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Components of Social Capital and Socio-Psychological
Factors That Worsen the Perceived Health of Japanese

Males and Females
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Social capital refers to the quantity and quality of social relationships, such as formal and
informal social connections as well as norms of reciprocity and trust that exist in a place or
a community. This article analyzed the data from Japan 2004 B Survey in order to eluci-
date the effects of social capital and socio-psychological factors on the health of Japanese
males and females. The Survey was a part of a nationwide random study on Japanese
national character, which has been conducted by the Institute of Statistical Mathematics
since 1953. A total of 785 (372 males and 413 females) valid data from 1,200 adult
samples were used. Logistic regression analysis showed that the self-reported symptoms
were increased by negative attitude to generalized trust in males, and by negative attitude
to norm of reciprocity in females. Moreover, in females, health dissatisfaction was
enhanced by low perceptions of support. In both genders, self-reported symptoms and
health dissatisfaction were worsened by anxiety. The self-reported symptoms were
increased by an adherence to religion and spirituality in males, whereas in females, the
health dissatisfaction increased with low income and a concern about superstitions. Thus,
from a viewpoint of social capital, perceived health is susceptible to personal relationships
in females and to distrust in males. Anxiety seems a key factor affecting perceived health.
In addition, females are influenced by economic status and superstitions, whereas males
are more concerned about religion or the mind in relation to health. These findings are

useful in developing health policies for Japanese.
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The concept of social capital has attracted
broad interest in economics, politics, psychology,
sociology, and their interdisciplinary fields in the
last decades (Hawe and Shiell 2000). Despite the
fact that there are number of definitions advocated
(Coleman 1990; Putnam 1993, 2000), social capi-
tal, as it is commonly used in the public health

literature, refers to the quantity and quality of
social relationships, such as formal and informal
social connections as well as norms of reciprocity
and trust, that exist in a place or a community
(Kawachi and Berkman 2000; Putnam 2000;
Subramanian et al. 2003).

Evidence has been given that social capital
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has a positive influence on various aspects of peo-
ple’s physical and psychological health (Kawachi
et al. 1997b). For example, social capital is
shown to reduce total mortality (Kawachi and
Kennedy 1997a), smoking habits (Lindstrom et
al. 2003) and violent crime rates (Kawachi et al.
1999b). Studies on the Japanese have shown that
social capital could decrease the rates of illness
(Fujisawa et al. 2005; Ichida et al. 2005; Kondo
2005; Motohashi et al. 2005; Kawakami et al.
2006; Bassani 2008; Yamaoka 2008). However,
even after a decade of intensive research, there is
still considerable disagreement about specific
social processes underling this relationship; vari-
ous mechanisms have been proposed to link social
capital and health status (Pooringa 2006a, b).

Recently, Harpham (2007) pointed out that
the structural and cognitive components of social
capital should be distinguished in health research
because they have different relationships with
health outcomes. The structural component is the
extent and intensity of associational links or activ-
ity, while the cognitive component consists of
perceptions of support, norm of reciprocity, shar-
ing and trust. At the simplest level, these two
components can be characterized as what people
do and what people feel, respectively, in terms of
social relationships (Harpham et al. 2002). The
first purpose of the present study is, therefore, to
investigate the relationships of structural and cog-
nitive social capital to health among the Japanese,
respectively, to clarify the effects of different
aspects of social capital on health in population.
Structural social capital is assessed by civic par-
ticipation while cognitive social capital is by gen-
eralized trust, norm of reciprocity and perceptions
of support.

During the past several decades, potential
gender differences in health have been examined,
e.g. whether women experience more health prob-
lems than men (Hunt and Annandale 1999). Also,
gender differences in relationships between social
capital and health have been pointed out in
Western nations. For example, perceived help
from civic participations proved to be protective
in health among males, whereas in females such
effect was associated with reciprocity and trust

(Skrabski et al. 2003; Hyyppa et al. 2007). Also,
Bassani (2008) pointed out that social capital
developed domestically in females, whereas in
males much of their social capital developed in
the work place. In Japan, the nationally represen-
tative sample survey indicated that self-reported
health was worsened by civic participation in
females but not in males (Yamaoka 2008).
Therefore, the present study is also focused on the
differences between genders in the ways in which
social capital affects the health, based on the con-
ceptual framework of social capital described
above.

