依頼し、健康日本 21（第二次）の最終評価指標算
出をおこなう。 

 
研究協力者：藤井麻耶（鳥取大学医学部環
境予防医学分野） 

 
Ａ．研究目的 
 健康日本 21（第２次）では、未成年の喫煙率

や飲酒率を 0 にするという目標があり、その評

価指標である中 1 と高３の喫煙率、中３と高３

の飲酒率は、中高生の生活習慣に関する全国調

査から算出されてきた。本研究班では、これま

で 1996 年、2000 年、2004 年、2007 年、2008
年、2010 年、2012 年、2014 年、2017 年の全国

調査を実施してきた[1] -[17]。2021 年度は健康

日本 21（第２次）の最終評価が行われる予定で

あり、最終評価に活用する評価指標を算出する

ため、また、わが国の中高生の生活習慣の改善

について提言するためにも、最新の実態を把握

することは必須であり、これまでの経験をもと

に 2020 年度の全国調査を計画した。 
  
B．研究方法 
１．全国調査実施方法： 
 全国学校総覧を用いて対象とする中学校およ

び高等学校を無作為に抽出した。各学校の抽出

確率は在校生と数に比例して抽出確率が変化す

るような比例確率抽出を用いた。抽出校の校長

に調査協力依頼文を送付し、協力の得られた学

校から生徒経由で保護者へアンケート調査依頼

書を配布してもらった。アンケート調査依頼書
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には、ウェブ回答画面への URL、QR コード、

調査番号、アクセスキーが示されており、保護

者から調査への協力依頼の同意を得た生徒が、

ウェブ画面上の保護者からの同意欄にチェック

を入れ、生徒本人も同意した場合は同意欄にチ

ェックを入れた上で、生徒自身が回答してもら

った。その際、回答内容を保護者が確認しない

よう、注意を促した。すべての回答が終了した

のちに、謝礼を送付するメールアドレスもしく

は LINE アカウントを入力した生徒には後日謝

礼として、一律 100 円分の QUOpay を送り、抽

選に当選した者に 2000 円分の QUOpay を送っ

た。今回は自宅での回答ということもあり、回

答率を上げるために謝礼を設けた。 
 
２．回答システムの開発：調査内容を研究者内

で検討し、調査票を作成した。回答システムの

作成は、株式会社ジール（東京）に委託した。 
 
（倫理面への配慮） 
中高生の喫煙・飲酒についての全国調査は個人

情報を取得しない無記名調査である。学校名別

の結果公表もしない。調査に当たっては学校長

による承諾の得られた学校のみに対して実施す

る。研究計画は、鳥取大学医学部倫理審査委員

会で審査され、承認された[承認番号：

20A099]。 
 
C．研究結果 
 2019 年 12 月に中国で発生した新型コロナウ

イルス感染症の影響により、2020 年 5 月 11 日

時点では国公私立 86%が臨時休業し、多くの学

校が 5 月末までの休業を継続した[18]。学校再開

に向けて学校再開ガイドラインが作成され、学

校側は感染対策の徹底が求められ、学校再開後

も、授業の二部制の導入、授業時間の確保、感

染対策の実施など、学校側の負担が大きい状況

が続いた[19]。そのため、当初計画していた

2020 年中高生調査を従来通り学校で時間を確保

して実施してもらうことが難しいことが想定さ

れた。 
 そこで、2017 年調査まで実施していた教室内

で調査票に記入してもらう方法からの変更を余

儀なくされた。各国の青少年のリスク行動に関

する調査をもとに、方法を検討した。米国の

Monitoring the Future（MTF）は、8th 
grade、10th grade、12th grade を対象としたア

ルコールやタバコ、大麻その他の薬物利用の実

態を把握するための school-based survey である

[20]。また、The European School Survey 
Project on Alcohol and Other Drugs (ESPAD)は
ヨーロッパ諸国の青少年のアルコールや薬物使

用を把握するための school-based survey である

[21]。これらの調査においても、近年、紙調査票

での調査から、タブレットやパソコンを利用し

た調査への転換期となっており、MTF では、

2019 年に紙調査票とタブレット調査を併用して

調査を実施している。また、日本においても文

部科学省が GIGA スクール構想のもとに一人一

台のパソコンやタブレットなどの端末を配布す

る方針を示しており、今後日本においても、パ

ソコンやタブレットを用いた全国調査の実施が

可能となることが示唆された[22]。 
 これらの状況を踏まえ、今年度は、調査協力

依頼を中高生に学校から配布してもらい、保護

者の同意を得たのちに、自宅のスマートフォン

やパソコンで回答してもらう方法で、2020 年度

全国調査を実施することを計画した。これに伴

い、インターネット上で回答するための回答シ

ステムの開発もおこなった。 
 全国の中学校 10,222 校、高等学校 4,248 校の

うち中学校 48 校、高等学校 21 校を抽出して調

査を行った。調査時期は 2020 年 11 月～2021 年

2 月末であった。学校の抽出方法は１段クラスタ

ー比例確率抽出であった。調査対象は、抽出さ

れた学校の生徒全員である。生徒へ調査票依頼

書を配布した学校は、中学校 25 校（52.1%）、高

等学校 10 校（47.6%）であった。回答した生徒

数は、中学校 159 人（0.8%）、高等学校 114 人

（0.6%）であり、回答率は 1%未満で、分析を実

7



施できる回収数ではなかった。 
 
D．考察 
 今回新型コロナウイルス感染症の流行下で、

中高生の飲酒行動、喫煙行動、生活習慣等に関

する全国調査を、自宅で実施するインターネッ

ト回答方式で実施したが、解析を行うに値する

十分な回答結果を得ることができなかった。 
 自宅で実施するインターネット回答方式の場

合、学校で生徒へ調査依頼書類を配布してくれ

るか、配布した書類を元に生徒が回答してくれ

るか、の 2 段階の障壁があった。学校が依頼書

類を配布してくれるか、については、今回中学

校 25 校（52.1%）、高等学校 10 校（47.6%）が

配布しており、2017 年全国調査において学校で

の実施率が中学校 49%、高等学校 64%であった

ことと比較すると、ほぼ同程度配布してくれた

と考えられる。新型コロナウイルス流行下で大

変な状況の中、配布するだけであれば、比較的

学校には協力をしてもらえると考えられた。一

方、配布した書類を元に生徒が回答してくれる

か、については、学校側が協力してくれた学校

においても、非常に難しいことが明らかであっ

た。自宅で回答する動機づけに、QUOpay によ

る謝礼を用意したが、回答率を上げる効果は乏

しかった。以上を踏まえると、自宅で実施する

インターネット回答方式は今後も困難であるこ

とが容易に推測される。回答を拒否する権利が

あることを説明したうえで、従来と同様、授業

内で回答してもらうことが必要である。 
 米国の MTF においても、2019 年までは

40,000 人を超える回答者数であったが、2020 年

は 10,000 人程度の回答となっており、新型コロ

ナウイルス感染症の流行により、2019 年までの

調査と比較可能性が乏しいことが報告されてい

る[23]。2020 年の新型コロナウイルス感染症流

行下においては、教室で実施していたとして

も、おそらく学校が授業時間内に回答を実施す

ることの協力を得られることがなかったと推測

される。 

 今回の結果を踏まえ、今後は、今回開発した

インターネット回答方式が、紙調査票回答方式

と比較して同等の結果が得られることの確認、

授業内での調査の実施をおこなっていくことが

必要である。2021 年度の健康日本 21（第２次）

の最終評価指標を算出するためにも、中高生の

飲酒や喫煙の実態を把握するためにも、2021 年

度に授業内での全国調査実施を進めていく。 
 
Ｅ．結論 
今回新型コロナウイルス感染症の流行下で、

中高生の飲酒行動、喫煙行動、生活習慣等に関

する全国調査を、自宅で実施するインターネッ

ト回答方式で実施したが、解析を行うに値する

十分な回答結果を得ることができなかった。今

後はインターネット回答方式と紙調査回答方式

を授業内で実施し、健康日本 21（第二次）の最

終評価指標算出をおこなう。 
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中高生の生活習慣に関する全国調査（2020年版） 

中学、高校生の生活習慣は、健康と関係があるため厚生労働省がすすめている健康づくり計画である健康

日本21(第2次)にも取り上げられています。中学、高校生の生活習慣についての全国調査は1996年から今ま

でに９度行われています。このたび2017年以降にどのように変化したかを知るために全国の中学校、高等学

校からくじ引きで合計数百校を選んで全校生徒に対するアンケート調査を実施することになりました。こ

の調査は未成年者の飲酒やタバコ使用の様子を明らかにするなど、国が健康についての対策を考えるため

に大変重要な資料になります。この調査は、回答した人に不利益がおよぶようなものでなく、みなさんの健

康を守るために使われる大切なものですのでぜひ協力してください。 

このアンケートは、個人の秘密を守るために、書いた人が誰かわかるような「名前」等の項目はありませ

ん。回答はほとんどが当てはまる項目を選ぶだけです。学校の先生や保護者にもどんな回答をしたかわかり

ません。回答したデータは集計する大学に送られ、その結果は集計表をつくるためだけに使用し、研究以外

の目的には利用しません。回答はありのままを正直に答えてください。 

なお、このアンケートの質問文にあるお酒とは日本酒のことではなくビール、日本酒、 焼 酎
しょうちゅう

、ワイン、

ジン、ウイスキー、ブランディー、ウォッカといったアルコール類をまとめた表現だと思ってください。 

厚生労働省 飲酒や喫煙等の実態調査と生活習慣病予防のための減酒の効果的な介入法の開発に関する研究グループ 

  研究代表者 尾崎米厚（鳥取大学医学部 環境予防医学分野 教授） 

 

※ご協力いただける場合は、□に〇をつけてください。 
回答はすべて統計的に処理し、プライバシーは保護されます。 

また、個人の回答が学校を含めた第三者に知らされることはありません。 

すべてのアンケートにご協力いただき、メールアドレスを入力するか LINE で友だちになると、ア

ンケート回答の謝礼としてコンビニ等で使える QUOpay（クオ・ペイ）100円分をメールまたは LINE

アカウントにお送りします。 
 

 
 

 
 

ここから先のアンケートは、生徒であるご本人がお答えください。 
 

（質問１）あなたは男性ですか、女性ですか？あてはまる数字に○をつけてください。 
 

１．男性     ２．女性 ⑩ 
 

（質問２）あなたの学年は何年生ですか？あてはまる数字に○をつけてください。 
 

１．１年生    ２．２年生    ３．３年生 ⑪ 
 

（質問３）あなたの年齢に○をつけてください。 
 

１．12才     ３．14才     ５．16才    ７．18才 ⑫ 

２．13才     ４．15才     ６．17才    ８．19才以上 
 

（質問４）あなたはお酒をどのくらいの頻度で飲みますか？あてはまる数字に１つ○をつけてください。 

（このアンケートの質問文にあるお酒とは日本酒のことではなくビール、日本酒、焼 酎
しょうちゅう

、ワイン、

ジン、ウイスキー、ブランディー、ウォッカといったアルコール類をまとめた表現だと思ってくださ

い。以下も同じです） 
 
１．飲まない     ３．月に１、２回  ５．週に数回 ⑬ 

２．年に１、２回   ４．週末ごとに   ６．毎日 
 
 
 

（質問５）この30日間に、少しでもお酒を飲んだ日は合計何日になりますか？ 

保護者同意欄 
 

□このアンケートに協力することに同意します。 

本人同意欄 
 

□このアンケートに協力することに同意します。 
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１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問６）あなたは以下のような時にお酒を飲んだことがありますか？あてはまるものをいくつでも○をつ

けてください。 
 

１．飲んだことがない 

２．冠婚葬祭（結婚式、お祭り、葬式
そうしき

、法事、お盆、正月など）の時に飲んだことがある 

３．家族が食事の時にお酒を飲む時にいっしょに飲んだことがある 

４．クラス会、打ち上げ、コンパの時に飲んだことがある ⑮ 

５．居酒屋、カラオケボックス、飲み屋などで仲間といっしょに飲んだことがある 

６．誰かの部屋で仲間といっしょに飲んだことがある 

７．ひとりで飲んだことがある 
 

（質問７）お酒を飲む時にはどのくらいの量を飲みますか？ 
 

１．飲まない               ５．コップに３～５杯 

２．コップ１杯未満（ほんの少しの量）   ６．コップに６杯以上 ⑯ 

３．コップに１杯             ７．酔いつぶれるまで 

４．コップに２杯  
 

（質問８）あなたはお酒を飲む時に、たくさん飲むことがどのくらいの頻度でありますか？ 

（「たくさん」とはビール・甘いお酒サワーだと通常のカン(350ml)で「5本以上」のことです） 
 

１．飲まない     ３．年に数回    ５．週に１、２回 ⑰ 

２．年に１回以下   ４．月に１、２回  ６．週に３回以上 

 

（質問９）自分からすすんでまたはお酒とわかって初めてお酒を飲んだのは何才ころですか？ 
 

１．一度も飲んだことがない   ３．９か10才   ５．13か14才   ７．17才よりうえ 

２．８才かそれより若く     ４．11か12才   ６．15か16才 ⑱ 
 

（質問10）初めて友だちや仲間とお酒を飲んだのは何才ころですか？ 
 

１．一度も飲んだことがない   ３．９か10才   ５．13か14才   ７．17才よりうえ  

２．８才かそれより若く     ４．11か12才   ６．15か16才 ⑲ 
 

（質問11）よく飲むお酒はどんな種類ですか？あてはまるものをいくつでも○をつけてください。 
 

１．飲まない         ５． 焼 酎
しょうちゅう

、サワー類 

２．ビール          ６．アルコール度が低く甘いお酒（果実酒など） ⑳ 

３．日本酒          ７．ウイスキー、ブランディー、ウォッカなどの強いお酒 

４．ワイン 
 

（質問12）この30日間に、アルコールの入っていない（ノンアルコール、アルコールフリー、アルコール

０
ゼロ

）ビール、カクテル、酎ハイ飲料を飲んだ日は合計何日になりますか？ 
      
１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問13）この30日間に、何日、エナジードリンク（モンスター、モンスターエナジー、レッドブル、コ

カ・コーラエナジー、ゾーン(ZONe）など）を飲んだ日は合計何日になりますか？ 

１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問14）お酒をエナジードリンクと混ぜて飲むことがどのくらいの頻度でありますか？  

１．飲まない     ３．年に数回    ５．週に１、２回 ⑰ 

２．年に１回以下   ４．月に１、２回  ６．週に３回以上 
 

（質問15）お酒を主にどうやって手に入れていますか？ あてはまるものをいくつでも○をつけてください。 
 
１．一度も飲んだことがない  ５．自動販売機で買う 

２．家にあるお酒を飲む    ６．居酒屋、カラオケボックス、飲み屋などで飲む  

３．友だちや知人からもらう  ７．コンビニエンスストア、スーパーマーケットで買う 

４．酒屋で買う        ８．その他の方法で 
 

（質問16）あなたは、この30日間に年齢のためにお酒を売ってもらえなかったことがありましたか？ 
 
１．この間、買おうとしなかった ２．時々売ってもらえなかった ３．いつでも売ってもらえた  

 

（質問17）あなたは、お父さんかお母さんにお酒を飲むのをすすめられたことがありますか？ 
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１．はい        ２．いいえ       ３．おぼえていない  
 

（質問18）あなたは、親がお酒を飲むのを嫌だと思ったことがありますか？ 
 
１．ある        ２．ない        ３．親はお酒を飲まない  

 

（質問19）あなたは、未成年者の飲酒禁止をどう思いますか？自分の気持ちに近いもの１つに○をつけてく

ださい。 
 
１．当然だと思う            ３．成人が飲めて、未成年者が飲めないのはおかしいと思う     

２．しかたないことだと思う  ４．法律で決める必要はなく、個人の好きにさせればよいと思う 
 

（質問20）お酒を飲むと身体に害があると思いますか？１つを選んで○をつけてください。 
 
１．かえって健康によいと思う             ４．害があると思う 

２．体に良くも悪くもないと思う            ５．わからない  

３．多少はあるだろうが、たいしたことはないと思う 
 

（質問21）お酒を飲んで失敗したことがありますか？いくつでも選んで○をつけてください。 
 
１．お酒を飲んだことがない       ５．事故やケンカなどで警察につかまった 

２．酔って（よって）はいた       ６．親にしかられた  

３．酔ってケンカをした         ７．けがをした 

４．酔って記憶がなくなった       ８．一度も失敗したことがない 
 

（質問22）お酒を飲むことには次のどのような病気やできごとと関係があると思いますか。あてはまるもの

にいくつにでも〇をつけてください。  

１． 肺がんがおこる 

２． 急性アルコール中毒になる 

３． 肝ぞうが悪くなる 

４． 交通事故が増える 

５． 生まれてくる赤ちゃんの障害 

６． インフルエンザが起こる 

７． アルコール依存症になる 

８． 脳がちぢむ 
 

（質問23）あなたは、お酒を飲んだ人からイヤだと思うことをされたことがありますか？いくつでも選んで

○をつけてください。 
 
１．イヤだと思うことはされたことがない   ４．体をさわられそうになった・さわられた  

２．イヤなことを言われた・からまれた    ５．暴力を受けそうになった・受けた 

３．お酒を飲まされそうになった・飲まされた ６．その他（              ） 
 

（質問24）また、どこで、お酒を飲んだ人からイヤだと思うことをされましたか？ 

     １．イヤだと思うことはされたことがない  ３．自分以外の人の家   ５．アルバイト先  

２．自分の家               ４．食事に行った飲食店  ６．その他 
 

（質問25）この30日間で、あなたはお酒の広告(コマーシャル、ＣＭ)をどこで見かけましたか？あてはまる

ものをいくつでも○をつけてください。  
１．ウェブサイトや動画サイト 

２．テレビ 

３．コンビニエンスストアやスーパーなどの店に貼ってあるポスター 

４．駅や電車・バスの中 

５．まったく見なかった、見たがどこかわからない 
 

 
ここからはタバコについての質問です。 

※これらの質問では、「紙巻タバコ」、「加熱式タバコ」、「電子タバコ」「新型タバコ（加熱式タバコも

しくは電子タバコ）」、「タバコ（これらすべてを含む）」」を区別して尋ねます。 

回答の際に注意してください。 
  

（質問26）あなたは、今までに紙巻きタバコ（紙を巻いたぼうの形をしたもので、火をつけて吸う普通のタ

バコ）を一口でも吸ったことがありますか？ 
 
１．な い       ２．あ る  

 

（質問27）あなたが紙巻きタバコを初めて吸ったのは何才ころですか？１つだけ選んで数字に○をつけてく

ださい。 
 
１．吸ったことがない  ４．９才    ７．12才    10．15才   13．18才以上 

２．７才以下       ５．10才    ８．13才    11．16才         
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３．８才          ６．11才    ９．14才    12．17才 

（質問28）あなたが新型タバコ（加熱式タバコもしくは電子タバコ）を初めて吸ったのは何才ころですか？

１つだけ選んで数字に○をつけてください。 
 
１．吸ったことがない  ４．９才    ７．12才    10．15才   13．18才以上 

２．７才以下       ５．10才    ８．13才    11．16才         

３．８才          ６．11才    ９．14才    12．17才  
  

（質問29）この30日間に、何日、紙巻きタバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 

（質問30）この30日間に、１日平均どのくらいの本数の紙巻きタバコを吸いましたか？  
 
１．この間、吸っていない  ４．２～５本    ７．16～20本 

２．１日１本に満たない   ５．６～10本    ８．21本以上  

３．１本          ６．11～15本 
 

（質問31）この30日間に、自分の吸う紙巻きタバコをおもにどのようにして手に入れましたか？ 

あてはまるものにいくつでも○をつけてください。 
 
１．この間、吸っていない 

２．コンビニエンスストア、スーパーマーケット、ガソリンスタンド等の店で買った  

３．自動販売機で買った  

４．タバコ屋で買った 

５．誰かからもらった 

６．家にあるタバコを吸った 

７．インターネットで買った 

８．その他の方法で 
 

（質問32）あなたは、今までに加熱式タバコを一口でも吸ったことがありますか？（加熱式たばことは、

（加熱式たばことは、アイコス(iQOS)、グロー(glo)、プルームテック(Ploom TECH)、パルズ

（PULZE）などの商品です）） 
 
１．な い       ２．あ る  

 
  

（質問33）この30日間に、何日、加熱式タバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 
 

（質問34）あなたは、今までに電子タバコを一口でも吸ったことがありますか？（電子タバコとは、マイブルー

（myblu）、ドクターベイプ（DR.VAPE）、イーゴ（eGO AIO）、ゼロスティック（ZERO STICK）、ベポレ

ッソ（VAPORESSO OSMALL）などの商品のことです） 

１．な い       ２．あ る 
 

（質問35）この30日間に、何日、電子タバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 

（質問36）この30日間に、自分の吸う加熱式タバコや電子タバコをおもにどのようにして手に入れました

か？あてはまるものにいくつでも○をつけてください。 
 
１．この間、吸っていない 

２．コンビニエンスストア、スーパーマーケット、ガソリンスタンド等の店で買った  

３．自動販売機で買った  

４．タバコ屋または新型タバコ販売店で買った 

５．誰かからもらった 

６．家にあるタバコを吸った 

７．インターネットで買った 

８．その他の方法で 
 
（質問37）あなたが現在吸っているタバコの銘柄の名前（商品名）を略さず１つだけ書いてください。吸っ

ていない人は書かないでください（加熱式タバコや電子タバコを含めあらゆるタバコのうち最も

よく吸った商品の名前です）。 
 

（                           ） ～ 
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（質問38）紙巻タバコは買いにくくなったと思いますか？その理由を、いくつでも○をつけてください。 
 
１．タバコを吸った（買った）ことがない   ６．タバコの値段が高くなった 

２．買いにくくなったとは思わない      ７．タバコを吸える場所が減った 

３．年齢確認が厳しくなった         ８．周りの目が気になるようになった  

４．自販機が使えなくなった（タスポが必要） ９．その他（            ） 

５．家にタバコがなくなった 
 

（質問39）あなたは紙巻タバコをやめたいと思いますか？１つだけ選んで数字に○をつけてください。 
 
１．タバコを吸っていない           ４．本数を減らしたい 

２．実際、やめようと取り組んだことがある   ５．やめたくない  

３．やめたいと思う              ６．わからない 
 

（質問40）あなたはこの30日間に年齢のために紙巻タバコまたは加熱式タバコを売ってもらえなかったこ

とがありましたか？ 
 
１．この間、買おうとしなかった   ３．いつでも売ってもらえた（年齢はごまかした）  

２．時々売ってもらえなかった   ４．いつでも売ってもらえた（年齢はごまかしていない） 
 

（質問41）あなたはこの30日間に年齢のために電子タバコを売ってもらえなかったことがありましたか？ 
 
１．この間、買おうとしなかった   ３．いつでも売ってもらえた（年齢はごまかした）  

２．時々売ってもらえなかった   ４．いつでも売ってもらえた（年齢はごまかしていない） 
 

（質問42）あなたは、親が紙巻タバコを吸うのを嫌だと思ったことがありますか？ 
 
１．ある       ２．ない        ３．親はタバコを吸わない  

 

（質問43）あなたの親や兄弟、友だちは禁煙に取り組んでいますか？あてはまるものにいくつでも○をつけ

てください。 
 
１．周りにタバコを吸う人・禁煙している人はいない  ４．友だちが禁煙している  

２．親が禁煙している（電子たばこを使わずに）      ５．親が電子たばこを使っている 

３．兄弟が禁煙している 
 

（質問44）朝起きて、すぐにタバコを吸うか、タバコを吸いたいと思ったことはありますか？ 
 
１．タバコを吸ったことがない    ４．ときどき朝吸ったり、吸いたいと思う  

２．今はタバコを吸っていない    ５．いつも朝吸ったり、吸いたいと思う  

３．朝吸いたいと思ったことはない 
 

（質問45）タバコを吸うと身体に害があると思いますか？１つを選んで○をつけてください。     
 
１．害があるとは思わない              ３．害があると思う  

２．多少はあるだろうが、たいしたことはないと思う  ４．わからない 
 

（質問46）他人の紙巻タバコからの煙はあなたにとって有害であると思いますか？ 
 
１．そう思わない  ２．おそらくそう思わない   ３．おそらくそう思う   ４．そう思う 

  

（質問47）他人の加熱式タバコからの煙はあなたにとって有害であると思いますか？ 
 
１．そう思わない  ２．おそらくそう思わない   ３．おそらくそう思う   ４．そう思う 

 
 

（質問48）この７日間のうちで、家で、あなたのいるところで、誰かが紙巻タバコを吸ったのは何日間になりますか？ 
 
１．０日            ３．３から４日      ５．７日  

２．１から２日         ４．５から６日   
 

（質問49）この７日間のうちで、家以外の場所で、あなたのいるところで、誰かが紙巻タバコを吸ったのは

何日間になりますか？ 
 
１．０日            ３．３から４日      ５．７日  

２．１から２日                 ４．５から６日 
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（質問50）この30日間で、あなたは加熱式タバコの広告や宣伝をどこで見ましたか？あてはまるものをいく

つでも○をつけてください。（ここでいうタバコ広告とは、製品の宣伝広告だけであり、、喫煙

マナーやタバコ会社のイメージの広告やキャッチコピー（たとえばＪＴなら「ひとのときを想

う」、「ひろえば街が好きになる運動」、「ひとつずつですが、未来へ」等）が入ったものは含

みません。）  
１．ウェブサイトや動画サイト 

２．コンビニエンスストアやスーパーなどの店に貼ってあるポスター 

３．駅や電車・バスの中 

４．まったく見なかった、見たがどこかわからない 
  

あなたの、生活についてお聞きします。 
  

（質問51）あなたは、朝食を毎日食べますか？  
月～金：１．ほとんど毎日食べている  ２．時々食べる  ３．ほとんど食べない 

土・日・祝日：１．ほとんど毎日食べている  ２．時々食べる  ３．ほとんど食べない 
 

（質問52）あなたは、家の食事で1 週間に野菜をどのくらい食べていますか？  
１．必ず毎日  ２．週4～5日  ３．週2～3日  ４．ほとんど食べない 

 

（質問53）あなたは、インスタントラーメンやカップめんをどのくらい食べていますか？  
１．週3回より多い ２．週1～2回 ３．月1～3日回 ４．月1回より少ない  

  

（質問54）あなたはクラブ活動に参加していますか？  
１．積極的に参加している   ２．積極的でないが参加している   ３．参加していない  

 

（質問 55）この 30 日間に、体育の授業以外で、30 分以上体を動かす運動やスポーツをした日が何日ありま

したか？ 

１．０日  ３．３～５日  ５．10～19 日  ７．毎日（30 日）  

２．１か２日  ４．６～９日  ６．20～29 日 

 

（質問 56）この 30 日間に、体育の授業以外で、1 日平均どのくらいの時間、体を動かす運動やスポーツを行

いましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 

（質問57）この30日間に、1日平均どのくらいの時間、学校の授業をオンラインで受けましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 

（質問 58）この 30 日間に、1 日平均どのくらいの時間、学校以外の授業をオンラインで受けましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 
（質問59）学校は楽しいですか？  

１．楽しい     ２．どちらとも言えない   ３．楽しくない  
 

(質問 60) この 30 日間では 1 日平均どのくらいの時間、家で親や保護者の方と一緒に過ごしましたか？ 

１． ほとんど過ごさなかった 

２． 10分未満 

３． 10分から29分 

４． 30分から1時間 

５． 1時間以上 

６． その他 

 

（質問61）2020年の新型コロナウイルス感染症の影響で、学校休校などいつもと違う状況になりましたが、良い

影響がありましたか？あてはまるもの、いくつにでもチェックをしてください。 

１．何も変わらなかった            ４．兄弟や家族との話が増えて、仲良くなった 

２．学校に行かなくてよいので気が楽になった  ５．十分に睡眠時間がとれた 

３．趣味や楽しみに時間が使えて良かった    ６．その他（                ） 
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（質問62）2020年の新型コロナウイルス感染症の影響で、学校休校などいつもと違う状況になりましたが、悪い

影響がありましたか？あてはまるもの、いくつにでもチェックをしてください。 

１． 何も変わらなかった                 ７．喫煙、飲酒が増えた 

２． 睡眠時間がおかしくなった（短い、長い、昼夜逆転など）８．運動不足になった 

３． 食事がおかしくなった（回数、時間帯、バランスなど） ９．家族の人間関係が悪くなった 

４．勉強ができなかった                １０．家が経済的に苦しくなった 

５．ゲームやインターネットの時間が長くなった 

６．ストレスがたまり、いらいらするようになった 
 

（質問63）将来の進路をどのように考えていますか？今の気持ちに近いもの１つに○をつけてください。  
１．高等学校    ３．短大      ５．大学院           ７．わからない  

２．専門学校    ４．大学      ６．今の学校卒業後の就職 
 

（質問64）この30日間に、あなたの睡眠の質を全体としてどのように評価しますか？  
１．非常によい   ２．かなりよい   ３．かなりわるい   ４．非常にわるい  

 

（質問65）この30日間に、１日平均して何時間くらい眠りましたか？  
１．５時間未満     ３．６～７時間未満    ５．８～９時間未満  

２．５～６時間未満   ４．７～８時間未満    ６．９時間以上  
 

（質問66）この30日間に、夜、寝床につく平均時間は何時くらいでしたか？  
１．午後10時より前   ３．午後11～12時より前  ５．午前１～２時より前  

２．午後10～11時より前 ４．午前０～１時より前  ６．午前２時以降  
 

（質問67）この30日間に、夜、眠りにつきにくい（なかなか眠れない）ことはありましたか？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった   
 

（質問68）この30日間に、夜、いったん眠ってから目がさめましたか（夜中に目がさめましたか）？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった  
 
 

（質問69）この30日間に、朝早く（明け方）目がさめてしまい、もう一度眠ることが難しいことがありま

したか？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった  
 

（質問70）この30日間に、いつもより自分のしていることに生きがいを感じることがありましたか？  
１．あった            ３．なかった       

２．いつもと変わらなかった    ４．まったくなかった  
 
（質問71）この30日間に、いつもより気が重くて落ちこむことは、ありましたか？  

１．まったくなかった       ３．あった       

２．あまりなかった        ４．たびたびあった  

 
（質問 72） 現在、一緒に住んでいる方々をすべてあげてください。寮生の人は 9 に加えて実家にいる家族

をすべて選んで下さい。（○はいくつでも） 
１．父親（単身赴任含む） ４． 祖父母 ７． わからない 

２．母親（単身赴任含む） ５． 配偶者     ８． その他（具体的に    ） 

３．兄弟姉妹 ６． １-５以外の親せき     ９． ひとりぐらし（寮生など） 

 

 

ご協力ありがとうございました。以下は今後の調査についての質問です。 
 
 

今後同じような調査を実施するときに、協力してもらえますか？  

ご協力いただける場合は、□に〇をつけてください。 
 

同意欄にチェックをいただいた方には、年に 1回程度、メールアドレスまたは LINEアカウントに、

アンケート調査協力の案内を送らせていただきます。 
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謝礼 QUO Pay100円分をお送りするメールアドレスを入力するか、LINEで下の

QRコードを読み取ってください。メールアドレスまたは LINEアカウントは、

謝礼のお渡し、または、調査の実施以外の目的には使用いたしません。 
 

メールアドレス入力欄                    

（送信すると確認メールが送られます） 

 
 

謝礼は1カ月ぐらいでメールまたはLINEでお送りします。 
ご協力ありがとうございました。 

 
回答を送信してください。 

 
 

保護者同意欄 
 

□アンケート協力依頼のメールを受け取ることを同意します。 

本人同意欄 
 

□アンケート協力依頼のメールを受け取ることを同意します。 

LINE の場合

は、右の QR コ

ードを読み取っ

てください。 

18



中高生の生活習慣に関する全国調査（2020年版） 
 
中学、高校生の生活習慣は、健康と関係があるため厚生労働省がすすめている健康づくり計画である健康

日本21(第2次)にも取り上げられています。中学、高校生の生活習慣についての全国調査は1996年から今ま

でに９度行われています。このたび2017年以降にどのように変化したかを知るために全国の中学校、高等学

校からくじ引きで合計数百校を選んで全校生徒に対するアンケート調査を実施することになりました。こ

の調査は未成年者の飲酒やタバコ使用の様子を明らかにするなど、国が健康についての対策を考えるため

に大変重要な資料になります。この調査は、回答した人に不利益がおよぶようなものでなく、みなさんの健

康を守るために使われる大切なものですのでぜひ協力してください。 

このアンケートは、個人の秘密を守るために、書いた人が誰かわかるような「名前」等の項目はありませ

ん。回答はほとんどが当てはまる項目を選ぶだけです。学校の先生や保護者にもどんな回答をしたかわかり

ません。回答したデータは集計する大学に送られ、その結果は集計表をつくるためだけに使用し、研究以外

の目的には利用しません。回答はありのままを正直に答えてください。 

なお、このアンケートの質問文にあるお酒とは日本酒のことではなくビール、日本酒、 焼 酎
しょうちゅう

、ワイン、

ジン、ウイスキー、ブランディー、ウォッカといったアルコール類をまとめた表現だと思ってください。 

厚生労働省 飲酒や喫煙等の実態調査と生活習慣病予防のための減酒の効果的な介入法の開発に関する研究グループ 

  研究代表者 尾崎米厚（鳥取大学医学部 環境予防医学分野 教授） 

 

※ご協力いただける場合は、□に〇をつけてください。 
回答はすべて統計的に処理し、プライバシーは保護されます。 

また、個人の回答が学校を含めた第三者に知らされることはありません。 

すべてのアンケートにご協力いただき、メールアドレスを入力するか LINE で友だちになると、抽

選で 2000 円分の QUOpay（クオ・カード・ペイ）を合計 500 名様にプレゼントします。景品は登録

いただいたメールまたは LINEアカウントにお送りします。 
 

 
 

 
 

ここから先のアンケートは、生徒であるご本人がお答えください。 
 

（質問１）あなたは男性ですか、女性ですか？あてはまる数字に○をつけてください。 
 

１．男性     ２．女性 ⑩ 
 

（質問２）あなたの学年は何年生ですか？あてはまる数字に○をつけてください。 
 

１．１年生    ２．２年生    ３．３年生 ⑪ 
 

（質問３）あなたの年齢に○をつけてください。 
 

１．12才     ３．14才     ５．16才    ７．18才 ⑫ 

２．13才     ４．15才     ６．17才    ８．19才以上 
 

（質問４）あなたはお酒をどのくらいの頻度で飲みますか？あてはまる数字に１つ○をつけてください。 

（このアンケートの質問文にあるお酒とは日本酒のことではなくビール、日本酒、焼 酎
しょうちゅう

、ワイン、

ジン、ウイスキー、ブランディー、ウォッカといったアルコール類をまとめた表現だと思ってくださ

い。以下も同じです） 
 
１．飲まない     ３．月に１、２回  ５．週に数回 ⑬ 

２．年に１、２回   ４．週末ごとに   ６．毎日 
 
 
 

保護者同意欄 
 

□このアンケートに協力することに同意します。 

本人同意欄 
 

□このアンケートに協力することに同意します。 

作成 2020 年 9 月 7 日 第１版 
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（質問５）この30日間に、少しでもお酒を飲んだ日は合計何日になりますか？ 
 
１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問６）あなたは以下のような時にお酒を飲んだことがありますか？あてはまるものをいくつでも○をつ

けてください。 
 

１．飲んだことがない 

２．冠婚葬祭（結婚式、お祭り、葬式
そうしき

、法事、お盆、正月など）の時に飲んだことがある 

３．家族が食事の時にお酒を飲む時にいっしょに飲んだことがある 

４．クラス会、打ち上げ、コンパの時に飲んだことがある ⑮ 

５．居酒屋、カラオケボックス、飲み屋などで仲間といっしょに飲んだことがある 

６．誰かの部屋で仲間といっしょに飲んだことがある 

７．ひとりで飲んだことがある 
 

（質問７）お酒を飲む時にはどのくらいの量を飲みますか？ 
 

１．飲まない               ５．コップに３～５杯 

２．コップ１杯未満（ほんの少しの量）   ６．コップに６杯以上 ⑯ 

３．コップに１杯             ７．酔いつぶれるまで 

４．コップに２杯  
 

（質問８）あなたはお酒を飲む時に、たくさん飲むことがどのくらいの頻度でありますか？ 

（「たくさん」とはビール・甘いお酒サワーだと通常のカン(350ml)で「5本以上」のことです） 
 

１．飲まない     ３．年に数回    ５．週に１、２回 ⑰ 

２．年に１回以下   ４．月に１、２回  ６．週に３回以上 

 

（質問９）自分からすすんでまたはお酒とわかって初めてお酒を飲んだのは何才ころですか？ 
 

１．一度も飲んだことがない   ３．９か10才   ５．13か14才   ７．17才よりうえ 

２．８才かそれより若く     ４．11か12才   ６．15か16才 ⑱ 
 

（質問10）初めて友だちや仲間とお酒を飲んだのは何才ころですか？ 
 

１．一度も飲んだことがない   ３．９か10才   ５．13か14才   ７．17才よりうえ  

２．８才かそれより若く     ４．11か12才   ６．15か16才 ⑲ 
 

（質問11）よく飲むお酒はどんな種類ですか？あてはまるものをいくつでも○をつけてください。 
 

１．飲まない         ５． 焼 酎
しょうちゅう

、サワー類 

２．ビール          ６．アルコール度が低く甘いお酒（果実酒など） ⑳ 

３．日本酒          ７．ウイスキー、ブランディー、ウォッカなどの強いお酒 

４．ワイン 
 

（質問12）この30日間に、アルコールの入っていない（ノンアルコール、アルコールフリー、アルコール

０
ゼロ

）ビール、カクテル、酎ハイ飲料を飲んだ日は合計何日になりますか？ 
      
１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問13）この30日間に、何日、エナジードリンク（モンスター、モンスターエナジー、レッドブル、コ

カ・コーラエナジー、ゾーン(ZONe）など）を飲んだ日は合計何日になりますか？ 

１．０日       ３．３～５日    ５．10～19日    ７．毎日（30日） ⑭ 

２．１か２日     ４．６～９日    ６．20～29日 
 

（質問14）お酒をエナジードリンクと混ぜて飲むことがどのくらいの頻度でありますか？  

１．飲まない     ３．年に数回    ５．週に１、２回 ⑰ 

２．年に１回以下   ４．月に１、２回  ６．週に３回以上 
 

（質問15）お酒を主にどうやって手に入れていますか？ あてはまるものをいくつでも○をつけてください。 
 
１．一度も飲んだことがない  ５．自動販売機で買う 

２．家にあるお酒を飲む    ６．居酒屋、カラオケボックス、飲み屋などで飲む  

３．友だちや知人からもらう  ７．コンビニエンスストア、スーパーマーケットで買う 

４．酒屋で買う        ８．その他の方法で 
 

（質問16）あなたは、この30日間に年齢のためにお酒を売ってもらえなかったことがありましたか？ 
 
１．この間、買おうとしなかった ２．時々売ってもらえなかった ３．いつでも売ってもらえた  

 

（質問17）あなたは、お父さんかお母さんにお酒を飲むのをすすめられたことがありますか？ 
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１．はい        ２．いいえ       ３．おぼえていない  

 

（質問18）あなたは、親がお酒を飲むのを嫌だと思ったことがありますか？ 
 
１．ある        ２．ない        ３．親はお酒を飲まない  

 

（質問19）あなたは、未成年者の飲酒禁止をどう思いますか？自分の気持ちに近いもの１つに○をつけてく

ださい。 
 
１．当然だと思う            ３．成人が飲めて、未成年者が飲めないのはおかしいと思う     

２．しかたないことだと思う  ４．法律で決める必要はなく、個人の好きにさせればよいと思う 
 

（質問20）お酒を飲むと身体に害があると思いますか？１つを選んで○をつけてください。 
 
１．かえって健康によいと思う             ４．害があると思う 

２．体に良くも悪くもないと思う            ５．わからない  

３．多少はあるだろうが、たいしたことはないと思う 
 

（質問21）お酒を飲んで失敗したことがありますか？いくつでも選んで○をつけてください。 
 
１．お酒を飲んだことがない       ５．事故やケンカなどで警察につかまった 

２．酔って（よって）はいた       ６．親にしかられた  

３．酔ってケンカをした         ７．けがをした 

４．酔って記憶がなくなった       ８．一度も失敗したことがない 
 

（質問22）お酒を飲むことには次のどのような病気やできごとと関係があると思いますか。あてはまるもの

にいくつにでも〇をつけてください。  

１． 肺がんがおこる 

２． 急性アルコール中毒になる 

３． 肝ぞうが悪くなる 

４． 交通事故が増える 

５． 生まれてくる赤ちゃんの障害 

６． インフルエンザが起こる 

７． アルコール依存症になる 

８． 脳がちぢむ 
 

（質問23）あなたは、お酒を飲んだ人からイヤだと思うことをされたことがありますか？いくつでも選んで

○をつけてください。 
 
１．イヤだと思うことはされたことがない   ４．体をさわられそうになった・さわられた  

２．イヤなことを言われた・からまれた    ５．暴力を受けそうになった・受けた 

３．お酒を飲まされそうになった・飲まされた ６．その他（              ） 
 

（質問24）また、どこで、お酒を飲んだ人からイヤだと思うことをされましたか？ 

     １．イヤだと思うことはされたことがない  ３．自分以外の人の家   ５．アルバイト先  

２．自分の家               ４．食事に行った飲食店  ６．その他 
 

（質問25）この30日間で、あなたはお酒の広告(コマーシャル、ＣＭ)をどこで見かけましたか？あてはまる

ものをいくつでも○をつけてください。  
１．ウェブサイトや動画サイト 

２．テレビ 

３．コンビニエンスストアやスーパーなどの店に貼ってあるポスター 

４．駅や電車・バスの中 

５．まったく見なかった、見たがどこかわからない 
 

 
ここからはタバコについての質問です。 

※これらの質問では、「紙巻タバコ」、「加熱式タバコ」、「電子タバコ」「新型タバコ（加熱式タバコも

しくは電子タバコ）」、「タバコ（これらすべてを含む）」」を区別して尋ねます。 

回答の際に注意してください。 
  

（質問26）あなたは、今までに紙巻きタバコ（紙を巻いたぼうの形をしたもので、火をつけて吸う普通のタ

バコ）を一口でも吸ったことがありますか？ 
 
１．な い       ２．あ る  

 

（質問27）あなたが紙巻きタバコを初めて吸ったのは何才ころですか？１つだけ選んで数字に○をつけてく

ださい。 
 
１．吸ったことがない  ４．９才    ７．12才    10．15才   13．18才以上 

２．７才以下       ５．10才    ８．13才    11．16才         
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３．８才          ６．11才    ９．14才    12．17才 

（質問28）あなたが新型タバコ（加熱式タバコもしくは電子タバコ）を初めて吸ったのは何才ころですか？

１つだけ選んで数字に○をつけてください。 
 
１．吸ったことがない  ４．９才    ７．12才    10．15才   13．18才以上 

２．７才以下       ５．10才    ８．13才    11．16才         

３．８才          ６．11才    ９．14才    12．17才  
  

（質問29）この30日間に、何日、紙巻きタバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 

（質問30）この30日間に、１日平均どのくらいの本数の紙巻きタバコを吸いましたか？  
 
１．この間、吸っていない  ４．２～５本    ７．16～20本 

２．１日１本に満たない   ５．６～10本    ８．21本以上  

３．１本          ６．11～15本 
 

（質問31）この30日間に、自分の吸う紙巻きタバコをおもにどのようにして手に入れましたか？ 

あてはまるものにいくつでも○をつけてください。 
 
１．この間、吸っていない 

２．コンビニエンスストア、スーパーマーケット、ガソリンスタンド等の店で買った  

３．自動販売機で買った  

４．タバコ屋で買った 

５．誰かからもらった 

６．家にあるタバコを吸った 

７．インターネットで買った 

８．その他の方法で 
 

（質問32）あなたは、今までに加熱式タバコを一口でも吸ったことがありますか？（加熱式たばことは、

（加熱式たばことは、アイコス(iQOS)、グロー(glo)、プルームテック(Ploom TECH)、パルズ

（PULZE）などの商品です）） 
 
１．な い       ２．あ る  

 
  

（質問33）この30日間に、何日、加熱式タバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 
 

（質問34）あなたは、今までに電子タバコを一口でも吸ったことがありますか？（電子タバコとは、マイブルー

（myblu）、ドクターベイプ（DR.VAPE）、イーゴ（eGO AIO）、ゼロスティック（ZERO STICK）、ベポレ

ッソ（VAPORESSO OSMALL）などの商品のことです） 

１．な い       ２．あ る 
 

（質問35）この30日間に、何日、電子タバコを吸いましたか？  
 
１．０日      ３．３～５日    ５．10～19日    ７．毎日（30日）  

２．１か２日    ４．６～９日    ６．20～29日   
 

（質問36）この30日間に、自分の吸う加熱式タバコや電子タバコをおもにどのようにして手に入れました

か？あてはまるものにいくつでも○をつけてください。 
 
１．この間、吸っていない 

２．コンビニエンスストア、スーパーマーケット、ガソリンスタンド等の店で買った  

３．自動販売機で買った  

４．タバコ屋または新型タバコ販売店で買った 

５．誰かからもらった 

６．家にあるタバコを吸った 

７．インターネットで買った 

８．その他の方法で 
 
（質問37）あなたが現在吸っているタバコの銘柄の名前（商品名）を略さず１つだけ書いてください。吸っ

ていない人は書かないでください（加熱式タバコや電子タバコを含めあらゆるタバコのうち最も

よく吸った商品の名前です）。 
 

（                           ） ～ 
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（質問38）紙巻タバコは買いにくくなったと思いますか？その理由を、いくつでも○をつけてください。 
 
１．タバコを吸った（買った）ことがない   ６．タバコの値段が高くなった 

２．買いにくくなったとは思わない      ７．タバコを吸える場所が減った 

３．年齢確認が厳しくなった         ８．周りの目が気になるようになった  

４．自販機が使えなくなった（タスポが必要） ９．その他（            ） 

５．家にタバコがなくなった 
 

（質問39）あなたは紙巻タバコをやめたいと思いますか？１つだけ選んで数字に○をつけてください。 
 
１．タバコを吸っていない           ４．本数を減らしたい 

２．実際、やめようと取り組んだことがある   ５．やめたくない  

３．やめたいと思う              ６．わからない 
 

（質問40）あなたはこの30日間に年齢のために紙巻タバコまたは加熱式タバコを売ってもらえなかったこ

とがありましたか？ 
 
１．この間、買おうとしなかった   ３．いつでも売ってもらえた（年齢はごまかした）  

２．時々売ってもらえなかった   ４．いつでも売ってもらえた（年齢はごまかしていない） 
 

（質問41）あなたはこの30日間に年齢のために電子タバコを売ってもらえなかったことがありましたか？ 
 
１．この間、買おうとしなかった   ３．いつでも売ってもらえた（年齢はごまかした）  

２．時々売ってもらえなかった   ４．いつでも売ってもらえた（年齢はごまかしていない） 
 

（質問42）あなたは、親が紙巻タバコを吸うのを嫌だと思ったことがありますか？ 
 
１．ある       ２．ない        ３．親はタバコを吸わない  

 

（質問43）あなたの親や兄弟、友だちは禁煙に取り組んでいますか？あてはまるものにいくつでも○をつけ

てください。 
 
１．周りにタバコを吸う人・禁煙している人はいない  ４．友だちが禁煙している  

２．親が禁煙している（電子たばこを使わずに）      ５．親が電子たばこを使っている 

３．兄弟が禁煙している 
 

（質問44）朝起きて、すぐにタバコを吸うか、タバコを吸いたいと思ったことはありますか？ 
 
１．タバコを吸ったことがない    ４．ときどき朝吸ったり、吸いたいと思う  

２．今はタバコを吸っていない    ５．いつも朝吸ったり、吸いたいと思う  

３．朝吸いたいと思ったことはない 
 

（質問45）タバコを吸うと身体に害があると思いますか？１つを選んで○をつけてください。     
 
１．害があるとは思わない              ３．害があると思う  

２．多少はあるだろうが、たいしたことはないと思う  ４．わからない 
 

（質問46）他人の紙巻タバコからの煙はあなたにとって有害であると思いますか？ 
 
１．そう思わない  ２．おそらくそう思わない   ３．おそらくそう思う   ４．そう思う 

  

（質問47）他人の加熱式タバコからの煙はあなたにとって有害であると思いますか？ 
 
１．そう思わない  ２．おそらくそう思わない   ３．おそらくそう思う   ４．そう思う 

 
 

（質問48）この７日間のうちで、家で、あなたのいるところで、誰かが紙巻タバコを吸ったのは何日間になりますか？ 
 
１．０日            ３．３から４日      ５．７日  

２．１から２日         ４．５から６日   
 

（質問49）この７日間のうちで、家以外の場所で、あなたのいるところで、誰かが紙巻タバコを吸ったのは

何日間になりますか？ 
 
１．０日            ３．３から４日      ５．７日  

２．１から２日                 ４．５から６日 
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（質問50）この30日間で、あなたは加熱式タバコの広告や宣伝をどこで見ましたか？あてはまるものをいく

つでも○をつけてください。（ここでいうタバコ広告とは、製品の宣伝広告だけであり、、喫煙

マナーやタバコ会社のイメージの広告やキャッチコピー（たとえばＪＴなら「ひとのときを想

う」、「ひろえば街が好きになる運動」、「ひとつずつですが、未来へ」等）が入ったものは含

みません。）  
１．ウェブサイトや動画サイト 

２．コンビニエンスストアやスーパーなどの店に貼ってあるポスター 

３．駅や電車・バスの中 

４．まったく見なかった、見たがどこかわからない 
  

あなたの、生活についてお聞きします。 
  

（質問51）あなたは、朝食を毎日食べますか？  
月～金：１．ほとんど毎日食べている  ２．時々食べる  ３．ほとんど食べない 

土・日・祝日：１．ほとんど毎日食べている  ２．時々食べる  ３．ほとんど食べない 
 

（質問52）あなたは、家の食事で1 週間に野菜をどのくらい食べていますか？  
１．必ず毎日  ２．週4～5日  ３．週2～3日  ４．ほとんど食べない 

 

（質問53）あなたは、インスタントラーメンやカップめんをどのくらい食べていますか？  
１．週3回より多い ２．週1～2回 ３．月1～3日回 ４．月1回より少ない  

  

（質問54）あなたはクラブ活動に参加していますか？  
１．積極的に参加している   ２．積極的でないが参加している   ３．参加していない  

 

（質問 55）この 30 日間に、体育の授業以外で、30 分以上体を動かす運動やスポーツをした日が何日ありま

したか？ 

１．０日  ３．３～５日  ５．10～19 日  ７．毎日（30 日）  

２．１か２日  ４．６～９日  ６．20～29 日 

 

（質問 56）この 30 日間に、体育の授業以外で、1 日平均どのくらいの時間、体を動かす運動やスポーツを行

いましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 

（質問57）この30日間に、1日平均どのくらいの時間、学校の授業をオンラインで受けましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 

（質問 58）この 30 日間に、1 日平均どのくらいの時間、学校以外の授業をオンラインで受けましたか？ 

１．まったくしなかった  ３．１～２時間未満  ５．３～５時間未満  

２．１時間未満   ４．２～３時間未満  ６．５時間以上 
 
（質問59）学校は楽しいですか？  

１．楽しい     ２．どちらとも言えない   ３．楽しくない  
 

(質問 60) この 30 日間では 1 日平均どのくらいの時間、家で親や保護者の方と一緒に過ごしましたか？ 

１． ほとんど過ごさなかった 

２． 10分未満 

３． 10分から29分 

４． 30分から1時間 

５． 1時間以上 

６． その他 

 

（質問61）2020年の新型コロナウイルス感染症の影響で、学校休校などいつもと違う状況になりましたが、良い

影響がありましたか？あてはまるもの、いくつにでもチェックをしてください。 

１．何も変わらなかった            ４．兄弟や家族との話が増えて、仲良くなった 

２．学校に行かなくてよいので気が楽になった  ５．十分に睡眠時間がとれた 

３．趣味や楽しみに時間が使えて良かった    ６．その他（                ） 
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（質問62）2020年の新型コロナウイルス感染症の影響で、学校休校などいつもと違う状況になりましたが、悪い

影響がありましたか？あてはまるもの、いくつにでもチェックをしてください。 

１． 何も変わらなかった                 ７．喫煙、飲酒が増えた 

２． 睡眠時間がおかしくなった（短い、長い、昼夜逆転など）８．運動不足になった 

３． 食事がおかしくなった（回数、時間帯、バランスなど） ９．家族の人間関係が悪くなった 

４．勉強ができなかった                １０．家が経済的に苦しくなった 

５．ゲームやインターネットの時間が長くなった 

６．ストレスがたまり、いらいらするようになった 
 

（質問63）将来の進路をどのように考えていますか？今の気持ちに近いもの１つに○をつけてください。  
１．高等学校    ３．短大      ５．大学院           ７．わからない  

２．専門学校    ４．大学      ６．今の学校卒業後の就職 
 

（質問64）この30日間に、あなたの睡眠の質を全体としてどのように評価しますか？  
１．非常によい   ２．かなりよい   ３．かなりわるい   ４．非常にわるい  

 

（質問65）この30日間に、１日平均して何時間くらい眠りましたか？  
１．５時間未満     ３．６～７時間未満    ５．８～９時間未満  

２．５～６時間未満   ４．７～８時間未満    ６．９時間以上  
 

（質問66）この30日間に、夜、寝床につく平均時間は何時くらいでしたか？  
１．午後10時より前   ３．午後11～12時より前  ５．午前１～２時より前  

２．午後10～11時より前 ４．午前０～１時より前  ６．午前２時以降  
 

（質問67）この30日間に、夜、眠りにつきにくい（なかなか眠れない）ことはありましたか？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった   
 

（質問68）この30日間に、夜、いったん眠ってから目がさめましたか（夜中に目がさめましたか）？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった  
 
 

（質問69）この30日間に、朝早く（明け方）目がさめてしまい、もう一度眠ることが難しいことがありま

したか？  
１．まったくなかった  ３．時々あった      ５．常にあった  

２．めったになかった  ４．しばしばあった  
 

（質問70）この30日間に、いつもより自分のしていることに生きがいを感じることがありましたか？  
１．あった            ３．なかった       

２．いつもと変わらなかった    ４．まったくなかった  
 
（質問71）この30日間に、いつもより気が重くて落ちこむことは、ありましたか？  

１．まったくなかった       ３．あった       

２．あまりなかった        ４．たびたびあった  
 
（質問 72） 現在、一緒に住んでいる方々をすべてあげてください。寮生の人は 9 に加えて実家にいる家族

をすべて選んで下さい。（○はいくつでも） 
１．父親（単身赴任含む） ４． 祖父母 ７． わからない 

２．母親（単身赴任含む） ５． 配偶者     ８． その他（具体的に    ） 

３．兄弟姉妹 ６． １-５以外の親せき     ９． ひとりぐらし（寮生など） 

 

 

ご協力ありがとうございました。以下は今後の調査についての質問です。 
 
 

今後同じような調査を実施するときに、協力してもらえますか？  

ご協力いただける場合は、□に〇をつけてください。 
 

同意欄にチェックをいただいた方には、年に 1回程度、メールアドレスまたは LINEアカウントに、

アンケート調査協力の案内を送らせていただきます。 
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以下にメールアドレスを入力するか、LINE で下の QR コードを読み取ってく

ださい。抽選で 2000 円分の QUOpay（クオ・カード・ペイ）を合計 500 名様

にプレゼントします。景品は登録いただいたメールまたは LINE アカウント

にお送りします。メールアドレスまたは LINEアカウントは、謝礼のお渡し、

または調査の実施以外の目的には使用いたしません。 
 

メールアドレス入力欄                    

（送信すると確認メールが送られます） 

 
 

当選された方には、1カ月ぐらいで、ご登録いただいたメールまたはLINEに
QUOpay（クオ・カード・ペイ）をお送りします。当選結果の発表は景品の発
送をもってかえさせていただきます。 

 
ご協力ありがとうございました。 

 
回答を送信してください。 

 

保護者同意欄 
 

□アンケート協力依頼のメールを受け取ることを同意します。 

本人同意欄 
 

□アンケート協力依頼のメールを受け取ることを同意します。 

LINE の場合

は、右の QR コ

ードを読み取っ

てください。 
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令和２年度厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業） 
 

分担研究報告書 
 

産業保健の現場における減酒支援ブリーフインターベンションの効果検証に関する研究 

 
研究分担者 桑原祐樹、金城文、尾﨑米厚  

鳥取大学医学部 環境予防医学分野 

 

研究要旨 
不適切なアルコール使用の健康影響は重大であり、社会面に及ぶ影響による損失は多大であ

る。世界保健機構や厚生労働省では二次予防としての効果的な戦略の一つとして、飲酒者すべ
てを対象に危険な飲酒のスクリーニングを行い、リスクが高いと思われるものに対して短時間
のカウンセリングを行うこと（Screening and Brief Intervention: SBI）を推奨している。こう
した介入をプライマリケアの医療現場で行うことの有効性に関しては既に諸外国で確立されて
きたが、現場への浸透は十分ではない。一方で、医療現場外への展開が着目される中、産業保
健の現場は重要な減酒支援の介入機会となりうる。 
今回我々は働き盛りの従業員を対象に、産業保健現場で保健師が介入する SBI を実施するこ

とで、飲酒習慣が改善するかどうかを検証するために無作為化比較試験を実施した。鳥取県・
島根県で協力の得られた 5 つ事業所の従業員 2,276 名の不適切な飲酒のスクリーニング
（AUDIT）の結果を参照し、8 点以上で包含基準を満たした 380 名のハイリスク飲酒者を無
作為に割り付けた。研究班で作成したワークシートによる通常版の節酒支援（15 分程度）も
しくは、短縮版の節酒支援（5 分程度）による介入群とリーフレット提供（コントロール群）
の対照群の 3群へ介入を実施し、半年後の週飲酒量の変化を主要評価項目として比較し、介入
効果を検証した。 

2019年 1 月から 12 月の期間に 351 名から研究参加の同意が得られた。研究参加者は各群
で均等に割り付けられた。半年後の 1週間当たりの飲酒量の変化において、通常版介入群で平
均 35.4 g/週の飲酒量の減少がみられた。一元配置分散分析において 3 群の平均値の差は有意
であったが、多重検定を考慮すると介入効果に統計学的な有意差は示されなかった。1年後の
1 週間当たりの飲酒量の変化は、通常版介入群で平均 29.2 g/週の減少がみられたが、3群の差
は統計学的に有意ではなかった。飲酒量の変化を従属変数とした重回帰分析やロジスティック
回帰分析でも半年後の減酒に通常版介入が有意な関連を示した。他に減酒と有意な関連のある
説明要因は認められなかった。また、1 年後の評価時期の違いによって 1年後の介入効果に差
が認められた。 
今回の結果は、産業保健現場での保健師による SBI が医療現場と遜色のない効果を示すとい

う可能性を強く示唆している。また、今回効果が実証されたのは 15 分程度の従来通りの介入
方法であった。1年後の評価で有意な介入効果が示されなかったが、新型コロナウイルス流行
の影響も考えられる。1年後においても効果が持続している可能性が示された。産業保健現場
での SBI の実施は、医療現場よりも若年の集団に対して予防効果が期待され、企業や地域の健
康指標を改善し、アルコールによる害を減らす重要な戦略の一つとなる可能性がある。 
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研究協力者：藤井麻耶（鳥取大学医学部環
境予防医学分野 助教） 

 
Ａ．研究目的 
  
 有害なアルコールの使用は世界的に喫緊の

健康課題である[1]。不適切な飲酒は非感染性

疾患（Non Communicable Diseases: NCDs）の

重要なリスク要因であり、世界中の死亡率、

疾病率、早世の主要な原因の一つとなってい

る[2,3]。また、アルコールの消費は暴力、け

がや外傷などの社会問題や、社会的損害とそ

れによる、経済的損失にも関連が示されてい

る[3]。こうした健康、社会、経済面でのアル

コールのリスクを受け、世界保健機構（World 

Health Organization: WHO）はアルコールに

よる世界的負荷や損失を削減するために予防

戦略を打ち出している。いくつかの戦略が推

奨される中に、ハイリスク飲酒者に対して簡

易的な心理社会的カウンセリングを提供する

ことが含まれている[4]。医療保健従事者はア

ルコール使用のスクリーニング、それに続く

簡易なカウンセリングそして必要であれば専

門医への紹介や治療薬処方を提供することを

期待されている。2018年に WHOから発信した

イニシアティブ「SAFER（S: Strengthen 

restrictions on alcohol availability; A: 

Advance and enforce drink driving counter 

measures; F: Facilitate access to 

screening, brief interventions and 

treatment; E: Enforce bans or 

comprehensive restrictions on alcohol 

advertising, sponsorship, and promotion; 

R: Raise prices on alcohol through excise 

taxes and pricing policies）」においても、

飲酒状況のスクリーニングと簡易介入の促進

が強調されている[3]。 

 

 有害なアルコール使用のスクリーニングと

短時間のカウンセリングを含めた簡易介入

（Screening and Brief Intervention: SBI）

がプライマリケアなどの医療現場で有効であ

ることは科学的な根拠が立証されてきた「5-

9」。しかしながら、WHOのイニシアティブや豊

富なエビデンスにも関わらず SBIは日常診療

の中で十分に実施されていないという課題が

指摘されている[10,11]。したがって、SBIを

実践する現場を広げることはアルコールによ

る深刻な悪影響を削減するために重要であ

る。既存の研究では病院の救急外来の現場

[12,13]や病棟[14]など様々な医療現場での

SBI の効果の検証が行われている。また、医療

現場外のセッティングでの SBI の効果検証と

して、職場、行政サービス機関、刑事司法機

関などで同様の試みが報告されている

[15,16]。 

  

特に職域での介入には潜在的な利点を有して

いる。まず、医療の現場でアプローチするこ

とが難しい集団を対象にしていることであ

る。また、健康問題以外の害である、家庭で

の問題や労働災害を含んだアルコールの悪影

響に取り組むことが出来るかもしれない

[10]。職場での SBI の効果を検証したシステ

マティックレビュー・メタアナリシスは、ア

ルコール消費量の減少への有効性を支持する

結果を示している[17]。故に、SBIの職域への

展開はアルコールの様々な害を予防する重大

な戦略となる可能性を秘めている。 

 

 日本においても、有害なアルコール使用は

重大な公衆衛生上の課題として認知されてき

ている[18]。健康日本（第二次）では健康の

リスクを高める飲酒量（純アルコール換算）

が定義され、男性で 40g/日以上、女性で 20g/

日以上となっている。また、ハイリスク飲酒

者の割合を削減することが目標の一つとして

掲げられている[19]。さらに 2015年にはアル

コール障害対策基本法が施行された。同法で

は SBI の二次予防対策への重要な役割が述べ
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られている。しかしながら、過去の日本の研

究ではアルコール関連精神疾患の医療サービ

スの需要と供給の不一致が指摘されており、

こうしたことはプライマリケア現場での SBI

の実施が不十分であることを示唆する可能性

がある[20]。 

 

 このような背景からか、職場での SBIは注

目されており、日本人の従業員を対象に介入

効果を検証した研究が行われている[21-23]。

彌冨らの研究[22]は WHOが開発した標準的な

スクリーニングツールである AUDIT（Alcohol 

Use Disorder Identification Test）[24]を

用いた対照群のない介入研究であり、他の 2

つは特定のスクリーニングツールを用いず、

比較的多量飲酒者を対象とした介入研究であ

った。さらに、既存のエビデンスにも関わら

ず[5]、それら 2つの研究は飲酒に対する簡易

介入のアルコール消費量の減少への効果は不

明であると結論付けている。前述の職域での

SBIの持つ利点を考慮すると、適切なスクリー

ニングはプライマリケアの医療現場で捉える

ことの難しいハイリスク飲酒者を同定するた

めに不可欠である。改めて、「簡易で実践的

な」飲酒への介入の効果を適切なスクリーニ

ングを用いて同定した対象者に対して実施す

ることの有効性を検証することは重要であ

る。日常診療での実現可能性を考慮すると、

頻回にフィードバックを行うことは困難であ

るかもしれない。さらに、既存の研究は幅広

いアルコール関連問題、飲酒に関連した血液

データ、健康関連 QOLや仕事のパフォーマン

スについて SBIの介入効果を検証できていな

い。 

  

 今回の研究の目的は、職域において、AUDIT

をスクリーニングに用い、2 つの異なった過度

の飲酒を減らす簡易介入モデルが、医学的・

社会的な効果をもたらすかどうかを検証する

ことである。 

 
B．研究方法 
調査対象者と追跡 
・セッティング 
鳥取県、島根県の 5 つの事業所に参加を呼び掛

け、各事業所に努める従業員を対象とした。事

業所の規模は従業員数 35 名から 910 名と広がり

があった。4 つの事業所には独自の健康管理室を

有しており、常勤の産業保健スタッフを配置し

ていた。 
 
・参加の呼びかけとスクリーニング 
日本においては特定健康診査・特定保健指導の

制度があり、事業所健診を法令で義務付けてい

る[25,26]。また、AUDIT によるハイリスク飲酒

のスクリーニングは同制度の中において推奨さ

れている。従って、我々は事業所健診の一環と

して自己記入式の AUDIT を実施している事業所

に連絡を取り、各施設の健康管理スタッフや衛

生担当者を訪問して研究の詳細について説明を

行い、事業所の管理者と保健・衛生スタッフの

理解と同意を得た。 
 
・包含基準 
20 歳以上で意思表示がしっかりでき、AUDIT
で 8 点以上のものを対象にした。このカットオ

フ点は既存の文献を参考に定義した[27]。 
 
・除外基準 
 75 歳以上のもの、前年までにアルコール依存

症の治療プログラムに参加しているもの、過去

12 か月にアルコール離脱症状を認めるもの、過

去 3 か月以内に主治医等から飲酒行動に関する

指導を受けているもの、妊娠中のもの、自殺企

図の症状がみられるものは対象から除外した。 
 
・説明と同意 
それぞれの企業の健康管理責任者は 2019 年 1 月

から 12 月の間に従業員に参加を呼び掛けること

に同意した。2 段階の同意取得の行程を経た。ま
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ず健康衛生管理担当者が参加対象者の条件を確

認し、対象者の候補を選定した。この段階では

個人情報の授受はない。上記の研究の選定基準

に合致する従業員は研究スタッフから口頭及び

文書を持って説明を受けた。署名付きの文書で

インフォームドコンセントを確認し、研究参加

者のデータ、連絡先、事業所健診のデータ、を

研究班が今回の研究を目的に使用することと、

介入後 6 か月と 12 か月の時点で追跡調査を行う

ことについて了承を得た。このインフォームド

コンセントに引き続いて、同意を得られたもの

が初回アンケートに回答した。研究スタッフが

アンケートの回答の完成を確認した後に、割り

当てられた 3 つのうちのいずれかの介入を行っ

た。 
 
・盲検化 
無作為割り付けは個人単位で行った。包含基準

を満たした研究参加者はコンピューターで発生

した乱数をもとに 3 群に割り付けられた。 
 
簡易介入のマニュアルとトレーニング 
 今回の研究では、看護師の資格を有し、協力

が得られた医療従事者が研究参加者に対して簡

易介入を行った。研究開始前にそれらの医療従

事者はアルコール簡易介入の研修を受けた。ト

レーニングプログラムは今回の研究のために研

究班で開発した e ラーニングとロールプレイで

構成された。プログラムでは AUDIT の基本的知

識、どのように問題飲酒者に接するかのやり取

りの基礎を学習した[28]。トレーニングマニュア

ルの内容には行動変容モデル[29]や動機付け面接

[30]の手法が含まれた。さらに、十分に飲酒の簡

易介入に熟練した医師の実際の診療を見学し

た。 
 
介入方法 
・リーフレット提供群（対照群） 
 対照群に対しては初回アンケートの記入後に

自身の AUDIT の結果について説明をし、その後

研究班で作成したリーフレットを手渡した。 
 
・簡易的なアドバイスとカウンセリング 
 （通常版介入群） 
標準的な介入方法を用いたこの介入群ではアン

ケート回答後に約 15 分間の飲酒行動に関するア

ドバイスやカウンセリングを提供した。介入は

上記の看護師の資格を持ったスタッフが研究班

で作成したワークシートをもとに行った。介入

場面ではワークシートに記された 6 つの課題を

完遂するように努めた。ワークシートの内容

は、認知行動療法、AUDIT の説明と結果のフィ

ードバック、飲酒のメリット・デメリット、飲

酒行動に対する目標設定、多量飲酒になりそう

な状況の対処方法などを含んだ。 
 
・5 分での簡易アドバイス群 
 （短縮版介入群） 
 このグループでは、アンケート回答後に通常

15 分程度のカウンセリングを 5 分間に集約した

簡易介入を行った。上記の通常版介入群と同じ

ワークシートを用いて、6 個の課題のうち最低 3
つ程度を完遂することを目標として介入を行っ

た。例えば、最低限 AUDIT の説明と結果のフィ

ードバック、飲酒行動に関する目標設定を含め

るよう努めた。 
 
各介入は研究参加のリクルートの際に 1 度だけ

行った。すべての研究参加者には、研究班で開

発した飲酒日記と自己学習資料を有したスマー

トフォンのアプリを紹介した（参照 URL：
https://apps.apple.com/jp/app/飲酒アンケート

/id1448122338）。上記のリーフレットやワーク

シートは鳥取大学医学部環境予防医学分野のホ

ームページに掲載し無料公開している

（https://www.med.tottori-
u.ac.jp/introduction/medicine/about/3318/3327/
23771.html）。 
 
主要評価項目 
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 主要評価項目は介入から半年後の 1 週間当た

りの純アルコール換算した飲酒量（グラム/週）

の変化に設定した。自己記入式調査票を用い

て、飲酒の頻度、過去 30 日の機会大量飲酒の有

無、普段の飲酒量を聴取し、初回、半年後、1 年

後でそれぞれ評価した。この 3 つの質問項目は

AUDIT[24]、AUDIT-C[31]の質問項目として含

まれている。「機会大量飲酒」は 1 回あたりに純

アルコール換算で 60g 以上の飲酒をすることと

定義した。また、1 週間当たりのアルコール摂取

量は飲酒頻度と普段の飲酒量の回答をもとに計

算した。 
 
 その他の追跡する評価項目として、救急外来

受診の回数、健診での血液データ、健康関連

QOL（SF-8）[32,33]、睡眠障害[34]、心理的健

康状態[35]、身体活動量[36,37]、食習慣[38]、喫

煙、仕事のパフォーマンス[39,40]が含まれた。 
 
研究参加者には初回アンケート回答時に謝礼と

して 1,000 円の QUO カードを手渡した。さらに

半年後と 1 年後それぞれでアンケート回答を研

究事務局が確認した後に 1,000 円ずつの QUO カ

ードを郵送した。 
 
サンプルサイズ計算 
 サンプルサイズ計算は個人レベルでの主要評

価項目の効果量（介入から半年後のアルコール

摂取量の変化量）をもとに計算した。過去のプ

ライマリケア現場での研究を集約したメタアナ

リシス[5]において、効果量は純アルコール換算

で 40 グラム/週程度であると示されている。既存

文献[41]の週アルコール摂取量の標準偏差を参照

し、5％の有意確率で 80％の検出力の条件で上記

効果量の有意差を両側検定で検知すると仮定し

て、各介入群、対照群にそれぞれ 100 人の被験

者が必要と見積り、計 300 人が必要と判断し

た。研究班の過去の経験や職場での類似研究の

脱落率を加味して 10％が脱落することを考慮し

て最終的に各群 110 例、合計で 330 例の被験者

を確保することを目標とした。 
 
統計分析 
 初めに、研究参加者のベースラインデータを

集計し、各群の比較を行った。また、半年後、1
年後の追跡データを用いて、各群での介入前後

の週飲酒量の変化量の比較を行った。割り付け

られた 3 群の平均の差の検定には一元配置分散

分析を用いた。一元配置分散分析で 3 群の有意

差がみられた際には多重検定を考慮して

Bonferroni 法による有意確率 P 値の補正を行っ

て、各群の差を統計学的に評価した。さらに、

クロス集計を用いて、一定量飲酒量が変化した

ものの割合、各追跡時点での飲酒頻度、を割り

付け群別に比較した。また、半年時点で 40g 以

上飲酒量減少したもの、1 年後の時点で 40g 以

上飲酒量減少したもの、半年・1 年後時点でとも

に 40g 以上飲酒量減少したもの、半年・1 年後

時点でともに 20g 以上飲酒量減少したもの、と

そうでない者で集団の基本特性にどのような違

いがあるかを比較した。 
 
さらに、飲酒量の変化を従属変数とし、各説明

変数を含めた重回帰分析とロジスティック回帰

分析を実施することで説明変数の調整後も飲酒

量の改善が認められたか、介入パターン以外に

関連している要因がないかどうかを検証した。

追跡中に新型コロナウイルスの流行があり、評

価時期によって今回の研究対象者を 2 群にわ

け、1 年後の評価が 2020 年 7 月末までの集団と

1 年後の評価が 2020 年 8 月以降の集団で介入効

果に違いがないかを検証した。 
 

Intention-to-treat（ITT）分析（脱落者の飲酒

量や飲酒頻度を初回と変化なしと見なして分

析）を基本とする。しかし、追加分析としてプ

ロトコール通りに追跡できた Per protocol 解析

（脱落者を分析から除外）や年齢や職種で層別

した集団内でのサブグループ解析を行う。 
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倫理的事項 
 本研究は鳥取大学医学部倫理審査委員会に申

請し、承認を受けている（承認番号 18B002）。
本介入試験は大学病院医療情報ネットワーク

（University Hospital Medical Information 
Network： UMIN）に登録されている（ID 番

号：UMIN000036244）。研究助成として、厚生

労働省科学研究補助金（採択番号 2906081）を

受け実施した。 
（倫理面への配慮） 
 
C．研究結果 
研究参加の流れ 
 研究参加の流れを図に示す（図 1）。5 つの企

業のうち 2,276 人からの AUDIT 回答結果があっ

た。これらの回答者のうち、505 人が 8 点以上

のハイリスク飲酒者の判定となり、各事業所の

健康管理担当者から研究参加について呼びかけ

を行った。研究参加の対象者の条件を確認した

上で、380 人が口頭で研究参加の意向を示し、無

作為に 3 群に割り付け、対面で研究参加の説明

をし、最終的に 351 名からの参加同意を得た。

この研究参加者は研究開始時点で対照群（リー

フレット提供群）111 名、通常版介入群 128
名、5 分の短縮版介入群 112 名に割り付けられて

いた。半年後、1 年後の追跡時に各群で脱落が生

じ、最終的に対照群 103 名、通常版介入群 122
名、短縮版介入群 108 名が 1 年後までの経過を

追跡することが可能であった。 
 
研究参加者の特徴 
 初回アンケートに回答が得られた研究参加者

351 名の割り付け群別の各質問項目の頻度、割合

を表に示す。割り付け群による各項目の差はみ

られず、均等に割り付けられていた。対象者の

ほとんどが男性であり、50 歳代が中心であっ

た。既婚者が多く、仕事の種類で生産現場や技

能職に従事していると答えた者が 6 割以上であ

った。AUDIT 点数では 14 点以上と答えた者が

3 割程度存在した。週に 5 日以上飲酒すると答え

た者は 7 割、過去 30 日以内の機会大量飲酒も 7
割を超えていた。全体の 4 割程度が現在喫煙し

ていると答えた。 
 
介入半年後の効果量の群間比較 
 初めに、ITT 分析による結果を示す。介入前

の 3 群の週飲酒量 g/週（標準偏差）は対照群

260.1g/週（188.0）、通常版介入群 286.2 g/週
（211.4）、短縮版介入群 257.4 g/週（155.6）で

あり、半年後では対照群 273.6 g/週（205.3）、通

常版介入群 250.8 g/週（176.7）、短縮版介入群

266.1 g/週（175.2）と通常版介入群は他の群に

比べ少なかった。メインアウトカムである半年

後の 1 週間当たりの飲酒量の変化（半年後時点

の週飲酒量ひく初回の週飲酒量）では、対照群

13.5 g/週（171.1）増、通常版介入群 35.4 g/週
（170.0）減、短縮版介入群 8.6 g/週（134.6）増

の変化がみられ、一元配置分散分析では 3 群の

平均値の差は有意であった。多重検定を考慮

し、有意確率を Bonferroni 補正した結果は p＝
0.057 であり統計学的に有意ではなかった。ま

た、半年後の飲酒量の変化について、追跡から

の脱落者を除外して分析したところ、通常版介

入群 37.1 g/週（170.0）減となり、一元配置分散

分析で p=0.031、Bonferroni 補正した結果は p
＝0.055 となったが統計学的に有意ではなかっ

た。 
 
介入 1 年後の効果量の群間比較 
 ITT 分析による結果を示すと、1 年後の 1 週間

当たりの飲酒量の変化量（1 年後時点の週飲酒量

ひく初回の週飲酒量）は、対照群 13.4 g/週
（157.3）減、通常版介入群 29.2 g/週（219.0）
減、短縮版介入群 5.9 g/週（157.9）増の変化が

みられた。一元配置分散分析で 3 群の平均値の

差を検定したが、p=0.332 と統計学的に有意では

なかった。また、追跡からの脱落者を除外して

分析したところ、通常版介入群 30.9 g/週
（224.2）減とであったが、一元配置分散分析で

p=0.27 と、統計学的な有意差はみられなかっ
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た。 
 
割り付け群別の飲酒量変化者の割合 
いずれの項目においても通常版介入群で飲酒

量の減少を認めた者の割合が多く、次いで短縮

版介入群、対照群であった。通常版介入群で

は、半年時点で 40g/週以上減酒したものが 4
割、一年時点でも 4 割、20g/週の減酒を認めた

者は 5 割近くに上った。いずれも 40g/週減少が

33.6％、20g/週減少が 40.6％であった。 
 
割り付け群別の飲酒頻度の変化 
 週に 5 日以上飲酒するものの割合は通常版介

入群で経過とともに減少を認めた。短縮版介入

群では半年時点で割合が減ったが、一年時点で

は再び増え、対照群では半年後増えて、一年時

点で急な減少がみられた。週 3 日以上飲酒する

ものの割合も同じような傾向がみられた。30 日

以内機会大量飲酒するものの割合はいずれの群

でも半年、一年と経時的に減少傾向を認めた。 
 
飲酒量が減少したものの特性 
いずれの指標をアウトカムと見なして分析し

た場合でも、通常版介入群では減酒したものの

割合が高かった。年代においては一貫性がみら

れず、婚姻状況も既婚と未婚で大きな差はなか

った。年収で 600 万円未満と回答したもの、仕

事の種類が事務職、K6 の質問項目で高得点 13
点以上（高度の不安やうつがみられる）で、い

ずれのアウトカムにおいても減酒したものの割

合が高かった。運動量の多いものは減酒したも

のの割合が低い傾向がみられた。 
 

飲酒量の変化を従属変数とした重回帰分析 
半年後の飲酒量の変化を従属変数とすると、

関連要因を調整後も通常版介入を受けた者は、

対照群と比べて平均で 52.7 g/週の飲酒量の減少

を認めており、統計学的に有意であった

（p=0.03）。1 年後の飲酒量の変化を従属変数と

すると、目的変数の数が少なくなり、介入パタ

ーンによる飲酒量の変化は統計学的に有意では

なかった。 
 

減酒ありを従属変数としたロジスティック回帰

分析 
半年後飲酒量 40g/週減少を従属変数とする

と、各説明変数を調整後も通常版介入群である

ことは、飲酒量の減少に有意な関係を認めた

（OR 1.92, 95%CI: 1.03, 3.56）。他の変数で半年

後の減酒に有意な関連がみられる項目はなかっ

た。1 年後の飲酒量 40g/週減少を従属変数とす

ると、介入パターンに加えいずれの説明変数も

有意な関連は見られなかった。さらに、半年後

と 1 年後がともに飲酒量 40g/週減少を従属変数

とすると、通常版介入群で有意な関連がみられ

（OR 2.44, 95%CI: 1.22, 4.90）、半年後と 1 年後

がともに飲酒量 20g/週減少を従属変数とした分

析でも通常版介入群であることは統計学的に有

意に飲酒量減少の有無と関連がみられた（OR 
2.11, 95%CI: 1.11, 4.01）。 
 
追跡後の評価時期による層別分析 

1 年後の評価が 2020 年 7 月末までの集団にお

いて、1 年後の飲酒量 40g/週減少を従属変数と

したロジスティック回帰分析では、介入パター

ンと減酒ありに有意な関連がみられた。（短縮版

で OR 2.73, 95%CI: 1.02, 7.30、通常版で OR 
3.44, 95%CI: 1.33, 8.86）。一方で、1 年後の評価

が 2020 年 8 月以降の集団でのロジスティック回

帰分析では、介入パターンの違いは有意な関連

を示さなかった。しかし、年齢が 50 歳以上であ

ることと、年収が 600 万円未満であることは 1
年後時点での減酒の有無に有意な関連がみられ

た。 
 
D．考察 
今回の研究は、日本における初めてのスクリー

ニングを伴った、産業保健現場における比較的

大規模な SBI の効果検証のための研究である。

無作為割り付けを行った 380 名のうち 351 名か
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ら研究参加の同意が得られた。各群の基本属性

を比較すると、対象者は 3 群に均等に割り付け

られており、年齢は 40 から 50 歳代が中心で、

ほとんどは男性で、8 割以上が週 3 日以上飲酒

し、7 割以上が 30 日以内に機会大量飲酒を経験

していた。 
 
主要評価項目である半年後の 1 週間当たりの飲

酒量の変化（半年後時点の週飲酒量ひく初回の

週飲酒量）の群間比較では、通常版介入群にお

いて 35.4 g/週の飲酒量の減少がみられた。一元

配置分散分析において 3 群の平均値の差は有意

であったが、多重検定を考慮し、有意確率を

Bonferroni 補正した結果では統計学的な有意差

は示されなかった。1 年後の 1 週間当たりの飲酒

量の変化（1 年後時点の週飲酒量ひく初回の週飲

酒量）は、通常版介入群で 29.2 g/週の減少がみ

られたが、対照群でも飲酒量の減少がみられ、3
群の平均値の差は統計学的に有意ではなかっ

た。介入効果はプライマリケア現場での介入研

究を分析したコクランレビュー[5]に相当する結

果であったが、サンプルサイズの影響のためか

統計学的な有意差は示されなかった。統計学的

に有意でなかったものの、通常版介入群の飲酒

量は初回と比較して減少しており、1 年後の時点

でも効果が持続している可能性を示している。 
 
飲酒頻度の多い者、機会大量飲酒の者の割合

は、研究参加者全体で減少を認め、特に通常版

介入群では順調に低下した。 
 
飲酒量の変化に関連する要因を探索する目的

で行った重回帰分析の結果、半年後の飲酒量の

変化には通常版介入群が有意な関連を示した。

しかし、1 年後の飲酒量の変化には有意な関連が

みられなかった。同様に、減酒をアウトカムと

したロジスティック回帰分析では、通常版介入

群であることは、半年後減酒、半年後と 1 年後

ともに減酒といったアウトカムと有意な関連が

みられた。オッズ比を参考にすると、通常版介

入群では対照群に比べ約 2 倍減酒の結果がみら

れやすいことを示しており、今回の介入効果を

支持する結果である。介入の割り付けを考慮し

た上で減酒と関連の見られる統計学的に有意な

説明要因はなかった。 
 
さらに、1 年後の分析では、介入の効果が示さ

れず、対照群において 1 年後の時点で不自然な

飲酒量や飲酒頻度の減少を認めていた。2020 年

6 月頃から新型コロナウイルス流行の波が起こ

り、都市閉鎖や外出自粛が叫ばれ、島根県では

感染者数が少なかったものの、行政機関は外食

利用などを控えるよう住民に要請していた。そ

のため、1 年後の評価時期による介入効果の違い

が考えられた。評価時期の違いによる層別のロ

ジスティック回帰分析の結果を見ると、2020 年

7 月末までの群では関連要因の調整後も通常版介

入群、短縮版介入群であることは有意に減酒と

関連していた。1 年後の評価が 8 月以降の群で

は、介入群であることに有意な関連がみられな

かった。このことは、新型コロナウイルス流行

により、飲み会が減ったり、仕事のペースが変

わったことにより対象者全体に飲酒行動の変化

が起こった可能性がある。こうした影響が、1 年

後の介入効果が十分に出なかった原因であるか

もしれない。8 月以降に 1 年後の評価を行った群

において、年齢が 50 歳以上であることと、年収

が 600 万円未満であることが減酒と関連してい

たことを鑑みると、新型コロナウイルス流行に

おける社会の変化の影響を受けやすい集団の特

性を表している可能性がある。 
 
 研究の強みとして、今回の職域での介入研究

は研究参加者の追跡が行いやすく、脱落率が低

かったことが大きな利点である。一方で、弱点

としてはアルコール消費量の測定方法の妥当性

に限界があることである。比較的頻繁に用いら

れている方法（Timeline Follow-back 
procedure[42]）とも異なり自己記入式調査票で

測定を行った。自己記入式調査はカウンセリン

34



グの介入者が行う対面による聞き取りよりも回

答結果に影響を受けにくいのではという議論が

ある[23]。2 つ目に、SBI に関するすべての研究

において言えることであるが、研究参加者の盲

検化ができないことがあげられる。介入結果の

評価盲検化を行った。第 3 は外的妥当性であ

り、研究参加者の所属地域や業態が限られてい

た。しかし、全国での一般化可能性を考慮する

と大規模で全国規模の介入試験が必要であり、

現時点で現実的ではない。 
 
Ｅ．結論 
今回の研究結果では、サンプルサイズの不足

により有意差は示せなかったが、産業保健現場

での保健師による SBI が医療現場と遜色のない

一定の効果を示すという可能性を強く示唆して

いる。また、今回効果が実証されたのは 15 分程

度の従来通りの介入方法であった。1 年後の評価

には新型コロナウイルス流行の影響も考えら

れ、十分な介入効果が示されなかったが、1 年後

においても一定の効果が持続している可能性が

示された。 
産業保健現場での SBI の実施は、プライマリ

ケアなどの医療現場よりも若年の集団に対して

予防効果が期待され、企業や地域の健康指標を

改善し、アルコールによる害を減らす重要な戦

略の一つとなる可能性がある。将来的には、介

入方法の改善、現場での実現可能性の検証、健

診結果を介入の評価項目とした介入効果の根拠

を示すことで、SBI 実践の場を広げ、アルコー

ルによる疾病負荷の軽減に貢献したいと考え

る。 
 
参考文献 
 

1. World Health Organization. Global status rep
ort on alcohol and health 2018. World Health 
Organization  2018. 
2. Keurhorst M, van de Glind I, Bitarello do A
maral-Sabadini M, et al. Implementation strategi

es to enhance management of heavy alcohol co
nsumption in primary health care: a meta-analys
is. Addiction. 2015;110(12):1877-1900. 
3. Rekve D, Banatvala N, Karpati A, et al. Pri
oritising action on alcohol for health and devel
opment. BMJ. 2019;367:l6162. 
4. Organization WH. Global status report on alc
ohol and health 2014. World Health Organizatio
n; 2014. 
5. Kaner EF, Dickinson HO, Beyer FR, et al. 
Effectiveness of brief alcohol interventions in pr
imary care populations. The Cochrane Library. 
2007. 
6. Wilk AI, Jensen NM, Havighurst TC. Meta-a
nalysis of randomized control trials addressing 
brief interventions in heavy alcohol drinkers. J 
Gen Intern Med. 1997;12(5):274-283. 
7. Jonas DE, Garbutt JC, Amick HR, et al. Be
havioral counseling after screening for alcohol 
misuse in primary care: a systematic review an
d meta-analysis for the U.S. Preventive Services
 Task Force. Ann Intern Med. 2012;157(9):645-
654. 
8. Bray JW, Cowell AJ, Hinde JM. A systemati
c review and meta-analysis of health care utiliz
ation outcomes in alcohol screening and brief i
ntervention trials. Med Care. 2011;49(3):287-294. 
9. Bertholet N, Daeppen JB, Wietlisbach V, Fle
ming M, Burnand B. Reduction of alcohol cons
umption by brief alcohol intervention in primar
y care: systematic review and meta-analysis. Ar
ch Intern Med. 2005;165(9):986-995. 
10. Heather N. Spreading alcohol brief intervent
ions from health care to non-health care setting
s: Is it justified? In: Taylor & Francis; 2016. 
11. McCambridge J, Saitz R. Rethinking brief i
nterventions for alcohol in general practice. BM
J. 2017;356:j116. 
12. D'Onofrio G, Degutis LC. Preventive care i
n the emergency department: screening and brie

35



f intervention for alcohol problems in the emer
gency department: a systematic review. Acad E
merg Med. 2002;9(6):627-638. 
13. Havard A, Shakeshaft A, Sanson-Fisher R. 
Systematic review and meta-analyses of strategi
es targeting alcohol problems in emergency dep
artments: interventions reduce alcohol-related inj
uries. Addiction. 2008;103(3):368-376; discussio
n 377-368. 
14. Mcqueen JM, Howe TE, Ballinger C, God
win J. Effectiveness of Alcohol Brief Interventi
on in a General Hospital: A Randomized Contr
olled Trial. J Stud Alcohol Drugs. 2015;76(6):8
38-844. 
15. Schulte B, O'Donnell AJ, Kastner S, Schmi
dt CS, Schäfer I, Reimer J. Alcohol screening 
and brief intervention in workplace settings and 
social services: a comparison of literature. Front
 Psychiatry. 2014;5:131. 
16. Lapham S. Screening and brief intervention 
in the criminal justice system. Alcohol Res Hea
lth. 2004;28(2):85-93. 
17. Yuvaraj K, Eliyas SK, Gokul S, Manikanda
nesan S. Effectiveness of Workplace Interventio
n for Reducing Alcohol Consumption: a System
atic Review and Meta-Analysis. Alcohol Alcoho
l. 2019;54(3):264-271. 
18. Higuchi S, Matsushita S, Maesato H, Osaki
 Y. Japan: alcohol today. Addiction. 2007;102(1
2):1849-1862. 
19. Ministry and Health, Labour and Welfare. 
Healthy Japan 21: Alcohol. https://www.mhlw.go.
jp/www1/topics/kenko21_11/b5.html. Published 2
018. Accessed 26th March 2020, 2020. 
20. Ishikawa H, Kawakami N, Kessler RC, Col
laborators WMHJS. Lifetime and 12-month prev
alence, severity and unmet need for treatment o
f common mental disorders in Japan: results fro
m the final dataset of World Mental Health Jap
an Survey. Epidemiol Psychiatr Sci. 2016;25(3):

217-229. 
21. Araki I, Hashimoto H, Kono K, Matsuki H,
 Yano E. Controlled trial of worksite health ed
ucation through face-to-face counseling vs. e-ma
il on drinking behavior modification. J Occup 
Health. 2006;48(4):239-245. 
22. Iyadomi M, Endo K, Yuzuriha T, Hara T, I
chiba M, A T. Effects of a Group Alcohol Inte
rvention（ S-HAPPY Program） at the Workplac
e for High Risk Alcohol Drinkers Using the Fr
amework of the Specific Health Examination an
d Health Guidance System of the Metabolic Sy
ndrome. J Sci Labour (Japanese). 2013;89(5):15
5-165. 
23. Ito C, Yuzuriha T, Noda T, Ojima T, Hiro 
H, Higuchi S. Brief intervention in the workpla
ce for heavy drinkers: a randomized clinical tria
l in Japan. Alcohol Alcohol. 2015;50(2):157-163. 
24. Saunders JB, Aasland OG, Babor TF, De la
 Fuente JR, Grant M. Development of the alco
hol use disorders identification test (AUDIT): 
WHO collaborative project on early detection of
 persons with harmful alcohol consumption‐II. 
Addiction. 1993;88(6):791-804. 
25. Ministry and Health, Labour and Welfare. 

Specific Health Checkups and Specific Health 
Guidance. https://www.mhlw.go.jp/english/wp/wp-
hw3/dl/2-007.pdf. Published 2018. Accessed 26t
h March 2020. 
26. Okamoto E. Effects of health guidance on 
outpatient and pharmacy expenditures: a disease
-and drug-specific 3-year observational study usi
ng propensity-score matching. Journal of epidem
iology. 2013:JE20120136. 
27. Organization WH. AUDIT: The alcohol use 
disorders identification test: Guidelines for use i
n primary health care. Geneva: World Health O
rganization;2001. 
28. Saitz R. Clinical practice. Unhealthy alcohol
 use. N Engl J Med. 2005;352(6):596-607. 

36



29. DiClemente CC, Bellino LE, Neavins TM. 
Motivation for change and alcoholism treatment.
 Alcohol Res Health. 1999;23(2):86-92. 
30. Hettema J, Steele J, Miller WR. Motivation
al interviewing. Annu Rev Clin Psychol. 2005;
1:91-111. 
31. Osaki Y, Ino A, Matsushita S, Higuchi S, 
Kondo Y, Kinjo A. Reliability and validity of t
he alcohol use disorders identification test—con
sumption in screening for adults with alcohol u
se disorders and risky drinking in Japan. Asian 
Pac J Cancer Prev. 2014;15(16):6571-6574. 
32. Fukuhara S, Suzukamo Y. Manual of the S
F-8 Japanese edition. Kyoto: Institute for Health
 Outcomes & Process Evaluation Research. 200
4. 
33. Fukuhara S. Instruments for measuring healt
h-related quality of life: SF-8 and SF-36. Igaku 
no Ayumi. 2005;213:133-136. 
34. Kim K, Uchiyama M, Okawa M, Liu X, O
gihara R. An epidemiological study of insomnia
 among the Japanese general population. Sleep. 
2000;23(1):41-47. 
35. Furukawa TA, Kawakami N, Saitoh M, et a
l. The performance of the Japanese version of t
he K6 and K10 in the World Mental Health Su
rvey Japan. International journal of methods in 
psychiatric research. 2008;17(3):152-158. 
36. Murase N. Validity and reliability of Japane
se version of International Physical Activity Qu
estionnaire. Journal of Health and Welfare Statis
tics [In Japanese] 2002;49(11):1-9       
37. Craig CL, Marshall AL, Sjöström M, et al. 
International physical activity questionnaire: 12-c
ountry reliability and validity. Medicine & scien
ce in sports & exercise. 2003;35(8):1381-1395. 
38. Kobayashi S, Murakami K, Sasaki S, et al. 
Comparison of relative validity of food group i
ntakes estimated by comprehensive and brief-typ
e self-administered diet history questionnaires ag

ainst 16 d dietary records in Japanese adults. P
ublic health nutrition. 2011;14(7):1200-1211. 
39. Kessler RC, Barber C, Beck A, et al. The 
World Health Organization Health and Work Pe
rformance Questionnaire (HPQ). J Occup Enviro
n Med. 2003;45(2):156-174. 
40. Suzuki T, Miyaki K, Sasaki Y, et al. Optim
al cutoff values of WHO-HPQ presenteeism sco
res by ROC analysis for preventing mental sick
ness absence in Japanese prospective cohort. PL
oS One. 2014;9(10):e111191. 
41. Fleming MF, Barry KL, Manwell LB, Johns
on K, London R. Brief physician advice for pr
oblem alcohol drinkers. A randomized controlled
 trial in community-based primary care practice
s. Jama. 1997;277(13):1039-1045. 
42. Sobell LC, Toneatto T, Sobell MB, Schuller
 R, Maxwell M. A procedure for reducing error
s in reports of life events. J Psychosom Res. 1
990;34(2):163-170. 

 
Ｆ．健康危機情報 
 なし 
 
Ｇ．研究発表 
 １．論文発表 
   なし 
 ２．学会発表 
① 桑原祐樹，藤井麻耶，金城文，尾崎米厚. 産

業保健の現場における減酒支援の効果検証

に関する研究. 第 11 回日本プライマリ・ケア

連合学会学術大会（2020/7/23～8/31；オンラ

イン） 
② 桑原祐樹，藤井麻耶，金城文，尾崎米厚. 産

業保健の現場における減酒支援の効果検証

に関する研究. 第 79 回日本公衆衛生学会総

会（2020/10/20-～22；オンライン） 
③ 桑原祐樹，藤井麻耶，金城文，尾崎米厚. 産

業保健の現場における減酒支援の効果検証

に関する研究. 第 55 回アルコール・アディク

37



ション医学会学術総会（2020/11/22；オンラ

イン） 
優秀演題賞受賞 

 
Ｈ．知的財産権の出願・登録情報 
 １．特許取得 

  なし 
２．実用新案登録 
 なし 

 ３．その他 
  なし 

 

38



図表 

 

図 1 研究参加の流れ 
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表 参加者の割り付け群別の集計（n=351） 

    対照群 通常版介入群 短縮版介入群 全体 

性別         
 男性 108 125 112 345 

 
 

97.3% 97.7% 100.0% 98.3% 
 女性 3 3 0 6 

    2.7% 2.3% 0.0% 1.7% 

年齢階級         
 21-39 歳 25 24 22 71 

 
 

22.5% 18.8% 19.6% 20.2% 
 40-49 歳 34 45 35 114 
 

 
30.6% 35.2% 31.3% 32.5% 

 50-54 歳 27 27 18 72 
 

 
24.3% 21.1% 16.1% 20.5% 

 55-65 歳 25 32 37 94 

    22.5% 25.0% 33.0% 26.8% 

婚姻状況         
 既婚、配偶者と同居 68 86 84 238 

 
 

61.3% 67.2% 75.0% 67.8% 
 既婚、配偶者と別居 2 7 3 12 
 

 
1.8% 5.5% 2.7% 3.4% 

 未婚、内縁関係 35 23 16 74 
 

 
31.5% 18.0% 14.3% 21.1% 

 死別、離婚 6 12 9 27 

    5.4% 9.4% 8.0% 7.7% 

世帯の税込年収         
 600 万円未満 33 41 29 103 

 
 

29.7% 32.0% 25.9% 29.3% 
 600 万円以上 800 万円未満 26 27 30 83 
 

 
23.4% 21.1% 26.8% 23.6% 

 800 万円以上 23 32 31 86 
 

 
20.7% 25.0% 27.7% 24.5% 

 わからない 29 28 22 79 

    26.1% 21.9% 19.6% 22.5% 

仕事の種類         
 専門職・技術職 17 23 11 51 

 
 

15.3% 18.0% 9.8% 14.5% 
 管理職 13 11 10 34 
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11.7% 8.6% 8.9% 9.7% 
 事務職 15 10 13 38 
 

 
13.5% 7.8% 11.6% 10.8% 

 生産現場・技能職 65 84 76 225 
 

 
58.6% 65.6% 67.9% 64.1% 

 運輸 1 0 1 2 
 

 
0.9% 0.0% 0.9% 0.6% 

 わからない 0 0 1 1 

    0.0% 0.0% 0.9% 0.3% 

教育年数         
 9-12 年 72 91 74 237 

 
 

64.9% 71.1% 66.1% 67.5% 
 13-20 年 39 37 38 114 

    35.1% 28.9% 33.9% 32.5% 

AUDIT 点数         
 8-9 点 41 32 32 105 

 
 

36.9% 25.0% 28.6% 29.9% 
 10-13 点 42 56 45 143 
 

 
37.8% 43.8% 40.2% 40.7% 

 14-27 点 28 40 35 103 

    25.2% 31.3% 31.3% 29.3% 

飲酒頻度週に 5 日以上         
 非該当 33 38 29 100 

 
 

29.7% 29.7% 25.9% 28.5% 
 該当 78 90 83 251 

    70.3% 70.3% 74.1% 71.5% 

飲酒頻度週に 3 日以上         
 非該当 21 20 12 53 

 
 

18.9% 15.6% 10.7% 15.1% 
 該当 90 108 100 298 

    81.1% 84.4% 89.3% 84.9% 

過去 30 日以内に機会大量飲酒あり         
 非該当 31 29 33 93 

 
 

27.9% 22.7% 29.5% 26.5% 
 該当 80 99 79 258 

    72.1% 77.3% 70.5% 73.5% 

現在喫煙あり         
 非該当 63 81 69 213 
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56.8% 63.3% 61.6% 60.7% 
 該当 48 47 43 138 

    43.2% 36.7% 38.4% 39.3% 

主観的な睡眠の質         
 非常によい 10 8 8 26 

 
 

9.0% 6.3% 7.1% 7.4% 
 かなりよい 66 69 57 192 
 

 
59.5% 53.9% 50.9% 54.7% 

 かなり悪い 33 47 47 127 
 

 
29.7% 36.7% 42.0% 36.2% 

 非常に悪い 2 4 0 6 

    1.8% 3.1% 0.0% 1.7% 

K6 点数         
 0-4 点（不安、うつは少ない） 35 49 51 135 

 
 

31.5% 38.3% 45.5% 38.5% 
 5-12 点（不安、うつあり） 67 66 51 184 
 

 
60.4% 51.6% 45.5% 52.4% 

 13-22 点（高度の不安、うつ） 9 13 10 32 

    8.1% 10.2% 8.9% 9.1% 

身体活動量（IPAQ による分類）         
 低度 61 69 56 186 

 
 

55.0% 53.9% 50.0% 53.0% 
 中等度 31 44 33 108 
 

 
27.9% 34.4% 29.5% 30.8% 

 高度 19 15 23 57 

    17.1% 11.7% 20.5% 16.2% 
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表 半年後の週飲酒量の変化（n＝351，追跡不能者の飲酒量を変化なしとして分析）   
 対照群 通常版介入群 短縮版介入群 P 値 

  n=111 n=128 n=112   

初回        

週飲酒量平均値 260.1 (188.0) 286.2 (211.4) 257.4 (155.6) 0.719* 
ｸﾞﾗﾑ/週（SD）               

半年後        

週飲酒量平均値 273.6 (205.3) 250.8 (176.7) 266.1 (175.2) 0.709* 
ｸﾞﾗﾑ/週（SD）               

半年後効果量        

週飲酒量変化の平均 13.5 (171.1) -35.4 (170.0) 8.6 (134.6) 0.033** 
ｸﾞﾗﾑ/週（SD）               

*Kruskal-Wallis の検定により 3 群の分布の差の検定を行った    

**一元配置分散分析により 3 群の平均値の差の検定を行った    

多重検定 Bonferroni で 0.057、Turkey で 0.050      

 
表 一年後の週飲酒量の変化（n＝351，追跡不能者の飲酒量を変化なしとして分析）   
 対照群 通常版介入群 短縮版介入群 P 値 

  n=111 n=128 n=112   

初回        

週飲酒量平均値 260.1 (188.0) 286.2 (211.4) 257.4 (155.6) 0.719* 
ｸﾞﾗﾑ/週（SD）               

一年後        

週飲酒量平均値 246.7 (188.6) 257.0 (225.0) 263.3 (189.4) 0.633* 
ｸﾞﾗﾑ/週（SD）               

一年後効果量        

週飲酒量変化の平均 -13.4 (157.3) -29.2 (219.0) 5.9 (157.9) 0.332** 
ｸﾞﾗﾑ/週（SD）               

*Kruskal-Wallis の検定により 3 群の分布の差の検定を行った    

**一元配置分散分析により 3 群の平均値の差の検定を行った    
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表 半年後の週飲酒量の変化（n＝338，半年時点で追跡不能者を除外して分析） 
 対照群 通常版介入群 短縮版介入群 P 値 

  n=106 n=123 n=109   

初回        

週飲酒量平均値 257.9 (191.2) 290.7 (211.3) 253.9 (153.8) 0.501* 
ｸﾞﾗﾑ/週（SD）               

半年後        

週飲酒量平均値 272.0 (209.2) 253.6 (176.1) 262.8 (174.3) 0.891* 
ｸﾞﾗﾑ/週（SD）               

半年後効果量        

週飲酒量変化の平均 14.1 (175.1) -37.1 (173.2) 8.9 (136.4) 0.031** 
ｸﾞﾗﾑ/週（SD）               

*Kruskal-Wallis の検定により 3 群の分布の差の検定を行った    

**一元配置分散分析により 3 群の平均値の差の検定を行った    

多重検定 Bonferroni で 0.055、Turkey で 0.048      

 
表 一年後の週飲酒量の変化（n＝333，一年時点で追跡不能者を除外して分析）   

  対照群 通常版介入群 短縮版介入群 P 値 

  n=103 n=122 n=108   

初回        

週飲酒量平均値 258.1 (192.7) 291.9 (211.7) 254.0 (154.5) 0.475* 
ｸﾞﾗﾑ/週（SD）               

一年後        

週飲酒量平均値 249.5 (191.9) 261.0 (226.8) 262.5 (192.3) 0.767* 
ｸﾞﾗﾑ/週（SD）               

一年後効果量        

週飲酒量変化の平均 -8.6 (156.9) -30.9 (224.2) 8.5 (159.3) 0.27** 
ｸﾞﾗﾑ/週（SD）               

*Kruskal-Wallis の検定により 3 群の分布の差の検定を行った    

**一元配置分散分析により 3 群の平均値の差の検定を行った    
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表 割り付け群別、一定量飲酒量が変化したものの割合 

（n＝351，脱落者の飲酒量は初回と変化なしとして集計） 

    対照群 通常版介入群 短縮版介入群 全体 

半年時点で 40g 以上減酒       
 非該当 79 75 73 227 
 

 
71.2% 58.6% 65.2% 64.7% 

 該当 32 53 39 124 
    28.8% 41.4% 34.8% 35.3% 

一年時点で 40g 以上減酒       
 非該当 74 72 75 221 
 

 
66.7% 56.3% 67.0% 63.0% 

 該当 37 56 37 130 
 

 
33.3% 43.8% 33.0% 37.0% 

            

半年時点で 20g 以上減酒       
 非該当 71 67 68 206 
 

 
64.0% 52.3% 60.7% 58.7% 

 該当 40 61 44 145 
 

 
36.0% 47.7% 39.3% 41.3% 

            

一年時点で 20g 以上減酒       
 非該当 66 62 63 191 
 

 
59.5% 48.4% 56.3% 54.4% 

 該当 45 66 49 160 
 

 
40.5% 51.6% 43.8% 45.6% 

            

半年、1 年時点ともに 40g 減酒       
 非該当 92 85 84 261 
 

 
82.9% 66.4% 75.0% 74.4% 

 該当 19 43 28 90 
 

 
17.1% 33.6% 25.0% 25.6% 

            

半年、1 年時点ともに 20g 減酒       
 非該当 82 76 79 237 
 

 
73.9% 59.4% 70.5% 67.5% 

 該当 29 52 33 114 
    26.1% 40.6% 29.5% 32.5% 
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割り付け群別の各時点での飲酒頻度の割合 