The relationship between spirituality and
health has recently become one of the focal points
of scientific inquiry (Ellison and Levin 1998;
Matthews et al. 1998). The World Health
Organization (WHO) (1990) dealt with spirituali-
ty in its Committee of Terminal Care of Cancer
Patients, publishing the committee’s report
“Cancer Pain Relief and Palliative Care.” Thus, it
is possible that there is a significant link between
spiritual or religious engagement and health in
Japan. However, the Japanese concept or func-
tion of religion may differ from that of the West.
Indeed, Hayashi (2006) compared the Japanese
with Westerners in regards to response patterns of
religious faith and religious heart/mind, suggest-
ing that the measure of religious faith and spiritu-
ality conceived in the West may not be universally
applicable. In the present study, relationships
among religious heart/mind, spirituality to health
are examined using religious heart/mind rather
than faith, in addition to social capital.

Public opinion surveys are usually conducted
to solicit people’s opinions using only straightfor-
ward questioning. In contrast, some researchers
focused on deeper recesses of the Japanese mind
(Yoshino 2005). For example, superstitions
(unreasonable divination such as augury or horo-
scope) represent the next step toward exploring
such depths of the Japanese mind. Furthermore,
our previous studies (Hayashi et al. 1998;
Yamaoka 2005; Yoshino 2006) demonstrated
significant relationships between anxiety and self-
reported symptoms. Thus, superstitions and anxi-
ety are also considered to be factors related to
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perceived health in the present study.

To achieve the above purposes, the present
study analyzes the data from the Japan 2004 B
Survey, which was a general social survey that
covers various aspects of people’s opinions about
their culture and daily life, focusing on health,
social capital, religious heart/mind and spirituality
(Yoshino 2005). The Japan 2004 B Survey was
part of the study conducted by a group of
researchers at the Institute of Statistical
Mathematics (ISM), including one of the authors
(YR), i.e. the longitudinal nationwide face-to-face
interview surveys on the Japanese national char-
acter, which have been going on since 1953, as
well as the cross-national comparative surveys,
since 1971, use the same questionnaire items
(Hayashi et al. 1998; Yoshino and Hayashi 2002;
Yoshino 2005, 2006). The outline of the surveys
is reported on a website (Data archive of Cross-
National Comparative Survey of National
Character, ISM). Analysis on the random sam-
pling data from the Japanese population could
yield information regarding the social capital and
health, which can contribute to policy recommen-
dations, in a way similar to those in Western
countries.

DATA AND ANALYSIS

Population and Sample

The nature of the procedure was fully
explained to all subjects, and the study was con-
ducted with their informed consent during the
period of November 18 to December 7, 2004.
Twelve thousand Japanese adults (= 20 years
old) were chosen using a stratified two-stage
probability sampling method that considered
statistical randomness (Yoshino 2005, 2006).
Primary sampling units (large administrative
units) were stratified by population size and dis-
trict based on official census data. The 120 sam-
pling areas were chosen in proportion to the popu-
lation size of adult residents throughout Japan.
Respondents were chosen by means of systematic
random sampling from resident (or voter) regis-
tration lists (10 residents were chosen at each
sampling point).

A face-to-face interview was conducted by

well-trained interviewers, using a questionnaire
specifically developed for the study as well as a
standardized answer sheet. The number of valid
answers was 785 (372 males and 413 females),
resulting in a valid return rate of 65.4%. The full
questionnaire consisted of over 50 items, includ-
ing social and cultural attitudes. Details of the
procedures and response distributions have been
reported elsewhere (Yoshino 2005). In the pres-
ent study, part of the full questionnaire was used
(see the Appendix); a brief explanation of each
item is described below. Answers to the ques-
tionnaires were divided into two categories as
shown in Table 1.