（n＝351，脱落者の飲酒量は初回と変化なしとして集計） 

    対照群 通常版介入群 短縮版介入群 全体 

初回飲酒頻度 5 日以上       
 非該当 33 38 29 100 
 

 
29.7% 29.7% 25.9% 28.5% 

 該当 78 90 83 251 
    70.3% 70.3% 74.1% 71.5% 

半年後飲酒頻度 5 日以上       
 非該当 32 44 35 111 
 

 
28.8% 34.4% 31.3% 31.6% 

 該当 79 84 77 240 
    71.2% 65.6% 68.8% 68.4% 

一年後飲酒頻度 5 日以上       
 非該当 42 45 30 117 
 

 
37.8% 35.2% 26.8% 33.3% 

 該当 69 83 82 234 
    62.2% 64.8% 73.2% 66.7% 

初回飲酒頻度 3 日以上       
 非該当 21 20 12 53 
 

 
18.9% 15.6% 10.7% 15.1% 

 該当 90 108 100 298 
    81.1% 84.4% 89.3% 84.9% 

半年後飲酒頻度 3 日以上       
 非該当 20 22 13 55 
 

 
18.0% 17.2% 11.6% 15.7% 

 該当 91 106 99 296 
    82.0% 82.8% 88.4% 84.3% 

一年後飲酒頻度 3 日以上       
 非該当 25 22 13 60 
 

 
22.5% 17.2% 11.6% 17.1% 

 該当 86 106 99 291 
    77.5% 82.8% 88.4% 82.9% 

初回 30 日以内機会大量飲酒あり     
 非該当 31 29 33 93 
 

 
27.9% 22.7% 29.5% 26.5% 

 該当 80 99 79 258 
    72.1% 77.3% 70.5% 73.5% 
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半年後 30 日以内機会大量飲酒あり     
 非該当 32 45 39 116 
 

 
28.8% 35.2% 34.8% 33.0% 

 該当 79 83 73 235 
    71.2% 64.8% 65.2% 67.0% 

一年後 30 日以内機会大量飲酒あり     
 非該当 48 48 44 140 
 

 
43.2% 37.5% 39.3% 39.9% 

 該当 63 80 68 211 
    56.8% 62.5% 60.7% 60.1% 
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表 半年時点 40g 以上飲酒量減少した者の特性比較 

（n＝351，脱落者の飲酒量は初回と変化なしとして集計） 

    半年時点で 40g 以上減酒   
    非該当 (n=227) 該当 (n=124) 全体 

介入パターン       
 対照リーフレット群 79 32 111 
 

 
71.2% 28.8% 100.0% 

 通常版 15 分介入群 75 53 128 
 

 
58.6% 41.4% 100.0% 

 短縮版 5 分介入群 73 39 112 
    65.2% 34.8% 100.0% 

性別       
 男性 225 120 345 
 

 
65.2% 34.8% 100.0% 

 女性 2 4 6 
    33.3% 66.7% 100.0% 

年齢階級       
 21-39 歳 49 22 71 
 

 
69.0% 31.0% 100.0% 

 40-49 歳 73 41 114 
 

 
64.0% 36.0% 100.0% 

 50-54 歳 48 24 72 
 

 
66.7% 33.3% 100.0% 

 55-65 歳 57 37 94 
    60.6% 39.4% 100.0% 

婚姻状況       
 既婚、配偶者と同居 151 87 238 
 

 
63.4% 36.6% 100.0% 

 既婚、配偶者と別居 10 2 12 
 

 
83.3% 16.7% 100.0% 

 未婚、内縁関係 45 29 74 
 

 
60.8% 39.2% 100.0% 

 死別、離婚 21 6 27 
    77.8% 22.2% 100.0% 

世帯の税込年収       
 600 万円未満 60 43 103 
 

 
58.3% 41.7% 100.0% 

 600 万円以上 800 万円未満 54 29 83 
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65.1% 34.9% 100.0% 
 800 万円以上 54 32 86 
 

 
62.8% 37.2% 100.0% 

 わからない 59 20 79 
    74.7% 25.3% 100.0% 

仕事の種類       
 専門職・技術職 37 14 51 
 

 
72.5% 27.5% 100.0% 

 管理職 22 12 34 
 

 
64.7% 35.3% 100.0% 

 事務職 20 18 38 
 

 
52.6% 47.4% 100.0% 

 生産現場・技能職 146 79 225 
 

 
64.9% 35.1% 100.0% 

 運輸 2 0 2 
 

 
100.0% 0.0% 100.0% 

 わからない 0 1 1 
    0.0% 100.0% 100.0% 

教育年数       
 9-12 年 151 86 237 
 

 
63.7% 36.3% 100.0% 

 13-20 年 76 38 114 
    66.7% 33.3% 100.0% 

AUDIT 点数       
 8-9 点 77 28 105 
 

 
73.3% 26.7% 100.0% 

 10-13 点 89 54 143 
 

 
62.2% 37.8% 100.0% 

 14-27 点 61 42 103 
    59.2% 40.8% 100.0% 

飲酒頻度 5 日以上       
 非該当 82 18 100 
 

 
82.0% 18.0% 100.0% 

 該当 145 106 251 
    57.8% 42.2% 100.0% 

飲酒頻度 3 日以上       
 非該当 47 6 53 
 

 
88.7% 11.3% 100.0% 
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 該当 180 118 298 
    60.4% 39.6% 100.0% 

過去 30 日以内に機会大量飲酒あり     
 非該当 65 28 93 
 

 
69.9% 30.1% 100.0% 

 該当 162 96 258 
    62.8% 37.2% 100.0% 

現在喫煙あり       
 非該当 141 72 213 
 

 
66.2% 33.8% 100.0% 

 該当 86 52 138 
    62.3% 37.7% 100.0% 

主観的な睡眠の質       
 非常によい 21 5 26 
 

 
80.8% 19.2% 100.0% 

 かなりよい 121 71 192 
 

 
63.0% 37.0% 100.0% 

 かなり悪い 80 47 127 
 

 
63.0% 37.0% 100.0% 

 非常に悪い 5 1 6 
    83.3% 16.7% 100.0% 

K6 点数       
 0-4 点（不安、うつは少ない） 90 45 135 
 

 
66.7% 33.3% 100.0% 

 5-12 点（不安、うつあり） 122 62 184 
 

 
66.3% 33.7% 100.0% 

 13-22 点（高度の不安、うつ） 15 17 32 
    46.9% 53.1% 100.0% 

身体活動量（IPAQ による分類）       
 低度 117 69 186 
 

 
62.9% 37.1% 100.0% 

 中等度 68 40 108 
 

 
63.0% 37.0% 100.0% 

 高度 42 15 57 
    73.7% 26.3% 100.0% 
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表 一年時点 40g 以上飲酒量減少した者の特性比較 

（n＝351，脱落者の飲酒量は初回と変化なしとして集計） 

  

    一年時点で 40g 以上減酒   
    非該当 (n=221) 該当 (n=130) 全体 

介入パターン       
 対照リーフレット群 74 37 111 
 

 
66.7% 33.3% 100.0% 

 通常版 15 分介入群 72 56 128 
 

 
56.3% 43.8% 100.0% 

 短縮版 5 分介入群 75 37 112 
    67.0% 33.0% 100.0% 

性別       
 男性 220 125 345 
 

 
63.8% 36.2% 100.0% 

 女性 1 5 6 
    16.7% 83.3% 100.0% 

年齢階級       
 21-39 歳 45 26 71 
 

 
63.4% 36.6% 100.0% 

 40-49 歳 65 49 114 
 

 
57.0% 43.0% 100.0% 

 50-54 歳 53 19 72 
 

 
73.6% 26.4% 100.0% 

 55-65 歳 58 36 94 
    61.7% 38.3% 100.0% 

婚姻状況       
 既婚、配偶者と同居 143 95 238 
 

 
60.1% 39.9% 100.0% 

 既婚、配偶者と別居 11 1 12 
 

 
91.7% 8.3% 100.0% 

 未婚、内縁関係 46 28 74 
 

 
62.2% 37.8% 100.0% 

 死別、離婚 21 6 27 
    77.8% 22.2% 100.0% 

世帯の税込年収       
 600 万円未満 60 43 103 
 

 
58.3% 41.7% 100.0% 

 600 万円以上 800 万円未満 53 30 83 
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63.9% 36.1% 100.0% 
 800 万円以上 54 32 86 
 

 
62.8% 37.2% 100.0% 

 わからない 54 25 79 
    68.4% 31.6% 100.0% 

仕事の種類       
 専門職・技術職 34 17 51 
 

 
66.7% 33.3% 100.0% 

 管理職 22 12 34 
 

 
64.7% 35.3% 100.0% 

 事務職 19 19 38 
 

 
50.0% 50.0% 100.0% 

 生産現場・技能職 144 81 225 
 

 
64.0% 36.0% 100.0% 

 運輸 2 0 2 
 

 
100.0% 0.0% 100.0% 

 わからない 0 1 1 
    0.0% 100.0% 100.0% 

教育年数       
 9-12 年 150 87 237 
 

 
63.3% 36.7% 100.0% 

 13-20 年 71 43 114 
    62.3% 37.7% 100.0% 

AUDIT 点数       
 8-9 点 76 29 105 
 

 
72.4% 27.6% 100.0% 

 10-13 点 87 56 143 
 

 
60.8% 39.2% 100.0% 

 14-27 点 58 45 103 
    56.3% 43.7% 100.0% 

飲酒頻度 5 日以上       
 非該当 80 20 100 
 

 
80.0% 20.0% 100.0% 

 該当 141 110 251 
    56.2% 43.8% 100.0% 

飲酒頻度 3 日以上       
 非該当 46 7 53 
 

 
86.8% 13.2% 100.0% 
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 該当 175 123 298 
    58.7% 41.3% 100.0% 

過去 30 日以内に機会大量飲酒あり     
 非該当 60 33 93 
 

 
64.5% 35.5% 100.0% 

 該当 161 97 258 
    62.4% 37.6% 100.0% 

現在喫煙あり       
 非該当 140 73 213 
 

 
65.7% 34.3% 100.0% 

 該当 81 57 138 
    58.7% 41.3% 100.0% 

主観的な睡眠の質       
 非常によい 15 11 26 
 

 
57.7% 42.3% 100.0% 

 かなりよい 127 65 192 
 

 
66.1% 33.9% 100.0% 

 かなり悪い 74 53 127 
 

 
58.3% 41.7% 100.0% 

 非常に悪い 5 1 6 
    83.3% 16.7% 100.0% 

K6 点数       
 0-4 点（不安、うつは少ない） 90 45 135 
 

 
66.7% 33.3% 100.0% 

 5-12 点（不安、うつあり） 114 70 184 
 

 
62.0% 38.0% 100.0% 

 13-22 点（高度の不安、うつ） 17 15 32 
    53.1% 46.9% 100.0% 

身体活動量（IPAQ による分類）       
 低度 112 74 186 
 

 
60.2% 39.8% 100.0% 

 中等度 67 41 108 
 

 
62.0% 38.0% 100.0% 

 高度 42 15 57 
    73.7% 26.3% 100.0% 
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半年、一年時点ともに 40g 以上飲酒量減少した者の特性比較（n＝351，脱落者の飲酒量は初回と

変化なしとして集計） 

    半年、一年時点ともに 40g 以上減酒   
    非該当 (n=261) 該当 (n=90) 全体 

介入パターン       
 対照リーフレット群 92 19 111 
 

 
82.9% 17.1% 100.0% 

 通常版 15 分介入群 85 43 128 
 

 
66.4% 33.6% 100.0% 

 短縮版 5 分介入群 84 28 112 
    75.0% 25.0% 100.0% 

性別       
 男性 259 86 345 
 

 
75.1% 24.9% 100.0% 

 女性 2 4 6 
    33.3% 66.7% 100.0% 

年齢階級       
 21-39 歳 55 16 71 
 

 
77.5% 22.5% 100.0% 

 40-49 歳 82 32 114 
 

 
71.9% 28.1% 100.0% 

 50-54 歳 58 14 72 
 

 
80.6% 19.4% 100.0% 

 55-65 歳 66 28 94 
    70.2% 29.8% 100.0% 

婚姻状況       
 既婚、配偶者と同居 171 67 238 
 

 
71.8% 28.2% 100.0% 

 既婚、配偶者と別居 11 1 12 
 

 
91.7% 8.3% 100.0% 

 未婚、内縁関係 54 20 74 
 

 
73.0% 27.0% 100.0% 

 死別、離婚 25 2 27 
    92.6% 7.4% 100.0% 

世帯の税込年収       
 600 万円未満 70 33 103 
 

 
68.0% 32.0% 100.0% 

 600 万円以上 800 万円未満 64 19 83 
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77.1% 22.9% 100.0% 
 800 万円以上 61 25 86 
 

 
70.9% 29.1% 100.0% 

 わからない 66 13 79 
    83.5% 16.5% 100.0% 

仕事の種類       
 専門職・技術職 40 11 51 
 

 
78.4% 21.6% 100.0% 

 管理職 25 9 34 
 

 
73.5% 26.5% 100.0% 

 事務職 24 14 38 
 

 
63.2% 36.8% 100.0% 

 生産現場・技能職 170 55 225 
 

 
75.6% 24.4% 100.0% 

 運輸 2 0 2 
 

 
100.0% 0.0% 100.0% 

 わからない 0 1 1 
    0.0% 100.0% 100.0% 

教育年数       
 9-12 年 177 60 237 
 

 
74.7% 25.3% 100.0% 

 13-20 年 84 30 114 
    73.7% 26.3% 100.0% 

AUDIT 点数       
 8-9 点 82 23 105 
 

 
78.1% 21.9% 100.0% 

 10-13 点 105 38 143 
 

 
73.4% 26.6% 100.0% 

 14-27 点 74 29 103 
    71.8% 28.2% 100.0% 

飲酒頻度 5 日以上       
 非該当 88 12 100 
 

 
88.0% 12.0% 100.0% 

 該当 173 78 251 
    68.9% 31.1% 100.0% 

飲酒頻度 3 日以上       
 非該当 49 4 53 
 

 
92.5% 7.5% 100.0% 
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 該当 212 86 298 
    71.1% 28.9% 100.0% 

過去 30 日以内に機会大量飲酒あり     
 非該当 74 19 93 
 

 
79.6% 20.4% 100.0% 

 該当 187 71 258 
    72.5% 27.5% 100.0% 

現在喫煙あり       
 非該当 158 55 213 
 

 
74.2% 25.8% 100.0% 

 該当 103 35 138 
    74.6% 25.4% 100.0% 

主観的な睡眠の質       
 非常によい 22 4 26 
 

 
84.6% 15.4% 100.0% 

 かなりよい 141 51 192 
 

 
73.4% 26.6% 100.0% 

 かなり悪い 93 34 127 
 

 
73.2% 26.8% 100.0% 

 非常に悪い 5 1 6 
    83.3% 16.7% 100.0% 

K6 点数       
 0-4 点（不安、うつは少ない） 103 32 135 
 

 
76.3% 23.7% 100.0% 

 5-12 点（不安、うつあり） 138 46 184 
 

 
75.0% 25.0% 100.0% 

 13-22 点（高度の不安、うつ） 20 12 32 
    62.5% 37.5% 100.0% 

身体活動量（IPAQ による分類）       
 低度 136 50 186 
 

 
73.1% 26.9% 100.0% 

 中等度 78 30 108 
 

 
72.2% 27.8% 100.0% 

 高度 47 10 57 
    82.5% 17.5% 100.0% 
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半年、一年時点ともに 20g 以上飲酒量減少した者の特性比較 

（n＝351，脱落者の飲酒量は初回と変化なしとして集計） 

    半年、一年時点ともに 20g 以上減酒   
    非該当 (n=237) 該当 (n=114) 全体 

介入パターン       
 対照リーフレット群 82 29 111 
 

 
73.9% 26.1% 100.0% 

 通常版 15 分介入群 76 52 128 
 

 
59.4% 40.6% 100.0% 

 短縮版 5 分介入群 79 33 112 
    70.5% 29.5% 100.0% 

性別       
 男性 235 110 345 
 

 
68.1% 31.9% 100.0% 

 女性 2 4 6 
    33.3% 66.7% 100.0% 

年齢階級       
 21-39 歳 49 22 71 
 

 
69.0% 31.0% 100.0% 

 40-49 歳 76 38 114 
 

 
66.7% 33.3% 100.0% 

 50-54 歳 53 19 72 
 

 
73.6% 26.4% 100.0% 

 55-65 歳 59 35 94 
    62.8% 37.2% 100.0% 

婚姻状況       
 既婚、配偶者と同居 155 83 238 
 

 
65.1% 34.9% 100.0% 

 既婚、配偶者と別居 10 2 12 
 

 
83.3% 16.7% 100.0% 

 未婚、内縁関係 47 27 74 
 

 
63.5% 36.5% 100.0% 

 死別、離婚 25 2 27 
    92.6% 7.4% 100.0% 

世帯の税込年収       
 600 万円未満 66 37 103 
 

 
64.1% 35.9% 100.0% 

 600 万円以上 800 万円未満 56 27 83 
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67.5% 32.5% 100.0% 
 800 万円以上 56 30 86 
 

 
65.1% 34.9% 100.0% 

 わからない 59 20 79 
    74.7% 25.3% 100.0% 

仕事の種類       
 専門職・技術職 34 17 51 
 

 
66.7% 33.3% 100.0% 

 管理職 19 15 34 
 

 
55.9% 44.1% 100.0% 

 事務職 24 14 38 
 

 
63.2% 36.8% 100.0% 

 生産現場・技能職 158 67 225 
 

 
70.2% 29.8% 100.0% 

 運輸 2 0 2 
 

 
100.0% 0.0% 100.0% 

 わからない 0 1 1 
    0.0% 100.0% 100.0% 

教育年数       
 9-12 年 162 75 237 
 

 
68.4% 31.6% 100.0% 

 13-20 年 75 39 114 
    65.8% 34.2% 100.0% 

AUDIT 点数       
 8-9 点 78 27 105 
 

 
74.3% 25.7% 100.0% 

 10-13 点 92 51 143 
 

 
64.3% 35.7% 100.0% 

 14-27 点 67 36 103 
    65.0% 35.0% 100.0% 

飲酒頻度 5 日以上       
 非該当 84 16 100 
 

 
84.0% 16.0% 100.0% 

 該当 153 98 251 
    61.0% 39.0% 100.0% 

飲酒頻度 3 日以上       
 非該当 46 7 53 
 

 
86.8% 13.2% 100.0% 
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 該当 191 107 298 
    64.1% 35.9% 100.0% 

過去 30 日以内に機会大量飲酒あり     
 非該当 67 26 93 
 

 
72.0% 28.0% 100.0% 

 該当 170 88 258 
    65.9% 34.1% 100.0% 

現在喫煙あり       
 非該当 143 70 213 
 

 
67.1% 32.9% 100.0% 

 該当 94 44 138 
    68.1% 31.9% 100.0% 

主観的な睡眠の質       
 非常によい 21 5 26 
 

 
80.8% 19.2% 100.0% 

 かなりよい 129 63 192 
 

 
67.2% 32.8% 100.0% 

 かなり悪い 82 45 127 
 

 
64.6% 35.4% 100.0% 

 非常に悪い 5 1 6 
    83.3% 16.7% 100.0% 

K6 点数       
 0-4 点（不安、うつは少ない） 99 36 135 
 

 
73.3% 26.7% 100.0% 

 5-12 点（不安、うつあり） 120 64 184 
 

 
65.2% 34.8% 100.0% 

 13-22 点（高度の不安、うつ） 18 14 32 
    56.3% 43.8% 100.0% 

身体活動量（IPAQ による分類）       
 低度 122 64 186 
 

 
65.6% 34.4% 100.0% 

 中等度 69 39 108 
 

 
63.9% 36.1% 100.0% 

 高度 46 11 57 
    80.7% 19.3% 100.0% 
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表 半年後の飲酒量の変化を従属変数とした重回帰分析 (n = 351) 

  非標準化係数 t 値 有意確率 B の 95% 信頼区間 共線性の統計量 

  B 標準誤差     下限 上限 許容度 VIF 

通常版介入を受けた -52.7 24.7 -2.1 0.03 -101.4 -4.1 0.7 1.4 

短縮版介入を受けた 10.8 25.7 0.4 0.67 -39.7 61.4 0.7 1.5 

男性 95.6 75.7 1.3 0.21 -53.5 244.7 1.0 1.0 

年齢 50 歳以上 24.1 20.2 1.2 0.23 -15.7 63.8 1.0 1.0 

教育年数 13 年以上 -9.0 23.4 -0.4 0.70 -55.0 37.1 0.8 1.2 

現在喫煙あり -15.2 21.0 -0.7 0.47 -56.5 26.2 1.0 1.0 

仕事が間接業である -37.1 23.4 -1.6 0.12 -83.2 9.0 0.9 1.1 

既婚 23.6 24.1 1.0 0.33 -23.8 71.0 0.7 1.4 

年収 600 万円未満 -27.3 22.1 -1.2 0.22 -70.9 16.3 0.9 1.2 
         

 
 
表 1 年後の飲酒量の変化を従属変数とした重回帰分析 (n = 351) 

  非標準化係数 t 値 有意確率 B の 95% 信頼区間 共線性の統計量 

  B 標準誤差     下限 上限 許容度 VIF 

通常版介入を受けた -16.2 23.5 -0.7 0.49 -62.5 30.1 0.7 1.4 

短縮版介入を受けた 15.6 24.5 0.6 0.52 -32.5 63.7 0.7 1.4 

男性 207.1 75.1 2.8 0.01 59.5 354.8 1.0 1.0 

年齢 50 歳以上 9.3 19.6 0.5 0.63 -29.2 47.9 1.0 1.0 

現在喫煙あり -33.9 19.8 -1.7 0.09 -72.9 5.0 1.0 1.0 

既婚 -26.0 21.9 -1.2 0.24 -69.0 17.0 0.9 1.1 

回帰式が成立する最大限の変数で調整をしてみたが、介入パターンの有意差は見られなかった。  
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表 半年後飲酒量 40g/週減少を従属変数としたロジスティック回帰分析 (n = 351) 

    P 値 オッズ比 95% 信頼区間 

      下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.70 1.14 0.59 2.19 

  通常版   0.04 1.92 1.03 3.56 

性別           

 女性   1.00   

  男性   0.44 0.47 0.07 3.16 

年齢           

 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.93 1.02 0.61 1.70 

AUDIT 点数           

 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.43 1.25 0.72 2.18 

教育歴           
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.24 0.70 0.39 1.27 

喫煙歴           
 現在喫煙なし  1.00   

  現在喫煙あり 0.44 1.23 0.73 2.07 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.56 1.20 0.65 2.18 

婚姻歴           
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.98 1.01 0.56 1.82 

年収           
 年収 600 円以上  1.00   

  年収 600 円未満 0.38 1.28 0.74 2.23 

追跡不能者の飲酒量を変化なしとして分析した 
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表 一年後飲酒量 40g/週減少を従属変数としたロジスティック回帰分析 (n = 351) 

      P 値 オッズ比 95% 信頼区間 

        下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.65 1.16 0.60 2.24 

  通常版   0.20 1.50 0.80 2.80 

性別           
 女性   1.00   

  男性   0.12 0.17 0.02 1.57 

年齢           
 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.10 0.65 0.39 1.08 

AUDIT 点数           
 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.24 1.40 0.80 2.44 

教育歴           
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.63 0.87 0.48 1.56 

喫煙歴           
 現在喫煙なし  1.00   

  現在喫煙あり 0.11 1.53 0.91 2.59 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.22 1.47 0.80 2.69 

婚姻歴           
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.19 1.50 0.82 2.74 

年収           
 年収 600 円以上  1.00   

  年収 600 円未満 0.22 1.42 0.81 2.47 

追跡不能者の飲酒量を変化なしとして分析した 
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表 半年後と一年後がともに飲酒量 40g/週減少を従属変数としたロジスティック回帰分析 (n = 351) 

      P 値 オッズ比 95% 信頼区間 

        下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.23 1.58 0.75 3.32 

  通常版   0.01 2.44 1.22 4.90 

性別           
 女性   1.00   

  男性   0.22 0.30 0.04 2.02 

年齢           
 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.54 0.84 0.48 1.46 

AUDIT 点数           
 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.93 1.03 0.56 1.89 

教育歴           
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.32 0.72 0.38 1.37 

喫煙歴           
 現在喫煙なし  1.00   

  現在喫煙あり 0.62 1.16 0.65 2.04 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.13 1.65 0.86 3.17 

婚姻歴           
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.42 1.31 0.68 2.54 

年収           
 年収 600 円以上  1.00   

  年収 600 円未満 0.15 1.56 0.85 2.84 

追跡不能者の飲酒量を変化なしとして分析した 
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表 半年後と一年後がともに飲酒量 20g/週減少を従属変数としたロジスティック回帰分析 (n = 351) 

      P 値 オッズ比 95% 信頼区間 

        下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.37 1.37 0.69 2.70 

  通常版   0.02 2.11 1.11 4.01 

性別           
 女性   1.00   

  男性   0.40 0.44 0.07 2.92 

年齢           
 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.64 0.88 0.52 1.49 

AUDIT 点数           
 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.93 1.03 0.58 1.82 

教育歴           
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.65 0.87 0.48 1.58 

喫煙歴           
 現在喫煙なし  1.00   

  現在喫煙あり 0.80 1.07 0.63 1.84 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.07 1.76 0.95 3.25 

婚姻歴           
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.60 1.18 0.64 2.18 

年収           
 年収 600 円以上  1.00   

  年収 600 円未満 0.37 1.30 0.74 2.30 

追跡不能者の飲酒量を変化なしとして分析した 
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表 7 月末までに一年後の評価を行ったもの 166 名における 

  一年後飲酒量 40g/週減少を従属変数としたロジスティック回帰分析 

      P 値 オッズ比 95% 信頼区間 

        下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.05 2.73 1.02 7.30 
  通常版   0.01 3.44 1.33 8.86 

性別             
 女性   1.00   

  男性   0.79 0.68 0.04 12.24 

年齢             
 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.74 1.14 0.52 2.49 

AUDIT 点数           
 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.33 1.53 0.65 3.60 

教育歴             
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.63 1.23 0.52 2.90 

喫煙歴             
 現在喫煙なし  1.00   

  現在喫煙あり 0.01 2.85 1.29 6.28 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.72 1.18 0.47 3.01 

婚姻歴             
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.75 1.17 0.45 3.03 

年収             
 年収 600 円以上  1.00   

  年収 600 円未満 0.67 0.83 0.35 1.96 

追跡不能者の飲酒量を変化なしとして分析した 
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表 8 月以降に一年後の評価を行ったもの 185 名における 

  一年後飲酒量 40g/週減少を従属変数としたロジスティック回帰分析 

      P 値 オッズ比 95% 信頼区間 

        下限 上限 

介入パターン           
 対照群   1.00   

 短縮版  0.27 0.59 0.23 1.51 
  通常版   0.55 0.77 0.32 1.84 

性別             
 女性   1.00   

  男性   NA NA NA   

年齢             
 年齢 49 歳以下  1.00   

  年齢 50 歳以上 0.02 0.41 0.20 0.87 

AUDIT 点数           
 AUDIT8 から 13 点  1.00   

  AUDIT14 点以上 0.29 1.54 0.69 3.42 

教育歴             
 教育年数 9 から 12 年  1.00   

  教育年数 13 年から 20 年 0.68 0.83 0.34 1.99 

喫煙歴             
 現在喫煙なし  1.00   

  現在喫煙あり 0.48 0.75 0.34 1.66 

仕事の種類           
 仕事が現場・技能・運輸 1.00   

  仕事が間接業 0.09 2.14 0.89 5.16 

婚姻歴             
 未婚/死別・離婚  1.00   

  既婚・配偶者あり 0.13 1.91 0.83 4.37 

年収             
 年収 600 円以上  1.00   

  年収 600 円未満 0.03 2.42 1.10 5.33 

性別は女性の頻度が少なすぎたためこのモデルでは説明変数から除外 
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２０１８年 １０月 

生活や健康に関する調査（企業版 初回自記式記入票） 
 

「厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業）                                                                                                

飲酒や喫煙等の実態調査と生活習慣病予防のための減酒の効果的な介入方法の開発に関する調査」研究班 

  

・このアンケートは事業所と鳥取大学が協働して健康づくりに取り組むにあたっての研究に関するものです。 

・お答えは、あてはまる回答についている数字を○でかこんでください。「その他」にあてはまる場合は、数字を 

 ○でかこみ、（ ）内に具体的な内容を記入してください。（ ）内に書ききれない時は欄外にご記入ください。 

・○をつける質問は、基本的に回答は1つです。2つ以上回答してもよい場合は、（○はいくつでも）などと表示し 

 ておりますので、それぞれ表示にしたがってお答えください。 

・ご記入が終わりましたら、記入もれがないかご確認いただき、訪問した保健師・管理栄養士にお渡しください。  
 

気にさわる質問があったり、同じような内容の質問をくりかえしたり、あなたご自身にあまり関係のない 

内容をたずねたりしますが、学術研究調査という目的をご理解いただき、最後まで１問ずつお答えください。 

 

【質問 A．以下は飲酒習慣に関する質問です】 
 

問 A1. あなたは、平均するとお酒をどれくらいの頻度で飲みますか。（○は１つ） 

 

１ 毎日２回以上 ６ １ヵ月に２～３日 

２ 毎日１回 ７ １ヵ月に１日 

３ １週間に５～６日 ８ １年間に６～11日   

４ １週間に３～４日 ９ １年間に１～５日 

５ １週間に１～２日        10  過去１年間は飲酒していない 
   
問 A2. この 30日間で、１度に純アルコールで 60グラム以上相当のお酒を飲んだことはありますか。 

純アルコールで 60グラム以上相当とは、ビールの 500ミリリットル缶で 3本以上、日本酒で 3合以上、 

焼酎で 300mL (1.7合)以上です。記入例の表を参考にお答えください。（○は１つ） 
 
 １ ２ ３   

 飲んだことがある 飲んだことはない わからない 
 

 
問 A3. ふだんお酒を飲むときには、１日にどれくらい飲みますか。記入例の表を参考に種類別にお答えください。 
  

種 類 
≪記入例≫ 

(例)酎ハイ 

(１)ビール・発泡酒 (２)日本酒 (３)焼 酎 (４)酎ハイ類 

量 

(具体的に) 
500ml 3本 

    

よく飲む銘

柄の度数 

9％ 

ストロングゼロ 

    

       

種 類 (５)カクテル類 (６)ワイン (７)ウイスキー類 (８)その他（梅酒等）  

量 

(具体的に) 

     

よく飲む銘

柄の度数 

     

 

被保険者番号：                 
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問 A4．あなたは、過去１年間に、飲酒に関係なく、自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A5．あなたは、過去１年間に、飲酒に関係した自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A6. あなたは、過去１年間に、飲酒に関係なく、交通事故を起こしたことがありますか。 

あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
問 A7．あなたは、過去１年間に、飲んでいる時に、誤ってけがをしたことがありますか。 

けがとは、激しく転んだり、ひどく切ってしまったり、骨折したり、交通事故にあう、というような 

ことです。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   
今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    
  

問 A8．あなたは、過去１年間に、お酒の飲みすぎのために、職場を休んだことがありますか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   
今まで一度もない 過去にはあるが １回   ２～４回  ５回以上    職場に 

   ここ１年はない      行っていない 

 

      

問 A9．あなたは、過去１年間に、お酒を飲んで自動車等を飲酒運転しましたか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   

今まで一度もない  過去にはあるが １回   ２～４回  ５回以上     運転を 
    ここ１年はない      することがない 
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【質問 B．以下は睡眠に関する質問です。】 

問 B1．この 30 日間に、あなたの睡眠の質を全体としてどのように評価しますか。（○は１つ） 

 
 １ ２ ３ ４    

非常によい  かなりよい  かなり悪い        非常に悪い   

 
 

問 B2．この 30日間に、１日平均して何時間くらい眠りましたか。（○は１つ） 

 
 １ ２ ３ ４ ５ ６   

  ５時間   ５時間以上  ６時間以上  ７時間以上  ８時間以上      ９時間 
未満   ～６時間未満   ～７時間未満  ～８時間未満  ～９時間未満   以上 

 
問 B3．この 30日間に、夜、寝床につく平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   
 午後 10時 午後 10以降 午後 11以降 午前０以降 午前１以降     午前２時 
 より前 ～11時より前 ～12時より前 ～１時より前 ～２時より前       以降 

  
問 B4．この 30日間に、夜、眠りにつきにくい（なかなか眠れない）ことはありましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   

 まったく   めったに   時々 しばしば     常に     

   なかった      なかった      あった     あった      あった      

 

 

問 B5．この 30日間に、朝、起床する平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   

 午前５時  午前５以降 午前６以降 午前７以降 午前８以降     午前９時 
 より前  ～６時より前 ～７時より前 ～８時より前 ～９時より前       以降 

 

  

問 B6．この 30日間に、夜、いったん眠ってから目がさめましたか（夜中に目がさめましたか）。（○は１つ） 

 

 １ ２ ３ ４ ５   
 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

 

問 B7．この 30日間に、朝早く（明け方）目がさめてしまい、もう一度眠ることが難しいことがありましたか。 

（○は１つ） 

 

 １ ２ ３ ４ ５   
 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

   

 

問 B8．この 30日間に、あなたは、眠りを助けるために睡眠剤や安定剤を使いましたか。（○は１つ） 

 

１ ２ ３ ４ 

まったくない １週間に１日未満 １週間に１～2 日 １週間に 3 日以上  
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【問 C．以下はあなたご自身の心の状態に関する質問です。】 

この一か月（30 日間）にどのくらいの頻度で次のことがありましたか。 

もっとも当てはまる番号に○を付けて下さい。 

 

(1) 神経過敏（ちょっとした事も気になる）に感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (2)絶望的だと感じましたか  

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (3)そわそわ、落ち着かなく感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (4)気分が沈み込んで、何が起こっても気が晴れないように感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (5)何をするのも骨折り（おっくう）だと感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (6)自分は価値のない人間だと感じましたか 

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 

【質問 D．以下はあなたがご自身の健康をどのように考えておられるかに関する質問です】 

 

問 D1. 全体的にみて、過去 1か月間のあなたの健康状態はいかがでしたか。（○は１つ） 

 
１       ２      ３      ４        ５       ６   

最高に良い とても良い よい あまりよくない 良くない  ぜんぜん良くない 
    

問 D2. 過去１か月間に、体を使う日常活動（歩いたり階段を上ったりなど）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  体を使う日常活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
問 D3. 過去１か月間に、いつもの仕事（家事も含みます）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  いつもの仕事     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  
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問 D4. 過去 1か月間に体の痛みはどのくらいありましたか。（○は１つ） 

  
 １ ２ ３ ４ ５     ６   

ぜんぜん かすかな  軽い痛み 中くらいの   強い痛み  非常に激しい 
 なかった 痛み  痛み 痛み 
 

問 D5. 過去１か月間、どのくらい元気でしたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

非常に        かなり 少し   わずかに  ぜんぜん     
元気だった 元気だった 元気だった 元気だった 元気でなかった  

 
 
問 D6. 過去１か月間に、家族や友人とのふだんのつきあいが、身体的あるいは心理的な理由で 

どのくらい妨げられましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   
ぜんぜん       わずかに 少し   かなり つきあいが     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 

問 D7. 過去１か月間に、心理的な問題（不安を感じたり、気分が落ち込んだり、イライラしたり）に、 

どのくらい悩まされましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  非常に     
悩まされなかった 悩まされた 悩まされた 悩まされた 悩まされた  

 
 
問 D8. 過去１か月間に、日常行う活動（仕事、学校、家事などふだんの行動）が、 

心理的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  日常行う活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 
【質問 E．以下はあなたの仕事のパフォーマンスに関する質問です】 

※仕事のパフォーマンスとは仕事の成果やミスの少なさなどを意味します。 

「0」が誰でもできるような最低の仕事のパフォーマンス、「10」がもっとも優れた労働者のパフォーマンスとし

て、0 から 10 までの尺度上で評価してください。（番号のどれかに〇） 
 

問E1. あなたと似たような仕事（同じ職種・業務）をしている身の回りの労働者の普段のパフォーマンスを 

あなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 
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問E2. 過去1～2年のあなたの普段のパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

問E3. 過去4週間（28日間）の間のあなたの総合的なパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

【質問 F．以下はタバコに関する質問です】 
 

問F1. あなたは、現在紙巻たばこを吸っていますか（今までのタイプのタバコ）。（〇は一つ） １ ２

 ３ ４ 

  毎日吸う    ときどき吸う    やめた    以前から吸わない   

  
 

平均すると１日に何本ぐらいたばこを吸っていますか。（注：「１本未満」の場合は「１本」と記入する） 

 
 本ぐらい  
 
 
 

問 F2. あなたは、今までに加熱式タバコを一口でも吸ったことがありますか。（加熱式たばことは、アイコス 

    (iQOS)、グロー(glo)、プルームテック(Ploom TECH)のいずれかの商品です）（○は１つ） 

 

１ ２ ３   
吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 

 

 

問 F3. あなたは、今までに電子タバコを一口でも吸ったことがありますか。（電子タバコとは、フレヴォ(FLEVO)、 

ビタフル(VITAFUL)、エミリ（EMILI）、Dr.VAPE、C-Tec、eGo-AIOや iSTICKなどの商品のことです）（○は１

つ） 

 

１ ２ ３   

吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 
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【質問 G．以下はあなたの食生活に関する質問です】 
 

問 G. あなたの食生活の状況についてあてはまる番号を〇で囲んでください。 

 毎日食べる 週 6～4日は食べる 週 1～3日は食べる 食べない 

朝食は食べますか 4 3 2 1 

昼食は食べますか 4 3 2 1 

夕食は食べますか 4 3 2 1 

間食（おやつ）は食べますか 4 3 2 1 

夜食（夕食後の間食）は食べますか 4 3 2 1 

ジュースや缶コーヒーなどの 

甘味飲料はどの程度飲みますか 
4 3 2 1 

カップ麺はどの程度食べますか 4 3 2 1 

主食・主菜・副菜がそろった食事を

食べますか 
4 3 2 1 

お肉を食べますか 4 3 2 1 

魚を食べますか 4 3 2 1 

色の濃い野菜（にんじん、カボチャ、

ピーマンなど）を食べますか 
4 3 2 1 

色の薄い野菜（白菜、大根、キャベ

ツ、玉ねぎなど）を食べますか 
4 3 2 1 

乳製品（ヨーグルト・チーズなど）

を食べますか 
4 3 2 1 

果物を食べますか 4 3 2 1 

漬物を食べますか 4 3 2 1 

塩蔵品（塩鮭、たらこ、塩辛、佃煮

など）を食べますか 
4 3 2 1 

 

問G1. あなたは、普段エナジードリンクを飲みますか（レッドブル、モンスターエナジー、ライジン、ミラクルエナ

ジー、サバイバーエナジー、エナジードライ、シャーク、ファイテン等）。 

１          ２            ３        ４       ５   

飲んだことがない   飲んだことあるが     現在時々飲む   現在よく飲む   ほぼ毎日飲む 
この 1か月は飲んでいない  （週 1-2日）   （週 3-4日）  （週 5日以上） 

 
問G2. あなたは、この半年の間にお酒をエナジードリンクで割って飲みましたか？ 

 １    ２         ３       ４    

どちらも飲まない   やったことがない    時々する       いつもする   

 

 

【質問 H．以下はあなたの運動習慣に関する質問です】 
 

以下の質問には、1 回につき少なくとも 10 分間以上続けて行う身体活動についてのみ考えて、お答えください。 

※仕事中に行う運動も含みます 

 

問 H1. 平均的な一週間では、強い身体活動（重い荷物の運搬、自転車で坂道を上ること、ジョギング、 
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テニスのシングルスなど）を行う日は何日ありますか？ 

 

 

１ ある （週      日）         ２ ない（⇒問H3 へ） 

 
 

問 H2. 強い身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H3. 平均的な 1 週間では、中等度の身体活動（軽い荷物の運搬、子供との鬼ごっこ、ゆっくり泳ぐこと、 

テニスのダブルス、カートを使わないゴルフなど）を行う日は何日ありますか？ 

歩行やウォーキングは含めないでお答えください。 

 

 

１ ある （週      日）         ２ ない（⇒問H5 へ） 

 

問 H4. 中等度の身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H5. 平均的な 1 週間では、10 分以上続けて歩くことは何日ありますか？ 

ここで、歩くとは仕事や日常生活で歩くこと、ある場所からある場所へ移動すること、 

あるいは趣味や運動としてのウォーキング、散歩などすべてを含みます。 

 

 

１ ある （週      日）         ２ ない（⇒問H7 へ） 

 
 

問 H6. そのような日には、通常、一日合計してどのくらいの時間歩きますか？ 

 

 

1 日     時間     分 

 
 

問 H7. 最後の質問は、毎日座ったり寝転んだりして過ごしている時間（仕事中、自宅で、勉強中、余暇時間など） 

についてです。すなわち、机に向かったり、友人とおしゃべりをしたり、読書をしたり、座ったり、 

寝転んでテレビを見たり、といったすべての時間を含みます。なお、睡眠時間は含めないでください。 

平日には、通常、一日合計してどのくらいの時間座ったり寝転んだりして過ごしますか？ 

 

 

1 日     時間     分 

 
 

【質問 I．以下はあなたがこれまでにかかったことのあるご病気についての質問です】 

 
問 I1. 以下の中でこれまでにかかったことのある病気はありますか。（○はいくつでも） 
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 １ ２ ３ ４    

うつ病       不眠症 神経症   その他の      
   メンタル疾患 

 
 

問 I2. 以下の中で現在も治療中の病気はありますか。（○はいくつでも） 

 

 １ ２ ３ ４    
うつ病       不眠症 神経症   その他の      

   メンタル疾患 

 
問 I3. 以下の中で現在内服している薬はありますか。（○はいくつでも） 

 

 １ ２ ３           ４    

睡眠薬      抗不安薬 抗うつ薬 その他精神科や心療内科からの処方薬     

 
 

 

【質問 J．最後にあなた自身のことについてお聞かせください。】 
 

問J1. あなたは小学校から始まり、学校に通算で何年行きましたか。 

 
                年  00 学校には行かなかった  

 
 

 

問J2. あなたは現在、結婚されていますか。（○は１つ） 

 

１ 配偶者と同居している 

２ 配偶者と別居している（単身赴任を含める）   

３ 内縁関係（配偶者のような関係） 

４ 死別した 

５ 離婚した 

６ 未婚（結婚したことがない） 

７ わからない 
 

 

問 J3. 現在、一緒に住んでいるご家族（親族以外の同居人も含む）はあなたを含めて何人ですか。 

 

 人  （一人の場合は、問 J5 へ） 

 

 

問 J4. 現在、一緒に住んでいる方々をすべてあげてください。（○はいくつでも） 

 

１ 配偶者 ４ 孫 ７ その他（具体的に          ） 

２ 子ども ５ 父母 ８ わからない   

３ 子どもの配偶者 ６ 配偶者の父母     
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問 J5. 現在のあなたの職業をお聞かせください。 
 

１ 自営・自由業者（家族従業を含む） ４ 家事専業（専業主婦） 

２ 勤め（正社員・正職員） ５ 無職（失業中を含む）   

３ 勤め（契約・派遣・嘱託・パート・アルバイト） ６ その他（          ） 
 

 

 

 

 

 

 

【問 J5で、４ 家事専業、５ 無職、以外を答えた方に】 

問 J6. あなたはどのような種類の仕事をしていますか。（注：「その他」の場合はできるだけ具体的に記入して下さ

い） 
 

１ 専門・技術職‥‥‥（医師、看護師、弁護士、教師、技術者、デザイナーなど専門的知識・技術を要するもの） 

２ 管理職‥‥‥‥‥‥（企業・官公庁における課長職以上、議員、経営者など） 

３ 事務職‥‥‥‥‥‥（企業・官公庁における一般事務、経理、内勤の営業など） 

４ 販売職‥‥‥‥‥‥（小売・卸売店主、店員、不動産売買、保険外交、外勤のセールスなど） 

５ サービス職‥‥‥‥（理・美容師、料理人、ウェイトレス、ホームヘルパー、ビル清掃など）   

６ 生産現場・技能職‥（製品製造・組立、自動車整備、建設作業員、大工、電気工事、農水産物加工など） 

７ 運輸・‥‥‥‥‥‥（バス・トラック・タクシー運転手、船員、郵便配達、通信士など） 

８ 保安‥‥‥‥‥‥‥（警察官、消防官、自衛官、警備員など） 

９ 農・林・漁業‥‥‥（農作物生産、家畜飼養、森林培養、水産物養殖、漁獲など） 

10 その他（具体的に                              ） 

11 わからない 

 

 

問 J7. あなたは現在、交代制勤務をしていますか。 
  

 １ ２    ３     ４    

いつも夜勤    3交替制勤務   2交替制勤務    昼勤のみ 
 

 

問 J8. このアンケートに答えた日付の前の月の残業時間は約何時間でしたか。 

 

           約月        時間    00 わからない 

  

 

問 J9. あなた世帯の税込み年収は、だいたいどのくらいですか。 

（年金などを受けている場合やアルバイト収入がある  場合は、その額も含んだ合計額でお答えください。） 
  

１ 100万円未満 ５ 400～600万円未満 ９ 1,200～1,500万円未満 

２ 100～200万円未満 ６ 600～800万円未満 10 1,500万円以上   

３ 200～300万円未満 ７ 800～1,000万円未満 11 収入なし   

４ 300～400万円未満 ８ 1,000～1,200万円未満 12 わからない 
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質問は以上です。ご協力いただき誠にありがとうございました。 

 

79



２０１８年 １０月 

生活や健康に関する調査（企業版 半年後自記式記入票） 
 

「厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業）                                                                                                

飲酒や喫煙等の実態調査と生活習慣病予防のための減酒の効果的な介入方法の開発に関する調査」研究班 

  

・このアンケートは事業所と鳥取大学が協働して健康づくりに取り組むにあたっての研究に関するものです。 

・お答えは、あてはまる回答についている数字を○でかこんでください。「その他」にあてはまる場合は、数字を 

 ○でかこみ、（ ）内に具体的な内容を記入してください。（ ）内に書ききれない時は欄外にご記入ください。 

・○をつける質問は、基本的に回答は1つです。2つ以上回答してもよい場合は、（○はいくつでも）などと表示し 

 ておりますので、それぞれ表示にしたがってお答えください。 

・ご記入が終わりましたら、記入もれがないかご確認いただき、ご返送ください。  
 

気にさわる質問があったり、同じような内容の質問をくりかえしたり、あなたご自身にあまり関係のない 

内容をたずねたりしますが、学術研究調査という目的をご理解いただき、最後まで１問ずつお答えください。 

 

【質問 A．以下は飲酒習慣に関する質問です】 
 

問 A1. あなたは、平均するとお酒をどれくらいの頻度で飲みますか。（○は１つ） 

 

１ 毎日２回以上 ６ １ヵ月に２～３日 

２ 毎日１回 ７ １ヵ月に１日 

３ １週間に５～６日 ８ １年間に６～11日   

４ １週間に３～４日 ９ １年間に１～５日 

５ １週間に１～２日        10  過去１年間は飲酒していない 
  
問 A2. この 30日間で、１度に純アルコールで 60グラム以上相当のお酒を飲んだことはありますか。 

純アルコールで 60グラム以上相当とは、ビールの 500ミリリットル缶で 3本以上、日本酒で 3合以上、 

焼酎で 300mL (1.7合)以上です。記入例の表を参考に種類別にお答えください。（○は１つ） 
 
 １ ２ ３   

 飲んだことがある 飲んだことはない わからない 
 

 
問 A3. ふだんお酒を飲むときには、１日にどれくらい飲みますか。記入例の表を参考に種類別にお答えください。 
  

種 類 
≪記入例≫ 

(例)酎ハイ 

(１)ビール・発泡酒 (２)日本酒 (３)焼 酎 (４)酎ハイ類 

量 

(具体的に) 
500ml 3本 

    

よく飲む銘

柄の度数 

9％ 

ストロングゼロ 

    

       

種 類 (５)カクテル類 (６)ワイン (７)ウイスキー類 (８)その他（梅酒等）  

量 

(具体的に) 

     

よく飲む銘

柄の度数 

     

 

研究参加ＩＤ：                 
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問 A4．あなたは、過去１年間に、飲酒に関係なく、自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A5．あなたは、過去１年間に、飲酒に関係した自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A6. あなたは、過去１年間に、飲酒に関係なく、交通事故を起こしたことがありますか。 

あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
問 A7．あなたは、過去１年間に、飲んでいる時に、誤ってけがをしたことがありますか。 

けがとは、激しく転んだり、ひどく切ってしまったり、骨折したり、交通事故にあう、というような 

ことです。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   
今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    
 

問 A8．あなたは、過去１年間に、お酒の飲みすぎのために、職場を休んだことがありますか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   
今まで一度もない 過去にはあるが １回   ２～４回  ５回以上    職場に 

   ここ１年はない      行っていない 

 

      

問 A9．あなたは、過去１年間に、お酒を飲んで自動車等を飲酒運転しましたか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   

今まで一度もない  過去にはあるが １回   ２～４回  ５回以上     運転を 
    ここ１年はない      することがない 

 

問 A10．あなたの、この半年間の飲酒行動の変化で当てはまると思うものを教えてください。（○はいくつでも） 

 
１ 変化なし  ２ 量が増えた  ４ 回数（頻度）が増えた   ６ 酒を断った   

  ３ 量が減った  ５ 回数（頻度）が減った     
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【質問 B．以下は睡眠に関する質問です。】 

問 B1．この 30 日間に、あなたの睡眠の質を全体としてどのように評価しますか。（○は１つ） 

 
 １ ２ ３ ４    

非常によい  かなりよい  かなり悪い        非常に悪い   

 
 

問 B2．この 30日間に、１日平均して何時間くらい眠りましたか。（○は１つ） 

 
 １ ２ ３ ４ ５ ６   

   ５時間   ５時間以上  ６時間以上  ７時間以上  ８時間以上      ９時間 
未満   ～６時間未満   ～７時間未満  ～８時間未満  ～９時間未満   以上 

 
問 B3．この 30日間に、夜、寝床につく平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   
 午後 10時 午後 10以降 午後 11以降 午前０以降 午前１以降     午前２時 
 より前 ～11時より前 ～12時より前 ～１時より前 ～２時より前       以降 

 
問 B4．この 30日間に、夜、眠りにつきにくい（なかなか眠れない）ことはありましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   
 まったく   めったに   時々 しばしば     常に     

   なかった      なかった      あった     あった      あった      

 

 

問 B5．この 30日間に、朝、起床する平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   
 午前５時  午前５以降 午前６以降 午前７以降 午前８以降     午前９時 
 より前  ～６時より前 ～７時より前 ～８時より前 ～９時より前       以降 

 

  

問 B6．この 30日間に、夜、いったん眠ってから目がさめましたか（夜中に目がさめましたか）。（○は１つ） 

 

 １ ２ ３ ４ ５   

 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

 

問 B7．この 30日間に、朝早く（明け方）目がさめてしまい、もう一度眠ることが難しいことがありましたか。 

（○は１つ） 

 

 １ ２ ３ ４ ５   

 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

 

 

問 B8．この 30日間に、あなたは、眠りを助けるために睡眠剤や安定剤を使いましたか。（○は１つ） 

 

１ ２ ３ ４ 

まったくない １週間に１日未満 １週間に１～2 日 １週間に 3 日以上  
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【問 C．以下はあなたご自身の心の状態に関する質問です。】 

この一か月（30 日間）にどのくらいの頻度で次のことがありましたか。 

もっとも当てはまる番号に○を付けて下さい。 

 

(1) 神経過敏（ちょっとした事も気になる）に感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (2)絶望的だと感じましたか  

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (3)そわそわ、落ち着かなく感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (4)気分が沈み込んで、何が起こっても気が晴れないように感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (5)何をするのも骨折り（おっくう）だと感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (6)自分は価値のない人間だと感じましたか 

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 

【質問 D．以下はあなたがご自身の健康をどのように考えておられるかに関する質問です】 

 

問 D1. 全体的にみて、過去 1か月間のあなたの健康状態はいかがでしたか。（○は１つ） 

 
１       ２      ３      ４        ５       ６   

最高に良い とても良い よい あまりよくない 良くない  ぜんぜん良くない 
    

問 D2. 過去１か月間に、体を使う日常活動（歩いたり階段を上ったりなど）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  体を使う日常活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
問 D3. 過去１か月間に、いつもの仕事（家事も含みます）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  いつもの仕事     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  
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問 D4. 過去 1か月間に体の痛みはどのくらいありましたか。（○は１つ） 

  
 １ ２ ３ ４ ５     ６   

ぜんぜん かすかな  軽い痛み 中くらいの   強い痛み  非常に激しい 
 なかった 痛み  痛み 痛み 
 

問 D5. 過去１か月間、どのくらい元気でしたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

非常に        かなり 少し   わずかに  ぜんぜん     
元気だった 元気だった 元気だった 元気だった 元気でなかった  

 
 
問 D6. 過去１か月間に、家族や友人とのふだんのつきあいが、身体的あるいは心理的な理由で 

どのくらい妨げられましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   
ぜんぜん       わずかに 少し   かなり つきあいが     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 

問 D7. 過去１か月間に、心理的な問題（不安を感じたり、気分が落ち込んだり、イライラしたり）に、 

どのくらい悩まされましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  非常に     
悩まされなかった 悩まされた 悩まされた 悩まされた 悩まされた  

 
 
問 D8. 過去１か月間に、日常行う活動（仕事、学校、家事などふだんの行動）が、 

心理的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  日常行う活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 
【質問 E．以下はあなたの仕事のパフォーマンスに関する質問です】 

※仕事のパフォーマンスとは仕事の成果やミスの少なさなどを意味します。 

「0」が誰でもできるような最低の仕事のパフォーマンス、「10」がもっとも優れた労働者のパフォーマンスとし

て、0 から 10 までの尺度上で評価してください。（番号のどれかに〇） 
 

問E1. あなたと似たような仕事（同じ職種・業務）をしている身の回りの労働者の普段のパフォーマンスを 

あなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 
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問E2. 過去1～2年のあなたの普段のパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

問E3. 過去4週間（28日間）の間のあなたの総合的なパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

【質問 F．以下はタバコに関する質問です】 
 

問F1. あなたは、現在紙巻たばこを吸っていますか（今までのタイプのタバコ）。（〇は一つ） 

 １ ２ ３ ４ 

  毎日吸う    ときどき吸う    やめた    以前から吸わない   

  
 

平均すると１日に何本ぐらいたばこを吸っていますか。（注：「１本未満」の場合は「１本」と記入する） 

 
 本ぐらい  
 
 
 

問 F2. あなたは、今までに加熱式タバコを一口でも吸ったことがありますか。（加熱式たばことは、アイコス 

    (iQOS)、グロー(glo)、プルームテック(Ploom TECH)のいずれかの商品です）（○は１つ） 

 

１ ２ ３   
吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 

 

 

問 F3. あなたは、今までに電子タバコを一口でも吸ったことがありますか。（電子タバコとは、フレヴォ(FLEVO)、   

ビタフル(VITAFUL)、エミリ（EMILI）、Dr.VAPE、C-Tec、eGo-AIOや iSTICKなどの商品のことです）（○は１つ） 

 

１ ２ ３   

吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 

 

 
問 F4. あなたの、半年間の喫煙行動の変化で当てはまると思うものを教えてください。（○はいくつでも） 

 

１ 変化なし  ２ 紙巻きたばこの本数増えた  ６ 完全に加熱式たばこに切り替えた    
  ３ 紙巻きたばこの本数減った  ７ 完全に電子タバコに切り替えた    
      ４ 紙巻きたばこの頻度が増えた ８ 電子タバコと紙巻きたばこを使うようにした 
      ５ 紙巻きたばこの頻度が減った ９ 加熱式バコと紙巻きたばこを使うようにした 

10 紙巻、加熱、電子タバコの全てを使っている 
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【質問 G．以下はあなたの食生活に関する質問です】

問 G. あなたの食生活の状況についてあてはまる番号を〇で囲んでください。 

毎日食べる 週 6～4日は食べる 週 1～3日は食べる 食べない 

朝食は食べますか 4 3 2 1 

昼食は食べますか 4 3 2 1 

夕食は食べますか 4 3 2 1 

間食（おやつ）は食べますか 4 3 2 1 

夜食（夕食後の間食）は食べますか 4 3 2 1 

ジュースや缶コーヒーなどの 

甘味飲料はどの程度飲みますか 
4 3 2 1 

カップ麺はどの程度食べますか 4 3 2 1 

主食・主菜・副菜がそろった食事を

食べますか 
4 3 2 1 

お肉を食べますか 4 3 2 1 

魚を食べますか 4 3 2 1 

色の濃い野菜（にんじん、カボチャ、

ピーマンなど）を食べますか 
4 3 2 1 

色の薄い野菜（白菜、大根、キャベ

ツ、玉ねぎなど）を食べますか 
4 3 2 1 

乳製品（ヨーグルト・チーズなど）

を食べますか 
4 3 2 1 

果物を食べますか 4 3 2 1 

漬物を食べますか 4 3 2 1 

塩蔵品（塩鮭、たらこ、塩辛、佃煮

など）を食べますか 
4 3 2 1 

問G1. あなたは、普段エナジードリンクを飲みますか（レッドブル、モンスターエナジー、ライジン、ミラクルエナ

ジー、サバイバーエナジー、エナジードライ、シャーク、ファイテン等）。 

１   ２   ３    ４  ５ 
飲んだことがない   飲んだことあるが 現在時々飲む   現在よく飲む   ほぼ毎日飲む 

この 1か月は飲んでいない  （週 1-2日）   （週 3-4日）  （週 5日以上） 

問G2. あなたは、この半年の間にお酒をエナジードリンクで割って飲みましたか？ 

１    ２ ３ ４ 
どちらも飲まない   やったことがない  時々する いつもする 

【質問 H．以下はあなたの運動習慣に関する質問です】

以下の質問には、1 回につき少なくとも 10 分間以上続けて行う身体活動についてのみ考えて、お答えください。 

※仕事中に行う運動も含みます

問 H1. 平均的な一週間では、強い身体活動（重い荷物の運搬、自転車で坂道を上ること、ジョギング、 
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テニスのシングルスなど）を行う日は何日ありますか？ 

 

 

１ ある （週      日）         ２ ない（⇒問H3 へ） 

 
 

問 H2. 強い身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H3. 平均的な 1 週間では、中等度の身体活動（軽い荷物の運搬、子供との鬼ごっこ、ゆっくり泳ぐこと、 

テニスのダブルス、カートを使わないゴルフなど）を行う日は何日ありますか？ 

歩行やウォーキングは含めないでお答えください。 

 

 

１ ある （週      日）         ２ ない（⇒問H5 へ） 

 

問 H4. 中等度の身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H5. 平均的な 1 週間では、10 分以上続けて歩くことは何日ありますか？ 

ここで、歩くとは仕事や日常生活で歩くこと、ある場所からある場所へ移動すること、 

あるいは趣味や運動としてのウォーキング、散歩などすべてを含みます。 

 

 

１ ある （週      日）         ２ ない（⇒問H7 へ） 

 
 

問 H6. そのような日には、通常、一日合計してどのくらいの時間歩きますか？ 

 

 

1 日     時間     分 

 
 

問 H7. 最後の質問は、毎日座ったり寝転んだりして過ごしている時間（仕事中、自宅で、勉強中、余暇時間など） 

についてです。すなわち、机に向かったり、友人とおしゃべりをしたり、読書をしたり、座ったり、 

寝転んでテレビを見たり、といったすべての時間を含みます。なお、睡眠時間は含めないでください。 

平日には、通常、一日合計してどのくらいの時間座ったり寝転んだりして過ごしますか？ 

 

 

1 日     時間     分 

 
 

 

 

【質問 J．最後にあなた自身のことについてお聞かせください。】 
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問 J7. あなたは現在、交代制勤務をしていますか。 
  

 １ ２    ３     ４    
いつも夜勤    3交替制勤務   2交替制勤務    昼勤のみ 

 

問 J8. このアンケートに答えた日付の前の月の残業時間は約何時間でしたか。 

（残業がなければ 0をご記入ください） 

 

           約月        時間    00 わからない 

 

質問は以上です。ご協力いただき誠にありがとうございました。 
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２０１８年 １０月 

生活や健康に関する調査（企業版 １年後自記式記入票） 
 

「厚生労働科学研究費補助金（循環器疾患・糖尿病等生活習慣病対策総合研究事業）                                                                                                

飲酒や喫煙等の実態調査と生活習慣病予防のための減酒の効果的な介入方法の開発に関する調査」研究班 

  

・このアンケートは事業所と鳥取大学が協働して健康づくりに取り組むにあたっての研究に関するものです。 

・お答えは、あてはまる回答についている数字を○でかこんでください。「その他」にあてはまる場合は、数字を 

 ○でかこみ、（ ）内に具体的な内容を記入してください。（ ）内に書ききれない時は欄外にご記入ください。 

・○をつける質問は、基本的に回答は1つです。2つ以上回答してもよい場合は、（○はいくつでも）などと表示し 

 ておりますので、それぞれ表示にしたがってお答えください。 

・ご記入が終わりましたら、記入もれがないかご確認いただき、ご返送ください。  
 

気にさわる質問があったり、同じような内容の質問をくりかえしたり、あなたご自身にあまり関係のない 

内容をたずねたりしますが、学術研究調査という目的をご理解いただき、最後まで１問ずつお答えください。 

 

【質問 A．以下は飲酒習慣に関する質問です】 
 

問 A1. あなたは、平均するとお酒をどれくらいの頻度で飲みますか。（○は１つ） 

 

１ 毎日２回以上 ６ １ヵ月に２～３日 

２ 毎日１回 ７ １ヵ月に１日 

３ １週間に５～６日 ８ １年間に６～11日   

４ １週間に３～４日 ９ １年間に１～５日 

５ １週間に１～２日        10  過去１年間は飲酒していない 
  
問 A2. この 30日間で、１度に純アルコールで 60グラム以上相当のお酒を飲んだことはありますか。 

純アルコールで 60グラム以上相当とは、ビールの 500ミリリットル缶で 3本以上、日本酒で 3合以上、 

焼酎で 300mL (1.7合)以上です。記入例の表を参考に種類別にお答えください。（○は１つ） 
 
 １ ２ ３   

 飲んだことがある 飲んだことはない わからない 
 

 
問 A3. ふだんお酒を飲むときには、１日にどれくらい飲みますか。記入例の表を参考に種類別にお答えください。 
  

種 類 
≪記入例≫ 

(例)酎ハイ 

(１)ビール・発泡酒 (２)日本酒 (３)焼 酎 (４)酎ハイ類 

量 

(具体的に) 
500ml 3本 

    

よく飲む銘

柄の度数 

9％ 

ストロングゼロ 

    

       

種 類 (５)カクテル類 (６)ワイン (７)ウイスキー類 (８)その他（梅酒等）  

量 

(具体的に) 

     

よく飲む銘

柄の度数 

     

 

被保険者番号：                 
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問 A4．あなたは、過去１年間に、飲酒に関係なく、自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A5．あなたは、過去１年間に、飲酒に関係した自分自身のケガや病気のために、医療機関の救急外来を 

    受診したことがありますか。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
 

問 A6. あなたは、過去１年間に、飲酒に関係なく、交通事故を起こしたことがありますか。 

あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   

今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    

 
問 A7．あなたは、過去１年間に、飲んでいる時に、誤ってけがをしたことがありますか。 

けがとは、激しく転んだり、ひどく切ってしまったり、骨折したり、交通事故にあう、というような 

ことです。あれば、その回数を教えてください。（○は１つ） 

 
 １ ２ ３ ４ ５   
今まで一度もない 過去にはあるが   １回  ２～４回     ５回以上 
  ここ１年はない    
 

問 A8．あなたは、過去１年間に、お酒の飲みすぎのために、職場を休んだことがありますか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   
今まで一度もない 過去にはあるが １回   ２～４回  ５回以上    職場に 

   ここ１年はない      行っていない 

 

      

問 A9．あなたは、過去１年間に、お酒を飲んで自動車等を飲酒運転しましたか。 

      あれば、その回数を教えてください。（○は１つ） 

 
 １  ２ ３ ４ ５ ６   

今まで一度もない  過去にはあるが １回   ２～４回  ５回以上     運転を 
    ここ１年はない      することがない 

 

問 A10．あなたの、この半年間の飲酒行動の変化で当てはまると思うものを教えてください。（○はいくつでも） 

 
１ 変化なし  ２ 量が増えた  ４ 回数（頻度）が増えた   ６ 酒を断った   

  ３ 量が減った  ５ 回数（頻度）が減った     
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【質問 B．以下は睡眠に関する質問です。】 

問 B1．この 30 日間に、あなたの睡眠の質を全体としてどのように評価しますか。（○は１つ） 

 
 １ ２ ３ ４    

非常によい  かなりよい  かなり悪い        非常に悪い   

 
 

問 B2．この 30日間に、１日平均して何時間くらい眠りましたか。（○は１つ） 

 
 １ ２ ３ ４ ５ ６   

   ５時間   ５時間以上  ６時間以上  ７時間以上  ８時間以上      ９時間 
未満   ～６時間未満   ～７時間未満  ～８時間未満  ～９時間未満   以上 

 
問 B3．この 30日間に、夜、寝床につく平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   
 午後 10時 午後 10以降 午後 11以降 午前０以降 午前１以降     午前２時 
 より前 ～11時より前 ～12時より前 ～１時より前 ～２時より前       以降 

 
問 B4．この 30日間に、夜、眠りにつきにくい（なかなか眠れない）ことはありましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   
 まったく   めったに   時々 しばしば     常に     

   なかった      なかった      あった     あった      あった      

 

 

問 B5．この 30日間に、朝、起床する平均時間は何時くらいでしたか。（○は１つ） 

 

 １ ２ ３ ４ ５ ６   
 午前５時  午前５以降 午前６以降 午前７以降 午前８以降     午前９時 
 より前  ～６時より前 ～７時より前 ～８時より前 ～９時より前       以降 

 

  

問 B6．この 30日間に、夜、いったん眠ってから目がさめましたか（夜中に目がさめましたか）。（○は１つ） 

 

 １ ２ ３ ４ ５   

 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

 

問 B7．この 30日間に、朝早く（明け方）目がさめてしまい、もう一度眠ることが難しいことがありましたか。 

（○は１つ） 

 

 １ ２ ３ ４ ５   

 まったく   めったに   時々 しばしば     常に     
 なかった   なかった  あった   あった    あった       

 

 

問 B8．この 30日間に、あなたは、眠りを助けるために睡眠剤や安定剤を使いましたか。（○は１つ） 

 

１ ２ ３ ４ 

まったくない １週間に１日未満 １週間に１～2 日 １週間に 3 日以上  
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【問 C．以下はあなたご自身の心の状態に関する質問です。】 

この一か月（30 日間）にどのくらいの頻度で次のことがありましたか。 

もっとも当てはまる番号に○を付けて下さい。 

 

(1) 神経過敏（ちょっとした事も気になる）に感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (2)絶望的だと感じましたか  

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (3)そわそわ、落ち着かなく感じましたか 

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (4)気分が沈み込んで、何が起こっても気が晴れないように感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (5)何をするのも骨折り（おっくう）だと感じましたか  

  ０        １  ２    ３ ４   
まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 (6)自分は価値のない人間だと感じましたか 

  ０        １  ２    ３ ４   

まったくない  すこしだけ   ときどき         たいてい    いつも  

 
 

【質問 D．以下はあなたがご自身の健康をどのように考えておられるかに関する質問です】 

 

問 D1. 全体的にみて、過去 1か月間のあなたの健康状態はいかがでしたか。（○は１つ） 

 
１       ２      ３      ４        ５       ６   

最高に良い とても良い よい あまりよくない 良くない  ぜんぜん良くない 
    

問 D2. 過去１か月間に、体を使う日常活動（歩いたり階段を上ったりなど）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  体を使う日常活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
問 D3. 過去１か月間に、いつもの仕事（家事も含みます）をすることが 

身体的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  いつもの仕事     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  
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問 D4. 過去 1か月間に体の痛みはどのくらいありましたか。（○は１つ） 

  
 １ ２ ３ ４ ５     ６   

ぜんぜん かすかな  軽い痛み 中くらいの   強い痛み  非常に激しい 
 なかった 痛み  痛み 痛み 
 

問 D5. 過去１か月間、どのくらい元気でしたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

非常に        かなり 少し   わずかに  ぜんぜん     
元気だった 元気だった 元気だった 元気だった 元気でなかった  

 
 
問 D6. 過去１か月間に、家族や友人とのふだんのつきあいが、身体的あるいは心理的な理由で 

どのくらい妨げられましたか。（○は１つ） 

 

 １ ２ ３ ４ ５   
ぜんぜん       わずかに 少し   かなり つきあいが     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 

問 D7. 過去１か月間に、心理的な問題（不安を感じたり、気分が落ち込んだり、イライラしたり）に、 

どのくらい悩まされましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  非常に     
悩まされなかった 悩まされた 悩まされた 悩まされた 悩まされた  

 
 
問 D8. 過去１か月間に、日常行う活動（仕事、学校、家事などふだんの行動）が、 

心理的な理由でどのくらい妨げられましたか。（○は１つ） 

 
 １ ２ ３ ４ ５   

ぜんぜん       わずかに 少し   かなり  日常行う活動     
妨げられなかった 妨げられた 妨げられた 妨げられた が出来なかった  

 
 
【質問 E．以下はあなたの仕事のパフォーマンスに関する質問です】 

※仕事のパフォーマンスとは仕事の成果やミスの少なさなどを意味します。 

「0」が誰でもできるような最低の仕事のパフォーマンス、「10」がもっとも優れた労働者のパフォーマンスとし

て、0 から 10 までの尺度上で評価してください。（番号のどれかに〇） 
 

問E1. あなたと似たような仕事（同じ職種・業務）をしている身の回りの労働者の普段のパフォーマンスを 

あなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 
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問E2. 過去1～2年のあなたの普段のパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

問E3. 過去4週間（28日間）の間のあなたの総合的なパフォーマンスをあなたはどのように評価しますか。 

 
0から 10までの尺度上で評価してください。 
 

最低のパフォーマンス 0  1   2  3  4  5  6  7  8  9  10 最高のパフォーマンス 

 
 

【質問 F．以下はタバコに関する質問です】 
 

問F1. あなたは、現在紙巻たばこを吸っていますか（今までのタイプのタバコ）。（〇は一つ） 

 

 １ ２ ３ ４ 

  毎日吸う    ときどき吸う    やめた    以前から吸わない   

  
 

平均すると１日に何本ぐらいたばこを吸っていますか。（注：「１本未満」の場合は「１本」と記入する） 

 
 本ぐらい  
 
 

問 F2. あなたは、今までに加熱式タバコを一口でも吸ったことがありますか。（加熱式たばことは、アイコス 

    (iQOS)、グロー(glo)、プルームテック(Ploom TECH)のいずれかの商品です）（○は１つ） 

 

１ ２ ３   
吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 

 

 

問 F3. あなたは、今までに電子タバコを一口でも吸ったことがありますか。（電子タバコとは、フレヴォ(FLEVO)、   

ビタフル(VITAFUL)、エミリ（EMILI）、Dr.VAPE、C-Tec、eGo-AIOや iSTICKなどの商品のことです）（○は１つ） 

 

１ ２ ３   

吸ったことはない    吸ったことはあるが、 現在、吸っている 

               ここ 1 ヵ月は吸っていない 

 

 
問 F4. あなたの、半年間の喫煙行動の変化で当てはまると思うものを教えてください。（○はいくつでも） 

 

１ 変化なし  ２ 紙巻きたばこの本数増えた  ６ 完全に加熱式たばこに切り替えた    
  ３ 紙巻きたばこの本数減った  ７ 完全に電子タバコに切り替えた    
      ４ 紙巻きたばこの頻度が増えた ８ 電子タバコと紙巻きたばこを使うようにした 
      ５ 紙巻きたばこの頻度が減った ９ 加熱式バコと紙巻きたばこを使うようにした 

10 紙巻、加熱、電子タバコの全てを使っている 
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【質問 G．以下はあなたの食生活に関する質問です】 
 

問 G. あなたの食生活の状況についてあてはまる番号を〇で囲んでください。 

 毎日食べる 週 6～4日は食べる 週 1～3日は食べる 食べない 

朝食は食べますか 4 3 2 1 

昼食は食べますか 4 3 2 1 

夕食は食べますか 4 3 2 1 

間食（おやつ）は食べますか 4 3 2 1 

夜食（夕食後の間食）は食べますか 4 3 2 1 

ジュースや缶コーヒーなどの 

甘味飲料はどの程度飲みますか 
4 3 2 1 

カップ麺はどの程度食べますか 4 3 2 1 

主食・主菜・副菜がそろった食事を

食べますか 
4 3 2 1 

お肉を食べますか 4 3 2 1 

魚を食べますか 4 3 2 1 

色の濃い野菜（にんじん、カボチャ、

ピーマンなど）を食べますか 
4 3 2 1 

色の薄い野菜（白菜、大根、キャベ

ツ、玉ねぎなど）を食べますか 
4 3 2 1 

乳製品（ヨーグルト・チーズなど）

を食べますか 
4 3 2 1 

果物を食べますか 4 3 2 1 

漬物を食べますか 4 3 2 1 

塩蔵品（塩鮭、たらこ、塩辛、佃煮

など）を食べますか 
4 3 2 1 

 

問G1. あなたは、普段エナジードリンクを飲みますか（レッドブル、モンスターエナジー、ライジン、ミラクルエナ

ジー、サバイバーエナジー、エナジードライ、シャーク、ファイテン等）。 

１          ２            ３        ４       ５   
飲んだことがない   飲んだことあるが     現在時々飲む   現在よく飲む   ほぼ毎日飲む 

この 1か月は飲んでいない  （週 1-2日）   （週 3-4日）  （週 5日以上） 

 
問G2. あなたは、この半年の間にお酒をエナジードリンクで割って飲みましたか？ 

 １    ２         ３       ４    
どちらも飲まない   やったことがない    時々する       いつもする   

 

 

【質問 H．以下はあなたの運動習慣に関する質問です】 
 

以下の質問には、1 回につき少なくとも 10 分間以上続けて行う身体活動についてのみ考えて、お答えください。 

※仕事中に行う運動も含みます 

 

問 H1. 平均的な一週間では、強い身体活動（重い荷物の運搬、自転車で坂道を上ること、ジョギング、 

テニスのシングルスなど）を行う日は何日ありますか？ 
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１ ある （週      日）         ２ ない（⇒問H3 へ） 

 
 

問 H2. 強い身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H3. 平均的な 1 週間では、中等度の身体活動（軽い荷物の運搬、子供との鬼ごっこ、ゆっくり泳ぐこと、 

テニスのダブルス、カートを使わないゴルフなど）を行う日は何日ありますか？ 

歩行やウォーキングは含めないでお答えください。 

 

 

１ ある （週      日）         ２ ない（⇒問H5 へ） 

 

問 H4. 中等度の身体活動を行う日は、通常、1 日合計してどのくらいの時間そのような活動を行いますか？ 

 

 

1 日     時間     分 

 
 

問 H5. 平均的な 1 週間では、10 分以上続けて歩くことは何日ありますか？ 

ここで、歩くとは仕事や日常生活で歩くこと、ある場所からある場所へ移動すること、 

あるいは趣味や運動としてのウォーキング、散歩などすべてを含みます。 

 

 

１ ある （週      日）         ２ ない（⇒問H7 へ） 

 
 

問 H6. そのような日には、通常、一日合計してどのくらいの時間歩きますか？ 

 

 

1 日     時間     分 

 
 

問 H7. 最後の質問は、毎日座ったり寝転んだりして過ごしている時間（仕事中、自宅で、勉強中、余暇時間など） 

についてです。すなわち、机に向かったり、友人とおしゃべりをしたり、読書をしたり、座ったり、 

寝転んでテレビを見たり、といったすべての時間を含みます。なお、睡眠時間は含めないでください。 

平日には、通常、一日合計してどのくらいの時間座ったり寝転んだりして過ごしますか？ 

 

 

1 日     時間     分 
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【質問 J．最後にあなた自身のことについてお聞かせください。】 
 

問 J7. あなたは現在、交代制勤務をしていますか。 
  

 １ ２    ３     ４    
いつも夜勤    3交替制勤務   2交替制勤務    昼勤のみ 

 

問 J8. このアンケートに答えた日付の前の月の残業時間は約何時間でしたか。 

 

           約月        時間    00 わからない 

 

質問は以上です。ご協力いただき誠にありがとうございました。 
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Trends and differences in alcohol-related mortality rates by gender and by 
prefectures in Japan between 1995 and 2016 
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A R T I C L E  I N F O   
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A B S T R A C T   

Background: This study aimed to identify increases in 100 % alcohol-related death (ARD) and any differences 
among prefectures between 1995–2016. 
Methods: Data from the national death registry on 100 % ARDs between 1995–2016 were extracted. Age- 
standardized mortality rate (ASMR) of 100 % ARD by year, gender, and gender ratio were calculated. After 
dividing the period into 1995− 2005 and 2006− 2016, the ASMRs of 100 % ARDs were calculated by prefecture. 
Additionally, based on geographical area, municipality size, or annual alcohol sales per adult in each prefecture, 
prefectures were divided into groups and analysed. 
Results: In total, 95,455 deaths were caused by 100 % ARD from 1995–2016. Men’s ASMRs of 100 % ARD 
markedly increased from 4.0 per 100,000 in 1995 to 5.2 between 2010 and 2013, and gradually declined to 5.0 
in 2016. Women’s ASMRs increased steadily from 0.3 in 1995 to 0.8 in 2016. The gender ratio of ASMRs 
decreased from 13.3 in 1995 to 6.3 in 2016. The ASMR of one prefecture, which had reduced alcohol tax rates, 
was higher for both genders. Both men’s and women’s ASMRs were higher in the prefectures that had higher 
alcohol sales (6.3 [5.0–7.7] and 0.8 [0.6–1.1], respectively) compared to the prefectures that had lower alcohol 
sales (4.3 [4.0–4.7] p < 0.001 and 0.6 [0.5− 0.6] p = 0.045, respectively). 
Conclusions: The ASMR of 100 % ARD remained high for men and increased for women, and prefecture-level 
higher alcohol sales and lower tax rates correlated with the higher mortality rate. Increasing prices and taxes 
and reducing alcohol sales may contribute to a decrease in alcohol-related mortality.   

1. Introduction 

Alcohol-related deaths (ARD) are preventable. However, more than 
three million people died worldwide from harmful alcohol use in 2016 
(World Health Organization, 2018b). According to trends in 
alcohol-related deaths in some countries between the 1990s and 2010s, 
the alcohol-related crude mortality rate decreased in areas and countries 
where it had been higher before the 1990s but increased in areas where 
it had been lower before the 1990s (Heale et al., 2002; Shipton et al., 
2013; Kraus et al., 2015; Marmet et al., 2016; Ogeil et al., 2016; Piontek 
and Kraus, 2018). The age-standardized mortality rate (ASMR) is needed 
to compare annual changes. For the ASMR from alcohol-related disease, 
an increasing trend was reported in the United States, while in Japan, 

trends in ARDs have not been revealed (Polednak, 2016; White et al., 
2020). 

There are two kinds of alcohol-related death: ‘ARD’ and ‘100 % 
ARD’. ARD includes all diseases and accidents related to alcohol, like 
breast cancer, suicide, and traffic accidents (Rehm et al., 2017). The 
ASMR of ARD in Japan in 2016 was estimated at 9.1 per 100,000 people 
(95 % confidence interval: 4.3–14.0) (GBD, 2016). However, ARD needs 
estimation and is not ideal for monitoring alcohol-related harm. Addi
tionally, deaths partially caused by alcohol are affected by other risk 
factors, such as tobacco use. Conversely, 100 % ARD indicates diseases 
fully attributed to alcohol use, which are identified in the International 
Statistical Classification of Diseases and Related Health Problems, Tenth 
Edition (ICD-10) (World Health Organization, 2016; Rehm et al., 2017). 
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The diseases included in 100 % ARD can be tabulated from the national 
death registry system, and trends in 100 % ARD can be made for each 
prefecture. Therefore, we adopted 100 % ARD as an indicator to monitor 
trends in the effects of alcohol use over time. 

From 1950 to the 1990s in Japan, alcohol sales had increased 
steadily and peaked in 1999, and after that gradually decreased to 
around 90 % of the peak sales in 2018 (National Tax Agency, 2020). The 
sales of beer and alcopop accounted for around 25 % of total sales, 
respectively. The proportions of drinking patterns by gender in 2013 
were: current drinkers: 82.9 % in men and 63.3 % in women; hazardous 
drinkers: 14.4 % in men and 5.7 % in women; and alcohol dependence: 
1.9 % in men and 0.2 % in women (Osaki et al., 2016). The prevalence of 
alcohol dependence is low in comparison with Finland (4.5 %), France 
(3.3 %), and the United States (7.7 %) (World Health Organization, 
2018b). The weakness of a Japanese alcohol policy has been identified 
(Higuchi et al., 2007). However, based on the World Health Organiza
tion’s (WHO) publication of ‘The Global Strategy to Reduce Harmful Use 
of Alcohol’ in 2010, the Basic Act on Measures against Alcohol-related 
Harm was enacted in 2014, and a national action plan was launched 
in Japan (Ministry of Health, Labour and Welfare, 2013). Additionally, 
prefectures were required to provide their own action plans. For the 
purposes of developing national and local action plans, information is 
needed on trends in alcohol-related harm at the national and prefectural 
levels. However, Japan has not created a monitoring system, such as that 
in the United States, to track mortality rates related to excessive alcohol 
use (Polednak, 2016). Therefore, the other purpose of the current study 
was to reveal correlates by prefectures of 100 % ARD and explore the 
associated factors. To our knowledge, there is no research that has 
investigated the associated factors of 100 % ARD by prefecture level in 

Japan. An ecological study in Great Britain reported that regions with 
higher alcohol consumption had higher alcohol-related mortality rates 
(Robinson et al., 2015). The current study investigated whether there is 
a positive relationship between 100 % ARD and alcohol sales in Japan, 
as well as the relation between 100 % ARD and geographical area or 
municipality size. 

Additionally, recent population-based studies indicated that 
increased drinking among women is a public health concern in Japan, 
where heavy drinking among women was previously less common 
(Osaki et al., 2016). Therefore, the current study examined the trend of 
women’s 100 % ARD and the ratio of men to women among heavy 
drinkers and ARDs in order to add further information about women’s 
drinking habits. 

2. Material and methods 

2.1. Data source 

Fig. 1 shows the data extraction flow for the current study. Based on 
Article 36 of the Statistics Acts in Japan, 24,038,889 death records from 
1995 to 2016 were obtained from the Ministry of Health, Labour and 
Welfare. The data had been anonymised and included the year of death, 
age of death, prefecture where the deceased lived, and cause of death as 
identified using ICD-10 codes (World Health Organization, 2016). 
Excluding data with missing years of death and cases occurring before 
1994, 24,033,863 cases between 1995 and 2016 were extracted. Of 
these, 95,491 cases of 100 % ARDs were identified by ICD-10 codes. 
After excluding data with missing ages, 95,455 cases were included in 
this study. Since this study used anonymous data, ethical review was not 

Fig. 1. Flowchart of data cleaning. There were 13 death records with addresses abroad and 356 death records with unknown addresses. Therefore, 95,076 death 
records were included when the number of deaths by prefecture was calculated. 
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required. 

2.2. 100 % ARD 

A 100 % alcohol-related disease was defined as a disease identified in 
the ICD-10 as alcohol-related, as shown in previous reports (Rehm et al., 
2017) (Table S1). Additionally, 100 % ARDs were divided into five 
categories using ICD-10 codes: category F10, mental and behavioural 
disorders due to use of alcohol; category G, diseases of the nervous 
system due to alcohol; category I, alcoholic cardiomyopathy; category K, 
diseases of the digestive system due to alcohol; and category T, toxic 
effect of alcohol. 

2.3. Recorded alcohol per capita 

Annual alcohol consumption recorded per capita (APC; 15 years and 
older population; in litres of pure alcohol) from 1961 to 2015 was ob
tained from the WHO Global Information System on Alcohol and Health 
(GISAH) (World Health Organization, 2015). The original data are from 
World Drink Trends in 1961–1988 and from the National Tax Agency of 
Japan in 1989− 2018. They are estimated based on sales data. 

2.4. Geographical areas, municipality size, alcohol sales per adult in 
prefectures 

Geographical areas were classified into six groups: North Japan 
(Hokkaido, etc.), Kanto (metropolitan area), Chubu (Nagoya, etc.), Kinki 
(Osaka, Kyoto, etc.), Chugoku/Shikoku, and Kyusyu (Fukuoka, Oki
nawa, etc.). According to municipality size, prefectures were divided 
into three categories: large (more than 2.3 million population during 
1995–2015, 15 prefectures), medium (more than 1.26 million popula
tion during 1995–2015, 17 prefectures), and small (less than 1.26 
million population during 1995–2015, 15 prefectures). Population data 
for each year were obtained from the Portal Site of Official Statistics of 
Japan (Ministry of Internal Affairs and Communications, 2008). 

Alcohol sales per adult by prefecture were reported in the annual 
report, ‘Booklet of Alcoholic Beverages’, published by the National Tax 
Agency (National Tax Agency, 2005). The alcohol sales reflect the sum 
of alcoholic beverages sold in a prefecture, irrespective of alcohol con
centration. The alcohol sales were divided by the adult population aged 
20 and over in the prefecture. Based on the alcohol sales per adult by 
prefecture in 2005, prefectures were divided into three groups. The ‘high 
sales group’ included 12 prefectures with ≥ 90 L of alcohol sales per 
adult. The ‘moderate sales group’ included 17 prefectures with 80–90 
litres of alcohol sales per adult. The ‘low sales group’ included 17 pre
fectures with <80 L of alcohol sales per adult. Okinawa, where the liquor 
tax was reduced, was not included in the list of prefectures in ‘Booklet of 
Alcoholic Beverages’, but the alcohol sales per adult was calculated as 
91.8 L per adult from the following formula: the total alcohol sales in 
Okinawa from the regional annual reports divided by Okinawa’s pop
ulation in 2005. Therefore, Okinawa was classified into a ‘high sales 
group’ group. Finally, prefectures were divided into three groups: high 
sales group, moderate sales group, and low sales group. 

Since 1972, the liquor manufactured and sold in Okinawa has had a 
65 % lower tax rate for traditional sake, ‘Awamori’, and an 80 % lower 
rate for beer and other liquors, compared to the tax rate for these 
products in other prefectures (Cabinet Office, 2017). The alcohol tax 
reduction for Okinawa was implemented to promote local industry. As a 
result, the tax on 1.8 L of Awamori with 30 % alcohol content would be 
350 yen (US $1 = 111.46 yen, US $3.15) in Okinawa and 540 yen (US 
$4.84) outside Okinawa. Additionally, the tax on 350 mL of beer would 
be 61.6 yen (US $0.55) in Okinawa and 77 yen (US $0.69) outside the 
prefecture. 

2.5. Statistical analysis 

The crude mortality rate for each year was calculated by dividing the 
number of deaths for that year by the total population. The ASMR for 
each year was calculated using the Japanese 1985 model population. 
The gender ratio was calculated by dividing the ASMR for men by the 
ASMR for women each year. 

The 22-year period from 1995 to 2016 was divided into two peri
ods—1995− 2005 and 2006− 2016—and the age distribution by causa
tive disease and ASMR by prefecture were calculated for each period. 
When calculating the ASMR by prefecture, the numerator was the total 
number of 100 % ARD in the relevant prefecture during the period, and 
the denominator was the sum of the mid-year population by age group 
during the period. The rate of change between the two periods was 
expressed as a percentage by subtracting the 1995− 2005 value from the 
2006− 2016 value, and then dividing by the 1995− 2005 value. Krus
kal–Wallis tests were used to assess differences between prefecture 
categories based on geographical areas, municipality sizes, and alcohol 
sales per prefecture. IBM SPSS 22.0 software was used for statistical 
analysis. 

3. Results 

Both men’s and women’s ASMRs for 100 % ARDs increased from 
1995–2016. Fig. 2 shows recorded APC changes since 1961 and ASMRs 
of 100 % ARDs by gender since 1995. Recorded APC has increased since 
1960, peaking at 8.37 L/year per capita in 1993, and falling to 6.86 L/ 
year in 2015. The crude mortality rate for men increased steadily from 
4.6 in 1995, and flattened thereafter, reaching 7.4 in 2011 and 7.5 in 
2016. The ASMR for men (per 100,000 population) increased from 4.0 in 
1995 to 5.2 between 2010 and 2013, and gradually declined to 5.0 in 
2016. The crude mortality rate for women increased from 0.4 in 1995 to 
1.0 in 2016. The ASMR for women also increased steadily, from 0.3 in 
1995 to 0.8 in 2016. 

Table 1 shows the number, ASMR, and gender ratio for 100 % ARDs 
each year. The ASMR for 100 % ARDs was 13.3 times higher for men 
than for women in 1995; however, the gender ratio gradually decreased, 
and in 2016 it was only 6.3 times higher for men than women. 

In terms of total 100 % ARDs, the ages of death for both men and 
women were higher between 2006− 2016 than 1995− 2005, and women 
were 4–5 years younger than men (on average) at time of death. Table 2 
shows descriptive statistics for age of death by cause of 100 % ARD. The 
average age of death by 100 % ARD was 57.9 (57.7− 58.0) years old in 
1995− 2005 and 61.8 (61.7− 61.9) years old in 2006− 2016 among men, 
and 53.2 (52.8− 53.6) years old in 1995− 2005 and 56.2 (55.9− 56.6) 
years old in 2006− 2016 among women. When comparing the number of 
deaths between 1995− 2005 and 2006− 2016, the increase in the dis
eases of the digestive system due to alcohol was greater than the other 
categories. Deaths attributable to the toxic effect of alcohol increased 
significantly. For both men and women, the mean age of death was the 
lowest for the toxic effect of alcohol, followed by the mental and 
behavioural disorders due to use of alcohol. 

The maps of prefectures with ASMR of 100 % ARDs in 2005–2016 by 
gender are shown in Fig. 3. The numerical value of ASMR of 100 % ARDs 
by prefecture and by gender are shown in Table S2. Compared to 
1995− 2005, the ASMR for 100 % ARDs between 2006− 2016 was higher 
for men and women in all prefectures, except for two. For both 
1995− 2005 and 2006− 2016, the prefecture with the highest male and 
female ASMRs (per 100,000 population) was Okinawa, with 12.8 and 
2.0 —more than twice the national average ASMR in Japan. Rates for 
men were highest in Tokyo after Okinawa, with 8.2 in 2006− 2016. Four 
prefectures geographically located in the central area of Japan and were 
small or middle municipalities—Ishikawa, Fukui, Gifu, and Mie—had 
the lowest ASMRs between 2006 and 2016 for both sexes. The ASMRs 
for women were similar, except for the exceptionally high rates of 
Okinawa, Tokyo, and Osaka prefectures of 1.1. 
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Alcohol sales per adult and reduced tax rates were related to the 
higher ASMRs of 100 % ARDs. Fig. 4 shows a boxplot comparing pre
fectures’ ASMRs by geographical area, municipality size, and alcohol 
sales per adult. Data by geographical area showed men had significantly 
higher ASMRs for 100 % alcohol-related deaths in Kyushu and Chu
goku/Shikoku prefectures (p = 0.032); however, women had no sig
nificant differences. No differences due to municipality size were noted. 
In terms of alcohol sales per adult, ASMRs due to deaths from 100 % 
ARD in both sexes were significantly higher among those from the high 
sales group. Rates in Okinawa, which was classified into the high sales 
group, were far higher than the others for both men and women. Results 
from Kruskal–Wallis tests are shown in Table S3. 

Fig. 2. 100 % alcohol-related mortality rates by gender in Japan. 
▴Recorded alcohol per capita ◼Men: age-standardized mortality rate ●Women: age-standardized mortality rate. 

Table 1 
Trends in numbers, age-standardised rates, and men:women ratio of 100 % 
alcohol-related deaths by gender, 1995–2016.   

Men Women Men/women 
ratio of age- 
adjusted 
mortality 
rate(per 
100,000 
population) 

Year Number 
of deaths 

Age- 
standardised 
mortality rate 
(per 100,000 
population) 

Number 
of deaths 

Age- 
standardised 
mortality rate 
(per 100,000 
population) 

1995 2816 4.0 244 0.3 13.3 
1996 2734 3.8 271 0.4 9.5 
1997 2950 4.1 290 0.4 10.3 
1998 3022 4.1 267 0.4 10.3 
1999 3253 4.4 299 0.4 11.0 
2000 3397 4.5 338 0.5 9.0 
2001 3578 4.7 342 0.5 9.4 
2002 3541 4.6 364 0.5 9.2 
2003 3717 4.7 341 0.5 9.4 
2004 3875 4.9 407 0.6 8.2 
2005 4068 5.0 449 0.6 8.3 
2006 4147 5.1 446 0.6 8.5 
2007 4147 5.0 483 0.6 8.3 
2008 4211 5.1 498 0.7 7.3 
2009 4177 5.0 497 0.7 7.1 
2010 4447 5.2 537 0.7 7.4 
2011 4587 5.2 549 0.7 7.4 
2012 4563 5.2 560 0.7 7.4 
2013 4623 5.2 613 0.8 6.5 
2014 4567 5.1 660 0.8 6.4 
2015 4621 5.1 652 0.8 6.4 
2016 4624 5.0 673 0.8 6.3 

Age-adjusted rate was adjusted by 1985 standard population of Japan. 

Table 2 
Age of 100 % alcohol-related deaths.   

Male Female  

1995− 2005 2006− 2016 1995− 2005 2006− 2016 

Total number of 100 % alcohol-related deaths 
Number of 
deaths 

36,951 48,714 3612 6168 

Median 58.0 62.0 53.0 56.0 
Average age 57.9 61.8 53.2 56.2 
95 % CI (57.7− 58.0) (61.7− 61.9) (52.8− 53.6) (55.9− 56.6)  

F10: Mental and behavioural disorders due to alcohol use 
Number of 
deaths 

4659 3371 513 285 

Median 57.0 64.0 51.0 57.0 
Average age 56.6 64.0 51.5 57.7 
95 % CI (56.2− 56.9) (63.6− 64.4) (50.2− 52.8) (56.0− 59.4)  

G: Nervous system    
Number of 
deaths 

181 226 18 13 

Median 62.0 68.0 55.0 64.0 
Average age 62.0 68.2 56.0 65.4 
95 % CI (60.7− 63.4) (67.0− 68.2) (48.5− 63.5) (58.9− 71.9)  

I: Cardiomyopathy     
Number of 
deaths 

813 537 68 53 

Median 57.0 62.0 54.0 52.0 
Average age 56.7 60.5 53.8 54.4 
95 % CI (56.0− 57.5) (59.4− 61.6) (50.8− 56.7) (50.7− 58.0)  

K: Alcoholic liver disease and gastritis   
Number of 
deaths 

31,257 43,654 3000 5566 

Median 58.0 62.0 53.0 56.0 
Average age 58.1 61.8 53.5 56.5 
95 % CI (57.9− 58.2) (61.7− 61.9) (53.1− 53.9) (56.2− 56.8)  

T: Toxic effect of alcohol    
Number of 
deaths 

41 926 13 251 

Median 51.0 53.0 47.0 48.0 
Average age 49.6 51.9 46.6 48.5 
95 % CI (44.3− 54.9) (50.9− 53.0) (35.8− 57.4) (46.7− 50.3) 

95 % CI = 95 % confidence intervals. 
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4. Discussion 

In this study, we analysed the trend of 100 % ARDs in Japan using 
data from the national death registry. We found that, over the past 22 
years, the ASMRs of 100 % ARDs in men levelled off in 2011; however, 
they gradually increased for women. The average age of women who 
died from 100 % ARD was five years younger than men. Analysis at the 
sub-national level showed that prefectural groups with higher alcohol 
sales per adult had a higher ASMR of 100 % ARDs, and Okinawa, which 
has a reduced tax rate on liquor, stands out. 

4.1. ASMR of 100 % ARD in Japan 

In 2016, the ASMR of 100 % ARDs was similar to that of diabetes and 
traffic accidents in men and higher than that of chronic bronchitis and 
emphysema in women (Ministry of Internal Affairs and Communica
tions, 2008). In Japan, the recorded APC shown in Fig. 2 peaked in the 
1990s and has levelled off, while the total APC, including unrecorded 
APC, has reportedly increased (World Health Organization, 2015). An 
increase in alcohol consumption as a whole seems to have influenced the 
increase in digestive system diseases due to alcohol. According to our 
results, the increase in 100 % ARDs over the past 22 years was largely 
attributable to alcohol-related digestive system diseases. In the United 
States, an increase in alcohol-related mortality rates and 
alcohol-associated liver disease was reported from 1999 to 2017, espe
cially among middle-aged individuals (White et al., 2020; Moon et al., 
2020). Alcohol poisoning has also increased. One factor may be 
Japanese-style dining bars that offer an all-you-can-drink system called 
‘Nomihodai’, which motivates young people to increase their alcohol 
consumption (Kawaida et al., 2018). 

4.2. The gender difference in ASMR of 100 % ARD 

In Japan, it used to be common that men drank but women rarely 
drank. However, women have recently developed similar drinking 
habits, and the decrease in gender differences needs to be observed 
carefully and the trend needs to be clarified (Osaki et al., 2016). The 
current results showed that the gender ratio of ASMR of 100 % ARDs is 
decreasing. In a national population-based survey on drinking con
ducted every five years since 2003, the number of daily drinkers and 
risky drinking has decreased in men, but not in women (Osaki et al., 
2016). Our finding that 100 % ARDs among women were slowly but 
consistently increasing reinforces the results from this population-based 
survey. Additionally, a similar trend was found in the United States 
(Keyes et al., 2019). 

Women have a longer life expectancy than men worldwide; however, 
our results indicated that women who died by 100 % ARD were 
approximately five years younger than men (World Health Organiza
tion, 2019). Reports of 100 % ARDs in Germany showed the peak age of 
death was almost identical for men and women, which differed from our 
findings (Piontek and Kraus, 2018). One of the factors for the younger 
death age of women might be biological sex differences. Studies show 
that women are more likely to have alcohol-related problems within a 
shorter period than men after starting drinking (Erol and Karpyaka, 
2015). The other factor would be that women’s mean age of drinking is 
younger than that of men, while the initiation age of drinking is older 
than men (Osaki et al., 2016). The survey shows that the proportion of 
the flushing reactioner is similar between men and women, and there
fore the influence from the flushing reaction might be less (Osaki et al., 
2016). Current results show that the sex differences in age of death were 
detected not only in chronic diseases like mental and behavioural 

Fig. 3. Age-standardised mortality rates of 100 % alcohol-related deaths for men and women in 2006–2016, in 47 prefectures. 
Left is for men and right is for women. The colours for men show age-standardised mortality rate (per 100,000 population); ◼(white) <4.0, ◼(sky gray) 4.0–4.9, ◼ 
(ash gray) 5.0–5.9, ◼(gray) 6.0–6.9 ◼(black) >7.0. The colours for women show age-standardised mortality rate (per 100,000 population); ◼(white) <0.6, ◼(sky 
gray) 0.6, ◼(ash gray) 0.7, ◼(gray) 0.8–1.0, ◼(black) >1.0. The number in the map shows the following prefecture’s number; 1. Hokkaido, 2. Aomori, 3. Iwate, 4. 
Miyagi, 5. Akita, 6. Yamagata, 7. Fukushima, 8. Ibaraki, 9. Tochigi, 10. Gumma, 11. Saitama, 12. Chiba, 13. Tokyo, 14. Kanagawa, 15. Niigata, 16. Toyama, 17. 
Ishikawa, 18. Fukui, 19. Yamanashi, 20. Nagano, 21. Gifu, 22. Shizuoka, 23. Aichi, 24. Mie, 25. Shiga, 26. Kyoto, 27. Osaka, 28. Hyogo, 29. Nara, 30. Wakayama, 31. 
Tottori, 32. Shimane, 33. Okayama, 34. Hiroshima, 35. Yamaguchi, 36. Tokushima, 37. Kagawa, 38. Ehime, 39. Kochi, 40. Fukuoka, 41. Saga, 42. Nagasaki, 43. 
Kumamoto, 44. Oita, 45. Miyazaki, 46. Kagoshima, 47. Okinawa. 
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disorders due to alcohol use and alcoholic liver disease, but also in acute 
diseases like the toxic effect of alcohol. This result shows that both 
factors are related to the younger age of death of women. It is necessary 
to provide accurate information showing that women are more sus
ceptible to negative health outcomes related to drinking. 

4.3. Geographical areas, municipality size, alcohol sales per adult and 
ASMR of 100 % ARD 

The ASMR of 100 % ARD differs depending on the prefectures. 
Therefore, for the purpose of exploring the related factors to higher 
ASMR, the prefectures were classified by geographical area, by 

Fig. 4. Comparisons of age-standardised mortality rates for 2006-2016 by geographical area, population size, and annual per capita alcohol consumption. 
Regarding municipality size, prefectures were divided into three categories: large (more than 2.3 million population during 1995–2015, 15 prefectures), medium 
(more than 1.26 million population during 1995–2015, 17 prefectures), and small (less than 1.26 million population during 1995–2015, 15 prefectures). 
Regarding alcohol sales per adult by prefecture, prefectures were divided into three categories: lower (prefecture’s annual alcohol sales per adult in 2005 was < 80 L, 
12 prefectures), middle (prefecture’s annual alcohol sales per adult in 2005 was 80–90 litres, 17 prefectures), and higher (prefecture’s annual alcohol sales per adult 
in 2005 was ≥ 90 L, 17 prefectures). 
The boxplot shows five number summaries: the smallest observation, first quartile, median, third quartile, and sample maximum by category. The circles (○) show the 
outliers. The numbers in the chart shows the prefecture number: 13: Tokyo, 27: Osaka, 47: Okinawa. 
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municipality size, and by alcohol sales per adults, and then the associ
ations between each factor and the ASMR were explored. Geographical 
distribution could also reflect the traditional culture. One of the reasons 
why a few areas had higher ASMRs for 100 % ARD in men might be that 
drinking habits had traditionally been built there. Some prefectures in 
these geographical areas are thriving with brewing traditional Japanese 
rice wines called Sake or traditional Japanese distilled liquors called 
Shochu (National Tax Agency, 2005; National Research Institute of 
Brewing, 2018). The population of a prefecture could show to some 
extent whether the prefecture has a large city. Current results found that 
there was no association between municipality size and ASMRs for 100 
% ARD. Every prefecture has urbanareas and therefore the classification 
by population would not show the reason for differences in ASMRs by 
prefecture. However, the ASMRs for 100 % ARD in Tokyo and Osaka 
were higher than the other prefectures except for Okinawa, and the 
ASMR would be higher in metropolises. 

Alcohol sales per adult had been predicted to have a positive asso
ciation with ASMRs because it is reported that lower outlet numbers and 
reduced outlet densities and limited hours and days of sale can effec
tively reduce alcohol sales and problems in other countries (Gruene
wald, 2011). The ASMR for 100 % ARD was highest in the prefectural 
group with the highest alcohol sales per adult, as expected. Our result 
suggests that reducing alcohol sales can lead to a reduction in 100 % 
ARD in Japan. The effectiveness of measures to raise taxes and deter
mine unit prices according to alcohol content has been reported 
(Wagenaar et al., 2010; Zhao et al., 2013; Sharma et al., 2017; O’Donnell 
et al., 2019). In 2018, the WHO launched SAFER, ‘a new initiative and 
technical package outlining five high-impact strategies that can help 
governments to reduce the harmful use of alcohol and related health, 
social and economic consequences’, as a strategy to reduce harmful 
alcohol use by 10 % by 2025 (World Health Organization, 2018a). In 
Japan, ‘A’ (advance and enforce drunk-driving countermeasures) has 
been legislated, and ‘F’ (facilitate access to screening, brief in
terventions, and treatment) is currently being strengthened. However, 
the current efforts for ‘S’ (strengthen restrictions on alcohol availabil
ity), ‘E’ (enforce bans or comprehensive restrictions on alcohol adver
tising, sponsorship, and promotion), and ‘R’ (raise prices on alcohol 
through excise taxes and pricing policies) are not enough. In order to 
lower ASMRs of 100 % ARD, it would probably be effective to work on 
improving alcohol taxation and pricing policies. 

The ASMRs of 100 % ARD in Okinawa for both genders were by far 
the highest among all 47 prefectures. Nevertheless, a previous study 
revealed that premature adult mortality rates from 1970 to 2005 were 
much lower in Okinawa than in other prefectures (Suzuki et al., 2012). 
The Okinawa Prefecture is the southwestern-most part of Japan, con
sisting of 57 islands of various sizes. Okinawa is unique within Japan 
because of its location and the island’s culture and history (Institute for 
International Cooperation Japan International Cooperation Agency, 
2000). The direct reason for the highest ASMR of 100 % ARD in Okinawa 
would be the proportion of current drinkers, heavy drinkers, and binge 
drinkers (Okinawa prefecture, 2016; Mori and Fukuda, 2020). Okinawa 
is considered to be the first place where the Shochu had been brought 
from southeast Asia, and each of Okinawa’s islands has a unique 
drinking culture (National Research Institute of Brewing, 2018; nippon. 
com, 2020). These factors might be related to the highest ASMR of 100 
% ARD occurring in Okinawa. Additionally, there is a difference in 
alcohol policy between Okinawa and the other prefectures. Of Japan’s 
47 prefectures, only Okinawa has had a reduced tax rate on liquors since 
1972 (Cabinet Office, 2017). Okinawa’s traditional Shochu, Awamori, 
which has a high alcohol concentration, was designed to have a lower 
tax rate in order to promote local industry. Compared to Japan’s other 
46 prefectures, liquor in Okinawa is available at a lower price, sug
gesting this might be the other factor for the high ASMR of 100 % ARD. 
One effective way to reduce Okinawa’s ASMR of 100 % ARD would be to 
revise the reduced tax rates. 

4.4. Limitations 

One limitation of this study is that it did not include data on less than 
100 % ARDs, such as cancer. According to a previous report on alcohol- 
related cancer deaths in 2005, there are about five times more alcohol- 
contributed cancer deaths (approximately 20,000) than 100 % ARDs 
(Inoue et al., 2012). However, only the detailed drinking rates in Japan 
after the year 2003 can be obtained (Osaki et al., 2016; Zaitsu et al., 
2020; National Institute of Health and Nutrition, 2013). Additionally, 
the survey for detailed drinking rates was conducted every five years. It 
is necessary to conduct the survey more frequently for the yearly 
changes of all ARD to be monitored. 