Evaluation of perceived health

Perceived health (subjective or self-rated
health) measures how individuals rate their own
health status. Despite its simplicity, intrinsic
subjectivity and flexibility of interpretation to
individuals are possible (Krause and Jay 1994;
Manderbacka 1998). In the present study, health
dissatisfaction was determined based on answers
to the question “How satisfied are you with your
health?” Four alternatives were provided for
answers: “very satisfied,” "fairly satisfied,” “fairly
dissatisfied,” or “very dissatisfied.” The two for-
mer alternatives were categorized as “satisfied”
while the two latter as “dissatisfied.” Meanwhile,
following the work of the Centre de Recherche
pour I’Etude et I’Observation des Conditions de
Vie (CREDOC 1982) currently Institut de recher-
ché et de documentation en economié de la santé
(IRDES) in France, subject in the current study
were also asked to indicate how many symptoms
they had suffered during the previous few weeks
from a list that included headaches, backaches,
nervousness, depression and insomnia (i.e., self-
reported symptoms).

Health dissatisfaction tends to reflect the
subjective aspect of perceived health, whereas
self -reported symptoms are more objective as
they count the number of symptoms evident.
Thus, these two items were included to assess
different aspects of perceived health of subjects.
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Factors Affecting Perceived Health
Social capital

Generalized trust was assessed by asking
respondents to indicate which they agreed with:
“most people can be trusted” or “you can’t be too
careful in dealing with people” (Q1) (Hayashi et
al. 1992). Norm of reciprocity was evaluated by
asking whether “most of the time people try to be
helpful or they are mostly looking out for them-
selves” (Q2) (Yoshino 2002, 2006). To assess
civic participation, subject were asked to name as
many voluntary associations to which they
belong, such as political groups, industrial associ-
ations, volunteer groups, civic movement groups,
religious organizations, sports clubs, cultural
clubs, and computer network groups (Q3). Civic
trust was assessed using a modified version of the
World Value Survey (1995) on social institutions;
subject were asked to indicate how much confi-
dence they had in social institutions or systems,
judges/lawyers, newspaper/TV reporters, govern-
mental officials, statesmen, fortune-tellers, medi-
cal doctors, and scientists (Q4). Finally, to assess
perceptions of support, subjects were asked to
report the number of persons (1) who lend them
things or money and help them (material support),
(2) who understand them and their present feel-
ings and condition (sympathy), (3) who willingly
call or meet them for consultations (confidant),
and (4) who highly evaluate them and respect
them (appreciation) (Q5).

Anxiety

Subjects were asked to what extent they wor-
ried about serious illnesses, car accidents, unem-
ployment, and war (Q6). This question was taken
from the cross-national comparison of seven
nations (Hayashi et al. 1998).

Superstitions

Items related to superstitions (unreasonable
divination such as augury or horoscopes) were
used from a previous spirituality survey (Hayashi
1979). Subjects were asked to answer whether
they usually cared about lucky or unlucky num-
bers, superstitions, nightmares, and unlucky direc-
tions (aspects) (Q7).

Religious heart/mind (adherence to religion)

Subjects were asked whether they thought
having a religious heart/mind was important (Q8).
This item seemed adequate for a study of
Japanese religiosity (Hayashi et al. 1992; Hayashi
2006).

Spirituality

Three items from a previous spirituality sur-
vey (Hayashi 1979) and three items from a survey
conducted by WHOQOL-SRPB (Department of
Mental Health & Substance Dependence, WHO
2002) were used. Subjects were asked to answer
whether they agreed or disagreed with the follow-
ing six statements (Q9): (1) They had a feeling
that some invisible power controls their life; (2)
Destiny beyond the human power is manifest to
when and where they are to be born and die; (3)
After death, they are reborn repeatedly; (4) They
keep living as a part of the nature even after they
die; (5) They will try everything they can do for
the progress and happiness of all humanity; and (6)
They have ever thought that they could devote
themselves to someone else.

Statistical analysis

Logistic regression analysis was performed
using health dissatisfaction (“satisfied” vs. “dis-
satisfied”) and self-reported symptoms (“one or
more symptoms” vs. “no symptoms”) as the
dependent variable and social capital, anxiety,
superstitions, religious heart/mind, spirituality,
and demographic variables as independent vari-
ables. Demographic variables used in the analysis
included age, education and household income.
Age was used as a continuous variable. Education
(educational level) was classified into “lower (pri-
mary or junior high school),” “middle (senior
high school),” and “higher (college, university, or
graduate school).” Household income (self-
reported) was classified into “lower (two million
yen per year or less),” “high (more than two mil-
lion yen per year),” or “DK (do not know) or NA
(no answer).” All other variables were dichoto-
mized as answer categories, as shown in Table 1.

The stepwise method was utilized in the
logistic regression model, with age being included
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in all steps; in each step, dependent variables were
entered and removed at p < 0.05. The results
were presented as odds ratios (OR) at 95% confi-
dence intervals. The SAS version 9.1 statistical
package for Windows (SAS Institute, Cary, NY)
was used.

RESULTS

Subjects’ ages ranged from 20 to 89 (mean =
53.9, s.p. = 16.1) and 20 to 86 (mean = 50.2, s.D.
= 15.3) years, for males (n = 327) and females
(n = 416), respectively (p > 0.05). A total of 92
males (24.7%) and 122 females (29.5%) indicated
they were dissatisfied or fairly dissatisfied with
their health status, respectively (p < 0.05). The
number of subjects reporting one or more symp-
toms was 184 (49.5%) for males and 271 (65.6%)

for females (p < 0.001). Table 2 shows the num-
ber of responses to each question by gender.
Civic participation was significantly lower in
females than in males. Perceptions of support as
indicated by material support and confidant was
significantly lower in males than in females.
Concern about superstitions and inclinations
toward spirituality were observed more in females
than in males.

Tables 3 and 4 show the results of the logis-
tic regression analysis. Health dissatisfaction and
self-reported symptoms were significantly
increased by anxiety both in males and females.
Health dissatisfaction was also significantly
increased by lower household income and lower
appreciation (perceptions of support), and a con-
cern about superstitions in females. Self-reported

TaBLE 2. Number of responses to questionnaires by gender: percentage in parenthesis.

Males Females Differences
(n=372) (n=413) (p)®
Education High 130 (35.0) 122 (29.5)
Middle 172 (46.2) 224 (54.2)
Low 66 (17.7) 62 (15.0) N.S
Household income High 260 (69.9) 269 (65.1)
Low 34 (9.1 31 (7.5
Don’t Know / No Answer 78 (21.0) 113 (27.4) N.S
Social capital *
Generalized trust Can’t be too careful 228 (61.3) 253 (61.3) N.S
Norm of reciprocity Looking out for themselves 235 (63.2) 262 (63.4) N.S
Civic participation Not belong 204 (54.8) 263 (63.7) <0.01
Civic trust Less than three 95 (25.5) 109 (26.4) N.S
Material support Almost no one 139 (37.3) 122 (29.5) <0.05
Sympathy Almost no one 42 (11.3) 33  (8.0) N.S
Confidant Almost no one 47 (12.6) 27 (6.5) <0.01
Appreciation Almost no one 151 (40.6) 159 (38.5) N.S
Anxiety ? Very much, somewhat, or slightly 225 (60.5) 275 (66.6) N.S
Superstitions * All 70 (18.8) 158 (38.3) <.0001
Religious heart/mind * Important 232 (62.4) 261 (63.2) N.S
Spirituality Four or more statements 64 (17.2) 110 (26.6) <0.01

2See Table 1.
b2~ test; N.S =p>0.05
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symptoms were increased by negative attitude to increased by negative attitude to norm of reci-
generalized trust, and positive attitude to religious procity, and decreased by less civic participation.
heart/mind and spirituality in males; it was

TaBLE 3. Odds ratios (OR) and 95% confidence intervals (CI) for health dissatisfaction®: stepwise logistic
regression analysis

Males Females
Items Category
OR 95% CI OR 95% CI

Household Incomes High - 1

Low - 4.09 (1.71-9.81)

Don’t know 0.88 (0.51-1.51)
Appreciation Many, some, or only one - 1

Almost no one - 2.30 (1.40-3.67)
Anxiety Not at all 1 1

Very much, somewhat, or slightly 2.05 (1.16-3.63) 2.42 (1.36-4.30)
Superstitions Three or less - 1

Four - 1.86 (1.15-3.01)

* Dissatisfied or fairly dissatisfied with own health.
— =p >0.05 (not included into the logistic regression model).