Second, there is a limitation regarding the accuracy of causes of 
death in the national death registry system. The national death registry 
system is based on a death or autopsy certificate made by a physician at 
the time of death. Thus, cause of death is listed at the doctor’s discretion. 
In medical education, students perform exercises to determine cause of 
death as described on death certificates, guaranteeing quality to some 
extent. However, when a possible cause of death other than alcohol also 
exists, a cause other than a 100 % ARD may be provided. For example, in 
an analysis of individuals who drowned in the bathtub, blood ethanol 
was detected in 146 out of 357 people. Of those, acute ethanol intoxi
cation was recorded on the death certificate of seven individuals, while 
the cause of death listed for most of them was drowning (Suzuki et al., 
2015). Thus, 100 % ARDs are likely to be underestimated. 

In conclusion, the current study suggested that in Japan, ASMR of 
100 % ARD among men stayed high and increased among women. Ac
cording to prefecture-level analysis, per capita alcohol sales were posi
tively associated with ASMRs of 100 % ARD. Strengthening alcohol- 
control policy is necessary to reduce ARDs in Japan. In particular, the 
prefecture with the highest mortality rates should reconsider its reduced 
alcohol tax system. 
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A B S T R A C T

Unhealthy dietary behaviors in adolescence are an important public health problem. Gender differences in
dietary behaviors have already appeared during adolescence. However, few studies have assessed a variety of
adolescent dietary behaviors in Japan. We aimed to clarify gender differences in unhealthy dietary behaviors
among Japanese adolescents. The participants consisted of 84,988 participants from seventh to 12th grades.
Unhealthy dietary behaviors were defined according to the National Health and Nutrition Survey. Multivariable
logistic regression was used to analyze a nationally representative sample of Japanese adolescents from the 2014
to 2015 Lifestyle Survey. The effective response rate was 51.4%. The prevalence of unhealthy dietary behaviors
(skipping breakfast, snacking, eating out, skipping meals, eating alone at dinner, and subjectively poor diet
quality) among boys and girls was 14.2% versus 12.4%, 19.6% versus 14.1%, 10.6% versus 7.0%, 7.9% versus
5.6%, 13.3% versus 12.1%, and 12.3% versus 15.8%, respectively. Compared with boys, girls were more ne-
gatively associated with skipping breakfast [OR = 0.76 (95% CI 0.73–0.79)], snacking [OR = 0.67 (95% CI
0.65–0.70)], eating out [OR = 0.62 (95% CI 0.59–0.66)], skipping meals [OR = 0.61 (95% CI 0.58–0.65)], and
eating alone at dinner [OR = 0.79 (95% CI 0.76–0.83)]. However, girls were more positively associated with
subjectively poor diet quality [OR = 1.19 (95% CI 1.14.1.24)]. The findings suggest that gender differences
existed in dietary behaviors. Gender differences in dietary behaviors suggest opportunities for tailoring inter-
ventions related to dietary education in schools.

1. Introduction

Adolescence is an important period for physical and psychological
development. Dietary behaviors once established in adolescence tend to
continue throughout life (Wahl, 1999). Unhealthy dietary behaviors
during adolescence can result in nutritional deficiency and delayed
growth and may also have a negative effect on performance in school
(Kim et al., 2016). Adolescent unhealthy dietary behaviors are asso-
ciated with other health-related behaviors (Neumark-Sztainer et al.,
1997). For example, skipping breakfast has been linked to insomnia
(Kaneita et al., 2006). Frequent snacking is a risk factor for poor dietary
behaviors, and is related to lifestyle behaviors (Larson et al., 2016). In
Korean high school students, distress not only increased instant food
and snack intake, but also the frequency of eating out (Hong and Kim,
2014). Skipping meals is an unhealthy method to promote weight loss
and a potential risk factor for eating disorders (Neumark-Sztainer et al.,

2012). Shared meals may protect against nutritional-related health
problems, including obesity, other unhealthy dietary behaviors, and
eating disorders (Fulkerson et al., 2014). A cross-sectional study tar-
geting Australian adolescents showed that poor diet quality was asso-
ciated with depression (Jacka et al., 2010). Furthermore, unhealthy
dietary behaviors increase the risk of obesity and non-communicable
diseases (Amine et al., 2002; Story et al., 2000). Therefore, unhealthy
dietary behaviors in adolescence have been suggested as an important
public health issue (Moreno et al., 2014). It is necessary to develop
strategies to promote healthier dietary behaviors.

Gender differences in dietary behaviors have already appeared
during adolescence (Reynolds et al., 1999). For example, adolescent
boys eat faster than adolescent girls in Korea (Jeong et al., 2014).
Furthermore, compared with boys, girls tend to give consideration to
their food choices (Rolls et al., 1991). The incidence of obesity con-
tinues to increase worldwide among children and is particularly high in
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developed countries (Ng et al., 2014). In Japan, while obesity is in-
creasing among boys, leanness is increasing among girls (Ministry of
Education, Culture, Sports, Science and Technology, 2018). Adolescent
girls’ leanness may lead to future osteoporosis (Rigotti et al., 1991) and
delivery of a low-birthweight infant (Ronnenberg et al., 2003). Com-
pared with other countries, Japan shows a specific trend. Thus, it is
important to study dietary behaviors in adolescence by gender.

However, few studies have comprehensively assessed adolescent
dietary behaviors by gender in Japan. Furthermore, most previous
studies were conducted in the U.S. and other Western countries. To
address these issues, we conducted a large-scale survey of adolescents’
lifestyles throughout Japan. Based on previous reports (Reynolds et al.,
1999; Rolls et al., 1991), we hypothesized that boys tend to adopt
unhealthy dietary behaviors to a greater extent than girls. In this study,
we aimed to investigate gender differences in unhealthy dietary beha-
viors among Japanese adolescents.

2. Methods

2.1. Participants

Of the 10,547 junior and 4807 senior high schools registered in
Japan in May 2013, 140 junior (selection rate: 1.3%) and 124 senior
(selection rate: 2.6%) high schools were sampled. We used a stratified,
single-stage cluster-sampling method to divide Japan into regional
blocks and randomly selected schools from each block. To avoid any
sampling bias, stratified sampling was performed with regional blocks
as the strata. All the students in the sampled schools were the study
participants. The sample size was determined by the response rate and
confidence intervals based on the variance of the results obtained from
a previous study (Osaki and Minowa, 1996).

In the Japanese education system, children enter elementary school
at the age of 6 years and leave after 6 years of study. They then enter
junior high school for 3 years of study, followed by a further 3 years in
senior high school. Education is mandatory in junior high school. In this
study, the first to third years of junior high school are called the 7th to
9th grades, and the first to third years of senior high school is called the
10th to 12th grades.

2.2. Survey procedure

We sent a letter to the principal of each selected school for co-
operation in the survey, along with the same number of questionnaires
and envelopes as the number of students enrolled at the school. Schools,
where the principals had agreed to the survey and had received ques-
tionnaires and envelopes, also required each class teacher to inform the
students and ensure the protection of the privacy of the respondents.
Teachers explained to the students about confidentiality and voluntary
participation, and delivered the completed questionnaires in the sealed
envelopes back to our department. The survey was conducted from
October 2014 to January 2015. This study was approved by the re-
search members‘ institutional Ethical committee.

2.3. Measures

The major sections of the questionnaire were (1) personal data, (2)
dietary behaviors, (3) lifestyle, and (4) mental health status. Personal
data included gender, school grade, and type of school.

2.3.1. Dietary behaviors
To ensure reliability of the dietary behaviors, we used the questions

of the 2007 National Health and Nutrition Survey (NHNS) established
by the Ministry of Health, Labor and Welfare (Ikeda et al., 2015). The
unhealthy dietary behaviors in the present study were based on defi-
nitions used in previous studies (Otsuka et al., 2019; Videon and
Manning, 2003; Wijtzes et al., 2015):

1) Skipping breakfast
How often did you eat breakfast during the previous month? (1.

Almost every day, 2. Sometimes, 3. Seldom). Skipping breakfast was
defined when answered as “Sometimes” or “Seldom.”

2) Snacking
How many times per day did you snack during the previous month?

(1. Over 14 times/week, 2. 7–13 times/week, 3. 2–6 times/week, 4.
under once/week, 5. None). Snacking was defined when answered as
“Over 14 times/week.”

3) Eating out
How many times per day did you eat out during the previous

month? (1. Over 14 times/week, 2. 7–13 times/week, 3. 2–6 times/
week, 4. under once/week, 5. None). Eating out was defined when
answered as “Over 14 times/week” or “7–13 times/week.”

4) Skipping meals
How many times per day did you skip a meal during the previous

month? (1. Over 7 times/week, 2. 4–6 times/week, 3. 2–3 times/week,
4. under once/week, 5. None). Skipping meals was defined when an-
swered as “Over 7 times/week” or “4–6 times/week.”

5) Eating alone at dinner
When you ate dinner at home during the previous month, who did

you eat with? (1. All the family, 2. Some of the family, 3. Alone, 4.
Other). Lack of family dinner was defined when answered as “Alone.”

6) Subjectively poor diet quality
How was the quality of meals at home during the previous month?

(1. Very good, 2. Good, 3. Bad, 4, Very bad). Subjectively poor diet
quality was defined when answered as “Bad” or “Very bad.”

2.3.2. Covariates
To determine the following covariates, we referred to factors asso-

ciated with dietary behaviors in previous studies (Fulkerson et al.,
2014; Jacka et al., 2010; Kaneita et al., 2006; Kim et al., 2010; Larson
et al., 2016; Neumark-Sztainer et al., 1997). The lifestyle questionnaire
assessed current smoking, current alcohol drinking, participation in
club activities, exercise habits, more than 5 h of internet usage on
weekdays, insomnia symptoms, and interest in being healthy. The
covariate of internet usage time was derived from a previous study in
which Japanese adolescents using ≥5 h of internet on weekdays were
categorized as “high-risk” group for problematic internet use (Mihara
et al., 2016). Internet addiction in adolescents can negatively affect
dietary behaviors (Kim et al., 2010). Insomnia is defined when there is
presence of one or more of the following symptoms: difficulty in in-
itiating sleep, difficulty in maintaining sleep, and early morning awa-
kening (Kaneita et al., 2006). Mental health status was assessed using
selected items from the 12-item General Health Questionnaire (GHQ-
12) (Doi et al., 2003; Goldberg et al., 1976). In this study, we used the
assessments for ‘‘depression and anxiety’’ and ‘‘decrease in positive
feeling’’ from the GHQ-12. One question from each of the two factors
was selected for this study. Students who answered affirmatively to
either question were classified as having poor mental health (Suzuki
et al., 2011).

2.4. Data analysis

First, we calculated the demographic characteristics of the analyzed
participants and the 95% confidence intervals. Next, we calculated the
prevalence and the 95% confidence interval of each unhealthy dietary
behavior by gender and school grade and compared gender differences
using the chi-squared test. Finally, to examine the gender differences in
unhealthy dietary behaviors, multiple logistic regression analyses were
performed. School grade, drinking alcohol, smoking, extracurricular
activities, interest in being healthy, exercise habits, insomnia, mental
health status, and 5-or-more hours of internet use on weekdays were
used as the covariates. We set the level of significance at P < 0.01. All
analyses were performed using SPSS version 17.0.
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3. Results

This study enrolled 165,269 students who randomly selected junior
and senior high schools. The total number of respondents was 85,931.
Overall, 943 questionnaires were excluded because gender was not
specified or the responses were inconsistent. Data from the remaining
84,988 questionnaires were analyzed. The effective response rate was
51.4%.

Table 1 shows the demographic characteristics of the participants by
gender. The proportion of boys was higher in grades 7–9 and that of
girls was higher in grades 10–12. Regarding drinking alcohol, smoking,
club activities, and exercise habits, the proportion of boys was sig-
nificantly higher than that of girls. Regarding poor mental health, in-
terested in being healthy, and heavy Internet users during the weekday,
the proportion of girls was significantly higher than that of boys.

Fig. 1 shows the prevalence of unhealthy dietary behaviors by
gender and school grade. The prevalence of skipping breakfast was
significantly lower among girls than among boys (12.7%: 95%CI
12.4–13.0 vs. 14.9%: 95%CI 14.6–15.2, χ2 = 83.65, p < .001). The
tendency to skip breakfast increased among boys and girls with higher
grades (Fig. 1A). The prevalence of snacking among girls was sig-
nificantly lower than that among boys (14.6%: 95%CI 14.3–15.0 vs.

20.6%: 95%CI 20.2–21.0, χ2 = 521.4, p < .001). In both boys and
girls, this percentage declined after the 7th grade, bottomed out in the
9th grade, and then rose again (Fig. 1B). The prevalence of eating out
was significantly lower among girls than among boys (7.2%: 95%CI
6.9–7.4 vs. 11.1%: 95%CI 10.8–11.4, χ2 = 372.8, p < .001). In boys
and girls, the higher the grade, from 10th to 12th, the higher the pre-
valence of eating out (Fig. 1C). The prevalence of skipping meals was
significantly lower among girls than among boys (5.7%: 95%CI 5.5–6.0
vs. 8.3%: 95%CI 8.0–8.6, χ2 = 205.0, p < .001). In boys and girls, the
higher the grade in schools, the higher the prevalence of skipping meals
(Fig. 1D). The prevalence of eating alone at dinner was significantly
lower among girls than among boys (13.9%: 95%CI 13.6–14.3 vs.
16.0%: 95%CI 15.7–16.3, χ2 = 73.96, p < .001). The prevalence

Table 1
Demographic characteristics of analyzed participants (%).

Boys
N = 41,225

% 95%CI Girls
N = 43,763

% 95%CI

Grade
Grade 7 5467 13.3 12.9–13.6 5061 11.6 11.3–11.9
Grade 8 5426 13.2 12.8–13.5 5055 11.6 11.3–11.9
Grade 9 5320 12.9 12.6–13.2 5145 11.8 11.5–12.1
Grade 10 9058 22.0 21.6–22.4 9990 22.8 22.4–23.2
Grade 11 8348 20.3 19.9–20.6 9390 21.5 21.1–21.8
Grade 12 7606 18.5 18.1–18.8 9122 20.8 20.5–21.2

Drinking
alcohol

3516 8.5 8.3–8.8 3298 7.5 7.3–7.8

Smoking 1101 2.7 2.5–2.8 469 1.1 1.0–1.2
Club activity 28,220 71.5 71.1–72.0 28,469 66.7 66.2–67.1
Excise habit 20,745 52.4 51.9–52.9 13,365 31.2 30.8–31.6
Insomnia 8762 21.3 20.9–21.7 8666 21.0 20.6–21.4
Poor mental

health
5002 13.3 13.0–13.6 7500 17.2 16.9–17.6

Interest in
being
healthy

22,897 55.9 55.4–56.4 26,477 60.8 60.3–61.3

Using the
Internet
hour
> 5 h in
weekdays

5022 12.4 12.1–12.7 5651 13.1 12.8–13.4

Fig. 1. Prevalence of unhealthy dietary behaviors among Japanese adolescents
by gender and school grade.

Fig. 1. (continued)

Fig. 1. (continued)

Fig. 1. (continued)
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tended to increase with higher grades in both boys and girls (Fig. 1E).
The prevalence of subjectively poor diet quality was significantly higher
among girls than among boys (16.1%: 95%CI 15.7–16.5 vs. 12.9%:
95%CI 12.6–13.2, χ2 = 175.1, p < .001). The prevalence tended to
increase with higher grades in both boys and girls.

Table 2 shows the logistic regression results for the gender

differences in unhealthy dietary behaviors among Japanese adoles-
cents. After adjusting for covariates, girls compared to boys were more
negatively associated with skipping breakfast [AOR = 0.76 (95% CI
0.73–0.79)], snacking [AOR = 0.67 (95% CI 0.65–0.70)], eating out
[AOR = 0.62 (95% CI 0.59–0.66)], skipping meals [AOR = 0.61 (95%
CI 0.58–0.65)], and eating alone at dinner [AOR = 0.79 (95% CI
0.76–0.83)]. On the contrary, girls were more positively associated with
subjectively poor diet quality [AOR = 1.19 (95% CI 1.14.1.24)].

4. Discussion

This is the first study to examine gender differences in unhealthy
dietary behaviors among Japanese adolescents. The results suggest that
gender differences in dietary behaviors appear to be partly related to
their beliefs regarding healthy eating. This study had two strengths: 1) a
nationwide survey and 2) an extremely large sample. Many studies have
examined a few unhealthy dietary behaviors, such as skipping break-
fast. However, we found almost no similar studies examining the pre-
valence of a variety of dietary behaviors. Furthermore, few studies have
been conducted on adolescents’ dietary behaviors in Asia. Therefore,
this study makes an important contribution to health education.

Overall, the present study indicated that girls tended to adopt reg-
ular dietary behaviors as compared to boys, but they seemed dis-
satisfied with the quality of their diet. This is partially consistent with
previous studies (Reynolds et al., 1999; Rolls et al., 1991). Reasons for
different dietary behaviors can be found in nutrition knowledge and
attitude. Girls have more nutrition knowledge than boys and are ex-
tremely self-conscious about their bodies (Pirouznia, 2001; Rampersaud
et al., 2005). In contrast, girls showed lower intake of essential vitamins
and minerals and lesser ingestion fruits and vegetables as compared to
boys (Johnson et al., 1994). Boys tended to have meals that were higher
in total fat and saturated fat as compared to girls (Munoz et al., 1997).
Thus, boys and girls showed a significant difference in their dietary
behaviors. In future studies, it is necessary to identify these differences.

Previous studies on skipping breakfast and meals have shown in-
consistent gender differences (Oba et al., 2016; Smetanina et al., 2015;
Smith et al., 2017; Vereecken et al., 2009). In Western countries, girls
skip breakfast and other meals more frequently than boys (Smith et al.,
2017; Vereecken et al., 2009). However, similar to the present study,
another cross-sectional study among Japanese adolescents reported that
there is a significant association between skipping meals and male
gender (Oba et al. 2016). Although the reason for this gender difference
is not known, more boys reported frequent snacking and eating out as
compared to girls, and the gender distribution could explain it. Despite
the low frequency of skipping meals among adolescent girls, the pre-
valence of lean women in their 20 s is very high (21.7%) as compared to

Fig. 1. (continued)

Fig. 1. (continued)

Table 2
Logistic regression results for the gender differences about unhealthy dietary behaviors among Japanese adolescents.

Girls compared with boys

Unhealthy dietary behaviors Crude OR 95%CI p-value Adjusted OR 95%CI p-value

Skipping breakfast 0.83 0.80–0.86 < 0.001 0.76 0.73–0.79 < 0.001
Snacking 0.66 0.63–0.68 < 0.001 0.67 0.65–0.70 < 0.001
Eating out 0.62 0.59–0.65 < 0.001 0.62 0.59–0.66 < 0.001
Skipping meals 0.67 0.64–0.71 < 0.001 0.61 0.58–0.65 < 0.001
Eating alone at dinner 0.85 0.81–0.88 < 0.001 0.79 0.76–0.83 < 0.001
Subjectively poor diet quality 1.30 1.25–1.35 < 0.001 1.19 1.14–1.24 < 0.001

Participants with missing data were excluded from the analysis.
Adjusted for grade, club activity, exercising habit, mental health, long time internet user, alcohol drinking, smoking, and interest in being healthy at multiple logistic
regression.
P value was calculated using the multiple logistic regression analysis.
“Skipping Breakfast” was calculated as the sum of “Seldom and Sometimes”. “Snacking” was defined as “Over 14 times/week”. Eating out was defined as “Over 14
times/week and 7–13 times/week”. Skipping meals was defined as the sum of percentage “Over 7 times/week and 4–6 times/week”. Eating dinner at alone was
defined as “Alone”. Subjectively poor diet quality was defined as the sum of “Very bad and Bad”.
AOR: adjusted odds ratio; CI: confidence interval;
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lean men (9.1%) (Ministry of Health, Labour and Welfare, 2017). Thus,
it is suggested that Japanese young girls are more worried about their
weight than the boys are. Girls are known to present more body image
distortion as compared to boys (Smolak, 2004). Moreover, girls are
more likely to sense themselves as overweight when in fact they are
average or even underweight, while many boys are likely to be con-
cerned about being overweight when they are actually obese. Skipping
meals is often used as a weight-loss method (Neumark-Sztainer et al.,
2012). The present study showed that Japanese girls might not skip
meals, but instead reduce the amount of food and worsen the quality of
their food, for e.g., cut down intake of carbohydrates. In future studies,
the question of how they feel about their own weight and the nutrition
or energy from meals should be addressed.

We found significant differences in the prevalence of snacking by
gender. Adolescent boys snacked more often perhaps because adoles-
cent boys have voracious appetites, which might result in hunger and
the need to eat during break times while undergoing club activities.
Interestingly, the gap between boys and girls with respect to snacking
diminished as the grade increased. A cross-sectional study in Poland
youth reported that women snack more frequently on sweets, biscuits,
nuts, and seeds, whereas men tend to snack on salty snacks, add sugar
to beverages, and add salt to dishes (Zaborowicz et al., 2016). Partici-
pants with insufficient nutritional knowledge snack more frequently on
salty snacks rather than fruit (Zaborowicz et al., 2016). Thus, age and
gender may affect snacking behaviors. Snacking is generally considered
a factor in the development of overweight and obesity in childhood
(Nicklas et al., 2003). These results suggest the necessity of a multi-
dimensional survey with respect to adolescents’ age and gender for
healthy snacking behavior.

Regarding the frequency of family dinners, consistent with previous
studies, we found that boys ate alone at dinner less often than girls
(Goldfield et al., 2011; Shirasawa et al., 2018). One explanation for this
is that boys often eat fast food after school and club activities; thus, they
have fewer opportunities for family dinners. Previous studies have re-
ported that family meal times may act as a protective factor against
nutritional health-related problems encountered during adolescence,
including unhealthy dietary behaviors (Hammons and Fiese, 2011).
Another explanation is that the schedule of the cram school may affect
family dinners. Because of adolescents’ cram school sessions and their
parents’ jobs, the number of times a Japanese family eats a meal to-
gether has reduced (Kojima, 2011). Therefore, our findings suggest that
health educators need to promote the importance of family dinners and
the risks related to eating alone.

In contrast to the above results, we found that the prevalence of
subjectively poor diet quality was higher among girls. Studies have
reported that girls tend to hold stronger diet-related beliefs than boys
(Davy et al., 2006; Wardle et al., 2004). Thus, girls may underestimate
the quality of their diet, while boys may overestimate them. Although
girls regularly eat meals, the result also suggests that girls may be re-
stricted to the amount of meals. Future research is needed to use ob-
jective indicators such as the Diet Quality Index (Vyncke et al., 2013).

The results of the current study also suggested that some dietary
behaviors such as skipping breakfast, eating out, eating alone, sub-
jective poor diet quality were likely to have an interaction between
gender and school grade which meant age. The findings in the current
study support in line with the several previous studies which show that
pubertal status may affect on skipping meals and snacks (Lee and Lee,
2013; Nu et al., 1996). Another explanation for that is that high school
students (grade10-12) tend to eat in accordance with their own daily
rhythms, thus dietary behaviors are easily disturbed. Therefore, our
findings suggest that health educators need to change the content of
education in dietary behaviors depending on the grade

This study had several limitations. First because it was a cross-sec-
tional study, the cause and effect relationships for each dietary beha-
vior, or how these may have changed over time, could not be de-
termined. For example, poor mental health status could affect dietary

and other behaviors more when compared to healthy mental status
(Brausch and Gutierrez, 2009). In the present study, we could use only
two items from GHQ-12 for mental health due to limited space in the
questionnaire. To focus more on the adolescents’ mental health status in
future surveys, all GHQ items may need to be included for accurate
measurement. Second, data for the study were collected via a self-ad-
ministered questionnaire. Using a validated method to assess meal
balance over the previous 24 h, for example, would have provided
strong evidence that could have been used in the study. Third, no data
were obtained on participants’ weights or socio-economic factors, such
as family income or the educational levels of the participants’ parents.
Future research should include socio-economic factors and their actual
and ideal weights. Fourth, about 40% of non-responses existed, because
minors aged < 20 years in Japan are prohibited by law from smoking
and drinking alcohol. Therefore, schools and students tend to be non-
cooperative in responding to questions on their smoking and drinking
status. However, the present survey response rate had some accept-
ability (Johnson and Wislar, 2012).

5. Conclusion

The current study found that dietary behaviors differed between
genders, and these differences varied among junior and senior high
school. Future research should examine factors in the home environ-
ment, such as socioeconomic status (SES) and use of electronic devices
during meals. Our results highlight the importance of developing
gender-specific prevention strategies. Integrating strategies in health
education in schools could contribute to improving adolescent health.
Interventions should focus on healthy eating behaviors and improving
food quality. It would be advisable to focus on developing healthy
eating habits in boys, and education in girls regarding the necessary
nutrients and proper energy intake. Schools need to not only teach the
importance of proper dietary behaviors, but also support modeling and
reinforcing healthy dietary behaviors. Adolescents have easy access to
high fat and high sugar food and beverage products around school.
Hence, schools need to create a supportive and integrated nutrition
environment.
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Abstract

Subjective happiness is often regarded as a major life goal. Although Japan is an economi-
cally powerful country, the level of subjective well-being reported among Japanese adoles-
cents is lower than in other countries. We aimed to investigate the lifestyle factors related to
unhappiness in Japanese adolescents. We collected data through the 2017–2018 Lifestyle
Survey of Adolescents, a nationally representative cross-sectional study enrolled in ran-
domly selected junior and senior high schools throughout Japan. We assessed the preva-
lence of subjective unhappiness in junior and senior high school students according to
school life factors and daily lifestyle habits. A multivariable logistic regression analysis was
used to examine the associations between these factors and unhappiness. A total of 64,329
students were included in the sample (mean age 15.7 years, 53.9% boys). The average
prevalence of unhappiness was 10.2%. The logistic regression analyses indicated that
unhappiness was strongly associated with being male and with engaging in unhealthy life-
style behaviors such as not having breakfast, poor sleep quality, and some problematic
Internet usage. Although the prevalence of unhappiness was significantly higher among cur-
rent smokers and alcohol drinkers, these behaviors were not associated with unhappiness
in the multivariable logistic regression analysis. Unhappiness among Japanese adolescents
appears to be strongly related to how they spend their daily life. We therefore consider it
desirable for school officials to educate students on the importance of happiness and life-
style factors conducive to happiness.

Introduction
Subjective happiness has received increasing attention from academics and policymakers
around the world as a global measure of subjective well-being [1, 2]. In the psychometric
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literature, subjective well-being consists of evaluative and affective elements [3]; evaluative
well-being reflects individuals’ judgments about the quality and virtue of their lives [4], while
affective well-being reflects positive emotions and moods such as happiness, joy, excitement,
and cheerfulness, as well as avoidance of pain and depression [5]. Although there are many
examples of people who have achieved meaning and fulfillment in life without enjoyment, the
different types of subjective well-being are on average positively correlated [6]. Thus, many
regard subjective happiness as a major life goal [1] with numerous positive effects on physical
and mental health, including improved cardiovascular function [7], improved sleep quality
[8], an increased survival rate [9], and increased quality of life [10].

However, the above findings pertain to adults only; few studies have targeted adolescents.
Adolescence is a period of rapid physical and psychological change intrinsically linked to
adulthood [8]—indeed, happiness in adolescence is associated with happiness in adulthood.
Furthermore, happiness in childhood is related to social and coping skills (which predict sub-
jective happiness) in adulthood [11]. Happiness in adolescence is also associated with lifestyle
behaviors such as physical activity, eating habits, smoking, and alcohol use [12–14]. For
instance, a cross-sectional survey in Hong Kong targeted 45,857 secondary school students
and found that students who reported fewer than two days of exercise per week were up to
32% more likely to be unhappy than those who reported three to seven days of exercise. Fur-
ther, the risk of unhappiness increased with the number of days of drinking, and current and
former smokers were more likely to be unhappy than those who never smoked [13]. Subjective
happiness is also negatively related to problematic Internet usage [15–17]. A cross-sectional
study of 56,086 adolescents in Taiwan showed that adolescents who reported being unhappy
had a higher risk of Internet addiction—1.54 times higher in boys and 1.88 times higher in
girls—than adolescents who were happy [16]. A study in Chile targeting 3461 students 17 to 24
years old reported that eating lunch, fruits, and vegetables every day increased the likelihood
of being classified as "very happy" [14]. Thus, happy adolescents are less likely to engage in a
variety of harmful and unhealthy behaviors, including smoking, drinking, unhealthy eating,
and problematic Internet usage. Increasing adolescents’ subjective happiness might improve
their social adaptability and quality of life later on [18, 19]. Therefore, the positive impacts of
subjective happiness can benefit health through indirect relationships with health promotion
activities.

A study targeting 540,000 fifteen-year old students found that the happiness levels of Japa-
nese students was ranked 42 out of 47 countries and regions (including Organisation for Eco-
nomic Co-operation and Development [OECD] countries and partner nations) [20]. As such,
it is important to implement strategies aimed at improving Japanese youths’ overall happiness,
which requires consideration of the factors related to happiness, such as gender [14] and envi-
ronmental factors, including school support structures, communication between parents and
children, and academic load [21]. Teachers and policymakers would find it challenging to
improve parent-child relationships as a method of increasing adolescents’ happiness. Though
change is not an immediate process, addressing lifestyle behaviors and the school environment
while attempting to address parent-child relationship quality might result in more immediate
benefits than solely focusing on a single factor.

No studies have actually investigated the associations between lifestyle factors and unhappi-
ness in Japanese adolescents. In 2000, the Government of Japan formulated a comprehensive
health policy, Health Japan21, and set daily lifestyle goals such as increasing breakfast intake
and reducing drinking and smoking in minors [22]. Internet addiction has also become a seri-
ous public health issue, and its effects are particularly detrimental to young people, who are in
the process of growing both mentally and socially [23]. Targeting lifestyle factors allows us to
orient adolescents toward future happiness by improving the conditions of not-yet-happy
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adolescents. Although there have been previous reports on “unhappiness at school” in a
nationwide survey [24], we were interested in the “feeling that school is not fun” (based on the
Japanese wording of the questionnaires) rather than unhappiness. In actuality, numerous
extracurricular activities and aspects of adolescent lifestyle occur outside of school; therefore,
increasing the range of variables is needed, including not only school life, but also daily life
behaviors to accurately evaluate unhappiness in adolescents. Identifying the factors associated
with subjective unhappiness among adolescents is a step toward addressing unhappiness in
adolescents and thereby improving individuals’ future physical and mental health. Therefore,
we conducted a large-scale survey on how different lifestyle factors among adolescents
throughout Japan are associated with unhappiness. Based on previous research, we hypothe-
sized that adolescents’ levels of unhappiness would be associated with daily behaviors, such as
Internet usage; whether they participate in school extracurricular activities, sleep quality, eat-
ing behavior; and gender. Daily activities facilitate group intervention education in schools,
and considering which behaviors are associated with adolescents can inform future surveys
and policies on lifestyle interventions to improve happiness.

Materials andmethods
Participants
We collected data via the 2017–2018 Lifestyle Survey of Adolescents. Of the 10,235 junior and
4,907 senior high schools registered in Japan in May 2017, we sampled 98 junior (selection
rate: 0.96%) and 86 senior (selection rate: 1.75%) high schools using a stratified, single-stage
cluster-sampling method, which involved dividing Japan into regional blocks and randomly
selecting schools from each block. We used this method to limit sampling bias. All students in
the sampled schools were included. The sample size was determined using the response rates
and confidence intervals based on variance of results obtained from a previous study [25].
Replies were obtained from 48 junior high schools (school response rate: 49.0%) and 55 senior
high schools (school response rate: 64.0%; total school response rate: 56.0%) and enrolled
118,303 students in the study. A total of 64,417 individuals responded. We excluded 88 ques-
tionnaires lacking gender information or with inconsistent responses. Consequently, 64,329
questionnaires were analyzed (effective response rate = 54.4%). The age range was 12–19 years
(mean = 15.7±1.7 years).

Survey procedure
We sent a letter to the principals of selected schools requesting their cooperation, along with
questionnaire forms and envelopes for enrolled students. In participating schools, we had class
teachers inform students of the study, including its confidentiality and voluntary participation,
and assure them that their privacy would be protected. There was an option to withdraw from
the study or refuse to complete the questionnaire. Teachers delivered the completed question-
naires in the sealed envelopes back to our office. The survey was administered between
December 2017 and February 2018.

Measures
The questionnaire assessed (1) personal data, (2) lifestyle behaviors, (3) school life, and (4) sub-
jective happiness. Personal data included school type (junior high school or senior high
school), gender, age, and school grade.

For lifestyle behaviors, we assessed frequency of having breakfast (“every day,” “some-
times,” or “seldom”), drinking and smoking status, subjective sleep quality (“very good,”
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“good,” “bad,” or “very bad), and Internet usage. As for eating breakfast, respondents who
selected “every day” were included in the “yes” category and those who selected “sometimes”
or “never” were collapsed into the “no” category for analysis [26]. Participants were defined
current smokers if they answered that they had smoked one cigarette per day or more in the
past month. Similarly, we defined those who responded that they had drunk alcohol one day
or more in the past month as being current drinkers [26]. For subjective sleep quality, partici-
pants who responded with “bad” or “very bad” were considered to have poor subjective sleep
quality [26]. To assess Internet usage, we used the 8-item version of the Young Diagnostic
Questionnaire for Internet Addiction (YDQ) [27]. Each item is rated dichotomously (“yes” or
“no”).

As for school life, participation in extracurricular activities (“active participation,” “passive
participation,” or “no participation”) and future direction were asked. To evaluate future plan,
we used the following question. “What is your plan for your future life course?” Participants
selected one of seven items: “high school,” “vocational school,” “college,” “university,” “post-
graduate school,” “taking a job after leaving the current school,” and “not decided yet.” Those
who selected “university” or “postgraduate school” were grouped as students who intended to
go to university; otherwise, they were grouped as students who did not intend to go to univer-
sity or those who had not yet decided [26].

Subjective happiness was measured using a single item: “In general, how would you
describe your happiness?” Participants responded on a visual analogue scale. Participants were
instructed to (a) focus on their global estimation and general feelings, (b) take note that 0 is the
minimum and 10 is the maximum, and (c) select the number that best described their feelings.
This single scale has good concurrent, convergent, and divergent validity [28]. Single-item
happiness measures have been used widely throughout the world [29, 30]. We defined partici-
pants with a score of 3 or less (10th percentile score) as being unhappy [31], because it is quite
plausible that data on lower levels of happiness scores (that is, unhappiness) could help to iden-
tify groups or problems that are potential priorities for policy interventions. Thus, subjective
unhappiness was dichotomously scored (unhappy = 1, other = 0).

Data analysis
First, we examined participants’ characteristics by school type. Second, we calculated the prev-
alence and 95% confidence intervals (95% CI) of unhappiness by school grade. Third, we
examined the prevalence of unhappiness by lifestyle behaviors and items of Young Diagnostic
Questionnaire for Internet Addiction, according to gender and school type, by using the χ2

test. Finally, we analyzed a multivariable logistic regression, calculating the adjusted odds
ratios (ORs) of each factor and its 95% CI for subjective unhappiness. The covariates in the
logistic regression analysis included basic demographic characteristics (gender and school
grade), lifestyle behaviors (having breakfast, drinking alcohol, smoking status, sleep quality,
and Internet usage), and school life (extracurricular activities and intending to study at univer-
sity). To determine covariates, we referred to factors associated with happiness in previous
studies [14, 15, 17, 24]; these behaviors are factors of high interest to national policies as well as
teachers and parents as intervention goals. The statistical level of significance was p<0.01. Sta-
tistical analyses were performed with Stata 15.1.

Ethics statement
In the Ethical Guidelines for Epidemiological Studies jointly announced by the Ministry of
Health, Labour and Welfare and the Ministry of Education, Culture, Sports, Science and Tech-
nology of Japan, personal information is defined as follows: information of a living individual,
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and the name, birthday, and other descriptions included in that information that can be used
to identify a specific individual. We used questionnaires devoid of all such information to pre-
vent participant identification and to safeguard their privacy. We obtained written informed
consent from all participants. Limited to junior high school students, informed consent was
obtained from each child’s parent or guardian. According to the Ministry of Health, Labor and
Welfare’s epidemiology ethical guidelines, researchers are not required to obtain parental
approval in a non-invasive survey of high school students. This study was approved by the eth-
ical review board of the Tottori University School of Medicine.

Results
Table 1 shows the participant demographics by school type. The prevalence of subjective
unhappiness was 9.3% and 10.2% in junior and senior high school students, respectively. Stu-
dents in junior and senior high schools who wished to go to university accounted for 61.2%
and 55.5%, while 65.3% and 51.8% actively participated in extracurricular activities, respec-
tively. Most junior and senior high school students ate breakfast daily (85.9% and 81.5%,

Table 1. Characteristics of the analyzed participants.

Junior high
school

Senior high
school

n % n %
Gender

Boys 11,179 50.3 23,403 55.8
Girls 11,036 49.7 18,534 44.2

Grade
Grade 7 and 10 7,384 33.4 14,201 34.0
Grade 8 and 11 7,329 33.1 14,212 34.0
Grade 9 and 12 7,415 33.5 13,404 32.0

Subjective happiness
Unhappy 2,057 9.3 4,264 10.2
Neither 7,558 34.0 16,718 39.9
Happy 11,872 53.4 19,680 46.9
Unknown 728 3.3 1,275 3.0

Having breakfast
Every day 19,079 85.9 34,183 81.5
Sometimes 1,627 7.3 4,052 9.7
Seldom 887 4.0 2,603 6.2
Unknown 622 2.8 1,099 2.6

Participating in extracurricular activities
No 3,896 17.5 13,227 31.6
Active 14,502 65.3 21,740 51.8
Passive 3,103 14.0 5,796 13.8
Unknown 714 3.2 1,174 2.8

Present smoking
No 21,971 98.9 40,998 97.8
Yes 244 1.1 939 2.2

Present alcohol use
No 21,580 97.1 38,986 93.0
Yes 635 2.9 2,951 7.0

(Continued)
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respectively), while 29.5% and 39.7% had poor sleep quality. About half of adolescents reported
being preoccupied with the Internet and regularly stayed online longer than they originally
intended.

Table 2 shows the prevalence of unhappiness by school grade. The average prevalence was
10.2%. The prevalence increased with higher grade, while has leveled off since Grade 10.

Table 1. (Continued)

Junior high
school

Senior high
school

n % n %
Subjective sleep quality

Good 14,937 67.2 24,063 57.4
Bad 6,559 29.5 16,633 39.7
Unknown 719 3.3 1,241 2.9

Intending to study at university
Yes 13,587 61.2 23,262 55.5
No 4,253 19.1 14,241 34.0
Not yet decided 3,704 16.7 3,322 7.9
Unknown 671 3.0 1,112 2.7

Internet Addiction Diagnostic Questionnaire
Preoccupied with the Internet 10,981 49.7 23,359 56.0
Need to use the Internet with increasing amounts of time to achieve satisfaction 2,430 11.0 5,109 12.2
Repeatedly made unsuccessful efforts to control, cut back, or stop Internet use 8,169 37.0 16,232 38.9
Restless, moody, depressed, or irritable when attempting to cut down or stop
Internet use

4,382 19.8 8,509 20.4

Stay online longer than originally intended 9,196 41.6 22,999 55.1
Jeopardized or risked the loss of significant relationship, school, educational or club
activity because of the Internet

1,586 7.2 3,871 9.3

Lied to family members, therapist, or others to conceal the extent of involvement
with the Internet

3,212 14.5 6,900 16.5

Use the Internet as a way of escaping from problems or of relieving a dysphoric
mood

4,003 18.1 11,658 27.9

Internet Addiction Diagnostic Questionnaire by Young’s Diagnostic Questionnaire showed that participants
answered "yes".

https://doi.org/10.1371/journal.pone.0235252.t001

Table 2. Prevalence of subjective unhappiness by school grade.

Total number Prevalence of subjective unhappiness (%) 95% CI p-value
Grade 7 7,384 9.0 8.3 9.7 0.003
Grade 8 7,329 9.5 8.9 10.2 (χ2(5) = 17.8)
Grade 9 7,415 10.1 9.4 10.8
Grade 10 14,201 10.5 10.0 11.0
Grade 11 14,212 10.5 10.0 11.0
Grade 12 13,404 10.5 9.9 11.0
Total 63,945 10.2 9.9 10.4

Participants with missing data were excluded from the analysis.
P-value was calculated with chi-square test by grade.
Unhappiness was defined as a score of 3 or less on an 11-point scale.

https://doi.org/10.1371/journal.pone.0235252.t002
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Fig 1 shows the prevalence of subjective unhappiness in lifestyle behaviors and school life
by each school type and gender. Among junior and high school students, factors that had sig-
nificantly a higher prevalence of subjective unhappiness were having breakfast sometimes/sel-
dom, passive participation in extracurricular activities, present smoking, present alcohol use,
poor sleep quality, and not yet having decided to study at university. These variables showed
no significant differences by gender among both school levels.

Tables 3 and 4 show the prevalence of subjective unhappiness in items by each school type
and gender. In all YDQ items, the prevalence of unhappiness among those who answered
“Yes” was higher than that among those who answered “No.” In particular, items with a large
difference in the prevalence of unhappiness were “Need to use the Internet with increasing
amounts of time to achieve satisfaction,” “Restless, moody, depressed, or irritable when
attempting to cut down or stop Internet use,” “Jeopardized or risked the loss of significant rela-
tionship, school, educational or club activity because of the Internet,” and “Use the Internet as
a way of escaping from problems or of relieving a dysphoric mood.”

Table 5 shows the crude and adjusted ORs (AORs) and 95% CIs for the association between
unhappiness and each of the explanatory variables. In this multivariable logistic regression
model, the AUC was 0.724 and the pseudo-R squared was 0.093. The analysis revealed higher

Fig 1. The prevalence of subjective unhappiness in Japanese adolescents by each life style factor. (a) junior high school students of boys (b) junior high school
students of girls (c) senior high school students of boys (d) senior high school students of girls.

https://doi.org/10.1371/journal.pone.0235252.g001
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odds of unhappiness among individuals with poor sleep quality (AOR 2.41; 95% CI 2.28–2.55);
those with passive participation in extracurricular activities (AOR 1.12; 95% CI 1.04–1.22);
those who used the Internet as a way of escaping from problems or of relieving a dysphoric
mood (AOR 2.44; 95% CI 2.29–2.61)); those with the need to use the Internet increasingly to
achieve satisfaction (AOR 1.55; 95% CI 1.43–1.67); those who were restless, moody, depressed,
or irritable when attempting to cut down or stop Internet use (AOR 1.32; 95% CI 1.23–1.42);
and those who had jeopardized or risked the loss of significant relationships or school, educa-
tional, or club activities because of the Internet (AOR 1.35; 95% CI 1.24–1.47). Conversely,
lower odds of unhappiness were found for girls (AOR 0.80; 95% CI 0.71–0.79), individuals
who ate breakfast daily (AOR 0.75; 95% CI 0.70–0.81), individuals intending to study at uni-
versity (AOR 0.87; 95% CI 0.73–0.83), and, interestingly, those preoccupied with the Internet
(AOR 0.88; 95% CI 0.82–0.93), those who repeatedly made unsuccessful efforts to control, cut
back, or stop Internet use (AOR 0.88; 95% CI 0.83–0.94), and those who stayed online longer
than originally intended (AOR 0.85; 95% CI 0.79–0.90). School grades, smoking, and drinking
status were not significant related factors.

Table 3. The prevalence of subjective unhappiness in junior high school students by components of internet addiction.

Boys Girls
n % 95% CI p-value n % 95% CI p-value

Preoccupied with the Internet
No 417 7.9 7.2 - 8.7 < 0.001 389 7.1 6.5 - 7.9 < 0.001
Yes 585 11.0 10.2 - 11.9 654 12.3 11.4 - 13.2

Need to use the Internet with increasing amounts of
time to achieve satisfaction

No 772 8.3 7.7 - 8.8 < 0.001 800 8.2 7.6 - 8.7 < 0.001
Yes 232 18.0 16.0 - 20.3 247 23.7 21.1 - 26.4

Repeatedly made unsuccessful efforts to control, cut
back, or stop Internet use

No 603 8.6 8.0 - 9.3 < 0.001 537 8.3 7.7 - 9.0 < 0.001
Yes 398 11.1 10.1 - 12.1 507 11.7 10.8 - 12.7

Restless, moody, depressed, or irritable when attempting to cut
down or stop Internet use

No 665 7.7 7.1 - 8.3 < 0.001 656 7.7 7.1 - 8.2 < 0.001
Yes 336 17.2 15.6 - 19.0 393 17.2 15.7 - 18.9

Stay online longer than originally intended
No 530 8.2 7.5 - 8.9 < 0.001 463 7.7 7.1 - 8.4 < 0.001
Yes 471 11.4 10.5 - 12.4 579 12.1 11.2 - 13.1

Jeopardized or risked the loss of significant relationship, school, educational or club activity because of the
Internet

No 861 8.7 8.2 - 9.3 < 0.001 887 8.9 8.3 - 9.4 < 0.001
Yes 136 19.6 16.7 - 22.7 162 19.4 16.8 - 22.2

Have you lied to family members, therapist, or others to conceal the extent of involvement
with the Internet

No 783 8.5 7.9 - 9.1 < 0.001 763 8.4 7.8 - 9.0 < 0.001
Yes 219 15.9 14.0 - 17.9 287 16.7 15.0 - 18.5

Use the Internet as a way of escaping from problems or of
relieving a dysphoric mood

No 667 7.3 6.8 - 7.9 < 0.001 537 6.4 5.9 - 7.0 < 0.001
Yes 334 22.9 20.7 - 25.1 508 21.1 19.4 - 22.8

Participants with missing data were excluded from the analysis. P-values were calculated by chi-square test for all factors.

https://doi.org/10.1371/journal.pone.0235252.t003
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Discussion
This is the first nationally representative study to examine the association between subjective
unhappiness and daily lifestyle factors such as having breakfast, extracurricular activity, sleep,
and Internet usage in Japanese adolescents. The results demonstrated that unhappiness was
significantly positively associated with passive participation or lack of participation in extra-
curricular activities, poor sleep quality, and some aspects of problematic Internet usage. On
the other hand, unhappiness was significantly negatively associated with being a girl, eating
breakfast daily, intending to study at university, and a few problematic Internet usage patterns.
The results were nearly identical with previous research in other countries and confirmed our
hypothesis except the lack of effects on class grades. These findings provide important evi-
dence on the ways that lifestyle interventions could improve overall happiness in adolescents
in Japan.

We found that there were unhappier boys than girls in Japan. Gender differences in subjec-
tive happiness and well-being have been reported in both Western and Asian countries [14].
Male Chinese adolescents had 1.05-fold greater odds of being unhappy than did their female
counterparts [13]. This difference might be attributed to women having higher resilience than
men [32]. However, an Australian study reported that no gender differences in subjective well-

Table 4. The prevalence of subjective unhappiness in senior high school students by components of internet addiction.

Boys Girls
n % 95% CI p-value n % 95% CI p-value

Preoccupied with the Internet
No 979 9.6 9.0 - 10.2 < 0.001 571 7.5 7.0 - 8.2 < 0.001
Yes 1,485 12.2 11.6 - 12.8 1,212 11.5 10.9 - 12.1

Need to use the Internet with increasing amounts of time to achieve
satisfaction

No 1,898 9.8 9.3 - 10.2 < 0.001 1,379 8.5 8.1 - 9.0 < 0.001
Yes 573 19.0 17.7 - 20.5 401 20.7 18.9 - 22.6

Repeatedly made unsuccessful efforts to control, cut back, or stop Internet
use

No 1,495 10.1 9.6 - 10.6 < 0.001 886 8.9 8.4 - 9.5 < 0.001
Yes 977 12.9 12.1 - 13.6 894 10.9 10.2 - 11.6

Restless, moody, depressed, or irritable when attempting to cut down or stop Internet use
No 1,732 9.4 9.0 - 9.9 < 0.001 1,120 8.1 7.6 - 8.5 < 0.001
Yes 728 18.4 17.2 - 19.6 676 15.6 14.4 - 16.6

Stay online longer than originally intended
No 1,093 9.8 9.2 - 10.3 < 0.001 596 8.5 7.8 - 9.1 < 0.001
Yes 1,369 12.2 11.6 - 12.9 1,192 10.7 10.1 - 11.3

Jeopardized or risked the loss of significant relationship, school, educational or club activity because of the Internet
No 2,065 10.1 9.7 - 10.5 < 0.001 1,421 8.7 8.3 - 9.2 < 0.001
Yes 401 20.7 18.9 - 22.6 360 19.8 18.0 - 21.7

Have you lied to family members, therapist, or others to conceal the extent of involvement with the Internet
No 1,855 9.8 9.4 - 10.2 < 0.001 1,312 8.8 8.3 - 9.3 < 0.001
Yes 614 17.8 16.5 - 19.1 473 14.6 13.4 - 15.9

Use the Internet as a way of escaping from problems or of relieving a dysphoric mood
No 1,434 8.2 7.8 - 8.6 < 0.001 690 5.9 5.5 - 6.3 < 0.001
Yes 1,022 20.9 19.8 - 22.1 1,099 17.0 16.1 - 18.0

Participants with missing data were excluded from the analysis. P-values were calculated by chi-square test for all factors.

https://doi.org/10.1371/journal.pone.0235252.t004
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Table 5. Logistic regression results: Variables associating unhappiness in Japanese adolescents.

N Crude
OR

95%CI p-value AOR p-value

Gender
Boys 32,119 1.00 1.00
Girls 28,276 0.92 0.87 0.97 0.002 0.80 0.76 0.85 <0.001

Grade
Grade 7 6,814 1.00
Grade 8 6,893 1.07 0.95 1.19 0.267 0.98 0.87 1.11 0.801
Grade 9 6,997 1.14 1.02 1.27 0.023 0.97 0.86 1.09 0.612
Grade 10 13,496 1.18 1.07 1.30 0.001 0.95 0.86 1.06 0.393
Grade 11 13,458 1.18 1.07 1.30 0.001 0.92 0.83 1.03 0.140
Grade 12 12,737 1.18 1.07 1.31 0.001 0.90 0.81 1.01 0.081

Having breakfast
Sometimes/seldom 8,808 1.00 1.00
Everyday 51,587 0.51 0.48 0.54 <0.001 0.75 0.70 0.81 <0.001

Participating in extracurricular activities
No 17,036 1.00 1.00
Active 36,061 0.61 0.57 0.64 <0.001 0.76 0.71 0.81 <0.001
Passive 8,862 1.20 1.12 1.29 <0.001 1.12 1.04 1.22 0.005

Present smoking
No 59,366 1.00 1.00
Yes 1,029 2.15 1.85 2.51 <0.001 1.21 1.01 1.46 0.038

Present drinking
No 57,120 1.00 1.00
Yes 3,275 1.52 1.38 1.68 <0.001 0.99 0.88 1.11 0.890

Subjective sleep quality
good 37,831 1.00 1.00
bad 22,564 3.05 2.89 3.22 <0.001 2.41 2.28 2.55 <0.001

Intending to study at university
No 27,647 1.00 1.00
Yes 27,452 0.90 0.85 0.95 <0.001 0.87 0.82 0.93 <0.001
Not yet decided 6,967 1.49 1.38 1.61 <0.001 1.30 1.19 1.41 <0.001

Internet Addiction Diagnostic Questionnaire
Preoccupied with the Internet 34,340 1.01 0.94 1.07 0.881 0.88 0.82 0.93 <0.001
Need to use the Internet with increasing amounts of time to achieve satisfaction 7,539 1.01 0.95 1.08 0.746 1.55 1.43 1.67 <0.001
Repeatedly made unsuccessful efforts to control, cut back, or stop Internet use 24,401 0.75 0.70 0.81 <0.001 0.88 0.83 0.94 <0.001
Restless, moody, depressed, or irritable when attempting to cut down or stop Internet use 12,891 1.65 1.52 1.78 <0.001 1.32 1.23 1.42 <0.001
Stay online longer than originally intended 32,195 1.08 1.02 1.15 0.013 0.85 0.79 0.90 <0.001
Jeopardized or risked the loss of significant relationship, school, educational or club
activity because of the Internet

5,457 1.22 1.15 1.29 <0.001 1.35 1.24 1.47 <0.001

Lied to family members, therapist, or others to conceal the extent of involvement with the
Internet

10,112 0.95 0.89 1.02 0.185 1.06 0.98 1.14 0.119

Use the Internet as a way of escaping from problems or of relieving a dysphoric mood 15,661 1.50 1.38 1.63 <0.001 2.44 2.29 2.61 <0.001

Abbreviations: AOR = adjusted odds ratio, CI = confidence interval.
Unhappiness: Students who selected from 0 to 3 point scales about happiness.
Participants for whom data were missing were excluded from the analyses.
All the items included in this table were input as covariates in this multivariable logistic model.

https://doi.org/10.1371/journal.pone.0235252.t005
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being were found among high school students [33]. Our present study has unequal ratios
between male and female samples and should be standardized in future studies. Thus, the gen-
der difference in adolescent happiness remains unclear. Adolescence is a period of profound
change (e.g., hormonal balance, cultural and social influences), which future studies should
examine. Liu also reported that, as boys get older, their happiness falls significantly; girls, how-
ever, are unaffected [34], which coincides with our findings. No prior studies were available to
investigate whether this difference lasts into adulthood. Longitudinal research is needed to
examine changes in subjective happiness over time in males and females.