TaBLE 4. Odds ratios (OR) and 95% confidence intervals (CI) for self-reported symptoms *: stepwise logistic
regression analysis

Males Females
Items Category
OR 95% C1 OR 95% CI

Generalized trust Can be trusted 1 -

Can’t be too careful 1.69 (1.07-2.66) -
Norm of reciprocity Try to be helpful - 1

Looking out for themselves - 1.87 (1.20-2.91)
Civic participation Belong - 1

Not belong - 0.57 (0.36-0.91)
Anxiety Not at all 1 1

Very much, somewhat, or slightly 2.25 (1.40-3.63) 2.10 (1.32-3.34)
Religious heart / mind ~ Not important 1 -

Important 1.74 (1.08-2.81) -
Spirituality Less than four statements 1 -

Four or more statements 1.92 (1.03-3.56) -

* One or more symptoms with own health.
— =p >0.05 (not included into the logistic regression model).
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DiscussioN

Anxiety was significantly related both to
health dissatisfaction and to self-reported symp-
toms both in males and females. This is consis-
tent with our previous observation that anxiety
was associated with several health problems for
both males and females (Yamaoka 2005).
Although Japan has been considered to have a
high level of security, people may begin to experi-
ence increased anxiety due to new risks related to
1ssues such as infectious disease, natural disasters,
crime, and war (terrorism) (Cabinet Office,
Government of Japan 2004). Moreover, people
who tend to be anxious about daily problems
complain more about their health and feel malaise
(Borkovec et al. 1983; Mathews 1990; Freeston et
al. 1994). Thus, anxiety might be significantly
linked to perceived health in the present study.

In contrast, the present study revealed gender
differences in perceived health and its relation to
social capital and socio-psychological factors.
First, females reported higher health dissatisfac-
tion and more self-reported symptoms than males.
This finding concurs with previous observations
in the seven national surveys (France, Italy, Japan,
Netherlands, the United kingdom, the United
States, and West Germany) from 1987 to 1993 as
well as the East Asian Value Survey (involving
Japan, South Korea, Singapore, Taiwan, and five
cities in Mainland China) from 2002 to 2004 that
females are more likely to report health problems
than males (Hayashi et al. 1998; Yoshino 2006;
Yamaoka 2008). Although the life expectancy of
females exceeds that of males by almost eight
years, females consistently have higher rates of
morbidity than males (Verbrugge 1976; Cleary et
al. 1982; Verbrugge 1985, 1989). In addition,
gender differences are found in self-reported
health (Cleary et al. 1982). Females may report
more symptoms; and possibly have more illness
in the aggregate than do males.

Denton et al. (2004) reported that socioeco-
nomic status affects female health directly through
access to resources and indirectly through psycho-
logical factors and social roles, where access to
resources means that age, family structure, prima-

ry activity, education, occupation, income and
social support. As observed in American society,
females work part-time, participate in unwaged
labor, and receive unequal wages, all of which
contribute to their lower socioeconomic position
(Read and Gorman 2006). These facts may
underlay the observation in the present study that
household income affected health dissatisfaction
only in females. In order to assess the social
determinants of differences in health status
between males and females, it is necessary for
further studies to clarify socioeconomic stressors.

Okamoto and Tanaka (2004) showed that
females provide and receive more support from
members of their informal connection than males.
Moreover, if females gain appreciation from their
friends, it may improve their self-esteem (Carmel
et al. 2001). Therefore, females disclosed health
dissatisfaction if they did not receive appropriate
appreciation.

Superstitions have a significant effect on
health dissatisfaction in females. Carmel et al.
(1991) suggested that, due to more extensive
exposure than males to chronic stress, females in
Western societies are more vulnerable to addition-
al stressors such as life events. In particular,
females may experience health dissatisfaction
when they are concerned about superstitions
related to life events.

In regards to social capital, previous studies
have reported that social capital is related to self-
rated health in the United States (Kawachi et al.
1999a; Subramanian et al. 2002). Previous sur-
veys in Hungary found that help from civic par-
ticipation was protective in males; in females this
effect was associated with reciprocity (Skrabski et
al. 2003). In the present study, generalized trust
in males and norm of reciprocity in females sig-
nificantly affected self-reported symptoms. These
gender differences related interactions of the mea-
sures of individual level social capital had diver-
gent effects on self-reported symptoms in males
and females.