Our raw data showed that students’ grade in school was associated with unhappiness. How-
ever, our multivariate logistic regression analysis found no association between grade level and
unhappiness. Research on adolescents in China [13], Chile [14], and Europe/North America
[35] reported that the risk of unhappiness increased with age. Thus, we predicted that as stu-
dents move up in grade, their proneness to unhappiness would increase (due to the added bur-
den of cram schools, after-school activities, longer commuting hours, and less free time). One
reason for the discrepancy in our results could be that some of the explanatory variables were
confounders between class grades. A second reason may be related to the Japanese education
system, which has students prepare for academic entrance exams in grades 9 and 12. Thus, stu-
dents are under constant academic pressure. Furthermore, even when the academic pressure
lessens, students engage in extracurricular activities; thus, they have little free time regardless.

Not eating breakfast regularly was associated with an increased risk of unhappiness. A
cross-sectional study of Chilean university students similarly revealed that happiness was posi-
tively associated with regularly eating breakfast [14]. Possibly, breakfast consumption helps
maintain normal weight status in adolescents [36]. Given that obesity has a negative effect on
subjective happiness [37], eating breakfast might be related to subjective happiness via weight
management.

Surprisingly, a passive attitude toward extracurricular activities had a stronger correlation
with unhappiness than did no participation at all. Extracurricular activities often involve inter-
action with individuals with similar objectives and interests [38]. Students with passive atti-
tudes might be unable to commit to these objectives and interests, thus making them feel more
isolated within a group. Most Japanese junior and senior high school students are obligated to
participate in extracurricular activities. They are often extremely busy with extracurricular
activities, which typically occur from early morning until late at night, and frequently on week-
ends. Therefore, students are unlikely to feel happy if they are not interested in these activities.
Given this result, educators need to change the way students participate in extracurricular
activities.

The hope to study at university in the future was associated with a decreased risk of unhap-
piness. We might attribute to this to the fact that individuals who advance to university-level
education set goals for themselves, achieve relatively good grades [39], or have a positive home
environment [11], all of which may make them more unlikely to become unhappy.

These two factors (participation in extracurricular activities and intend to study at univer-
sity) seem to be related to freedom of choice. Those who are passively participating are sup-
posed to escape from their activities. However, they are considered to be in a situation where
they are forced to participate because they are bound by the relationships between their neigh-
bors and the rules of the school. Therefore, students who participate passively in extracurricu-
lar activities have a higher odds ratio of unhappiness than students who do not participate. In
addition, it can be seen that the reason for not intending to study at university is that the
options for the future are narrowed, such as having to work due to economic circumstances or
having no interest in study. Just as discretion is one of the key work engagement factors for

PLOS ONE Lifestyle factors and unhappiness in Japanese adolescents

PLOSONE | https://doi.org/10.1371/journal.pone.0235252 July 27, 2020 11 / 16

124



workers [40], freedom of choice may be a related factor of happiness. Future research requires
a longitudinal study of how self-determination is related to happiness.

Interestingly enough, the multivariable logistic regression results showed there were no sta-
tistical associations of drinking alcohol and smoking with unhappiness. Both negative correla-
tions between smoking and happiness [13, 41] and no correlation [14, 42] have been found in
previous longitudinal studies. Thus, we cannot conclude definitively whether a correlation
exists or not. Similarly, there are no consistent findings on the correlation between drinking
alcohol and happiness [13, 14, 42]. A notable difference between this study and past ones is
that the prevalence of smoking and drinking among Japanese junior and senior high school
students is decreasing [43, 44]; currently, these prevalence rates are extremely low, and the
population of drinkers was not stratified in this study. Furthermore, in Japan, it is illegal for
people below 20 years of age to smoke and drink alcohol; therefore, students often refuse to
respond to questions on smoking and drinking.

In particular, poor sleep quality was associated with higher risk for unhappiness. A longitu-
dinal study of adults found a J-shaped relationship between happiness and sleep duration [45],
indicating that subjective unhappiness decreased with sleep duration. This finding suggested
that getting enough sleep was associated with increased happiness. However, few studies have
examined the correlation between sleep and happiness among adolescents. Roberts et al.
reported that those with insomnia have 3.27-fold higher odds of identifying themselves as
unhappy compared to those who do not have insomnia [46]. In contrast, a cross-sectional
study of 750 Americans aged 14–15 years revealed that happiness had a significant correlation
with daily activities such as studying, communicating with friends on screens, and spending
time with family, but not with sleep deprivation [47]. Further research on the relationship
between sleeping disorders and happiness is required.

In line with previous research [15–17], we thought that all Internet-dependent items would
be positively related factors of unhappiness in adolescence. Surprisingly, our findings showed
that a few components of Internet addiction were negatively correlated with unhappiness.
These results may suggest that the Internet brings both happiness and unhappiness to adoles-
cents. Similarly, a European pooled cross-sectional dataset showed that Internet usage has
been found to correlate positively with well-being [48]. A study of Chinese adolescents
revealed that excessive Internet usage provides temporary enjoyment, but ultimately sup-
presses long-term well-being [17]. A nationally representative yearly survey in the United
States showed that American adolescents found that limiting time spent in electronic commu-
nication is associated with the greatest happiness levels [49].

Our data did show, however, that the destruction of relationships through Internet use was
associated with unhappiness. SNSs like Facebook can generate negative feelings (e.g., jealousy)
[50]; constant access to friends’ profiles provides people with more in-depth information on
others than ever before, but it may cause jealousy and decrease subjective happiness if individ-
uals see friends interacting with ideal figures or role models. Our data also showed that Inter-
net use for the purpose of escape and feeling anxious or depressed by using Internet were
associated with unhappiness. Indeed, subjective happiness might be reduced by social isola-
tion, as real relationships become diluted through prolonged Internet use. Adolescents are
prone to problematic Internet usage because of their underdeveloped emotional regulation
and self-control [51]. Internet addiction does not help adolescents establish interpersonal rela-
tionships in the real world. Therefore, given that we live in an Internet-connected world,
schools and families need to instruct students on methods of proper Internet usage to maintain
adolescents’ happiness.

This study has several limitations. First, because this was a cross-sectional study, we cannot
determine the causal relationships for each factor, or how these might change over time. Thus,
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future studies should use a longitudinal design. Second, we could not collect data from stu-
dents who were absent from school on the survey day as well as school dropouts. The preva-
lence of unhappiness might be even higher among absentees and dropouts when compared to
those in attendance on the day of the study. Similarly, the data of the explanatory variables
might have been affected by the exclusion of these individuals. Third, no data were obtained
on participants’ weight or socioeconomic factors, such as family income or parents’ educa-
tional levels. Some studies have highlighted the importance of socioeconomic status for subjec-
tive happiness [52], whereas others have found no relation between social class and subjective
happiness [53]. Thus, future research should include socioeconomic factors. Fourth, the
response rate in this study was 56.0%; thus, approximately 44% of the students did not partici-
pate. There may be two reasons for the non-responsiveness. The first reason is that people
below 20 years old in Japan are prohibited by law from smoking and drinking alcohol. There-
fore, schools and students tend to be non-cooperative in responding to a survey that includes
questions on smoking and drinking alcohol. The second reason is the epidemiological survey
in Japan required the consent of parents in junior high school students, which can be difficult
to obtain. Finally, in this study the effect size, an essential component when evaluating the
strength of a statistical claim, was rather small. However, a small effect size can be of great
practical value. This is especially true if a treatment is relatively cheap, easy to perform, politi-
cally viable, and can be used on a large scale, thereby affecting a large number of individuals
[54]. In addition to that practical value, this study had three main strengths: 1) it is a nation-
wide survey; 2) it has an extremely large sample; and 3) it has a survey response rate over 50%,
which was high for this type of epidemiological study. These strengths provide increased credi-
bility in our results by minimizing the impact of potential random errors from self-reporting,
especially among adolescents.

Conclusions
This large-scale Japanese adolescent study showed that unhappiness was strongly associated
with being male, engaging in unhealthy lifestyle behaviors (e.g., not having breakfast, poor
sleep quality), and worrisome Internet usage patterns. Given that our study showed that pas-
sive participants in extracurricular activities were less happy, education officials should con-
sider whether to require such activities. Teachers and parents should emphasize the
importance of sleep and ensure that adolescents are able to get the sleep they need. Further,
schools and families should instruct students in how to use the Internet and provide limits to
Internet use. Our findings can help inform future government policies and help teachers and
parents promote good quality of life among adolescents.
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Abstract

Background: In areas affected by the tsunami of the great East Japan Earthquake, smoking behavior may have
deteriorated due to high stress and drastic changes in living environment. Surveys were conducted to reveal
changes in smoking behaviors among victims.

Methods: A population-based random-sample home-visit interview survey of victims in Iwate and Miyagi Prefectures
affected by the tsunami disaster was conducted in 2012 (n = 1978), while a population-based nationwide survey was
conducted in 2013 (n = 1082). A panel survey in 2014 was conducted with respondents of the 2012 survey (n = 930).
Multiple logistic regression analysis was performed to reveal factors related to smoking status after the disaster.

Results: There was high smoking prevalence of both sexes in the tsunami disaster area (current smoking rate in coastal
area, 50.0% for male, 21.4% for female; inland area, 34.7% for male, 7.6% for female). Low prevalence of male quitters
was observed (quitter rate in coastal area, 20.8% for male, 8.0% for female; inland area, 23.4% for male, 5.5% for female).
The prevalence of nicotine-dependent people assessed by FTND (Fagerström Test for Nicotine Dependence) in the
coastal area was also higher than in the inland area or other areas of Japan. Smoking behavior among victims
worsened after the disaster and did not improve 3 years from the disaster. Post-disaster factors related to smoking
were living in coastal area, complete destruction of house, and living in temporary housing.

Conclusions: Smoking prevalence and the level of nicotine dependence of tsunami victims were still high even 3
years after the disaster. It is important to emphasize measures for smoking control in the disaster areas for an extended
time period.
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Introduction
The great East Japan Earthquake was a magnitude 9.0–
9.1 (Mw) undersea megathrust earthquake off the coast
of Japan that occurred on March 11, 2011. It was the
most powerful earthquake ever recorded in Japan. The
earthquake triggered powerful tsunami waves that may
have reached heights of up to 40.5 m (133 ft), and which,
in the Sendai area, traveled up to 10 km inland. The tsu-
nami swept the Japanese mainland and killed many
people, mainly through drowning, though blunt trauma
also caused many deaths. The latest report from the
Japanese National Police Agency confirmed 15,897
deaths, 6157 injured cases, and 2533 missing cases
across twenty prefectures (as of March 8, 2019) [1], and
the number of refugees was approximately 347 thousand
at its peak in 2012. A 2019 report indicated that ap-
proximately 52,000 people were still living away from
their homes in temporary housing [2]. The National Po-
lice Agency report listed 121,990 buildings as “totally
collapsed,” with a further 282,900 buildings “half col-
lapsed” and another 730,044 buildings “partially dam-
aged” [1]. The earthquake and tsunami also caused
extensive, severe infrastructural damage in north-eastern
Japan. In the 65 years since the end of World War II,
this has been the toughest crisis faced by Japan.
In the disaster area, many people were forced to live

long term as evacuees in environments different from
those of conventional life, such as temporary housing
or rental houses. How health-related lifestyle changed
after the disaster is important to understand in order to
protect the health of the victims. Some reports have in-
dicated that the smoking behavior of victims has chan-
ged after natural and human-made disasters: the
September 11, 2001, attacks [3–5]; Hurricane Katrina,
in 2005 [6, 7]; bushfires around Canberra, in 2003 [8];
and the Enschede fireworks disaster in the Netherlands,
in 2000 [9]. However, there are few reports about
smoking behavior after an earthquake or tsunami. Some
articles on smoking behavior after a New Zealand
earthquake have been published [10], and one article
reported decreased smoking prevalence among victims
in Fukushima Prefecture after the great East Japan
Earthquake [11]. However, no article describing smok-
ing behavior among victims in tsunami-damaged parts
of Miyagi and Iwate Prefectures has been found. We
conducted a survey to identify changes in smoking be-
havior of victims after the disaster in Miyagi and Iwate
Prefectures. The current study hypothesis was that the
smoking status of people in the tsunami-damaged area
had worsened after the disaster and that had improved
subsequently. The study provides findings that stress
the importance of improvising measures for smoking
control in disaster areas in the long term to reduce fu-
ture health hazard.

Materials and methods
A population-based random-sample home-visit interview
survey of victims in Iwate and Miyagi Prefectures
affected by the tsunami disaster was conducted in 2012
(n = 1978). In order to compare with the results of the
2012 survey, we conducted a nationwide survey in 2013
except for the three affected prefectures using the same
questionnaire (n = 1082). A panel survey in 2014 was
conducted with respondents of the 2012 survey (n =
930). The outline of this study was shown in Fig. 1.

Participants
Participants of the present survey were survivors living in
the disaster area. This study includes an interview survey
conducted in the disaster area in 2012, a panel survey in
the disaster area 2 years later and a nationwide survey ex-
cluding the disaster area in 2013. The survey in the tsu-
nami disaster area was conducted in the Iwate and Miyagi
Prefectures. Fukushima Prefecture was excluded from the
survey area, because conducting home visits to administer
the interview survey was still difficult at that time, and
many people were still living as refugees, distant from
their registered addresses. A municipality that had a coast-
line at the boundary was defined as a coastal area. A mu-
nicipality that did not have a coastline at the boundary
was defined as an inland area. Sendai City of Miyagi Pre-
fecture, which has a large population, defined a ward with
coastline at the boundary as a coastal area and a ward
without the coastline as an inland area.

Procedures
We randomly selected 1800 people from the coastal area
and 1800 people from the inland area in the Iwate and
Miyagi Prefectures using the resident resisters of local
municipalities. Trained investigators requested them for
their cooperation and visited participants who had con-
sented to an interview. We entrusted a survey company
called the Shin Joho Center to carry out the sample se-
lections and home visit interview surveys. The survey
company requested the sampling of residents to the mu-
nicipalities, and the investigators visited municipal of-
fices and randomly selected residents from the Basic
Resident Register. Investigators were 49 well-trained em-
ployees of the survey company living in Miyagi and
Iwate Prefectures.
The number of respondents was 1006 for the coastal

area (56% of response rate and 58% of actual response
rate excluded by moving, address unknown, and long-
time absent) and 972 for the inland area (54% of re-
sponse rate, 59% of actual response rate). The survey
period was November to December 2012.
We then conducted a national survey on smoking be-

havior to compare with the findings from the disaster
area; hence, the national survey excluded the three
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disaster-hit prefectures (Iwate, Miyagi, and Fukushima).
We randomly selected 2000 people by two-stage random
sampling based on the points and the resident registers.
We obtained answers from 1082 people (54% of re-
sponse rate, 59% of real response rate; including one in-
complete questionnaire). The survey period was from
November to December 2013. The content of the ques-
tionnaire was similar to that of the 2012 survey con-
ducted in the disaster area. The 2014 survey was
conducted with the respondents of the 2012 survey,
though funding limitations meant only half as many par-
ticipants in the inland area could be interviewed. Thus,
982 people from the coastal area and 475 people from
the inland area (total of 1457) were asked to take the
second survey, and 577 (59% of response rate) and 353
people (74% of response rate) agreed to do so (a total of

930 respondents). The survey period was from Novem-
ber to December 2014. Many respondents who were reg-
istered in the coastal area in the 2012 survey could not
be contacted in 2014 survey: 199 people had moved to
unknown places; 40 people were absent for a long time,
and the addresses of 19 people were not exist out of 982
coastal samples. The actual response rate for the coastal
area was 80%, similar to the 84% for the inland area.

Measures
The survey covered current smoking status, nicotine de-
pendence (FTND, Fagerström Test for Nicotine Depend-
ence; TDS, Tobacco Dependence Screener) [12, 13],
damage or challenges due to the situation during and
after the tsunami and earthquake, and sociodemographic
factors. Smoking status was classified into three groups

Fig. 1 Flow chart for this survey
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(current smoker, ex-smoker, never smoker) according to
the two questions: “Have you ever smoked a conven-
tional cigarette more than 100?,” and “Did you every day
or sometimes smoke cigarettes for this one month?”
FTND scale contains six items that evaluate the quantity

of cigarette consumption, the compulsion to use, and de-
pendence. Questionnaires are as follows. (1) How soon
after you wake up do you smoke your first cigarette? (2)
Do you find it difficult to refrain from smoking in places
where it is forbidden? (3) Which cigarette would you hate
most to give up? (the first one in the morning or any other
cigarette), (4) How many cigarettes per day do you smoke?
(5) Do you smoke more frequently during the first hours
after waking than during the rest of the day? (6) Do you
smoke when you are so ill that you are in bed most of the
day? For scoring of FTND, yes/no items are scored from 0
to 1, and multiple-choice items are scored from 0 to 3.
The items are summed to yield a total score of 0–10. The
higher the total score, the more intense is the patient’s
physical dependence on nicotine.
The indexes used for the analyses were the mean of

FTND, the proportion of persons with moderate or se-
vere nicotine dependence (scores higher four points) as
per FTND, the proportion of persons with severe nico-
tine dependence (more than seven points) as per FTND,
the mean of TDS, and the proportion of person with
nicotine dependence as per TDS (more than five points).
Exacerbation of the smoking status in the panel survey is
that never smokers or ex-smokers become current
smokers, and improvement of the smoking status is that
current smokers become ex-smokers. AUDIT (Alcohol
Use Disorders Identification Test) was used as a screen-
ing test for alcoholism [14]. It is said that the cut-off
point of AUDIT varies from country to country, and
studies conducted in Japan have used more than 12
points for problem drinking and more than 15 points for
alcohol dependence [15].

Data analysis
For statistical testing for means, the t test was used for
the analysis, and the paired t test for the comparison of

2012 with 2014 results. For statistical testing for propor-
tions, the chi-squared test was used to test the difference
in proportion of 2012 and 2014. When the expectation
numbers for chi-squared test are small, we used a Fish-
er’s exact test. We conducted multiple logistic regression
analysis using the variable increase method by the likeli-
hood ratio. We conducted multivariable analysis with
smoking status or dependence status as a dependent
variable. The dependent variable was current smoking in
2012 or 2014, and independent variables were coast
area/inland area, sex, age, years of education, marriage
status, employment status, and damage due to the disas-
ter (as of 2012 or 2014). Because the association between
candidate factors was strong especially for damage due
to the disaster, the statistical analysis to examine each
factor was repeated using a statistical model including
sex, age, and each candidate factor. We analyzed data
with personal information removed, using SPSS Ver. 24
(IBM SPSS, Chicago, IL, USA).

Results
The current smoking rate in the coastal area affected by
both the earthquake and the tsunami was 50.0% for male
and 21.4% for female participants in 2012, higher than in
the inland area affected by the earthquake only (34.7%
for male and 7.6% for female). Smoking prevalence in
the coastal area was higher than that in the nationwide
survey in 2013 (31.2% for male and 10.6% for female)
(Table 1).
The proportion of quitters in the coastal area in 2012

was 20.8% for male and 8.0% for female, whereas that in
the inland area was 23.4% for male and 5.5% for female.
These figures in coastal area were statistically similar to
those in the inland area, and the figure for males in
coastal area was statistically lower than the figure from a
nationwide survey in 2013 (30.5% for male and 7.7% for
female).
The prevalence of people with nicotine dependence in

the coastal area in 2012 according to the FTND test was
8.7% for severely dependent males and 29.4% for moder-
ately dependent males and 2.8% for severely dependent

Table 1 Smoking status by area (disaster are in 2012, all Japan in 2013)

Adjusted rate was calculated using the 2012 national population. CI confidence interval
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females and 11.0% for moderately dependent females,
whereas that in the inland area was 4.4% and 16.1% for
males and 0.6% and 3.9% for females. The figures in the
coastal area were statistically higher than those in the in-
land area (Table 2); they were also significantly higher
than those from the nationwide survey in 2013 (2.6%
and 15.3% for males, and 0.3% and 3.4% for females).
When we calculate change in smoking status between

2012 and 2014 among respondents to both surveys, re-
spective rates of no change, improvement, and aggravation
were 88.8%, 3.0%, and 8.2% for coastal males and 94.5%,
2.3%, and 3.2% for coastal females, while they were 96.2%,
1.3%, and 2.5% for inland males and 97.4%, 2.0%, and 0.5%
for inland females. There were fewer persons with no
change of smoking status in the coastal area compared
with the inland area, and the rate of aggravation tended to
be higher in coastal areas than in inland areas (Table 3).
When we calculate change in nicotine dependence be-

tween 2012 and 2014 in the disaster area, we see no
change, improvement, and aggravation at 84.7%, 9.4%,
and 5.8% respectively for coastal males and 94.3%, 3.3%,
and 2.4% for coastal females, whereas those figures are
84.8%, 5.7%, and 9.6% for inland males and 98.5%, 1.0%,
and 0.5% for inland females. The rate of aggravation
thus tended to be higher in coastal females and inland
males (Table 4).
We applied multivariable analysis to examine factors asso-

ciated with smoking behavior. In a statistical model explain-
ing smoking status in 2012 (with covariates as of 2012),
statistically significant risk factors for current smoking in
2012 were living in coastal area, divorce, under 9 years of
education, unemployment, complete destruction of house,
living in temporary housing, problem drinking (AUDIT score
12 points and over), and pathological gambling; a protective
factor was professional agriculture, forestry, or fishery en-
gagement (Table 5). The results of the multivariate analysis,
which took into account the model fitness, showed that the
complete destruction of houses was a significant risk factor.
In the statistical model explaining smoking status in

2014 (with covariates as of 2014), significant risk factors

for current smoking were coastal area, divorce, tempor-
ary housing, and prescribed drug dependence, while a
protective factor was complete destruction of house. The
results of the multivariate analysis, which took into ac-
count the model fitness, showed that the coastal area, di-
vorce, complete destruction of houses, and temporary
housing were significant risk factors.
In the statistical model to explain smoking status in

2014 with covariates as of 2012, the statistically signifi-
cant risk factors were coastal area, divorce, under 9 years
of education, complete destruction of house, temporary
housing, and problem drinking (AUDIT score 15 points
and over). In the statistical model explaining aggravation
of smoking status in 2014 with covariates in 2012, the
no statistically significant factors were found. However,
the factors costal area, divorce, losing job by the disaster,
complete destruction of house, temporary housing, and
loss of family member tended to be risk factors for wors-
ening smoking status. The results of multivariate ana-
lysis with the dependent variable replaced by nicotine
dependence assessed by FTND or TDS were similar to
these results (supplement tables).

Discussion
This study has revealed the high smoking rate among
both sexes in the tsunami disaster area after the great
East Japan Earthquake and the low prevalence of male
quitters in the area. The prevalence of nicotine-
dependent people in the area was also higher than in the
inland area or in other areas of Japan. The differences in
prevalence were quite large. The high smoking rate and
the rate of nicotine dependence in the coastal disaster
area might have already been present in this area—
coastal Tohoku region. Because there were no data be-
fore the earthquake disaster, we divided data from the
nationwide survey in 2013 into respondents who lived
under non-coastal and coastal local governments and
compared the prevalence of smoking and nicotine de-
pendence. There was no statistically significant differ-
ence in prevalence between these two areas. This

Table 2 Nicotine dependence status by area (disaster area in 2012, all Japan in 2013)

Adjusted rate was calculated by using 2012 national population. Nicotine dependence status was assessed by FTND. CI confidence interval. Severe ≥ 7 points,
moderate = 4–6 points
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suggests that the prevalence of smoking and nicotine de-
pendence in the coastal area was elevated after the tsu-
nami disaster and had not improved 3 years after the
disaster. This health-related behavior may create and ex-
acerbate future health problems in the disaster area.
Several articles on smoking behavior after disasters

have been published. Smoking behavior before and after
the 9/11 terrorist attacks was studied through a tele-
phone survey, which found a higher smoking rate after
the attacks [3]. In addition, low smoking cessation rate
was reported among affected residents [4], rescue
workers, and police officers with PTSD after the attacks
[5]. It has been reported that high smoking rates and
worsening of smoking status among residents are
strongly related to posttraumatic stress disorder (PTSD)
and major depression [16, 17].
High smoking prevalence among victims of Hurricane

Katrina was also reported [6, 7]. A study on victims of
Hurricane Katrina reported that PTSD and depressive
symptoms are associated with smoking relapse [18].
There is a report that psychological distress after the dis-
aster is not associated with worsening smoking behavior
(increase of daily cigarette intake and nicotine depend-
ence) [19]. In addition, the cigarette consumption was
reported to increase after the Australian bushfires [8],
while a follow-up study of the victims of the fireworks
disaster reported that smoking became a predictor of
mental disorder [20].

Previous articles related to change in smoking behav-
iors after an earthquake in New Zealand have been pub-
lished; elevated smoking prevalence and nicotine
dependence also were reported [10]. One article also
claimed that there was a relationship between smoking
behavior and PTSD (posttraumatic stress disorder)
symptoms among Swiss victims of the Indian Ocean tsu-
nami of 2004 [21]. As described above, there are many
reports that the smoking prevalence and nicotine de-
pendence of victims increases after natural disasters.
There are few articles reporting smoking behavior

among victims by the tsunami after the great East Japan
Earthquake. According to a report from Fukushima, few
people started smoking after the disaster; the smoking
rate was not high among victims in 2012 compared with
smoking rate among the general population, and smok-
ing rate decreased after the disaster [11]. A longitudinal
study of elderly people in Iwate Prefecture from 2012 to
2015 found that smoking prevalence was higher among
people with complete destroyed houses and that contin-
ued decreasing from 2011 through 2014 and increased
in 2015 [22].
Although the Fukushima study was conducted on a

large-scale, the response rate was low (41%); moreover,
the study was cross-sectional rather than longitudinal.
The Iwate study was limited to the elderly. The strengths
of the present study are that it included the coastal,
tsunami-hit area; participants were randomly sampled

Table 3 Change of smoking status from 2012 to 2014 (panel survey in disaster areas)

NS non-smoker

Table 4 Change of nicotine dependence status from 2012 to 2014 (panel survey in disaster areas)

NS non-smoker, Moderate+ moderate or severe
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and included people aged 20 years and older; home visits
were conducted for the survey interview; a nationwide
survey was conducted for comparison; and some respon-
dents were surveyed twice (longitudinally). Thus, this
study was able to reveal changes in smoking behavior
after a tsunami disaster, which worsened initially and
did not improve 3 years later because of the protractedly
damaged and difficult life situation that respondents
were still facing due to the earthquake and tsunami. Al-
though the results of current study are not similar to
other reports from Japan, they are similar to results from
other countries about smoking behavior after disasters.
There are reports that the prevalence of posttraumatic

stress reaction and depressive reaction among resident
survivors after the tsunami following the great East Japan
Earthquake was high, and these symptoms were related to
house flooding [23, 24]. There is a report that 3 years after
the disaster, the depressive symptoms of survivors with
loss of loved ones have recovered, but those have pro-
longed among survivors with property loss [25].
Therefore, it can be inferred that the high smoking

rate and nicotine dependence observed in the current
study have occurred through psychological distress due
to damaged houses and long-term evacuation life caused
by the tsunami. The smoking behavior may have been
due to stress from crowding living conditions and inter-
action among the inhabitants of the temporary housing.
Treatment for quitting thus be important for health care
in temporary housing. In general, socioeconomic condi-
tions, such as education level, income, and working con-
ditions, are also related to smoking behavior [26, 27].
This study has revealed that the destruction of the house
and subsequent temporary housing life after the disaster
become important risk factors for smoking behavior
even after adjusting for these socio-economic factors by
multiple logistic regression analyses.
The present study has some limitations. First, the

study participants did not include inhabitants of the
Fukushima Prefecture. The sampling of participants
from the Fukushima Prefecture was difficult because

many evacuated people lived far away from their regis-
tered addresses. Second, the response rate relatively low.
However, there are many inaccessible residents, and
many people were exhausted from surveys by various re-
searchers. Response rate of this survey was high one for
surveys in the disaster areas because of the home visit
interviews. Third, the follow-up survey was carried out
only 2 years later. Since the research funds were limited,
we could conduct the survey only twice. Fourth, the
smoking status before the disaster is unknown; this is
because survey was conducted after the disaster. We
conducted a nationwide survey, excluding the three dis-
aster prefectures, in 2013 using same survey methods
and questionnaire, and compared the results with the re-
sults from the disaster areas, so that we were able to
confirm that high smoking rate was a phenomenon per-
sistent only in disaster areas.

Conclusions
As shown in this study, smoking behavior and nicotine
dependence worsened among victims of the tsunami dis-
aster after the great East Japan Earthquake and had not
improved after 3 years. In particular, the smoking behav-
ior of inhabitants living in temporary housing is serious.
The findings of this study stress the importance of im-
provising measures for smoking control in disaster areas
in the long term to reduce future health hazards.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12199-020-00858-5.

Additional file 1. Table a. Propotion of nicotine dependence accessed
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dependence assessed by FTND score. Table d. Factors associated with
nicotine dependence assessed by TDS score
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Abstract

Background: From among the global public health concerns, smoking remains one of the most crucial challenges.
Especially for adolescents, the increase in the use of electronic cigarettes is controversial, as its use may lead to
established smoking. In Japan, where a unique tobacco regulation system exists, the heat-not-burn tobacco market
has been growing. However, the prevalence and association of combustible cigarettes and new tobacco-related
products have not yet been closely investigated among Japanese adolescents. This study aimed to clarify the
prevalence of smoking among adolescents, including new types of tobacco-related products, and to compare the
characteristics of their users.

Methods: The 2017 Lifestyle Survey of Adolescents is a nationally-representative survey collected in Japan. From
the national school directory, 98 junior high schools and 86 high schools were randomly sampled throughout
Japan. The students completed an anonymous questionnaire at school. We calculated the prevalence of use for
each type of tobacco product. Then, the use of a combination of products and the characteristics of different types
of products were examined.

Results: In total, 64,152 students from 48 junior high schools and 55 high schools were included the analysis
(school response rate = 56%, Mage = 15.7 years, 53.9% boys). The age-adjusted rate of ever (current) use of electronic
cigarettes was 2.1% (0.7%) in junior high school and 3.5% (1.0%) in high school; that of combustible cigarettes was
2.6% (0.6%) in junior high school and 5.1% (1.5%) in high school. The rate of heat-not-burn tobacco use was lower
relative to other products: 1.1% (0.5%) in junior high school and 2.2% (0.9%) in high school. An examination of the
combined use of the three products identified a high number of dual users. Comparisons between different types
of users indicated different backgrounds for combustible cigarette users and new product users.
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(Continued from previous page)

Conclusions: The prevalence of new tobacco-alternative products is growing in popularity among Japanese
adolescents. Dual use is common, and many adolescents use new products only. Moreover, e-cigarettes might
attract a broader range of groups to smoking. Continuous monitoring and research are needed to investigate their
influence as a possible gateway to tobacco smoking.

Keywords: Cigarette smoking, E-cigarettes, Tobacco use, Adolescents, Smoking, Heat-not-burn tobacco, Prevalence

Background
Smoking is a preventable health risk factor that results
in numerous diseases and deaths [1, 2]. Smoking control
is particularly critical among adolescents, as individuals
who use tobacco at a young age are at a considerably
higher risk of becoming subsequent smokers [3]. More-
over, tobacco can be a gateway to other types of drug
dependence [4]. Therefore, smoking control during ado-
lescence is a crucial public health issue. The National
Health Promotion Act has focused on tobacco control,
and the prevalence of adolescents who report having
smoked combustible cigarettes within last 30 days has
continued to decline from 2000 to 2014; 9.4/5.6% (boys/
girls) to 1.3/0.6% in junior high school students and
29.9/13.1% to 3.5/1.5% in high school students [5]. How-
ever, in recent years, tobacco industries have begun
selling new tobacco-related products such as electronic
cigarettes (e-cigarettes) and heat-not-burn (HNB) to-
bacco as alternatives to combustible cigarettes [6].
E-cigarettes use a battery to heat a cartridge contain-

ing a liquid, generating steam (i.e. smoke from burning
is not generated) [7, 8]. E-cigarettes were first launched
in China in 2003, and their consumption has shown a
global growth through intense promotion via media
geared towards young people, such as YouTube [9, 10].
In smoking surveys worldwide, a rapid rise in the use of
e-cigarettes has been seen among adults and adolescents
[11–13]. Some of the purported benefits of e-cigarettes
are that fewer harmful substances are generated com-
pared to combustible cigarettes [14, 15] and that they
can lead to the reduction or cessation of combustible
cigarette use. However, there is a concern, particularly
for adolescents, that the use of e-cigarettes may cause an
increase in established smokers in the future [16]. More-
over, the longitudinal health impact of e-cigarettes has
not yet been sufficiently clarified [17]; thus, its use in-
volves potential harm. In Japan, the emergence of e-
cigarettes was evaluated by the authorities, and the sale
of e-cigarettes containing nicotine is prohibited by the
Pharmaceutical Affairs Law of 2010. However, e-
cigarettes without nicotine are accessible to adolescents
and youth because they are not covered by this law.
HNB tobacco, also known as the ‘I-quit-ordinary-

smoking’ (IQOS) system, involves an electronic device
that heats tobacco leaves in a stick, and the user inhales

the generated aerosol instead of smoke [18]. Tobacco
companies in Japan are promoting HNB tobacco as a
cigarette that causes less harm to users and bystanders.
Philip Morris International (PMI) petitioned the US Food
and Drug Administration for approval of HNB tobacco
products as a smoking cessation tool, but the application
was declined. In 2014, PMI introduced IQOS only in
Japan and Italy and was available in 37 countries by Au-
gust 2018. Japan is the unique country in which HNB to-
bacco was legally sold nationwide under the Tobacco
Industries Act, making it an important market for com-
panies that produce HNB products [19]. The popularity
and use of HNB tobacco have increased [20]; in October
2016, Japan comprised 98% of the worldwide IQOS sales
[21]. Other HNB products include Japan Tobacco’s Ploom
TECH (2016) and British American Tobacco’s Glo prod-
uct line (2016). Thus, tobacco companies are looking to
expand their market offerings [22].
In Japan, where there is a unique market for tobacco-

related products, reports on the prevalence of e-cigarette
and HNB tobacco use are limited to Internet surveys tar-
geting individuals aged over 18 [23]. As the rapid increase
in the popularity of e-cigarettes among adolescents in
other countries and of HNB tobacco use in Japan, investi-
gating the prevalence of new products among adolescents
is important. Thus, from the 2017 Lifestyle Survey of Ado-
lescents, we obtained data on junior high and high school
students’ smoking habits and their use of the new types of
tobacco-related products in Japan. Our study aimed to
clarify the prevalence of smoking of combustible cigarettes
and new tobacco products, as well as the combined use of
these products and to compare the background of adoles-
cent users of different types of products.

Methods
Study population
This study aimed to evaluate the nationwide prevalence
of use of cigarettes and alternative tobacco products.
Considering sampling bias, this study involved a cross-
sectional random sample survey with single-stage cluster
sampling [24], wherein the school was set as the cluster
unit. Using the national school directory, junior high
schools attended by students aged 12 to 15 and high
schools, attended by students aged 15 to 18, throughout
Japan were randomly selected, and the survey was
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distributed to all students in these schools in 2017. A
total of 98 of Japan’s 10,325 junior high schools and 86
of the 4907 high schools were sampled. The proportion
of private schools was 8.2% of junior high schools and
19.8% of high schools. The survey period was from De-
cember 2017 to February 2018.

Data collection
We asked the school principals for cooperation and sent
the survey forms to them for distribution to students
through class teachers, who explained to the students
that participation was voluntary and that they should an-
swer honestly. The students were given anonymous
questionnaires and envelopes, which were completed
and sealed by the students, collected by their teachers,
and then returned to our research office with the seals
intact. This survey was approved by the Ethics Review
Committee of Tottori University Faculty of Medicine.

Measures
The questionnaire survey focused on adolescents’ life-
style, such as smoking behaviour, alcohol use, and school
life (Additional File 1). Referring to the questionnaires
used by Centers of Disease Control and Prevention and
WHO [25, 26], the questions about smoking included
experience with and frequency of combustible cigarette
smoking: ‘Have you ever smoked a combustible cigarette
including even a single puff?’ and ‘How many days have
you smoked combustible cigarettes in the previous 30
days?’. Similar questions were used for new tobacco-
alternative products. Ever users, current users, and daily
users were defined as those who had smoked even once
in the past, had smoked at least once in the past 30 days,
and had smoked every day for the past 30 days, respect-
ively. These definitions of frequency were also used for
users of e-cigarettes and HNB tobacco.

Tobacco products
Since we needed to discriminate between combustible cig-
arettes and new tobacco-alternative products, in the ques-
tionnaire, we described a combustible cigarette as ‘a
cigarette made from rolled paper and tobacco and smoked
with fire’. Due to the number of e-cigarette brands cur-
rently for sale, we used the names of the most popular
brands in the questionnaire, stating ‘electronic cigarettes
include brands such as フレヴォ (FLEVO), エミリ

(EMILI), ビタフル(VITAFUL), and ビタシグ(VITASIG)’.
The question for HNB tobacco also included product
names to avoid any confusion: ‘heat-not-burn tobacco is
any product such as アイコス (IQOS), プルームテック

(Plume Tech), or グロー (glo)’.

Data analysis
The age-adjusted prevalence rates were calculated using
the number of junior high and high school students na-
tionwide from the School Basic Survey of the Ministry of
Education, Science and Technology (2017) as a standard
population. Proportions with a 95% confidence interval
(95% CI), as presented in the tables, were calculated
using a weighting method based on one-stage cluster
random sampling [24]. Two proportion Z-tests were
conducted to compare the prevalence of each product
between boys and girls. To observe the associations be-
tween the use of the three different types of products,
we calculated the prevalence of combined use. Then, the
proportions of combined use of products were calcu-
lated, which made the comparison of combined use eas-
ier. Moreover, the background of ever users of different
products was compared in terms of gender, school
grade, municipality size, having breakfast, and participat-
ing in club activities. IBM SPSS 25.0 was used for all
data analyses.

Results
A total of 56% of 184 schools, including 48 of 98 junior
high schools (response rate: 49%) and 55 of 86 high
schools (response rate: 64%) took part in the survey. In
total, 64,417 questionnaires were returned to the re-
search office. After excluding the questionnaires that
were blank, or had invalid/missing gender information
or inconsistent responses, 64,152 questionnaires were
analysed. The characteristics of the study participants
are shown in Table 1. The mean age (standard deviation)
of students in junior high school was 13.7 (1.0) years,
and 16.7 (0.9) years for high school students. For the
gender-ratio, 50.3% of junior high school students and
55.8% of high school students were boys.

Rates of cigarette and new tobacco-alternative product
use
Broken down by product type and student gender, the
age-adjusted rate of students who were ever/current/
every day users of cigarettes, e-cigarettes, or HNB to-
bacco are shown in Table 2.
The rate of ever users of cigarettes (male/female/both)

was 3.1% (95% CI: 3.0, 3.2)/2.1% (95% CI: 2.0, 2.2)/2.6%
(95% CI: 2.5, 2.7) for junior high school students, and
6.9% (95% CI: 6.6, 7.2)/3.3% (95% CI: 2.0, 2.2)/5.1% (95%
CI: 2.3, 2.9) for high school students. E-cigarette use was
slightly lower than cigarette use, at 2.4% (95% CI: 2.3,
2.5)/1.7% (95% CI: 1.6, 1.8)/2.1% (95% CI: 2.0, 2.2)
among junior high school students, and 4.9% (95% CI:
4.7, 5.1)/2.1% (95% CI: 2.1, 2.1)/3.5% (95% CI: 3.3, 3.7)
among high school students. The rate of HNB tobacco
users was relatively lower relative to other products, at
1.3% (95% CI: 1.3, 1.3)/0.9% (95% CI: 0.9, 0.9)/1.1% (95%
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CI: 1.0, 1.2) among junior high school students, and
2.9% (95% CI: 2.8, 3.0)/1.4% (95% CI: 1.4, 1.4)/2.2% (95%
CI: 2.0, 2.4) among high school students. Experience
with of all products was significantly higher among ado-
lescent boys than girls.
The rate of current use of the three products (male/fe-

male/both) was rare. For cigarettes, the rate was 0.7%
(95% CI: 0.7, 0.7)/0.5% (95% CI: 0.5, 0.5)/0.6% (95% CI:
0.5, 0.7) among junior high school students, and 2.0%
(95% CI: 1.9, 2.1)/0.9% (95% CI: 0.9, 0.9)/1.5% (95% CI:
1.4, 1.6) among high school students. For e-cigarettes, it
was 0.8% (95% CI: 0.8, 0.8)/0.5% (95% CI: 0.5, 0.5)/0.7%
(95% CI: 0.6, 0.8) for junior high school students, and
1.5% (95% CI: 1.4, 1.6)/0.5% (95% CI: 0.5, 0.5)/1.0% (95%
CI: 0.9, 1.1) for high school students. For HNB tobacco,
it was 0.6% (95% CI: 0.6, 0.6)/0.4% (95% CI: 0.3, 0.5)/
0.5% (95% CI: 0.5, 0.5) for junior high school students,
and 1.2% (95% CI: 1.1, 1.3)/0.6% (95% CI: 0.6, 0.6)/0.9%

(95% CI: 0.8, 1.0) for high school students. Among high
school students, current use of three products were sig-
nificantly higher among boys than girls. Significant dif-
ference was observed only in e-cigarette use among
junior high school students.
The proportion of students who used the products

every day was quite low, with the highest prevalence be-
ing that of cigarette use among high school students
(male/female/both): 0.7% (95% CI: 0.6, 0.8)/0.2% (95%
CI: 0.2, 0.2)/0.5% (95% CI: 0.4, 0.6). The age-adjusted
rates for the new products were 0.1% or less.
As shown in Fig. 1, the use of combustible cigarettes

was the most prevalent regardless of grade level. Ever
use of e-cigarettes followed slightly below that of ciga-
rettes, especially among the younger generation. A diver-
gence was evident between ever use of HNB tobacco
and that of the two other types. As for current use, the
graphs of the three products overlapped each other in

Table 1 Baseline characteristics of the study participants

Male Female Total

n = 34,582 n = 29,570 n = 64,152

n % n % n %

School grade

Junior high school (12–15 y/o)

Grade 7 3740 10.8 3644 12.3 7384 11.5

Grade 8 3687 10.7 3642 12.3 7329 11.4

Grade 9 3702 10.7 3713 12.6 7415 11.6

High school (15–18 y/o)

Grade 10 7963 23.0 6238 21.1 14,201 22.1

Grade 11 7903 22.9 6309 21.3 14,212 22.2

Grade 12 7470 21.6 5934 20.1 13,404 20.9

Unknown 117 0.3 90 0.3 207 0.3

Municipality size groups

Large cities 5551 16.1 5968 20.2 11,519 18.0

Cities with populations ≥300,000 10,203 29.5 7288 24.6 17,491 27.3

Cities with populations ≥100,000 11,049 32.0 9339 31.6 20,388 31.8

Cities with populations < 100,000 5995 17.3 5168 17.5 11,163 17.4

Smaller towns and villages 1784 5.2 1807 6.1 3591 5.6

Having breakfast

Every day 28,070 81.2 25,192 85.2 53,262 83.0

Sometimes 3079 8.9 2600 8.8 5679 8.9

Seldom 2169 6.3 1321 4.5 3490 5.4

Unknown 1264 3.7 457 1.5 1721 2.7

Participating in club activities

Active 20,106 58.1 16,136 54.6 36,242 56.5

Passive 4667 13.5 4232 14.3 8899 13.9

Not engaging 8477 24.5 8646 29.2 17,123 26.7

Unknown 1332 3.9 556 1.9 1888 2.9
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the younger generation, but in grades 11 and 12, com-
bustible cigarette use was significantly higher than the
use of the other two products.

Combined use of any tobacco product
The age-adjusted rates of combined use of tobacco-
related products were calculated (Additional File 2), in-
cluding all possible combinations of combustible ciga-
rettes, e-cigarettes, and HNB tobacco. Across the various
patterns, the exclusive users of cigarettes and exclusive
users of e-cigarettes were the largest groups.
Moreover, to make comparisons more understandable,

the proportions of ever and current users of any product

are shown in Table 3. In terms of ever use, the propor-
tion of exclusive users of combustible cigarettes was
about 40% of users of any product in both junior high
schools and high schools. Meanwhile, around 36% of
users of any product used only e-cigarettes and/or HNB
tobacco in junior high schools. Among high school
users, around 25% of males and 32% of females ever
used either one or both new alternative products. Fur-
thermore, among junior high school students who cur-
rently used any product, exclusive e-cigarette users were
the largest group among all patterns of use. In high
school, exclusive combustible cigarette use, 30%, was
dominant across the patterns; however, more than 30%
of users currently used only new alternative products. It
is worth mentioning that dual users who currently used
both cigarettes and another type of products exceeded
30% in junior high school as well as in high school.
Additional File 3 shows the comparison of ever users

of different products according to gender, school grade,
municipality size, custom of having breakfast, and par-
ticipation in club activities. Across the different users,
the proportions of males were higher than those of fe-
males. However, gender differences were smaller when
comparing e-cigarette users and HNB users with
cigarette users. There were upward trends from lower to
higher school grades in exclusive cigarette use and
cigarette use combined with other products, but the
trends were not clear among new alternative products
users. Regarding lifestyle, adolescents who ever used
new types of products showed acceptable habits. The
percentage of individuals who had breakfast every day
and participated in club activities was higher among new
products users than among cigarette users.

Discussion
This study is the first in Japan to examine the prevalence
of use of combustible cigarettes and new tobacco-
alternative products among adolescents. At present, the
rate of combustible cigarette use was the highest,
followed by e-cigarettes and HNB tobacco use. The rates
of use for all three products rose in tandem with increas-
ing school grade. The prevalence of combustible
cigarette use was much higher relative to alternative
products among high school students, as these alterna-
tive products had been introduced into the market more
recently. However, ever use of e-cigarettes became close
to that of combustible cigarettes among the younger
generations. Moreover, the current use of the three
products was quite similar, suggesting that new tobacco-
alternative products are becoming popular among young
users.
Japan is included in the countries with the lowest

smoking prevalence according to a World Health
Organization report on the global tobacco epidemic

Table 2 Junior high (grades 7–9) and high school (grades 10–
12) students’ age-adjusted smoking prevalence rates by gender

Ever C use Ever EC use Ever HNB use

% 95% CI % 95% CI % 95% CI

Grades 7–9

Male 3.1 3.0, 3.2 2.4 2.3, 2.5 1.3 1.3, 1.3

Female 2.1** 2.0, 2.2 1.7** 1.6, 1.8 0.9* 0.9, 0.9

Both 2.6 2.5, 2.7 2.1 2.0, 2.2 1.1 1.0, 1.2

Grades 10–12

Male 6.9 6.6, 7.2 4.9 4.7, 5.1 2.9 2.8, 3.0

Female 3.3** 3.2, 3.4 2.1** 2.1, 2.1 1.4** 1.4, 1.4

Both 5.1 4.8, 5.4 3.5 3.3, 3.7 2.2 2.0, 2.4

Current C use Current EC use Current HNB use

% 95% CI % 95% CI % 95% CI

Grades 7–9

Male 0.7 0.7, 0.7 0.8 0.8, 0.8 0.6 0.6, 0.6

Female 0.5 0.5, 0.5 0.5** 0.5, 0.5 0.4 0.4, 0.4

Both 0.6 0.5, 0.7 0.7 0.6, 0.8 0.5 0.5, 0.5

Grades 10–12

Male 2.0 1.9, 2.1 1.5 1.4, 1.6 1.2 1.1, 1.3

Female 0.9** 0.9, 0.9 0.5** 0.5, 0.5 0.6** 0.6, 0.6

Both 1.5 1.4, 1.6 1.0 0.9, 1.1 0.9 0.8, 1.0

Daily C use Daily EC use Daily HNB use

% 95% CI % 95% CI % 95% CI

Grades 7–9

Male 0.2 0.2, 0.2 0.1 0.1, 0.1 0.1 0.1, 0.1

Female 0.1 0.1, 0.1 0.1 0.1, 0.1 0.1 0.1, 0.1

Both 0.1 0.1, 0.1 0.1 0.1, 0.1 0.1 0.0, 0.2

Grades 10–12

Male 0.7 0.6, 0.8 0.1 0.1, 0.1 0.1 0.1, 0.1

Female 0.2** 0.2, 0.2 0.1 0.1, 0.1 0.0** 0.0, 0.0

Both 0.5 0.4, 0.6 0.1 0.1, 0.1 0.1 0.1, 0.1

C combustible cigarette, EC electronic cigarette, HNB heat-not-burn tobacco, CI
confidence interval
Two proportion Z-tests were conducted to compare male and female.
**P < 0.01, *P < 0.05
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[27]. The present study focused on the use of new
tobacco-alternative products among Japanese adoles-
cents. However, even considering the increasing preva-
lence of these new products, the smoking rate has
shown a downward trend compared with the respective
proportions in time-series data. The current use of e-
cigarettes of 0.7% in junior high schools and 1.0% in
high schools in Japan is lower than that reported by the
2017 National Youth Tobacco Survey in the US (3.3% in
middle school and 11.7% in high school) [28]. The law
that regulates the sale of e-cigarettes containing nicotine
in Japan might contribute to the lower use of these
products. Another explanation may be that HNB to-
bacco exists as a substitute for e-cigarettes. Even though
the current use of new products was low in our study,
the use of e-cigarettes has been increasing in several
countries. Continuous monitoring of e-cigarette use is
thus indispensable.
Moreover, given the large population of e-cigarettes

among any products users, it is of significance in asses-
sing whether e-cigarettes used by Japanese adolescents
contain nicotine or not. A previous study among Canad-
ian high school students by Hamilton et al. showed that
approximately 72% of those adolescents who were ever
e-cigarettes users used non-nicotine e-cigarettes, while
about 28% used nicotine e-cigarettes [29]. Similarly, a
previous study indicated that in Japan, about 30% of ever
users of new tobacco products used e-cigarettes contain-
ing nicotine [19]. The regulation of e-cigarettes in

Fig. 1 Prevalence of the three tobacco-related products in each grade (both genders). C: combustible cigarette, EC: electronic cigarette, HNB:
heat-not-burn tobacco

Table 3 Junior high (grades 7–9) and high school (grades 10–
12) students’ age-adjusted prevalence of combined smoking by
gender

Proportions of students who ever used either

Grades 7–9, ever use (%) Grades 10–12, ever use (%)

C EC HNB Male Female Both Male Female Both

+ – – 41.1 40.3 40.8 38.4 43.2 39.8

+ + – 7.8 6.5 7.3 11.6 6.0 10.0

+ – + 5.6 4.4 5.1 8.1 7.9 8.0

+ + + 9.6 12.3 10.7 16.7 10.2 14.8

– + – 26.3 27.5 26.8 20.0 23.6 21.1

– – + 5.0 4.4 4.7 2.7 5.5 3.5

– + + 4.6 4.6 4.6 2.4 3.5 2.7

Proportions of students who currently used either

Grades 7–9, current use
(%)

Grades 10–12, current use
(%)

C EC HNB Male Female Both Male Female Both

+ – – 23.3 20.9 22.4 30.7 29.9 30.5

+ + – 4.6 3.2 4.1 6.8 6.6 6.8

+ – + 4.7 9.9 6.6 13.7 17.4 14.6

+ + + 18.7 28.5 22.4 16.0 14.6 15.7

– + – 31.3 28.6 30.3 21.3 16.0 20.0

– – + 10.0 7.7 9.1 6.5 9.5 7.3

– + + 7.3 1.1 5.0 4.9 6.0 5.1

Proportions excluding those who did not smoke any products
C combustible cigarette, EC electronic cigarette, HNB heat-not-burn tobacco
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Canada is quite similar to that in Japan, suggesting that
the figures among the Japanese adolescents might be
comparable to Hamilton’s results. To note, Tabuchi
et al. indicated that about 15% of those who were ever
users had used e-cigarettes with unknown nicotine. Mis-
information about nicotine content is concerning be-
cause nicotine might impact the developing brain of
adolescents [29]. Future research should investigate
these issues.
The prevalence of HNB tobacco use was lower than

that of e-cigarette use; however, HNB tobacco use was
still observed among adolescents. To our knowledge,
there are no comparable reports about HNB tobacco use
in other countries. Tabuchi et al. reported the current
use as 3.6% in a 2017 internet survey targeting adults in
Japan [23], which is comparable to our results. The
prevalence of HNB tobacco use is more similar between
adolescents and adults relative to the prevalence of com-
bustible cigarette use. Awareness of and advertisements
for HNB tobacco have increased in recent years [22]; a
domestic Japanese newspaper reported in 2018 that the
sales units of HNB tobacco exceeded 2 million for Glo, 5
million for IQOS, and 4 million for Ploom Tech, and in-
dicated that the tobacco market was accelerating the
shift to HNB tobacco [30]. The association between
smoking rates and tobacco advertisements has been pre-
viously studied, and the increase in the use of e-
cigarettes in Western countries has been attributed to
media promotion [31]. The current momentum of HNB
tobacco in Japan is expected to affect its future use rates.
Its prevalence should be monitored, as there is substan-
tial uncertainty regarding the health consequences of
HNB tobacco [32, 33].
Gender differences in the prevalence rates were exam-

ined in the current study. Boys were more likely to use
the tobacco-related products, which is consistent with
the results previously reported by the WHO [27] and an-
other study conducted in Japan [19, 23]. Previous re-
search has indicated the importance of investigating
gender difference in e-cigarette marketing strategies in-
cluding innovations in product features (e.g., packaging
and device design, appealing flavours), as they can influ-
ence gender difference in consumption. The authors also
highlighted the necessity of examining gender differ-
ences in nicotine use by quantifying the amount of nico-
tine in the e-cigarettes being used by youth [34]. To our
knowledge, no research to date has investigated gender
difference in HNB consumption. Future research should
examine the context in which gender differences in nico-
tine use might occur.
This study also examined the various patterns of use

of the three products. As for adolescents’ ever use and
current use, exclusive cigarette use was dominant in all
cases except for the exclusive use of e-cigarettes in

junior high school. A considerable proportion of any-
product users were ever or current users of new alterna-
tive products only. Therefore, it is an important concern
whether e-cigarette or HNB tobacco use can lead to
established cigarette use in the future. A previous sys-
tematic review indicated that the use of e-cigarettes
among adolescents was likely to cause subsequent
cigarette smoking [16]. Although it is unclear, it is plaus-
ible that the use of HNB tobacco use has the same con-
sequences. Future research is required to clarify this
issue.
Another concern is ‘dual use’ which refers to the use

of both combustible cigarette and at least one new to-
bacco products. Our results suggest that the proportion
of dual users exceeded 30% in junior high school as well
as in high school. Although the latest expert consensus
indicated that e-cigarette use is much less harmful than
smoking combustible cigarettes [17], dual use potentially
denotes the addition of unknown harm from e-cigarettes
or HNB tobacco to that of smoke from combustible cig-
arettes [17]. There is controversy over whether dual use
of e-cigarettes can assist with smoking cessation or not.
A recent systematic review has indicated that e-
cigarettes are not likely to lead to smoking cessation
[16]. Furthermore, to date, there has been no empirical
evidence that has indicated that HNB tobacco products
play a role in cessation. Future research should investi-
gate these issues in order to clarify their implications for
the overall health impact of e-cigarettes and HNB to-
bacco in Japan.
Moreover, our results indicated different characteris-

tics in the healthy behaviours between those who were
cigarette users and new products users. Previous studies
have suggested that smoking is associated with an un-
healthy lifestyle [35, 36]. Similarly, an association be-
tween health risk behaviour and e-cigarettes use has
been reported [37]. However, to our knowledge, the rela-
tionship between new products and healthy behaviour
among adolescents has not been sufficiently investigated.
Dunbar et al. concluded that e-cigarettes use among ad-
olescents is not necessarily associated with greater en-
gagement in health behaviours compared to cigarette
use [37]. With regard to HNB tobacco, Lee et al. indi-
cated that physically active adolescents were more likely
to use cigarettes as well as new products [38] and
theorised that these findings were owing to peer influ-
ences from participating social activities. However, our
results suggest that new products may be an entrance to
smoking for a broad variety of adolescents, who are less
likely to begin smoking if using combustible cigarettes
alone. Previous studies indicated that new products
might entice new groups of consumers with characteris-
tics distinct from those of combustible cigarette smokers
[39, 40]. Although the mechanism has not been
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sufficiently clarified, it could be that new adolescent
users may believe that the new products are ‘safe’ [41].
Future studies are needed to examine the association be-
tween health behaviours and the type of products used
by adolescents. It is also significant to clarify whether
young people who are at low-risk of becoming smokers
are more attracted by new products.
A strength of the present study is that our large stu-

dent sample represents the nationwide adolescent popu-
lation of Japan. In addition, considering our specific
tobacco regulation, Japan is a fertile market for tobacco
industries. Our study is unique in that it reports on a
novel product, HNB tobacco, which is not available in
all countries. However, in this survey, the number of
schools selected was relatively smaller than in past stud-
ies. Additionally, the response rates in junior high
schools were low, leading to the use of age-adjusted
rates in the tables. This study required strict ethical con-
siderations due to the age groups taking part, which may
have contributed to the low response rate. Although we
devised questions about e-cigarettes and HNB tobacco,
including the trade names of popular products, students
still may not have recognised these products correctly
and could have confused e-cigarettes and HNB tobacco.
It is also difficult to confirm the validity of self-report
answers. Continuous monitoring using the same stan-
dards and methods may be the only feasible option. Fur-
thermore, this study entailed a cross-sectional analysis;
therefore, the temporal relationship of how the smokers’
practices changed as a consequence of the emergence of
new tobacco products could not be clarified. Future re-
search should address these limitations.

Conclusions
According to this nationwide population survey, the
prevalence of new tobacco-related products is just below
the use of combustible tobacco among Japanese adoles-
cents. Dual use is common, and e-cigarettes or HNB to-
bacco use represent a considerable proportion of the
tobacco-related products used by youth. Findings from
background comparison suggest that new tobacco-related
products might lure a broader population into smoking.
The longitudinal impact of these new products remains
unclear; thus, continuous monitoring and further research
are necessary to provide guidance for the implementation
of enhanced public measures against smoking and the use
of new tobacco-related products.
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Abstract: The impact of heated-tobacco-products (HTPs) and electronic cigarettes (e-cigarettes) on
youth is a controversial public health issue, as it is unknown whether alternative products result
in more youth using such products or smoking. In Japan, e-cigarettes with nicotine are prohibited,
but e-cigarettes without nicotine are available. HTPs are marketed as tobacco products. Within this
unique context, we aimed to compare any conventional cigarette smokers (including those who also
used alternative products) with exclusive users of alternative products and examine factors relating
to their use in Japan. In 2017, 22,275 students in grades 7–9 (age 12–15) and 42,142 in grades 10–12
(age 15–18) nationwide were surveyed. Overall, 1.8% were current users of any of the three products
over the last month. Multivariable analysis revealed that risk factors for alternative product use
were the same as those for cigarette use. Among all users, exclusive new product users were more
likely to participate in club activities and intend to continue to higher education; any conventional
cigarette users (including those who also used alternative products) were more likely to be exposed
to secondhand smoke at home and to drink alcohol. Reducing adult smoking and disseminating
health education remain relevant as strategies for preventing adolescents’ future tobacco use.

Keywords: cigarette smoking; e-cigarettes; tobacco use; adolescents; smoking; heat-not-burn tobacco;
heated tobacco product; Japan; tobacco control policies; WHO Framework Convention on Tobacco
Control (FCTC); noncombustible tobacco/nicotine products; harm reduction

1. Introduction

Tobacco control presents a crucial public health challenge worldwide. A wide range of health
problems are attributable to tobacco use, including not only non-communicable diseases, but also
perinatal problems and impaired physical and mental development [1]. In fact, premature death due
to tobacco use is more preventable than deaths caused by any other drugs [2]. Moreover, the younger
people are when they start smoking, the more likely they are to continue smoking [3], making them
susceptible to well established smoking-related diseases including cancer, cardiovascular disease and
respiratory diseases. The World Health Organization (WHO) has taken the initiative in promoting
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global tobacco control. Since 2008, the WHO Framework Convention on Tobacco Control (FCTC)
has been endorsing practical and cost-effective ways to reduce tobacco demand worldwide using the
acronym MPOWER, standing for Monitor (use and prevention), Protect (people from smoke), Offer (help
in quitting), Warn (about dangers), Enforce (bans on advertising, promotions and sponsorship) and
Raise (taxes on tobacco products).

Smoking cigarettes comprises one of the biggest risk factors for death and disease in Japan,
as indicated by a study that estimated the contribution of several risk factors to disability-adjusted
life years (DALYs) in Japan from the findings of the Global Burden of Disease (GBD) 2010 project [4].
The Institute for Health Metrics and Evaluation (IHME), a research center dedicating to measuring
health problems affecting populations worldwide, reported that cigarette smoking was the dominant
risk for death and disability combined in Japan for all years from 2007 through 2017 [5]. Due to the
seriousness of the problems associated with smoking, the Ministry of Health, Labor, and Welfare
(MHLW) has been tackling issues of tobacco control. In 2000, the national health promotion campaign
‘Healthy Japan 21’ was launched, which included dissemination of knowledge about the health effects of
smoking, encouraging youth to stop smoking, calling for the separation of smoking areas and launching
a smoking cessation program. In 2003, the Health Promotion Law mandated the management of
public facilities to prevent public exposure to secondhand smoke. The law promoted the creation of
smoke-free spaces and smoke-free regulation by local authorities. Since 2013, Healthy Japan 21 (second
term) has been in effect. The tobacco control measure included four main objectives: (1) decrease
the smoking rate for adults from 19.5% in 2010 to 12% in 11 years; (2) eliminate smoking among
adolescents and young adults; (3) stop women from smoking during pregnancy; and (4) decrease the
occurrence of secondhand smoke and eliminate smoke exposure in all administrative and medical
institutions. These political measures added to the already-existing nationwide tobacco controls and
smoking prevalence has been decreasing for both adults and adolescents over several decades [6],
yet tobacco regulation in Japan still has not met all the FCTC’s recommendations [7].

Meanwhile, new types of alternative nicotine delivery products such as e-cigarettes and various
heated tobacco products (HTPs, also called heat-not-burn tobacco products) have emerged in the
tobacco market. The e-cigarettes market has rapidly expanded according to a report from the WHO [8].
This matches the findings of a separate study that reported on the prevalence of these new products in
several parts of the world [9]. Additionally, the U.S. Center for Disease Control recently reported the
trial of e-cigarettes (people ‘trying’ the product) exceeds that of conventional cigarettes in the US [10].
A study from Japan also indicated an increase in the trial of new alternative products [11].

Recently, the U.S. Food and Drug Administration (FDA) permitted the sale of IQOS—an HTP that
generates a nicotine aerosol compound—with restrictions on how it can be marketed [12]. While tobacco
industries advertise that the tobacco used in HTPs is cleaner, public health experts are discussing the
challenges and opportunities created by these new products.

Some of the challenges involve how to categorize and regulate the products, and regulation varies
across different countries. Notably, Japan is unique in that national law prohibits selling e-cigarettes
containing nicotine, but HTPs are sold as legal tobacco products. In terms of regulation, e-cigarettes
without nicotine are available to everyone in Japan, but the purchase and use of HTPs are prohibited
among people aged under twenty years old. The age requirement for cigarettes is also twenty years old.

There is a significant and controversial public health concern as to whether the novel products
attract susceptible young non-users to initiate use of e-cigarettes or HTPs and then go on to smoking [13].
Previous studies have shown that some youth who are otherwise at low risk for smoking cigarettes,
and therefore at low risk for using nicotine, are attracted to using e-cigarettes [14] and later begin to
smoke conventional cigarettes [15]. Moreover, to consider the overall population impact of HTPs,
more evidence is necessary to inform discussion of the likelihood of adolescents who are not tobacco
users or who are former tobacco users adopting the use of nicotine with the new products [16]. On the
other hand, if the novel products are confined to youth who are already likely to become smokers,
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or who use them to stop smoking, they may represent an opportunity to reduce the number of
adolescents who are harmed by the effects of combustible cigarettes [17].

The purpose of this study was to compare the background of conventional cigarette smokers with
exclusive users of alternative products among young people aged 12 to 18 to highlight the difference
between the groups.

2. Materials and Methods

2.1. Study Population

In 2017, Japan had 10,325 registered junior high schools and 4907 registered senior high schools
in a total of 47 prefectures. For our study, schools were chosen for students to participate in a
lifestyle survey of adolescents. The participating schools were selected using a cross-sectional random
sample method with single-stage cluster sampling [18], wherein a school was considered a cluster
unit. The sampling method included dividing Japan into regional blocks and randomly selecting
schools from each block. The advantage of this methodology is the minimization of sampling bias [18].
Using the national school directory, junior high schools and senior high schools throughout Japan were
randomly extracted, and the survey was administered to all students in these schools. Thereby, 98 of
Japan’s junior high schools from 44 prefectures and 86 of the senior high schools from 42 prefectures
were sampled; therefore, the selection rates were 0.95% and 1.75% of all schools, respectively. Private
schools comprised 8.2% of the junior high schools and 19.8% of the senior high schools in the study.
The surveys were administered from December 2017 through February 2018.

2.2. Data Collection

We approached the principal of each school for cooperation and sent the survey forms to the
schools. The principals arranged for class teachers to distribute the forms to the students. The teachers
explained to the students that participation was voluntary and that they should answer honestly.
The students were given anonymous questionnaires and envelopes, which were completed and sealed
by the students, collected by their teachers, and then returned to the research office with the seals intact.

2.3. Measures

The questionnaire included information about basic demographic data (sex, school grade, type of
school); use of cigarettes, e-cigarettes and HTPs; exposure to secondhand smoke and understanding
of the harmful effects of smoking; lifestyle behaviors and intentions regarding future education;
and alcohol use. The list of the questions was provided in Supplementary file 1.

2.4. Use of Cigarettes, e-Cigarettes and Heated Tobacco Products

2.4.1. Discrimination of the Three Products

The three products were described in detail to ensure students were able to distinguish between
them. Since we focused on investigating alternative products, we explained that a conventional
cigarette is considered, ‘a cigarette made from rolled paper and tobacco and smoked with fire’. Due to
the number of e-cigarettes currently for sale, we used the names of the most popular brands in the
survey; for example, e-cigarettes includedフレヴォ(FLEVO),エミリ (EMILI),ビタフル (VITAFUL)
andビタシグ (VITASIG). HTPs were also explained using product names to avoid any confusion;
for example, heat-not-burn tobacco includedアイコス (IQOS),プルームテック (Ploom Tech) andグ
ロー (glo).

2.4.2. Frequency of Use

To assess the frequency of conventional cigarette use, with the explanation of products above,
we used two questions: ‘Have you ever smoked a conventional cigarette, including even a single puff?’
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and ‘How many days have you smoked conventional cigarettes in the previous 30 days?’ Similar
questions were used to determine the frequency of use of alternative products. For the experience
question, ‘No, I have not’ or ‘Yes, I have’ were response options. To assess frequency of use, seven
options were given: ‘0 days,’ ‘1–2 days,’ ‘3–5 days,’ ‘6–9 days,’ ‘10–19 days,’ ‘20–29 days,’ or ‘every day’.

‘Experience’ of cigarette/e-cigarette/HTP use was defined as smoking/using even once in the
past; ‘current’ use of cigarettes/e-cigarettes/HTPs was defined as smoking/using at least once in the
past 30 days. ‘Current use’ is more relevant to actual smoking behavior and is commonly used as
an indicator of adolescent smoking. Furthermore, previous studies suggest that even minimal use
of cigarettes leads to a significantly higher risk of becoming a chronic smoker [19,20]. Therefore,
we determined ‘current use’ as a feasible outcome to use for analysis.

Additionally, in our analyses, we used ‘exclusive-use’ categories, meaning the exclusive use
of a particular type of product. For instance, if we described ‘exclusive alternative product use’,
the group included participants who currently used either e-cigarettes or HTPs but did not use
conventional cigarettes. ‘Non-current user’ was defined as those who currently used neither cigarettes,
e-cigarettes, nor HTPs. ‘Any conventional cigarette smokers’ were defined as those who currently smoke
conventional tobacco cigarettes, including those who currently smoke conventional tobacco cigarettes
exclusively and those who currently use conventional tobacco products plus HTP and/or e-cigarettes.

2.5. Lifestyle Behaviors and Intentions towards Future Education

In Japan, many students participate in after-school clubs. Some students engage in sports clubs
at school, such as baseball, tennis or basketball; others choose cultural clubs, such as brass band,
tea ceremony and flower arrangement. The questions asked about how often students participated in
such ‘after school club’ activities as well as how often they had breakfast and their plans for the future.
For analysis, answers indicating they eat breakfast ‘every day’ were categorized into ‘Yes’; answers
of ‘sometimes’ or ‘seldom’ were categorized as ‘No.’ Regarding their plans for the future, students
selected one out of seven options: ‘vocational school,’ ‘junior college,’ ‘college,’ ‘postgraduate school,’
‘taking a job after graduating the current school,’ and ‘not decided yet’. We categorized those who
selected ‘college’ or ‘postgraduate school’ into the ‘college or more’ group.

2.6. Exposure to Secondhand Smoke and Understanding the Harmful Effects of Smoking

For the survey questions about smoking exposure, we did not discriminate between the three
products and described smoke as from ‘tobacco.’ In addition, ‘to smoke’ was the same as ‘to use
tobacco.’ Students were asked about if and how often they were exposed to secondhand smoke at
home. Participants who indicated they had been exposed at least once in the preceding seven days
were categorized as ‘exposed.’ Survey questions were also used to determine how much students
understood about the health risks of smoking. We categorized those who selected ‘I think that smoking
is harmful’ into ‘Yes’ for understanding the harmful effects of smoking; all other responses were
categorized as ‘No.’ Likewise, understanding the harm associated with secondhand smoking was
evaluated; participants who selected ‘I think it is harmful’ were categorized into the ‘Yes’ group for
understanding and all other responses were considered ‘No.’

2.7. Alcohol Use

We assessed how many days participants had engaged in drinking alcohol in the previous 30 days
and the frequency of binge drinking. We consider drinking ‘a lot’ to be ‘five or more’ drinks of an
ordinary can (350 mL) for beer and sweet cider. We defined a ‘current drinker’ as a student who had
used alcohol on more than one or two days in the previous month and ‘binge drinkers’ as those who
used alcohol including more than five cans of beer or sour at least once in a month. Specifically, having
multiple drinks ‘once or twice in a month’, ‘once or twice in a week’, or ‘more than three times in a
week’ were categorized as ‘yes’ for ‘binge drinking’ for the purpose of analysis.
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2.8. Data Analysis

First, a descriptive analysis of the baseline characteristics of the study participants was performed
including their grade levels (junior or senior high school), the overall prevalence of use of any
products, and factors known to be associated with smoking. Second, Chi-squared tests were used to
examine differences in each factor between any conventional cigarette smokers and non-current users.
The Mantel–Haenszel test was used to compare the trends of the proportion of use in each school
grade. Similarly, exclusive users of alternative products were compared with non-current users and
then with any conventional cigarette smokers (including dual users and multiple users). For the latter
comparison, we were interested in whether those youth who currently used only alternative products
differed from those who currently smoked conventional cigarettes. Furthermore, in the comparison,
we conducted the statistical tests for each of the 11 variables; hence, the Bonferroni correction was
used to adjust the cut-off of p-values for significance due to multiplicity. Third, a multivariable logistic
regression analysis was used to investigate the relationship between the use of cigarettes and several
factors from the questionnaire. The adjusted odds ratio (OR) was calculated for each factor and its 95%
confidence interval (95% CI) for cigarette use. Likewise, another logistic regression analysis was done
with alternative product use. Finally, among any product users, the risk of alternative product use was
compared with any conventional cigarette users in a third logistic regression model. Before the logistic
regression analysis, the researchers discussed the relevance of all of the variables in this study and
selected, by consensus, those most appropriate for inclusion in the models. Descriptive analysis and
univariate analysis were performed using SPSS 25.0 (IBM Corp, New York, NY, USA). R i386 3.5.2
(R Foundation for Statistical Computing, Vienna, Austria) was used to conduct multivariable logistic
regression analyses. Missing data were excluded from the analysis. We also conduct a supplementary
analysis to compare exclusive cigarette users and exclusive alternative products (APs) users.

2.9. Ethical Statement

According to the Ethical Guidelines for Epidemiological Studies jointly announced by the Ministry
of Health, Labor and Welfare and the Ministry of Education, Culture, Sports, Science and Technology
of Japan, personal information is defined as follows: information of a living individual and the name,
birthday and other descriptions included in that information that can be used to identify a specific
individual. The questionnaire in our survey did not include any such information in consideration of
identity protection and safeguarding privacy. This survey was reviewed and approved by the Ethics
Review Committee of Tottori University School of Medicine when we conducted the survey (reference
no. 17A078).

3. Results

The flow and results of the data collection are described in Figure 1. A total of 184 schools
(98 junior high, 86 high school) were invited and 56.0% (103), including 49.0% of junior highs (48) and
64.0% of high schools (55), agreed to participate. The response rate of all students in the participating
schools was 90.5% (64,152 of 70,927) for fully completed surveys, including 84.0% (22,215 of 26,604)
from the junior highs and 94.6% (41,937 of 44,323) from the high schools.
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Figure 1. Flowchart of data collection.

3.1. Participant Characteristics

Table 1 shows the baseline characteristics of the study participants. In terms of lifestyles,
the proportions of participants who indicated mostly healthy lifestyle habits was higher in junior high
school students than senior high school students; however, more senior high students than junior
high students intended to go to college or university. Regarding students who had used any products
(tobacco or alternative): 4.1% in junior high and 7.3% in senior high school had at some time in their
lives; 1.1% in junior high and 2.2% in senior high had at least once within the 30 days preceding the
survey. The percentage of students who reported drinking alcohol at least once in the past month was
2.9% in junior high and 7.0% in senior high school. While binge drinking was quite rare in junior
high school (0.6%), 1.9% of senior high school students responded that they had five or more cans of
alcoholic beverages in one bout of drinking at least once in the preceding month.

To clarify the relationships between the use of the three different products, we created a Venn
diagram (Figure 2) to show the total number of respondents who were ‘currently’ using each product.
Overall, 1.8% (n = 1183) students reported using any product at least once in the prior month. Just over
40% were currently using more than one product; 200 students (17% of all current users) were ‘currently’
using all three products. Thirty percent of those using any product were exclusive e-cigarette or
exclusive HTPs users, although compared to cigarettes and e-cigarettes, the number of respondents
who only used HTPs was small. Thus, HTPs were most commonly used along with other products.
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Table 1. Baseline characteristics of the study participants.

Junior High School Senior High School
(Grades 7 to 9) (Grades 10 to 12)

N = 22,215 N = 41,937

n (%) n (%)

Sex (Female) 11,036 (49.7) 18,534 (44.2)
School grade

First grade 7384 (33.2) 14,201 (33.9)
Second grade 7329 (33.0) 14,212 (33.9)
Third grade 7415 (33.4) 13,404 (32.0)

Having breakfast every day 19,079 (85.9) 34,183 (81.5)
Engaging in club activities 17,605 (79.3) 27,536 (65.6)
Future education intention (College or more) 4253 (19.1) 23,262 (55.5)
Experience of any tobacco or alternative products
(Once in life) 911 (4.1) 3063 (7.3)

Current use of any tobacco or alternative products
(Once in last 30 days) 244 (1.1) 939 (2.2)

Currently drinking alcohol (Once in last 30 days) 634 (2.9) 2950 (7.0)
Binge drinking a 134 (0.6) 809 (1.9)

a People who drink more than five cans of beer or sour at least once in a month.
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3.2. Comparison among Any Conventional Cigarette Users, Exclusive Alternative Products Users and
Non-Users

Table 2 compares the proportion of respondents according to sociodemographic, lifestyle and
other variables among three groups: people who do not currently use any products, any conventional
cigarette users and exclusive AP users (the numbers vary slightly from table to table due to missing
data). By Bonferroni correction, we adjusted the cut-off for significance as p < 0.0045. Overall, more
males than females were users of any type of product; however, there was no significant difference
between genders among users in terms of which type of product they used (cigarettes or APs).
Regarding school grade, the trend in the proportions of the three groups were significantly different.
For other variables—having breakfast every day, engaging in club activities, understanding the health
effects of smoking, exposure to secondhand smoke and alcohol use—the proportions of students
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were significantly different between non-users and the other two groups. Moreover, the statistical
tests showed that there were significant differences in those variables between AP users and any
conventional cigarette users, except for that of having breakfast every day, future education intention
and understanding of harmful effects of smoking.

Table 2. Cross-comparison of three group: non-users with any conventional cigarette smokers
and exclusive alternative-product use in youth, including demographics, lifestyles, school life and
drinking habits.

1. People Who Say
They Do Not Use

Any Products

2. Any
Conventional

Cigarette Users

3. Exclusive AP
Users 1 vs. 2 1 vs. 3 2 vs. 3

N = 62,969 N = 769 N = 414

Variables n (%) n (%) n (%) p-Value p-Value p-Value

Female gender 29,243 (46.4) 218 (28.3) 109 (26.3) <0.001 <0.001 0.459
School grade a <0.001 b <0.001 b <0.001 b

Grade 7 7327 (99.2) 36 (0.5) 21 (0.3)
Grade 8 7246 (98.9) 38 (0.5) 45 (0.6)
Grade 9 7314 (98.6) 60 (0.8) 41 (0.6)
Grade 10 13,981 (98.5) 122 (0.9) 98 (0.7)
Grade 11 13,914 (97.9) 203 (1.4) 95 (0.7)
Grade 12 12,989 (96.9) 305 (2.3) 110 (0.8)

Having breakfast every day 52,605 (83.5) 406 (52.8) 251 (60.6) <0.001 <0.001 0.010
Engaging in club activities 44,558 (70.8) 330 (42.9) 253 (61.1) <0.001 <0.001 <0.001
Future education intention (College
or more) 27,251 (43.3) 155 (20.2) 109 (26.3) <0.001 <0.001 0.015

Understanding that smoking is
harmful 57,188 (90.8) 514 (66.8) 296 (71.5) <0.001 <0.001 <0.100

Understanding that secondhand
smoking is harmful 55,239 (87.7) 574 (74.6) 298 (72.0) <0.001 <0.001 <0.321

Secondhand smoking at home 16,526 (26.2) 530 (68.9) 224 (54.1) <0.001 <0.001 <0.001
Secondhand smoking out of home 18,576 (29.5) 621 (80.8) 225 (54.3) <0.001 <0.001 <0.001
Currently drinking alcohol (Once in
30 days) 2884 (4.6) 546 (71.4) 154 (37.6) <0.001 <0.001 <0.001

Binge drinking b 583 (0.9) 316 (41.1) 44 (10.6) <0.001 <0.001 <0.001

Abbreviations: APs = alternative products. Missing data were excluded in each analysis. p-Values are based on
Chi-squared test. a. Mantel–Haenszel test for trend is used in the variable. b People who drink more than five cans
of beer or cider at least once in a month.

3.3. The Association between Selected Factors and Any Conventional Cigarette Smoking or Exclusive
Alternative Products Use

The results of a logistic regression analysis examining the risk factors for any conventional cigarette
smokers compared with non-users are shown in Table 3. All factors—sex, school grade, understanding
that smoking is harmful, having breakfast every day, participating in club activities, intending to go to
college or a higher education course and present alcohol drinking—were significantly associated with
any conventional cigarette smoking after mutual adjustment. Similarly, an analysis comparing lifestyle
variables of exclusive AP users with those of non-users revealed that seven out of eight variables were
significantly associated with AP use (Table 4). Although the students engaging in club activities were
less likely to smoke cigarettes (OR 0.64, 95% CI 0.54, 0.76), the variable was not a significant preventive
factor for exclusive AP use (OR 1.17, 95% CI 0.94, 1.48).
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Table 3. Results of logistic regression: association between selected factors and any conventional
cigarette smokers (n = 63,738).

Variables OR 95% CI p-Value

Sex
Female 0.50 0.42 to 0.59 <0.01
Male (reference) 1.00

School grade * 1.06 1.04 to 1.08 <0.01
Understand that smoking is harmful

Yes 0.45 0.38 to 0.55 <0.01
No (reference) 1.00

Having breakfast every day
Everyday 0.69 0.58 to 0.83 <0.01
Sometimes, seldom (reference) 1.00

Participating in club activities
Yes 0.64 0.54 to 0.76 <0.01
No (reference) 1.00

Intending to pursue higher education
College or postgraduate school 0.49 0.40 to 0.59 <0.01
Others (reference) 1.00

Secondhand smoking at home
At least once in the preceding 7 days 3.18 2.68 to 3.78 <0.01
None in the preceding 7 days (reference) 1.00

Currently drinking alcohol
At least once in the previous month 34.66 29.31 to 41.12 <0.01
None in the previous month (reference) 1.00

* This variable was modeled as a continuous variable. Abbreviations: OR = Odds ratio, 95% CI = 95%
confidence interval.

Table 4. Results of logistic regression: association between selected lifestyle variable factors and
exclusive alternative products use (n = 63,383).

Variables OR 95% CI p-Value

Sex
Female 0.48 0.38 to 0.60 <0.01
Male (reference) 1.00

School grade * 1.03 1.01 to 1.06 <0.01
Understand that smoking is harmful

Yes 0.47 0.37 to 0.60 0.01
No (reference) 1.00

Having breakfast every day
Everyday 0.59 0.47 to 0.75 <0.01
Sometimes, seldom (reference) 1.00

Participating in club activities
Yes 1.17 0.94 to 1.48 0.17
No (reference) 1.00

Intending to pursue higher education
College or postgraduate school 0.61 0.48 to 0.77 <0.01
Others (reference) 1.00

Secondhand smoking at home
At least once in the preceding 7 days 2.24 1.82 to 2.76 <0.01
None in the preceding 7 days (reference) 1.00

Currently drinking alcohol
At least once in the previous month 9.29 7.51 to 11.46 <0.01
None in the previous month (reference) 1.00

* This variable was modeled as a continuous variable. Abbreviations: OR = odds ratio, 95% CI = 95%
confidence interval.
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3.4. The Risk of Exclusive Alternative Product Use Compared with Any Conventional Cigarette Smoking
among Any Product Users

Table 5 shows the result of logistic regression analysis which examined risk-associated lifestyle
variables for exclusive AP users compared with those for any conventional cigarette smokers among
users of any products. The results show that AP users were less likely to be higher school grade,
more likely to participate in club activities (OR 1.61, 95% CI 1.22, 2.12), less likely to be exposed to
secondhand smoking at home (OR 0.68, 95% CI 0.52, 0.90) and less likely to be current alcohol drinkers
(OR 0.27, 95% CI 0.21, 0.35). In addition, there was a borderline significant association of exclusive AP
users with ‘intention to pursue higher education’ (OR 1.35, 95% CI 0.99, 1.83).

Table 5. The risk of exclusive alternative product use compared with any conventional cigarette use
among any product users (n = 1183).

Variables OR 95% CI p-Value

Sex
Female 1.02 0.75 to 1.37 0.91
Male (reference) 1.00

School grade * 0.96 0.93 to 0.99 0.02
Understand that smoking is harmful

Yes 1.18 0.89 to 1.57 0.26
No (reference) 1.00

Having breakfast everyday
Everyday 1.03 0.78 to 1.35 0.84
Sometimes, seldom (reference) 1.00

Participating in club activities
Yes 1.61 1.22 to 2.12 <0.01
No (reference) 1.00

Intending to pursue higher education
College or postgraduate school 1.35 0.99 to 1.83 0.06
Others (reference) 1.00

Secondhand smoking at home
At least once in the preceding 7 days 0.68 0.52 to 0.90 0.01
None in the preceding 7 days (reference) 1.00

Currently drinking alcohol
At least once in the previous month 0.27 0.21 to 0.35 <0.01
None in the previous month (reference) 1.00

* This variable was modeled as a continuous variable. Abbreviations: OR = Odds ratio, 95% CI = 95% confidence
interval. An odds ratio of greater than one indicates that exclusive alternative product users had higher odds of the
factor than any conventional cigarette users.

The results of an additional logistic regression analysis were the same as for the groups compared
above regarding club activities and alcohol use when comparing exclusive combustible cigarette
smoking (conventional cigarettes only) to exclusive AP use, (Supplementary file 2).

4. Discussion

The prevalence of any current product use in this Japanese sample, (1.1% of junior high school and
2.2% of senior high school) in 2017, was much lower than has been shown for students in the U.S. (7.2%
of middle school and 27.1% of high school [10]) and UK (5% of 11–15 years old who smoke cigarettes at
least once in a week and 6% of young people estimated as current e-cigarette users [21]). The prevalence
of current cigarette smoking has continued to decline from 2000 to 2014; 9.4/5.6% (boys/girls) to 1.3/0.6%
in junior high school students and 29.9/13.1% to 3.5/1.5% in high school students [6]. Our data indicates
the continuous downward trends. The relationship between the three products illustrates a significant
minority (30%) of those who used any products were exclusive AP users. The prevalence of smoking
was much lower than alcohol use among Japanese adolescents.
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We were interested in whether the factors related to exclusive use of APs are different from those
of any conventional cigarette smokers. To examine this question, we compared three groups: people
who do not currently use any products, current AP-exclusive users and any current conventional
cigarette smokers. There were significant differences between non-users and exclusive APs users or
any cigarette smokers (in all variables studied. In addition, comparing exclusive APs users and any
cigarette smokers), four of the eight factors were statistically significant. These results suggest that
participant characteristics may be different between non-users and any product users and some of
these differed also between AP users and cigarette smokers. Across each variable, the results for AP
users fell between the variable results for non-users and those for cigarette users.

The results of logistic regression analysis showed that known factors were significantly associated
with any conventional cigarette smoking and APs use even after mutual adjustment. When exploring
the difference between exclusive APs users and any conventional cigarette smokers—including those
who also use HTPs or e-cigarettes, the conventional cigarette users were more likely to be exposed
to secondhand smoke and drinking at home than AP-only users. Moreover, we found that there
were differences in participating in club activities between the two groups; intention to pursue higher
education also showed borderline significance. These results may suggest different factors—including
social circumstances such as parental support, family income, or personal characteristics—may exist
between exclusive AP users and those smoking cigarettes with or without the use of other products.
Broadly consistent results were found when comparing exclusive cigarette smokes with exclusive
AP users. The implications of this are unclear as those exclusively using APs may have previously
smoked conventional cigarettes and stopped or may go on to smoke conventional cigarettes or remain
exclusive AP users. This requires further research.

Our analytical strategy followed that of a previous study by Hanewinkel et al. that investigated
risk factors associated with the use of e-cigarettes in a cohort study among German adolescents [22].
They compared the effect of each risk factor across e-cigarette, conventional cigarette and dual product
use. The study implied the possibility that e-cigarettes attract a broader range of adolescents compared
to conventional cigarettes. Several results of the present cross-sectional study were consistent with
the Hanewinkel’s study. Gender and parent smoking showed significant effects on the use of both
e-cigarettes and cigarettes. In addition, in their study, the relationship with a future academic career
varied between e-cigarettes users and conventional cigarette users. Regarding HTPs, the findings of
Wu et al.’s study indicate that relatively well-educated people tend to use HTPs [23]. These findings
support our borderline significance in the association between education and exclusive APs use.
Moreover, the previous cross-sectional study by Wills et al. [24] tried to determine whether established
risk factors for smoking discriminate user categories by testing how e-cigarette users differed on a
range of variables including social-cognitive factors, problem behavior risk factors and collateral
substance use. Their findings showed parental factors, academic achievement, behavioral self-control,
smoking expectancies, alcohol use, and heavy drinking significantly varied across non-users, e-cigarette
exclusive users and dual users. Thus, their results also support our findings.

On the other hand, East et al. explained the former issue in a more nuanced way [25]. In their
longitudinal study, they indicated that e-cigarette use was associated with cigarette use and vice
versa. Certain psychological processes (‘common liabilities’) are used to explain the relationship of
two. Specifically, curiosity, rebelliousness, and sensation-seeking were indicated as the psychological
factors affecting product use. These psychological mechanisms also influence alcohol use. Hence,
the strong association between any conventional cigarette smokers and alcohol use may be explained
by these factors. In addition, the authors discussed several important differences to consider. In the UK,
e-cigarettes are more accessible and convenient for young people compared to combustible cigarettes.
Novel devices, the variety of flavors and the reduced risks of the new products have been demonstrated
to be attractive to youth. Hair et al. also indicated that HTPs attract youth by the novelty [26]. Thus,
several reports clarify that APs often appeal to those who are not smokers, but it remains unclear
whether people in this group would have gone on to smoking if APs had not been on the market.
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Furthermore, it is necessary to further investigate the exclusive conventional cigarette use and the use
of conventional cigarettes plus APs and their association with secondhand smoke at home, as there
may be an implication that APs users intentionally avoid being exposed to and exposing others to
secondhand smoke. On the other hand, it is possible that exclusive conventional cigarette users and
those that use them along with APs may be high-risk groups who do not care about the negative
consequences of exposure to multiple substances.

Our findings suggest several implications for future tobacco control. From the consistent results
related to secondhand smoking at home, the smoking status of any family members significantly
affects any type of product use among younger populations, suggesting that public health measures are
needed to decrease adult smoking in order to prevent smoking among younger people and vice versa.
Although the systematic reviews showed inconsistent results about the effect of e-cigarettes on smoking
cessation, the latest PHE reports deduced that a considerable number of smokers quit after e-cigarettes
were introduced in the UK [27]. Similarly, Lee et al. estimated that introducing a reduced-risk product
into Japan substantially reduced smoking-related deaths [28]; further independent research would
be useful in this area [29]. It is also worth mentioning that there is a gap in the implementation of
MPOWER between Japan and the UK. As mentioned above, the regulation of tobacco, including APs,
in Japan is unique and is behind global standards.

Furthermore, understanding of the harmful effects of smoking showed a protective effect against
any type of product use. This finding implies that health education about smoking is an indispensable
tobacco control measure. Adolescent trends in tobacco use have been decreasing and are at their lowest
level seen in many years. We must maintain this trend of fewer adolescents using tobacco and keep up
the use of this essential strategy—health education—with younger generations. It is also important
to continue to monitor the trend of tobacco use including the novel alternative products in order to
evaluate our current public health measures for tobacco control.

Our study includes several strengths. The data were collected from a nationwide large sample
survey. This methodology enabled us to minimize sampling bias [18]. Hence, the result of this study
can potentially be generalizable nationwide for Japanese adolescents. Although the proportion of
current users of any of the three products was relatively small, the large sample size enabled us to
select ‘current use of the products’ as the outcome for analysis, in contrast to previous studies that
selected ‘having ever used’ as an outcome. However, it should be noted that our definition of ‘current
use’ (in line with other research) is ‘any use within the last 30 days’ so it picks up a range of users
including some who may only be using intermittently. In addition, Japan has a unique regulatory
environment. E-cigarettes without nicotine are available, but HTP products have also been widely
promoted since 2014. This means that the situation around cigarettes and APs differ from other
countries. Given Japan’s unique situation, this study aimed to clarify the prevalence and risk factors of
AP use among adolescents in Japan.

However, there are several limitations to the present study. First, the schools’ response rates
were not as high as we expected, though the student-response rate was preserved, as it was high
among those schools that did participate. Despite the efforts of the research team, ethical concerns and
inconvenience due to the need for strict explanations may have caused the lower rate of cooperation
among schools. However, the higher ethical concern was required to meet the criteria for recent ethical
approval. Second, the fact that class teachers distributed the forms may have impacted the results.
As stated above, to address students’ concerns about privacy, student questionnaires were anonymous,
and the students put them into private envelopes themselves. In addition, the explanatory document
given to the class teachers explained that they must ensure students’ privacy. Third, the consequences
of multiple testing must be considered. As shown in Table 2, many hypotheses tests were performed,
increasing the possibility of spuriously significant results. However, most of the significant results
were lower than the adjusted p values—less than 0.004—and we factored this into our interpretation
of the results. Fourth, the survey questions for the smoking environment only about asked about
‘tobacco’. This may have caused confusion for students answering questions as to if their parents used
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APs or about their exposure to aerosol from APs. Finally, as stated above, we should be cautious in
interpreting the presented relationships identified in this cross-sectional analysis as causal. In addition,
it is possible that confounding causes spurious associations, either through residual confounding of
recorded variables, or variables that were not recorded at all. Therefore, present results are limited
with regard to investigating what causes the relationship and accurate effect size. However, by using
available variables, we tried to explore the factors which were associated with cigarettes and APs and
compare them to clarify the relationships. As mentioned above, similar results from previous literature
can support our findings.

5. Conclusions

In conclusion, the study results show that currently there is a very low prevalence of smoking and/or
alternative products among youth in Japan aged 12 to 18 years. We found that the characteristics of
alternative product users and any conventional cigarette smokers, differ from non-users, and there were
some differences between exclusive AP users and any conventional cigarette smokers. Conventional
factors consistently related to alternative products’ use indicate that reducing adult smoking and
disseminating health education among adolescents remain important strategies for future tobacco
control among adolescents. The priority must be to reduce tobacco use and nicotine addiction even
further. To achieve the obvious goal, further research is necessary into the use of alternative products.
Policymakers need to consider the updated measures on restrictions on labeling, advertising, sales to
minors, pricing and taxation so that the Japanese national public health agenda goals can be achieved.

Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/17/9/3128/s1,
Supplementary file 1: The list of questions from the survey questionnaire; Supplementary file 2: The risk of
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Objectives: Low sleep quality in adolescents is an important public health concern, as it relates to both
their current and future physical and mental health. Furthermore, subjective happiness is also often
regarded as a major life goal. Although Japan is an economically powerful country, the reported levels of
subjective happiness among Japanese adolescents is low. Thus, this study aims to examine the rela-
tionship between subjective happiness and sleep problems in Japanese adolescents.
Methods: We conducted a nationally representative cross-sectional study of adolescents enrolled in
junior and senior high schools in Japan. We used a questionnaire to determine the prevalence of sleep
problems (eg, insomnia, short sleep duration (SSD) and poor sleep quality) and to evaluate the partici-
pants' reported levels of subjective happiness. Multivariable logistic regression analyses were used to
examine the associations between subjective happiness and sleep problems. Adjusted variables were
basic demographic characteristics (eg, gender and school grade), lifestyle behaviors, and mental health
status.
Results: Data from 64,329 students were analyzed (age range 12e18 years, mean age 15.7 years, 53.9%
male). The results indicated that reported levels of subjective happiness were strongly associated with
the prevalence of sleep problems. Linear relationships can be observed between sleep problems and
subjective happiness scores. The multivariable logistic regression analysis showed that doseeresponse
association of subjective happiness score was observed with all three sleep problems.
Conclusions: Due to these findings, we recommend that policy makers and school officials educate ad-
olescents on the importance of both subjective happiness and good sleep hygiene.

© 2020 Elsevier B.V. All rights reserved.
1. Introduction

Sleep problems in adolescents are recognized internationally as
a major health concern. Previous studies have reported that 11%e
30% of adolescents suffer from sleep problems [1,2]. According to a
study performed in 2004, the prevalence of Japanese adolescents
Kaneita).
(junior and senior high school students) who sleep for less than 6 h
at night is 28.7% for male students and 32.6% for female students
[3]. In particular, insomnia is common among Japanese adolescents,
with a prevalence rate of 23.5%, as reported in a nationwide study
performed in 2006 [4]. Sleep problems (eg, insomnia and short
sleep duration) in adolescents have been associated with physical
health problems such as obesity, insulin resistance, and a higher
risk for cardiovascular abnormalities [5e7]. Sleep problems have
also been shown to negatively impact adolescents' mental health,
increasing the risk of several mental health concerns including
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anxiety, depression, suicidal behavior, and attention disorders
[8e10]. Furthermore, poor well-being [11] and emotional dysre-
gulation [12] were associated with sleep problems as well. Thus,
sleep problems are one of the important public health problems
related to adolescents' present and future physical and mental
health.

Subjective happiness has received increasing attention from
academics and policymakers around the world. Furthermore,
subjective happiness is often regarded as a major life goal [13].
“Happiness” broadly refers to a general assessment of well-being
and is a low arousal positive emotion [14,15]. Subjective happiness
assesses the levels of positive and negative influences on one's
well-being over a specific brief period of time [14] The Organi-
zation for Economic Cooperation and Development (OECD) re-
ported that the subjective happiness levels of 15-year old students
in Japan ranked 42 out of 47 countries [16]. Subjective happiness
levels in adolescents are associated with lifestyle behaviors such
as physical activity, eating habits, smoking, and drinking alcohol
[17,18], and can also be negatively correlated with problematic
Internet usage [19]. It has also numerous positive effects on
physical and mental health in adult populations, including
improved cardiovascular functioning [20], a stronger immune
system [21], an increased survival rate [22], and an appropriate
sleep duration [23].

Good sleep quality and fewer sleep problems have been asso-
ciated with subjective happiness and positive affect in adult
populations [24e26]. Pressman and Cohen [21] propose two
general models by which responses to stress and positive affect
(eg, happiness, joy, excitement, and contentment) can promote
health. In the first model, positive affect directly influences
overall-health related behavior regardless of its impact on stress
responses. In the second model, positive affect may work to
reduce negative assessments of distress and, therefore, facilitate
adaptive coping [21]. Other studies have further examined the
influence of sleep problems on subjective happiness [23,27]. In
one study, the relationship between subjective happiness and
sleep duration was found to be J-shaped, with women who re-
ported sleeping for an average of 8 h per night also more likely to
report being generally happy [22]. Thus, research has suggested
that sleep and happiness may be associated through a bidirec-
tional relationship [28,29].

However, previous research has primarily focused on adult
populations. There is limited research on the association between
subjective happiness and sleep problems in adolescents [14,18].
Moreover, there has been little investigation into possible differ-
ential effects of subjective happiness on different sleep problems,
and there have been no nationwide studies conducted in Japan
investigating their relationship. Therefore, in this study, we used
three different sleep problems to examine the relationship be-
tween subjective happiness and sleep problems in adolescents.
Previous studies have been limited by relatively-small sample
sizes and a poor representation of the study population. In order
to address these issues, we secured and analyzed a sufficient
sample population with high representative quality. Based on the
findings in previous research, we hypothesized that adolescents'
lower subjective happiness levels would be negatively associated
with sleep problems (eg, insomnia, short sleep duration, and poor
sleep quality). Each region of the world has its own culture and
tradition. However, physiological needs like sleep are important
for all adolescents, regardless of culture. The exploration per-
formed in this study of the associations between subjective
happiness and sleep problems should result in findings that can be
used to inform future research and policy on the importance of
subjective happiness as it relates to good sleep hygiene in ado-
lescents in Japan as well as other countries.
2. Methods

2.1. Survey procedure, design, and participants

We previously conducted cross-sectional nationwide surveys of
lifestyle habits (eg, alcohol consumption, smoking habits, eating,
and sleeping among Japanese adolescents) [4,30,31]. This was the
eighth survey of its kind. Of the 10,235 junior and 4907 senior high
schools registered in Japan in May 2017, we sampled from 98 junior
and 86 senior high schools using a stratified, single-stage cluster-
sampling method, which involved dividing Japan into regional
blocks and selecting schools from each block at random. This
method was used to limit sampling bias. The sample size was
determined using the response rates and confidence intervals ob-
tained from a previous study [30]. We sent a letter to the principals
of selected schools requesting their cooperation, along with ques-
tionnaire forms and envelopes for enrolled students. In cooperating
schools, classroom teachers were asked to inform students of the
study, including its confidentiality and voluntary participation, and
to ensure the protection of privacy. Written informed consent was
obtained from all study participants. We used questionnaires
devoid of all identifying information to safeguard participants'
privacy and anonymity. Teachers delivered the completed ques-
tionnaires in sealed envelopes back to our department. We ob-
tained replies from 48 junior high schools (response rate: 49.0%)
and 55 senior high schools (response rate: 64.0%; response rate
for all schools: 56.0%), for a total of 118,303 enrolled students.
A total of 64,417 individuals responded. From those 64,417
responses, we excluded 265 questionnaires that were missing in-
formation regarding gender or had inconsistent responses or
missing variables. Thus, 64,152 questionnaires were analyzed
(effective response rate ¼ 54.4%). The age range was 12e18 years
(mean ¼ 15.7 ± 1.7 years).

The survey period was from December 2017 to February 2018.
This survey was approved by the Ethics Committee of Tottori Uni-
versity, School of Medicine. Financial support for this study was
provided by a health science research grant from the Japanese
Ministry of Health, Labor, and Welfare.

2.2. Measures

The questionnaire collected information on the following: (1)
personal data, (2) sleep status, (3) subjective happiness, (4) lifestyle
behaviors, and (5) mental health status. Personal data included
gender, age, school grade, and school type (junior high school or
senior high school).

For sleep status, we surveyed insomnia, sleep duration, and
subjective sleep quality. To assess for symptoms of insomnia, we
asked participants if they had difficulty in initiating sleep (DIS),
difficulty in maintaining sleep (DMS), and/or early morning awak-
ening (EMA) in the past 30 days. Participants could indicate “yes” or
“no” to whether they experienced these symptoms, and partici-
pants who indicated experiencing at least one of the symptoms
were considered to experience insomnia. These items are
frequently used to assess sleep problems in epidemiologic studies
[4,9,31]. Sleep duration was measured by self-report of average
hours of sleep per night in the past 30 days, which was categorized
into six groups: (1) less than 5 h, (2) 5e6 h, (3) 6e7 h, (4) 7e8 h, (5)
8e9 h, and (6) 9 h or more. We defined “short sleep duration” as a
reported average of less than 6 h of sleep per night [31]. For sub-
jective sleep quality, four options were provided: “very good,”
“good,” “bad,” and “very bad.” Participants who responded with
“bad” or “very bad”were considered to have poor sleep quality [31].

Subjective happiness was assessed using a single question: “In
general, how would you describe your happiness right now?”
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Table 1
Characteristics of the participants.

Boys (N ¼ 34,582) Girls (N ¼ 29,570)

N % N %

Subjective happiness
0-2 1869 5.4 1270 4.4
3-4 3739 10.8 3668 12.6
5-6 10,926 31.6 9125 31.4
7-8 10,119 29.3 9128 31.4
9-10 6447 18.6 5858 20.2
Unknown 1482 4.3 521 1.8

Grade
Grade 7 3740 10.8 3644 12.3
Grade 8 3687 10.7 3642 12.3
Grade 9 3702 10.7 3713 12.6
Grade 10 7963 23.0 6238 21.1
Grade 11 7903 22.9 6309 21.3
Grade 12 7470 21.6 5934 20.1
Unknown 117 0.3 90 0.3

Having breakfast
Everyday 28,070 81.2 25,192 85.2
Sometimes/Seldom 5248 15.2 3921 13.3
Unknown 1264 3.7 457 1.5

Participating in club activities
No 8477 24.5 8646 29.2
Yes 24,773 71.6 20,368 68.9
Unknown 1332 3.9 556 1.9

Intending to study at university
No 19,620 56.7 17,017 57.5
Yes 14,962 43.3 12,553 42.5

Presently smoking
No 33,726 97.5 29,243 98.9
Yes 856 2.5 327 1.1

Presently drinking
No 32,431 93.8 28,135 95.1
Yes 2151 6.2 1435 4.9

Mental health status
Good 16,535 47.8 11,510 38.9
Poor 16,649 48.1 17,507 59.2
Unknown 1398 4.0 553 1.9

Problematic Internet use
No 30,142 87.2 24,379 82.4
Yes 4230 12.2 5063 17.1
Unknown 210 0.6 128 0.4
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Participants responded using a visual analogue scale. Participants
were instructed to: (a) focus on their global estimation and general
feelings, (b) take note that 0 is the minimum and 10 is the
maximum, and (c) select the number that best described their
feelings. This single-item scale has been shown to have good con-
current, convergent, and divergent validity [32], and single-item
happiness measures have been used widely throughout the world
[33,34]. We categorized this scale into five groups and analyzed the
resulting data.

For lifestyle behaviors, we assessed participants for the
following: frequency of eating breakfast (“every day,” “sometimes,”
or “seldom”), participation in sports club activities (“participation”
or “no participation”), drinking and smoking habits, and Internet
usage. For eating breakfast, respondents who selected “daily” in the
“yes” category and those who selected “sometimes” or “never” in
the “no” category were used for analysis. Participants were
considered current smokers and/or drinkers if they indicated they
engaged in these activities one day or more per week. To assess
Internet usage, we used the 8-item version of the Young Diagnostic
Questionnaire for Internet Addiction (YDQ) [35], translated into
Japanese [36]. Each item on the YDQ is rated dichotomously (“yes”
or “no”), and total scores range from 0 to 8. As in previous studies of
adolescents, problematic Internet use was defined as providing
affirmative answers to at least 5 YDQ items [37,38]. To evaluate
participants' future direction, we used the following question:
“What is your plan for your future life course?” Participants
selected one of 7 options: “high school,” “vocational school,” “col-
lege,” “university,” “postgraduate school,” “taking a job after leav-
ing the current school,” or “not decided yet.” Those who selected
“university” or “postgraduate school” were grouped as students
who intended to go to university; otherwise, participants were
grouped as students who did not intend to go to university or those
who had not yet decided on their future direction [4].

Mental health status was assessed using the 12-item General
Health Questionnaire (GHQ-12) [39]. A GHQ-12 score of 4 or higher
has been used in prior studies to indicate poor mental health [40];
however, we used the GHQ-2 due to space limitations on the
questionnaire. The GHQ-2 has been indicated to show good sensi-
tivity and specificity (87.0% and 85.1%, respectively) and to provide
a cut-off of �1 [41]. The GHQ-2 provides one item from the
depression/anxiety factor (asking whether respondents felt an
anxiety and depression in the previous 30 days; response options
were “not at all,” “no more than usual,” “more than usual,” and
“much more than usual”) and one from the decrease in positive
feelings factor (asking whether respondents could enjoy normal
activities in the previous 30 days; response options were “more so
than usual,” “same as usual,” “less than usual,” and “much less than
usual”).