In a reliability and validity assessment of
social networks in Sweden, gender differences
were found in the civic participation items
(Hanson et al. 1997). Factor analysis showed that
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males and females had different patterns of leisure
participation regarding place of public entertain-
ment (e.g., night clubs and dance clubs) and
attendance at public sports events. In the Western
world, males seem to devote less time to building
friendship networks than do females who tend to
invest more time in domestic social connections
(Lin 2000). In the present study, however, civic
participation was found less in females (Table 2).
It is possible that females find informal connec-
tion of friends and relatives with whom they dis-
cuss their social and emotional needs (Okamoto
and Tanaka 2004), and therefore, females have
succeeded in organizing substantial support. In
addition, the present study indicated that, among
females, less civic participation was related to a
decrease in self-reported symptoms (Table 4). It
may be thus assumed that females in better health
can find support from their informal connections
easily because of their vigorous activity; further
study is necessary to confirm it.

Religious heart/mind and spirituality were
not significantly related with self-reported symp-
toms in females, but in males. A number of stud-
ies in Western countries suggest the beneficial
effects of religiosity and spirituality on health
(Benson 1997; Kim and Seidlitz 2002; Torosian
and Biddle 2005). In addition, according to
Pargament (2002), a growing number of studies
support the hypothesis that general forms of reli-
giousness are associated with fewer psychological
problems. Females are generally more religious
than males, and some evidence from studies in the
United States indicate that the association
between religiosity/spirituality and health is not
the same across genders (Levin and Taylor 1993;
McCullough et al. 2000). In contrast, males who
considered having a religious heart/mind to be
important and were concerned with spirituality
reported symptoms more often in the present
study. Researchers might believe that males are
not interested in seeking psychological support
for health problems (Bird and Rieker 1999).
Moreover, it is harder to find support even when
Japanese males have psychological problems,
such as depression, insomnia or nervousness
(Krause et al. 1999; Okabayashi et al. 2004).

Thus, the observations in the present study may
reflect the fact that Japanese males turn to religion
and spirituality to cope with their health prob-
lems.

In conclusion, the most important findings of
the present study point to gender differences in
the relationship between social capital, socio-
psychological factors and perceived health among
the Japanese, as the results suggest that self-
reported symptoms were increased by negative
attitude to generalized trust in males, and by nega-
tive attitude to norm of reciprocity in females;
also, in females, health dissatisfaction was
enhanced by low perceptions of support. In both
genders, self-reported symptoms and health dis-
satisfaction were worsened by anxiety. The for-
mer was increased by an adherence to religion
and spirituality in males, whereas in females, the
latter increased by low income and a concern
about superstitions. This underlines the need for
a gender-specific approach to future research on
this subject.

As for Japanese response tendencies, many
of the respondents who did not provide informa-
tion on household incomes may have fallen into
one of the lower income groups. Moreover, the
Japanese tend to avoid polar categories such as
“very satisfied” or “very dissatisfied,” instead
choosing equivocal or ambiguous categories for
their responses in public opinion surveys. Such a
tendency might result in outcomes that point to no
significant associations of social capital with
health dissatisfaction, as in the present study
(except for perceptions of support in females). In
contrast, self-reported symptoms were rather
objective and probably related significantly to
both social capital and socio-psychological fac-
tors. It is thus suggested that differences between
health dissatisfaction and self-reported symptoms
must be considered in studies assessing perceived
health.

These circumstances could have affected the
results. In analyzing the results, we should be
careful in concluding what are the substantive
differences or what are the compound effects with
the general response tendency. At the same time,
it might be simply the case that the sampled
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respondents of the young group were unusual or
biased; the return rate of statistical sampling sur-
veys is usually remarkably lower for younger
groups than for older groups.