2.3. Data analysis

First, we identified participants' demographics by gender. Sec-
ond, we calculated the prevalence and 95% confidence intervals (CI)
of each sleep problem by gender using the c2 test. Third, we
calculated the distribution of subjective happiness scores by
gender. Fourth, we calculated the prevalence of each sleep problem
in relation to subjective happiness scores. Finally, we conducted
univariable and multivariable logistic regression analyses, calcu-
lating the adjusted odds ratios (ORs) of subjective happiness and its
95% CI for each sleep problem. The explanatory variables in the
multivariable logistic regression analysis included basic de-
mographic characteristics (gender and school grade), lifestyle be-
haviors (eating breakfast, club participation, drinking habits,
smoking habits, Internet usage, and future direction), and mental
health status. To determine explanatory variables, we referred to
factors associated with sleep problems in previous studies
[17,19,31,35,42e44]. A previous study found a weak correlation
between happiness and GHQ [45]; however, multivariate analysis
have shown mental health and happiness to have different psy-
chological strains [46]. This finding have suggested that the change
of happiness scores is an emotion that appears earlier than
depressed mood. In addition, the relationship between sleep and
mental health is important [9]. Thus, we added mental health
status to the explanatory variables. Participants for whom data
were missing were excluded from the analyses. We set the signif-
icance level at p < 0.01. All analyses were performed using SPSS
Statistics 22.0 [47].
3. Results

Table 1 shows the participant demographics by gender. The
lowest subjective happiness scores (0e2), were reported by 5.6% of
male students and 4.4% of female students. The highest subjective
happiness scores (9e10), were reported by 19.5% of male students
and by 20.2% of female students. In general, female students tended
to report higher subjective happiness scores than male students.

Most male and female students ate breakfast everyday (81.2%
and 85.2%, respectively). Almost all male and female students did
not smoke or drink (97.5% and 98.9%; 93.8% and 95.3%,
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Table 2
Prevalence of each sleep problem.

Insomnia SSD Poor sleep quality

Total N 62,018 62,299 62,192
% 19.3 30.1 37.3
95% CI 19.0e19.6 29.7e30.4 36.9e37.7

Males N 33,079 33,249 33,173
% 18.7 28.4 36.3
95% CI 18.3e19.1 27.9e28.8 35.7e36.8

Females N 28,939 29,050 29,019
% 20.1 32.0 38.5
95% CI 19.6e20.5 31.5e32.5 37.9e39.0

p-value <0.001 <0.001 <0.001

p-values were calculated by X2-test (gender; male or female) �2 (each sleep
problem; yes or no).
Participants with missing data were excluded from the analysis.
Insomnia: participants who had one or more symptoms of insomnia; SSD: Short
sleep duration (<6 h).
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respectively). However, 48.1% of male students and 59.2% of female
students reported poormental health, while 12.2% of male students
and 17.1% of female students reported problematic Internet use.

Table 2 shows theprevalenceof eachsleepproblembygender. The
prevalence of insomnia symptoms was 19.3% (males: 18.7%, females:
20.1%), short sleep duration (SSD) was 30.1% (males: 28.4%, females:
32.0%), and poor sleep quality was 37.3% (males: 36.3%, females:
38.5%). Gender differences were observed across all sleep problems.

Fig. 1 shows the relationship between each sleep problem and
subjective happiness scores. Linear relationships can be observed
between sleep problems and subjective happiness scores. Among
the lowest subjective happiness group (0e2), the prevalence of
insomnia, SSD, and poor sleep quality were 40.0%, 49.5%, and 62.2%,
respectively. However, among the highest subjective happiness
group (9e10), the prevalence of insomnia, SSD, and poor sleep
quality were 13.6%, 23.7%, and 23.7%, respectively.
Subjective happin
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Fig. 1. Prevalence of each sleep proble
Table 3 shows the univariate logistic regression analysis for as-
sociations between each sleep problem and subjective happiness.
Compared to those students who reported the highest levels of
subjective happiness, those who reported the lowest levels of
subjective happiness displayed 4.25 (95% CI: 3.89e4.64, p < 0.001)
times higher ORs for insomnia, 3.14 (95% CI: 2.90e3.41, p < 0.001)
times higher ORs for SSD, and 5.29 (95% CI: 4.86e5.75, p < 0.001)
times higher ORs for poor sleep quality. Thus, we found that the
lower the reported subjective happiness score, the higher the un-
adjusted ORs for each sleep problem.

Table 4 shows the multivariable logistic regression analysis for
associations between each sleep problems and subjective happi-
ness after adjustment for variables related to demographics, life-
style behaviors, and mental health status. Compared to students
who reported the highest subjective happiness scores, those who
reported the lowest subjective happiness scores had 2.64 (95% CI:
2.41e2.90, p < 0.001) times higher ORs for insomnia, 3.27 (95% CI:
2.99e3.57, p < 0.001) times higher ORs for SSD, and 2.48 (95% CI:
2.27e2.70) times higher ORs for poor sleep quality. Thus, our
findings showed that the lower the reported subjective happiness
score, the higher the ORs after adjusting the related factors for each
sleep problem.
4. Discussion

The present study is the first nationwide, representative cross-
sectional study to examine the association between subjective
happiness and sleep problems among Japanese adolescents. Spe-
cifically, we found that adolescents who reported lower levels of
subjective happiness also reported a higher prevalence of sleep
disturbances, including insomnia, SSD, and poor sleep quality,
compared to adolescents who reported higher levels of subjective
happiness. This association was consistent in the fully adjusted
model, which controlled for the variables of demographics, lifestyle
behaviors, and mental health status. Linear relationships were
ess score
7-8 9-10

Insomnia

SSD

Poor sleep quality

(analyzed number=61,730)

(analyzed number=62,001)

(analyzed number=61.898)

m by subjective happiness score.
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Table 3
Univariate logistic regression analysis for association between subjective happiness and sleep problems in Japanese adolescents.

Subjective happiness Insomnia SSD Poor sleep quality

N Crude OR 95% CI p-value N Crude OR 95% CI p-value N Crude OR 95% CI p-value

0e2 3120 4.25 3.89e4.64 <0.001 3126 3.14 2.90e3.41 <0.001 3121 5.29 4.86e5.75 <0.001
3e4 7349 2.83 2.63e3.04 <0.001 7388 1.96 1.84e2.09 <0.001 7378 4.33 4.07e4.61 <0.001
5e6 19,920 1.56 1.47e1.66 <0.001 20,003 1.49 1.41e1.57 <0.001 19,966 2.16 2.06e2.28 <0.001
7e8 19,122 1.12 1.05e1.20 0.001 19,202 1.13 1.07e1.19 <0.001 19,177 1.46 1.39e1.54 <0.001
9e10 12,219 Ref. 12,282 Ref. 12,256 Ref.

Abbreviations: OR ¼ odds ratio, CI ¼ confidence interval, SIS: Subjectively insufficient sleep, SSD: short sleep duration (<6 h).
Insomnia: Participants who had one or more symptoms of insomnia (DIS or DMS or EMA).
Participants for whom data were missing were excluded from the analyses.
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indicated between subjective happiness level and sleep problems.
These findings have important implications for public health, as
they show the magnitude of the association between subjective
happiness and sleep problems.

As hypothesized, lower subjective happiness scores were
significantly related to insomnia, SSD, and poor sleep quality. Pre-
vious cross-sectional studies showed that lower subjective happi-
ness was associated with a higher risk for sleep problems
[24e26,48]. For example, those with insomnia are 3.27 times more
likely to describe themselves as being unhappy compared to those
who do not have insomnia [48]. In contrast, a cross-sectional study
of 750 American adolescents revealed that subjective happiness
had a significant correlationwith sleep duration, but not with sleep
deprivation [49]. With regard to the association between bedtime
and feeling unhappy at school, a cross-sectional study of Japanese
adolescents found the adjusted odds ratios (AORs) for those with a
late bedtime (after midnight) to be 1.45 times that of adolescents
with an early bedtime [50]. As SSD is frequently linked to a delay in
bedtime [51], these results are similar our findings.

Notably, adjusted ORs for SSD were higher than unadjusted ORs
in all subjective happiness variables. The reason for this difference
was the confounding factors that influenced the relationship be-
tween subjective happiness and SSD [52]. That is, the statistical
control of a third variable altered the strength of association be-
tween SSD and subjective happiness. Thus, the strength of the
relationship between subjective happiness and SSD may be stron-
ger than between subjective happiness and either insomnia or poor
sleep quality.

Our results showed further evidence that linear relationships
such as the doseeresponse subjective happiness score are associ-
ated with sleep problems. That is, the lower the subjective happi-
ness score, the higher the ORs for sleep problems. This finding was
important because subjective happiness has been reported to be
associated with adverse health outcomes in areas such as cardio-
vascular functioning [20], immune system strength [21], survival
rate [22], and quality of life [53]. Furthermore, subjective happiness
has been widely studied due to its interactive effects on mental
Table 4
Multivariate logistic regression analysis for association between subjective happiness an

Subjective happiness Insomnia SSD

N AOR 95% CI p-value N

0e2 3077 3.45 3.14e3.78 <0.001 3084
3e4 7269 2.44 2.27e2.63 <0.001 7310
5e6 19,705 1.48 1.39e1.58 <0.001 19,788
7e8 18,966 1.11 1.04e1.18 0.003 19,044
9e10 12,094 Ref. 12,156

Abbreviations: AOR ¼ adjusted odds ratio, CI ¼ confidence interval, SSD ¼ short sleep d
Insomnia: Participants who had one or more symptoms of insomnia (DIS or DMS or EM
Participants for whom data were missing were excluded from the analyses.
Adjusted for gender, grade, club activity, problematic Internet use, having breakfast, drink
health [54]. For example, higher levels of subjective happiness may
serve as a protective factor for depression [55]. As the findings of
the present study suggest, subjective happiness is a major public
health concern related to the goal of life. Furthermore, awareness
among educators and policy makers in Japan on the importance of
subjective happiness is low. Therefore, public health interventions
to raise awareness of the benefits of increased levels of subjective
happiness may play an important role in promoting the improve-
ment of sleep hygiene and other positive physical and mental
health outcomes for adolescents.

The causal pathways linking sleep problems with subjective
happiness are still not clear. As in the present study, previous
studies have cited subjective happiness to be a sleep-related factor
[21,25,28]. There are two possible mechanisms by which subjective
happiness can promote higher sleep quality [21]. One is that sub-
jective happiness can directly influence overall health-related
behavior regardless of its impact on responses to stress. Thus, ad-
olescents with high levels of subjective happiness may be more
likely to engage inmaintaining good sleep hygiene [28]. The second
is that subjective happiness may help to reduce negative feelings
and promote better adaptive coping skills. Adolescents with higher
levels of subjective happiness may then cope more effectively with
stressors. Thus, they may not experience the effects of stress in a
way that leads to sleep problems. The strong associations found in
our study between subjective happiness levels and sleep problems
independent of poor mental health support this second method.

Some studies have further examined the influence of sleep
problems on subjective happiness [23,24,27]. In one study,
insomnia symptomswere inversely related to subjective happiness,
when adjusted for emotional disorders [27]. A longitudinal study
conducted with adult females in the UK found a J-shaped rela-
tionship between subjective happiness and sleep duration, indi-
cating that subjective happiness decreased along with either
shorter or longer sleep duration [23]. These finding suggested that
getting adequate sleep was associated with increased subjective
happiness. There are some theories to explain the connection be-
tween sleep deprivation and subjective happiness. One study
d sleep problems in Japanese adolescents.

Poor sleep quality

AOR 95% CI p-value N AOR 95% CI p-value

2.69 2.47e2.93 <0.001 3078 4.31 3.96e4.71 <0.001
1.66 1.56e1.77 <0.001 7301 3.63 3.40e3.87 <0.001
1.32 1.25e1.39 <0.001 19,753 1.96 1.86e2.07 <0.001
1.03 0.98e1.09 0.242 19,021 1.38 1.31e1.46 <0.001
Ref. 12,132 Ref.

uration (<6 h).
A).

ing, smoking, and intending to study at university bymultivariate logistic regression.
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proposed that sleep deprivation affects positive emotions such as
subjective happiness through networks in the brain related to
emotion, rapid eye movement (REM) sleep, emotional information
processing, and the cognitive-energy model [56]. From the above
findings, it can be posited that a bidirectional relationship exists
between sleep problems and subjective happiness [28,29,54,56].

However, the relationship between sleep problems and sub-
jective happiness may also be influenced by several confounding
factors, such as cultural differences and socioeconomic status (SES).
Adolescents in East Asia generally have lower subjective happiness
levels and shorter sleep durations compared to adolescents in other
parts of theword (eg, Australia and Scandinavia) where adolescents
tend to have higher subjective happiness levels and longer sleep
durations [16,57]. Moreover, a study of adolescents in Portugal re-
ported SESwasmodestly associatedwith subjective happiness [58].
Mezick et al. [59], reported that lower SES was associated with poor
sleep quality in American adults. Thus, we consider it a possibility
for future research to conduct a high-quality longitudinal study to
ascertain the causal relationship between subjective happiness and
sleep quality in adolescents.

The present study showed that female students report more
depressive symptoms but also tend to report higher subjective
happiness levels than male students. Previous studies have re-
ported that females are superior to males in expressing emotions.
For example, LaFrance et al. [60], reported that women use
emotional expressions more often than men. In subjective
emotional experiments involving looking at facial expression
stimuli, females were shown to be more strongly rated as
expressing pleasant emotions than males [61]. In addition, gender
differences in depressive symptoms have been reported, and males
are less likely than females to notice depressive symptoms in
themselves [62]. These findings suggest that females experience
emotions more strongly than males and express them more
frequently or richly.

Based on our findings, we propose the following measures for
improving happiness among adolescents, by improving their sleep.
School teachers, administrators, and parents must consider the
status and importance of adolescents' subjective happiness when
providing them with education or discipline. Specifically, we
believe it would be effective to educate children on cultivating a
sense of happiness by conducting classes that consider the mech-
anism of happiness and the practice of happy life design in school
education. For example, such a lecture could include an overview of
the scientific evidence showing that happiness improves sleep
problems. Further, if educators and parents do not understand
happiness, they will not be effective in teaching children, and we
therefore consider it important for them to understand happiness.

This study had three main strengths. First, it is a nationwide
survey. Thus, the results of this study can be considered as highly
representative of adolescents in Japan. Second, the study had a
sample population appropriately large enough for us to establish
strong results. This also increased credibility by minimizing the
impact of potential random errors in self-reporting, especially
among adolescents. Third, it has a survey response rate over 50%,
which is high for this type of epidemiological study [63].

Some limitations of this study should also be acknowledged.
First, because this was a cross-sectional study, we cannot determine
the causal relationships between sleep problems and subjective
happiness, or how these relationships might change over time.
Thus, future studies should use a longitudinal design. Second, we
had to adjust for several potential confounding variables. No data
were obtained on factors related to participants' SES (eg, family
income or parental educational levels) despite some studies
reporting an association between sleep problems and SES [59,64].
Thus, future research should include factors related to SES. Third,
due to limited space on the questionnaire, insomnia in this study
could not include the entire clinical diagnostic criteria found in the
International Classification of Sleep Disorders (ICSD-3) [65].
Therefore, insomnia as presented in this study may have differed
from clinical insomnia. Fourth, objective data could not be used for
the present evaluation of sleep habits. A previous study reported
that self-reported sleep durations were systematically biased by
gender and race when compared with those measured objectively
using an actigraph [66]. In addition, according to general recom-
mendations, the average sleep duration for adolescents should be
around 8e10 h. However, Japanese adolescents are characterized
by taking little time for sleep, and many sleep under 6 h on average
per night. Therefore, we considered that measurements of this
group with high health risks were important, and defined less than
6 h as SSD. Finally, a non-response bias existed, as over 40% schools
and students did not participate. This could be due to some schools
refusing to participate in the survey at the discretion of the school
principals.

In conclusion, this large-scale cross-sectional study of adoles-
cents in Japan showed that low subjective happiness was strongly
associated with sleep problems such as insomnia and poor sleep
quality. Considering this association, educators and policymakers
should promote the importance of subjective happiness and sleep
hygiene education for adolescents. Longitudinal research is needed
to further identify the mechanism regulating the relationship be-
tween subjective happiness and sleep problems.
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ABSTRACT

Background: In this study, we aim to estimate the prevalence of heated tobacco product (HTP) smokers 3 years after the launch
of HTPs in Japan.

Methods: Our study, performed in February 2018 in Japan, had a cross-sectional population-based design. A total of 4,628 adult
participants (2,121 men and 2,507 women) were randomly sampled from all regions of Japan. The response rate was 57.9%.
Interviews were conducted by trained investigators who visited participants’ homes. A survey on current (past 30 days) and
lifetime tobacco use (including e-cigarettes and HTPs), as well as numerous sociodemographic factors, was conducted.

Results: The age-adjusted rates and estimated number of lifetime-HTP smokers were 14.1% (95% confidence interval [CI],
12.5–15.6%; 7.11 million men) and 3.7% (95% CI, 2.9–4.4%; 1.99 million women). The age-adjusted rates for current HTP
smokers were 8.3% (95% CI, 7.1–9.6%; 4.21 million men) and 1.9% (95% CI, 1.3–2.4%; 1.02 million women). Multiple
variables were found to be associated with a higher prevalence of current HTP use, including being male, aged 20–39 years, a
current Internet user, a risky drinker, or a heavy episodic drinker. HTP use was also higher among men with 10 years or more of
education, women with 15 years or less of education, and men with middle- or high-level household incomes.

Conclusion: We concluded that HTP use has increased substantially in Japan. However, regulations for HTPs are weaker than
those for combustible cigarettes in Japan. Thus, HTPs should be subjected to the same regulations as combustible tobacco
products.

Key words: heated tobacco products; heat-not-burn tobacco; tobacco; population-based study; Japan
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INTRODUCTION

Heated tobacco products (HTPs) are relatively new, sold by
several tobacco companies, and are used with electronic devices
that, without combustion, allow smokers to inhale aerosols
produced by heated tobacco leaves.1–3 Tobacco companies
advertise HTPs as being relatively less harmful than other forms
of tobacco, yet HTP aerosols contain nicotine and other
chemicals,4–6 and the potential harm of secondhand exposure to
HTPs has been reported.7,8 In 2014, the first HTP, IQOS, was
created in Japan. By 2018, the IQOS market share of tobacco
sales in Japan reached 15.5%.9 Thus, it is necessary to understand
the present increase in HTP use from a public health perspective
by conducting an empirical investigation into potential harmful
effects of HTPs. Given their efficient implementation, Internet-
based surveys have predominantly been used to provide current
estimates of the prevalence of HTP use in three countries.8,10,11

However, to the best of our knowledge, no population-based
studies on HTP prevalence have yet been reported. The
participants sampled in web-based surveys may be potentially

biased in terms of age and high familiarity with information
technology, as participants are typically recruited from a
voluntary registered pool. Therefore, the current study was
conducted to provide a more accurate estimate of HTP users in
Japan by utilizing a nationwide population-based survey.

METHODS

Design
In this cross-sectional study, adults were randomly sampled from
all regions of Japan. The respondents were visited at home and
interviewed by trained investigators.

Participants
Participants were recruited using a stratified, two-stage random
sampling approach. The strata were determined by first dividing
the survey districts into eleven areas (Hokkaido, Tohoku, Kanto,
Hokuriku, Tosan [Yamanashi, Nagano, and Gifu], Tokai, Kinki,
Chugoku, Shikoku, Northern Kyushu, and Southern Kyushu) and
then into five groups classified by municipality size (large cities,

Address for correspondence. Aya Kinjo, Division of Environmental and Preventive Medicine, Department of Social Medicine, Faculty of Medicine, Tottori
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n = 14; cities with populations ≥300,000, ≥100,000, <100,000,
and smaller towns and villages). The survey districts were
selected from each stratum in proportion to the adult (≥20 years
old) population. Survey data were collected from participants
during the years of 2003 (n = 3,500), 2008 (n = 7,500), 2013
(n = 7,500), and 2018 (n = 8,000). This study utilized the 2018
survey dataset, as it included questions on HTPs. The datasets
from 2003, 2008, and 2013 were utilized to calculate percentages
of tobacco users.

Survey procedures and response rates
The 2018 survey was conducted in February and March of that
year. A survey request document was sent to the municipal office
after the surveying district was randomly selected. Participants
were then randomly selected by the investigator from the resident
register at the municipal office. To ensure that participants
provided informed consent, they were asked whether or not they
would participate in the survey and, if they voluntarily agreed, the
investigator visited their residence and conducted the interview.
The number of participants and response rate were 4,628 and
57.9%, respectively. The details of previous surveys have been
reported.12

Indicators of tobacco use
The question on general tobacco use was, “Have you smoked
any tobacco often or daily within the past 30 days? (Yes=No)”.
The following question on HTPs was answered by any current
(ie, past 30 days) tobacco user: “Have you ever used heated
tobacco products such as iQOS, glo, or Ploom TECH?”. The
question regarding e-cigarettes asked: “Have you ever used
e-cigarettes such as FLEVO, EMILI, VITAFUL, or VITACIG?”.
The answer choices for those two questions were: “never used”,
“have used before, but not within the past 30 days”, and
“currently use”. These items identified “any tobacco smoker, past
30 days”, “HTP smoker, lifetime”, “HTP smoker past 30 days”,
“e-cigarette smoker, lifetime”, and “e-cigarette smoker, past 30
days”. In addition, participants were categorized into four groups:
“non-smoker”, “only smokes combustible tobacco”, “HTP
smoker or dual smoker”, and “other”.

Socio-demographic, Internet use, and alcohol use
indicators
Participants were classified into the following age groups: 20–29
years, 30–39 years, 40–49 years, 50–59 years, 60–69 years,
70–79 years, and 80 years and older. Educational attainment was
classified into four categories: ≤9 years of education (junior high
school level), 10–12 years of education (senior high school level),
13–15 years of education (technical school level or current
university students), and ≥16 years of education (university and
graduate school level). Marital status was classified into three
categories: married or living with a partner, bereaved or divorced,
and unmarried. Household size was classified into three
categories: living alone, two persons, and three persons or more.
Working status was classified according to six categories: regular
employee, self-employed, non-regular employee, student, house-
work, and unemployed. There was no housework status
classification for men. Household income was classified into
three categories: <4,000,000 yen per year, 4,000,000–8,000,000
yen per year, and ≥8,000,000 yen per year (100 yen = 0.92
dollars as of February 1, 2018). In 2016, the median and average
household incomes in Japan were approximately 4,420,000 and

5,602,000 yen, respectively.13 Individuals who used the Internet
within the past 30 days were defined as current Internet users.
Risky drinkers were defined by daily alcohol consumption (≥40 g
for men or ≥20 g for women), which were the levels adopted in
the second term of the National Health Promotion Movement of
the 21st century (Health Japan 21).14 Heavy episodic drinking was
defined as drinking ≥60 g of alcohol on a single occasion within
the past 30 days.15

Statistical analyses
The age-adjusted rates and estimated numbers of HTP users
were weighted based on the population of Japan in October 1,
2017. To calculate lower and upper 95% confidence intervals
(CIs) regarding any tobacco, HTP, and e-cigarette smokers, the
following formula was used: age-adjusted point estimate ±
1.96 × standard error of age-adjusted rate. Regarding the propor-
tion of any tobacco, HTP, and e-cigarette users by sociodemo-
graphic background, crude rates were used, and 95% CIs were
calculated, without adjusting for age. Individuals who did not
respond to questions were included in the analysis as non-
respondents. Statistical analyses were performed using Microsoft
Excel 2016 software for Windows (Microsoft Corp., Redmond,
WA, USA).

Ethical considerations
The study protocol was approved by the ethics committee at
the Kurihama Medical and Addiction Centre. During the visit for
the interview, the investigator obtained informed consent from
participants after providing a comprehensive explanation of the
purpose of the investigation, its content, and how personal
information would be protected. Researchers did not collect any
personally identifiable information from the respondents, as it
was excluded from the survey data.

RESULTS

A total of 2,121 men and 2,507 women participated in the 2018
nationwide survey. Participant characteristics are shown in
Table 1. Almost 70% of participants were current Internet users.
The prevalence of any current tobacco use had steadily decreased
between 2003 and 2013, but plateaued between 2013 and 2018.

Table 2 shows the estimates of various tobacco product
smokers. The age-adjusted rate and estimated number of current
HTP smokers in the Japanese population was 5.23 million, with
4.21 million men (8.3%; 95% CI, 7.1–9.6%) and 1.02 million
women (1.9%; 95% CI, 1.3–2.4%). The age-adjusted rate of
current users of any type of tobacco was 30.8% (95% CI,
28.8–32.8%) among men and 9.4% (95% CI, 8.3–10.5%) among
women. Almost one-third of men and one-fifth of women were
HTP smokers in the tobacco-user population. The age-adjusted
rate of current e-cigarette smokers was 1.6% (95% CI, 1.0–2.2%)
among men and 0.5% (95% CI, 0.2–0.7%) among women, and the
number of HTP smokers was higher than e-cigarette smokers.
The age adjusted rate estimates were calculated for “non-smoker”
(men = 69.2%; women = 90.6%), “only smoke combustible
tobacco” (men = 22.0%; women = 7.5%), “HTP smoker or dual
smoker” (men = 7.2%; women = 1.4%), and “other” (men =
1.7%; women = 0.5%) groups (see Figure 1).

Table 3 shows the crude rate of various types of tobacco
smokers among men by sociodemographic factors. The preva-
lence of HTP smokers was highest among the following groups:
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Table 1. Participant characteristics

Men Women Total

n (%) N (%) n (%)

Total 2,121 45.8 2,507 54.2 4,628 100.0

Age groups, years
20–29 167 7.9 197 7.9 364 7.9
30–39 262 12.4 316 12.6 578 12.5
40–49 362 17.1 476 19.0 838 18.1
50–59 310 14.6 398 15.9 708 15.3
60–69 426 20.1 490 19.5 916 19.8
70–79 422 19.9 411 16.4 833 18.0
80 years and older 172 8.1 219 8.7 391 8.4

Areas
Hokkaido 103 4.9 109 4.3 212 4.6
Tohoku 182 8.6 193 7.7 375 8.1
Kanto 623 29.4 751 30.0 1,374 29.7
Hokuriku 103 4.9 130 5.2 233 5.0
Tosan 107 5.0 109 4.3 216 4.7
Tokai 242 11.4 257 10.3 499 10.8
Kinki 326 15.4 388 15.5 714 15.4
Chugoku 124 5.8 179 7.1 303 6.5
Shikoku 67 3.2 77 3.1 144 3.1
Northern Kyushu 135 6.4 169 6.7 304 6.6
Southern Kyushu 109 5.1 145 5.8 254 5.5

Municipality size
Large cities 512 24.1 609 24.3 1,121 24.2
Cities with populations ≥300,000 349 16.5 416 16.6 765 16.5
Cities with populations ≥100,000 544 25.6 679 27.1 1,223 26.4
Cities with populations <100,000 507 23.9 564 22.5 1,071 23.1
Smaller towns and villages 209 9.9 239 9.5 448 9.7

Educational attainment
1–9 years 232 10.9 297 11.8 529 11.4
10–12 years 797 37.6 1,092 43.6 1,889 40.8
13–15 years 289 13.6 681 27.2 970 21
16 years 798 37.6 435 17.4 1,233 26.6
No response 5 0.2 2 0.1 7 0.2

Marital status
Married 1,573 74.2 1,730 69.0 3,303 71.4
Bereaved or divorced 139 6.6 433 17.3 572 12.4
Unmarried 404 19.0 339 13.5 743 16.1
No response 5 0.2 5 0.2 10 0.2

Number of cohabitants
Alone 202 9.5 246 9.8 448 9.7
2 persons 695 32.8 703 28.0 1,398 30.2
3 or more persons 1,221 57.6 1,558 62.2 2,779 60.0
No response 3 0.1 0 0.0 3 0.1

Working status
Employee (regular) 939 44.3 477 19.0 1,416 30.6
Employee (non-regular) 218 10.3 670 26.7 888 19.2
Self-employed 296 14.0 195 7.8 491 10.6
Student 40 1.9 37 1.5 77 1.7
Housework 0 0.0 865 34.5 865 18.7
Unemployed 624 29.4 256 10.2 880 19.0
Others 4 0.2 7 0.3 11 0.2

Annual household income
<4,000,000 yen 732 34.5 819 32.7 1,551 33.5
4,000,000–8,000,000 yen 652 30.7 593 23.7 1,245 26.9
≥8,000,000 yen 368 17.4 389 15.5 757 16.4
No response 369 17.4 706 28.2 1,075 23.2
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Continued:

Men Women Total

n (%) N (%) n (%)

Internet user, past 30 days 1,499 70.7 1,632 65.1 3,131 67.7

Risky drinker (male 40 g=day, female 20 g=day or more) 316 14.9 169 6.7 485 10.5

Heavy episodic drinker, past 30 days 649 30.6 205 8.2 854 18.5

Any tobacco use, past 30 days
Year 2003 555 46.9 198 14.5 753 29.6
Year 2008 761 40.5 258 11.5 1,019 24.7
Year 2013 570 30.5 206 9.0 776 18.7
Year 2018 637 30.0 242 9.4 879 19.0

Use of new tobacco products
HTPa smoker, lifetime (Year 2018) 264 12.4 90 3.6 354 7.6
HTPa smoker, past 30 days (Year 2018) 131 7.3 55 1.8 186 4.3
E-cigarette smoker, lifetime (Year 2018) 155 6.2 45 2.2 200 4.0
E-cigarette smoker, past 30 days (Year 2018) 31 1.5 11 0.4 42 0.9

Smoking patterns
Non-smoker 1,484 70.0 2,265 90.3 3,749 81.0
Only smoke combustible tobacco 473 22.3 197 7.9 670 14.5
HTPa smoker or dual smoker 133 6.3 34 1.4 167 3.6
Other 31 1.4 11 0.4 42 0.9

aHTP, heated tobacco products.

Table 2. Frequency and estimates of tobacco product use

Men Women Total

Any tobacco use, past 30 days Crude rate (%) 30.0 9.7 19.0
Age-adjusted ratea (%) 30.8 9.4 19.7
95% CI of the proportion (%) 28.8–32.8 8.3–10.5 18.6–20.8
Estimated number (in millions) 15.57 5.13 20.70
95% CI of the estimated number (in millions) 14.56–16.58 4.51–5.75 19.52–21.89

HTP smoker, lifetime Crude rate (%) 12.4 3.6 7.6
Age-adjusted ratea (%) 14.1 3.7 8.7
95% CI of the proportion (%) 12.5–15.6 2.9–4.4 7.8–9.5
Estimated number (in millions) 7.11 1.99 9.10
95% CI of the estimated number (in millions) 6.32–7.90 1.59–2.40 8.21–9.99

HTP smoker, past 30 days Crude rate (%) 7.3 1.8 4.3
Age-adjusted ratea (%) 8.3 1.9 5.0
95% CI of the proportion (%) 7.1–9.6 1.3–2.4 4.3–5.6
Estimated number (in millions) 4.21 1.02 5.23
95% CI of the estimated number (in millions) 3.58–4.84 0.73–1.32 4.54–5.93

E-cigarette smoker, lifetime Crude rate (%) 6.2 2.2 4.0
Age-adjusted ratea (%) 6.8 2.3 4.4
95% CI of the proportion (%) 5.6–7.9 1.7–2.9 3.8–5.1
Estimated number (in millions) 3.42 1.23 4.65
95% CI of the estimated number (in millions) 2.84–4.00 0.91–1.56 3.99–5.32

E-cigarette smoker, past 30 days Crude rate (%) 1.5 0.4 0.9
Age-adjusted ratea (%) 1.6 0.5 1.0
95% CI of the proportion (%) 1.0–2.2 0.2–0.7 0.7–1.3
Estimated number (in millions) 0.82 0.25 1.07
95% CI of the estimated number (in millions) 0.53–1.11 0.10–0.40 0.74–1.40

CI, confidence interval. HTP, heated tobacco products.
aThe 2017 population data vital statistics were used to adjust for age.
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Figure 1. Proportions of tobacco smoking habits in Japan

Table 3. Male tobacco smoker types by sociodemographic characteristics

Any tobacco use,
past 30 days

HTP smoker,
lifetime

HTP smoker,
past 30 days

E-cigarette smoker,
lifetime

E-cigarette smoker,
past 30 days

% 95% CI (%) % 95% CI (%) % 95% Cl (%) % 95% CI (%) % 95% CI (%)

Total 30.0 (28.0–32.0) 12.4 (11.0–13.8) 7.3 (6.2–8.4) 6.2 (5.2–7.2) 1.5 (1.0–2.0)

Age groups, years
20–29 26.3 (24.4–28.2) 22.2 (20.4–24.0) 12.6 (11.2–14.0) 10.8 (9.5–12.1) 2.4 (1.7–3.1)
30–39 31.7 (29.7–33.7) 20.6 (18.9–22.3) 13.4 (12.0–14.8) 9.9 (8.6–11.2) 3.1 (2.4–3.8)
40–49 41.7 (39.6–43.8) 21.0 (19.3–22.7) 13.3 (11.9–14.7) 7.2 (6.1–8.3) 1.7 (1.1–2.3)
50–59 37.4 (35.3–39.5) 14.2 (12.7–15.7) 7.7 (6.6–8.8) 7.1 (6.0–8.2) 1.3 (0.8–1.8)
60–69 32.6 (30.6–34.6) 8.9 (7.7–10.1) 5.6 (4.6–6.6) 5.2 (4.3–6.1) 1.9 (1.3–2.5)
70–79 20.6 (18.9–22.3) 3.1 (2.4–3.8) 0.7 (0.3–1.1) 3.3 (2.5–4.1) 0.2 (0.0–0.4)
80 years and elder 9.9 (8.6–11.2) 1.2 (0.7–1.7) 0.0 (0.0–0.0) 1.7 (1.1–2.3) 0.0 (0.0–0.0)

Area
Hokkaido 32.0 (30.0–34.0) 10.7 (9.4–12.0) 5.8 (4.8–6.8) 10.7 (9.4–12.0) 4.9 (4.0–5.8)
Tohoku 31.9 (29.9–33.9) 10.4 (9.1–11.7) 8.2 (7.0–9.4) 3.8 (3.0–4.6) 1.1 (0.7–1.5)
Kanto 28.4 (26.5–30.3) 12.4 (11.0–13.8) 6.7 (5.6–7.8) 6.3 (5.3–7.3) 1.3 (0.8–1.8)
Hokuriku 36.9 (34.8–39.0) 16.5 (14.9–18.1) 9.7 (8.4–11.0) 11.7 (10.3–13.1) 2.9 (2.2–3.6)
Tosan 38.3 (36.2–40.4) 20.6 (18.9–22.3) 15.9 (14.3–17.5) 9.3 (8.1–10.5) 3.7 (2.9–4.5)
Tokai 31.8 (29.8–33.8) 13.6 (12.1–15.1) 8.3 (7.1–9.5) 5.0 (4.1–5.9) 0.4 (0.1–0.7)
Kinki 26.4 (24.5–28.3) 12.3 (10.9–13.7) 8.3 (7.1–9.5) 4.3 (3.4–5.2) 1.5 (1.0–2.0)
Chugoku 25.8 (23.9–27.7) 8.9 (7.7–10.1) 3.2 (2.5–3.9) 4.0 (3.2–4.8) 0.8 (0.4–1.2)
Shikoku 20.9 (19.2–22.6) 7.5 (6.4–8.6) 3.0 (2.3–3.7) 4.5 (3.6–5.4) 0.0 (0.0–0.0)
Northern Kyushu 32.6 (30.6–34.6) 12.6 (11.2–14.0) 5.2 (4.3–6.1) 5.9 (4.9–6.9) 0.0 (0.0–0.0)
Southern Kyushu 33.9 (31.9–35.9) 11.0 (9.7–12.3) 4.6 (3.7–5.5) 9.2 (8.0–10.4) 1.8 (1.2–2.4)

Municipality size
Large cities 25.4 (23.5–27.3) 11.1 (9.8–12.4) 7.0 (5.9–8.1) 6.1 (5.1–7.1) 1.6 (1.1–2.1)
Cities with populations ≥300,000 28.1 (26.2–30.0) 12.0 (10.6–13.4) 6.3 (5.3–7.3) 6.0 (5.0–7.0) 1.4 (0.9–1.9)
Cities with populations ≥100,000 32.2 (30.2–34.2) 12.9 (11.5–14.3) 7.2 (6.1–8.3) 5.7 (4.7–6.7) 1.3 (0.8–1.8)
Cities with populations <100,000 33.1 (31.1–35.1) 14.0 (12.5–15.5) 8.7 (7.5–9.9) 6.5 (5.5–7.5) 1.4 (0.9–1.9)
Smaller towns and villages 31.6 (29.6–33.6) 11.5 (10.1–12.9) 6.7 (5.6–7.8) 7.2 (6.1–8.3) 1.9 (1.3–2.5)

Educational attainment
1–9 years 29.3 (27.4–31.2) 6.9 (5.8–8.0) 3.9 (3.1–4.7) 3.9 (3.1–4.7) 0.4 (0.1–0.7)
10–12 years 35.0 (33.0–37.0) 13.6 (12.1–15.1) 7.9 (6.8–9.0) 8.0 (6.8–9.2) 1.8 (1.2–2.4)
13–15 years 31.5 (29.5–33.5) 15.6 (14.1–17.1) 9.3 (8.1–10.5) 7.6 (6.5–8.7) 1.7 (1.1–2.3)
≥16 years 24.7 (22.9–26.5) 11.9 (10.5–13.3) 7.0 (5.9–8.1) 4.5 (3.6–5.4) 1.4 (0.9–1.9)
No response 40.0 (37.9–42.1) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Marital status
Married 28.8 (26.9–30.7) 12.0 (10.6–13.4) 7.2 (6.1–8.3) 5.5 (4.5–6.5) 1.4 (0.9–1.9)
Bereaved or divorced 39.6 (37.5–41.7) 9.4 (8.2–10.6) 5.0 (4.1–5.9) 7.2 (6.1–8.3) 2.2 (1.6–2.8)
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20–49-year-olds, residents of Tosan, individuals with 10 years
or more of education, individuals who were not bereaved or
divorced, individuals with 4,000,000 yen or more annual house-
hold income, current Internet users, risky drinkers, and heavy
episodic drinkers.

Table 4 shows the crude rate of various tobacco smoker types
among women by sociodemographic factors. The prevalence of
HTP smokers was highest in the following groups: 20–39-year-
olds, individuals with 15 years or less of education, individuals
with a household size of three or more persons, individuals who
were employed or self-employed, current Internet users, risky
drinkers, and heavy episodic drinkers.

DISCUSSION

This is one of the first reports to estimate the prevalence HTP
smokers using a national population-based survey. The current
survey indicated that the estimated number of current HTP smokers
in Japan was 4.21 million (8.3%) men and 1.02 million (1.9%)
women, as of February 2018. The proportion of HTP smokers is
more than one-fourth of the total tobacco-user population.

Several web-based studies have reported HTP prevalence. One
study from Japan observed that the prevalence of IQOS use in-
creased from 0.4% in 2015 to 10.6% in 2018 among men and from
0.2% in 2015 to 3.1% in 2018 among women.8,16 The 2018 follow-
up survey was conducted at the same time as the current study.
Considering the 2018 web-based survey was limited to IQOS, the
current prevalence estimation is lower than that of the previous
study. The difference could be explained by the differences in the
age range of participants, the characteristics of participants between
web-based surveys and face-to-face interviews, and the research
design between cohort studies and cross-sectional studies.

The trend of a decline in tobacco use ceased between 2013
and 2018. While it is unclear whether the current plateau is
associated with the launch of HTPs, tobacco industry marketing
tactics that suggest HTPs are less harmful than traditional tobacco
products may attract conscientious individuals concerned with
their health.17 Additionally, HTPs are presented as sophisticated
and clean, which may appeal to young individuals with no prior
interest in tobacco.17,18 Thus, it is quite possible that the
prevalence of tobacco use could have declined further if HTPs
had not been introduced.

Continued:

Any tobacco use,
past 30 days

HTP smoker,
lifetime

HTP smoker,
past 30 days

E-cigarette smoker,
lifetime

E-cigarette smoker,
past 30 days

% 95% CI (%) % 95% CI (%) % 95% Cl (%) % 95% CI (%) % 95% CI (%)

Unmarried 31.7 (29.7–33.7) 15.6 (14.1–17.1) 8.7 (7.5–9.9) 8.7 (7.5–9.9) 1.5 (1.0–2.0)
No response 20.0 (18.3–21.7) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Number of cohabitants
Alone 35.1 (33.1–37.1) 12.4 (11.0–13.8) 5.9 (4.9–6.9) 8.9 (7.7–10.1) 1.5 (1.0–2.0)
2 persons 25.2 (23.4–27.0) 7.9 (6.8–9.0) 5.5 (4.5–6.5) 4.3 (3.4–5.2) 1.4 (0.9–1.9)
3 or more persons 31.9 (29.9–33.9) 15.1 (13.6–16.6) 8.6 (7.4–9.8) 6.8 (5.7–7.9) 1.5 (1.0–2.0)
No response 66.7 (64.7–68.7) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Working status
Employee (regular) 35.6 (33.6–37.6) 18.3 (16.7–19.9) 11.4 (10.0–12.8) 8.3 (7.1–9.5) 2.3 (1.7–2.9)
Employee (non-regular) 33.5 (31.5–35.5) 11.5 (10.1–12.9) 6.9 (5.8–8.0) 6.4 (5.4–7.4) 0.5 (0.2–0.8)
Self-employed 31.4 (29.4–33.4) 13.9 (12.4–15.4) 6.1 (5.1–7.1) 7.1 (6.0–8.2) 1.0 (0.6–1.4)
Student 17.5 (15.9–19.1) 15.0 (13.5–16.5) 12.5 (11.1–13.9) 7.5 (6.4–8.6) 5.0 (4.1–5.9)

Housework
Unemployed 20.8 (19.1–22.5) 3.2 (2.5–3.9) 1.6 (1.1–2.1) 2.4 (1.7–3.1) 0.5 (0.2–0.8)
Other 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Annual household income
<4,000,000 yen 29.8 (27.9–31.7) 9.0 (7.8–10.2) 4.4 (3.5–5.3) 5.2 (4.3–6.1) 1.1 (0.7–1.5)
4,000,000–8,000,000 yen 36.3 (34.3–38.3) 17.0 (15.4–18.6) 11.3 (10.0–12.6) 7.7 (6.6–8.8) 2.0 (1.4–2.6)
≥8,000,000 yen 25.5 (23.6–27.4) 14.4 (12.9–15.9) 8.4 (7.2–9.6) 6.8 (5.7–7.9) 1.1 (0.7–1.5)
No response 23.8 (22.0–25.6) 9.2 (8.0–10.4) 4.9 (4.0–5.8) 4.9 (4.0–5.8) 1.6 (1.1–2.1)

Internet use, past 30 days
Non-Internet user, past 30 days 27.3 (25.4–29.2) 3.7 (2.9–4.5) 1.1 (0.7–1.5) 3.4 (2.6–4.2) 0.5 (0.2–0.8)
Internet user, past 30 days 31.2 (29.2–33.2) 16.1 (14.5–17.7) 9.9 (8.6–11.2) 7.3 (6.2–8.4) 1.9 (1.3–2.5)

Risky drinking
Drink alcohol less than 40 g=day 28.1 (26.2–30.0) 11.6 (10.2–13.0) 6.8 (5.7–7.9) 5.9 (4.9–6.9) 1.4 (0.9–1.9)
Drink alcohol more than 40 g=day 40.8 (38.7–42.9) 17.4 (15.8–19.0) 10.1 (8.8–11.4) 7.9 (6.8–9.0) 1.6 (1.1–2.1)

Heavy Episodic drinking
Non-heavy episodic drinker, past 30 days 27.6 (25.7–29.5) 9.6 (8.3–10.9) 5.5 (4.5–6.5) 5.0 (4.1–5.9) 1.0 (0.6–1.4)
Heavy episodic drinker, past 30 days 35.6 (33.6–37.6) 19.0 (17.3–20.7) 11.4 (10.0–12.8) 8.9 (7.7–10.1) 2.5 (1.8–3.2)
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Table 4. Female tobacco smoker types by sociodemographic characteristics

Any tobacco use,
past 30 days

HTP smoker,
lifetime

HTP smoker,
past 30 days

E-cigarette smoker,
lifetime

E-cigarette smoker,
past 30 days

% 95% CI (%) % 95% CI (%) % 95% CI (%) % 95% CI (%) % 95% CI (%)

Total 9.7 (8.5–10.9) 3.6 (2.9–4.3) 1.8 (1.3–2.3) 2.2 (1.6–2.8) 0.4 (0.2–0.6)

Age groups, years
20–29 8.6 (7.5–9.7) 6.1 (5.2–7.0) 4.1 (3.3–4.9) 4.1 (3.3–4.9) 0.5 (0.2–0.8)
30–39 13.6 (12.3–14.9) 7.9 (6.8–9.0) 4.7 (3.9–5.5) 5.4 (4.5–6.3) 1.9 (1.4–2.4)
40–49 12.4 (11.1–13.7) 5.0 (4.1–5.9) 2.5 (1.9–3.1) 2.3 (1.7–2.9) 0.8 (0.5–1.1)
50–59 13.8 (12.4–15.2) 4.3 (3.5–5.1) 2.3 (1.7–2.9) 2.5 (1.9–3.1) 0.0 (0.0–0.0)
60–69 9.6 (8.4–10.8) 2.0 (1.5–2.5) 0.2 (0.0–0.4) 1.6 (1.1–2.1) 0.0 (0.0–0.0)
70–79 3.9 (3.1–4.7) 0.2 (0.0–0.4) 0.0 (0.0–0.0) 0.2 (0.0–0.4) 0.0 (0.0–0.0)
80 years and elder 2.3 (1.7–2.9) 0.5 (0.2–0.8) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Area
Hokkaido 13.8 (12.4–15.2) 1.8 (1.3–2.3) 0.9 (0.5–1.3) 0.9 (0.5–1.3) 0.0 (0.0–0.0)
Tohoku 10.9 (9.7–12.1) 5.2 (4.3–6.1) 2.1 (1.5–2.7) 3.1 (2.4–3.8) 0.5 (0.2–0.8)
Kanto 9.9 (8.7–11.1) 4.3 (3.5–5.1) 2.5 (1.9–3.1) 2.7 (2.1–3.3) 0.5 (0.2–0.8)
Hokuriku 6.2 (5.3–7.1) 3.1 (2.4–3.8) 2.3 (1.7–2.9) 0.0 (0.0–0.0) 0.0 (0.0–0.0)
Tosan 11.0 (9.8–12.2) 2.8 (2.2–3.4) 0.9 (0.5–1.3) 2.8 (2.2–3.4) 0.9 (0.5–1.3)
Tokai 8.2 (7.1–9.3) 3.5 (2.8–4.2) 3.1 (2.4–3.8) 2.3 (1.7–2.9) 0.8 (0.5–1.1)
Kinki 10.1 (8.9–11.3) 3.6 (2.9–4.3) 1.0 (0.6–1.4) 2.1 (1.5–2.7) 0.3 (0.1–0.5)
Chugoku 10.6 (9.4–11.8) 3.4 (2.7–4.1) 0.6 (0.3–0.9) 2.8 (2.2–3.4) 0.0 (0.0–0.0)
Shikoku 11.7 (10.4–13) 3.9 (3.1–4.7) 2.6 (2.0–3.2) 0.0 (0.0–0.0) 0.0 (0.0–0.0)
Northern Kyushu 11.2 (10.0–12.4) 1.8 (1.3–2.3) 0.6 (0.3–0.9) 1.8 (1.3–2.3) 0.6 (0.3–0.9)
Southern Kyushu 3.4 (2.7–4.1) 2.8 (2.2–3.4) 0.7 (0.4–1.0) 2.1 (1.5–2.7) 0.7 (0.4–1.0)

Municipality size
Large cities 10.5 (9.3–11.7) 3.8 (3.1–4.5) 1.8 (1.3–2.3) 2.5 (1.9–3.1) 0.8 (0.5–1.1)
Cities with populations ≥300,000 6.0 (5.1–6.9) 1.7 (1.2–2.2) 1.0 (0.6–1.4) 1.4 (0.9–1.9) 0.5 (0.2–0.8)
Cities with populations ≥100,000 10.6 (9.4–11.8) 4.1 (3.3–4.9) 1.8 (1.3–2.3) 2.8 (2.2–3.4) 0.0 (0.0–0.0)
Cities with populations <100,000 10.6 (9.4–11.8) 4.4 (3.6–5.2) 2.5 (1.9–3.1) 2.3 (1.7–2.9) 0.5 (0.2–0.8)
Smaller towns and villages 8.8 (7.7–9.9) 2.9 (2.2–3.6) 1.7 (1.2–2.2) 0.8 (0.5–1.1) 0.4 (0.2–0.6)

Educational attainment
1–9 years 10.4 (9.2–11.6) 2.7 (2.1–3.3) 1.7 (1.2–2.2) 2.0 (1.5–2.5) 0.7 (0.4–1.0)
10–12 years 11.6 (10.3–12.9) 4.0 (3.2–4.8) 1.8 (1.3–2.3) 2.4 (1.8–3.0) 0.5 (0.2–0.8)
13–15 years 10.0 (8.8–11.2) 5.1 (4.2–6.0) 2.6 (2.0–3.2) 3.4 (2.7–4.1) 0.6 (0.3–0.9)
≥16 years 3.7 (3.0–4.4) 0.7 (0.4–1.0) 0.5 (0.2–0.8) 0.0 (0.0–0.0) 0.0 (0.0–0.0)
No response 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Marital status
Married 8.4 (7.3–9.5) 3.5 (2.8–4.2) 2.0 (1.5–2.5) 2.0 (1.5–2.5) 0.5 (0.2–0.8)
Bereaved or divorced 13.6 (12.3–14.9) 3.5 (2.8–4.2) 0.5 (0.2–0.8) 2.8 (2.2–3.4) 0.0 (0.0–0.0)
Unmarried 10.9 (9.7–12.1) 4.4 (3.6–5.2) 2.7 (2.1–3.3) 2.7 (2.1–3.3) 0.9 (0.5–1.3)
No response 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Number of cohabitants
Alone 11.4 (10.2–12.6) 1.2 (0.8–1.6) 0.4 (0.2–0.6) 0.8 (0.5–1.1) 0.4 (0.2–0.6)
2 persons 10.4 (9.2–11.6) 2.8 (2.2–3.4) 1.1 (0.7–1.5) 1.7 (1.2–2.2) 0.0 (0.0–0.0)
3 or more persons 9.1 (8.0–10.2) 4.3 (3.5–5.1) 2.3 (1.7–2.9) 2.6 (2.0–3.2) 0.6 (0.3–0.9)
No response

Working status
Employee (regular) 12.4 (11.1–13.7) 5.5 (4.6–6.4) 2.5 (1.9–3.1) 2.7 (2.1–3.3) 0.4 (0.2–0.6)
Employee (non-regular) 13.3 (12.0–14.6) 5.1 (4.2–6.0) 2.2 (1.6–2.8) 3.6 (2.9–4.3) 0.7 (0.4–1.0)
Self-employed 12.3 (11.0–13.6) 5.1 (4.2–6.0) 3.1 (2.4–3.8) 3.1 (2.4–3.8) 1.0 (0.6–1.4)
Student 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)
Housework 5.9 (5.0–6.8) 1.6 (1.1–2.1) 1.0 (0.6–1.4) 1.3 (0.9–1.7) 0.2 (0.0–0.4)
Unemployed 7.4 (6.4–8.4) 2.3 (1.7–2.9) 1.2 (0.8–1.6) 0.4 (0.2–0.6) 0.0 (0.0–0.0)
Other 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0) 0.0 (0.0–0.0)

Continued on next page:
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The present findings show that individuals living with three or
more persons were more likely to be HTP smokers. This result
may also be related to marketing campaigns from tobacco
companies, as the harmful effects of tobacco smoke are well
known in Japan, and smokers generally smoke outside their
homes. As such, individuals concerned with second-hand smoke
impacting family members might shift from cigarettes to HTPs.
However, the harm incurred by HTPs cannot be ignored, and such
forms of advertising by the tobacco industry arguably pose a
health risk to users.7 The percentage of HTP users is higher among
individuals with risky and=or heavy episodic drinking habits.
Smoking habits and drinking habits are highly related, which is
likely why HTPs are positively correlated with alcohol
consumption.19 We also observed that the percentage of male
HTP users was particularly high in Tosan, an area where the rate of
combustible tobacco is also particularly high. However, the
findings indicated that the highest percentage of female HTP users
was in Tokai, the area where HTPs were first launched in Japan.

The current study has several limitations. The primary
limitation is the likely bias associated with self-report measures.
Biological samples were not provided by participants, and thus
it is possible that participants provided inaccurate answers. To
reduce response errors as much as possible, concise and easy
questions were used. Additionally, the current survey was carried
out in person, which may have reduced incorrect answers. The
second limitation is that the sample size of each age group was
too small to analyze age differences in HTP prevalence. The
effect of age was strong among HTP smokers, and an age-
stratified analysis should be conducted to examine related
background factors. The fourth limitation is the cross-sectional
study design, which does not allow for the verification of causal
effects of sociodemographic and risk factors. However, the
primary purpose of the current study to estimate the total
percentage was not affected by this limitation. The methodology
in the current study was suitable in terms of collecting highly
representative samples.

In conclusion, the current survey indicated that the estimated
number of current Japanese HTP smokers was 4.21 million

(8.3%) men and 1.02 million (1.9%) women, as of February 2018.
However, the regulations for HTPs in Japan is weaker than those
for combustible cigarettes. As such, equivalent regulations should
be extended to HTPs.
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