The present study indicated that health risks
differed among males and females In conse-
quence, this assumption shapes the understanding
of males’ and females’ health needs as well as
their health risks. The relationships between
social capital and health should be considered in
the contexts from which they emerge (Lin 2000;
Kunitz 2004). Further analysis of longitudinal
data should be conducted to clarify gender differ-
ences in the relationship between social capital
and socio-psychological factors in perceived
health.
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Appendix

Draft Translation of the Japanese Questionnaire of Japan2004B Survey (Yoshino, 2005). Question numbers are not original questionnaires.
The survey involved a face-to-face interview conducted by interviewers, who recorded their responses.

(Q1) About the following three questions, please see the same card.
a. Generally speaking, would you say that most people can be trusted or that you can’t be too careful in dealing with people?

1 Can be trusted

2 Can'’t be too careful

8 Other (Please specify: )
9 Don’t Know

(Q2) Would you say that most of the time, people try to be helpful, or that they are mostly just looking out for themselves?

1 Try to be helpful

2 Look out for themselves

8 Other (Please specify: )
9 Don’t Know

(Q3) Please look carefully at the following list of associations or organizations and say... which, if any, do you belong to? (Code all ‘yes’
answers as 1, if not belong code as 2) (Multi choices)

Belong Not belong
a. Groups or association concerning politics 1 2
b. Chamber of commerce and industry and other industrial association
c. Volunteer group
d. Civil movement group or consumer association
e. Religious organization
f. Group or club for sports
g. Club for hobby or cultural activities (Chorus, photo, climbing etc)
h. Group on computer internet

8 Others (Please specify: )

9 No one

(Q4) How much confidence do you have in them? Are you very confident, somewhat confident, not confident or not confident at all?

Very Somewhat Not Not Confident Don’t
Confident Confident Confident At All Know
a. Judge and lawyer 1 2 3 4 9

b. Newspaper / TV report
¢. Government official

d. Politician

e. Fortune-teller

f. Medical Doctor

g. Scientist

(Q5) Including your family members, how many people do you have such persons as follows?

Many Some Only one Almost no one Don’t Know
a. Person who lends things or money and helps you. 1 2 3 4 9
b. Person who understands your present feeling and condition
c. Person who willingly calls or meet each other to consult with.
d. Person who highly evaluate and respect you.
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(Q6) People may feel uneasy about themselves or their family members from time to time. To what extent do you worry, either for yourself
or for your family, about each of the following? (Circle one of the numbers in the column)

Very much Somewhat Slightly Notatall Other Don’t Know
a. Serious illness 1 2 3 4 8 9
b. Car accident
c. Unemployment
d. War

(Q7) Do you usually care about each of the following things?
Very much Some what Notatall Don’t Know
. Lucky or unlucky number 1 2 3 9
. Jinxes
. Nightmare
. Unlucky direction (aspect)

o0 o

(Q8) Without reference to any of the established religions, do you think a religious mind is important, or not important?
1 Important
2 Not important
8 Other (Please specify: )
9 Don’t Know

(Q9) There are some opinions about human life and death. What do you think about each of them?
Agree  Disagree Depends on
a. I have a feeling that some invisible power controls my life. 1 2 3
b. Destiny beyond the human power is manifest to when and where we are to be born and die.
c. After death, they are reborn repeatedly.
d. One keeps living as a part of the nature even after they dies.
e. I’ll try everything I can do for the progress and happiness of all humanity
f. I have ever thought that I could devote myself to someone else.

Demographics

F1
1 Male
2 Female

F2 How old are you? Years old

F3 What is the last school from which you graduated?
(If you dropped out or still in the school, please consider yourself graduated)

Primary or secondary school

Senior high school

Two-year college

Four-year college, university, or graduate school

O B~ W N~

Don’t Know

F5 Would it be possible for you to tell me to which one of the following categories your family belongs in terms of the last past year’s
income before taxes including bonus?
1 Less than 2,000,000 yen

22,000,000 yen — Less than 4,000,000 yen 6 10,000,000 yen — Less than 15,000,000 yen
3 4,000,000 yen — Less than 6,000,000 yen 7 15,000,000 yen — Less than 20,000,000 yen
4 6,000,000 yen — Less than 8,000,000 yen 8 Over 20,000,000 yen

5 8,000,000 yen — Less than 10,000,000 yen 9  Don’t Know



