
Further Mortality Experience
Among Japanese Americans
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MORTALITY experience of the Japanese,
whether resident in Japan, Hawaii, or the

continental United States, has differed from
that of white persons in the United States in a

number of respects (1). Differences in cardio¬
vascular mortality were especially striking.
Japanese had lower death rates for diseases of
the heart than did white Americans, but higher
rates for vascular lesions affecting the central
nervous system. These comparisons were made
on the basis of data through 1950. Data for a

decade later are now available.
Data on Japanese deaths in the United States,

1959-61, came from a special tabulation by the
Division of Vital Statistics, National Center for
Health Statistics, Public Health Service. Pop¬
ulation counts for 1960 came from the 1960
census, specifically PC (2)-IC (nonwhite popu¬
lation by race), Bureau of the Census, Depart¬
ment of Commerce. Data on immigration from
Japan by age and sex for the years 1950-60 were
supplied by the Immigration and Naturaliza-
tion Service, Department of Justice. Mortality
statistics for Japan, 1961, came from the World
Health Organization's Annual Epidemiological
and Vital Statistics, 1961.

Demographic Characteristics
In 1952 there was a liberalization of the rules

governing the immigration of Japanese into the
United States and a large increase in the move¬

ment of Japanese to this country. Prior to that
there had been an extended period of little or

no immigration. Between July 1, 1950, and

June 30, 1960, more than 45,000 Japanese were

admitted to the United States. Nearly 39,000 of
these were women, the large majority of them
in their twenties. There was only a trickling of
immigrants over age 35.
The large increase in population between the

two censuses was accompanied by a change in
the method of designating race, from an enu-

merator decision in 1950 to self-enumeration in
1960. There is always some concern that dif¬
ferent methods of collecting data may lead to
different results. However, immigration and the
excess of births over deaths were sufficient to
account for all but a small part of the difference
between the 1950 and 1960 census counts.
In 1960, 82 percent of all Japanese in the

United States were urban residents. This repre¬
sented a moderate increase in urban residency
from 1950. The total Japanese population in
this country increased more than 40 percent dur¬
ing the decade, the increase being less in Hawaii
than in the continental United States. In 1960
nearly 44 percent of the Japanese Ameriean
population lived in Hawaii and 56 percent on

the continent; in 1950 the balance had been re-

versed. Nearly half of all U.S. Japanese in 1960
lived either in the Los Angeles-Long Beach or

the Honolulu Standard Metropolitan Statistical
Area. Of the Japanese living in the continental
United States, 60 percent were in California;
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this is about the same as it was in 1950. The
remainder were scattered through the other
States.
As in 1950, Japanese Americans had more

years of schooling than white Americans and
a larger proportion were single. Their economic
conditions had shifted, however. The median
income for Japanese men in 1960 was about the
same as that for the white population, and
family incomes were higher. There had been a

sharp drop in the proportion of men engaged
in farming.
In 1960 the sex ratio had shifted and there

were more Japanese women than men in the
United States. This arose from an unusual pre-
ponderance of women in the age group 25-34
years, without which there would still be more

Japanese men than women. Some 17 percent of

the men and 25 percent of the women were

foreign-born, the excess for women being con¬

centrated in the age group 25-34 years. Overall,
this represents a decrease in the percentage of
foreign-born Japanese, the dying off of the older
generation of immigrants, and the birth of a

new generation of Japanese in this country off-
setting the effect of new immigration.
General Mortality
As in previous decades mortality in the United

States in 1959-61 was substantially lower among
the Japanese than among the white population.
This was true for all age groups and both sexes

(table 1). In the age groups 25-64 years the
race differential was greater for men than
women. Mortality for Japanese men in these
age groups was about half that for white men.

Table 1. Number of deaths and death rates for U.S. white and Japanese populations and
Japanese of Hawaii and continental United States, by age and sex, for specified years

Includes persons wiiose ages were not stated.
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For most age groups, Japanese living in Hawaii
had slightly higher mortality than Japanese
elsewhere in the United States. The largest dif¬
ferences were for the age groups 35-44 and
45-54 years.

Comparison of foreign-born with native-born
Japanese Americans must be restricted to the
age groups 45-54 and 55-64 years, where there
were a sufficient number of both foreign- and
native-born. In both these age groups and in
both sexes foreign-born Japanese had slightly
higher mortality than native-born. Most of these
foreign-born were from the early wave of immi¬
gration, which ended in 1924.
The authenticity of the deaih rates reported

for the Japanese in the United States was dis¬
cussed previously (1). It was concluded that the
persistence of a relatively low mortality among
the Japanese Americans for many decades was

a strong argument for its reality. However, the
extraordinarily low rates for Japanese men re¬

ported in 1959-61 raise some questions that
cannot be comfortably answered from available
evidence.
One unusually high death rate for Japanese

men has persisted (table 2). This is the rate for
malignant neoplasms of digestive organs. A
high mortality from this cause relative to that
of the U.S. white population has been charac-
teristic of Japanese populations in the past and
appeared again in the data for 1959-61. How¬
ever, death rates for suicide were no longer
unusually high for Japanese men under age 65,
as they had been in the past. The disappearance
of this feature of Japanese mortality may, of
course, represent a cultural change.
Cardiovascular Diseases
In 1949-52 death rates for cardiovascular

causes were substantially different for Japanese
than for white persons in the United States.
Special attention was focused in the earlier
paper on the age groups 35-64 years. For these
groups, death rates for diseases of the heart
were substantially lower for Japanese Ameri¬
cans than white Americans, while death rates
for vascular lesions affecting the central nervous
system (vascular lesions) were somewhat
higher.
For Japanese men in Hawaii these differen-

tials in cardiovascular mortality were even

stronger than for Japanese men in the conti¬
nental United States, with lower death rates
in Hawaii for diseases of the heart and higher
death rates for vascular lesions. In Japan itself,
mortality for diseases of the heart was very low,
while mortality for vascular lesions was very
high relative to rates for Japanese in the United
States.

Diseases of the Heart

The contrasts in the United States for middle-
aged men of different races are of special inter¬
est. The white Ameriean, like most of his com-

peers in western Europe, has a remarkably
high death rate for diseases of the heart. The
elevation is largely due to a high mortality from
coronary heart disease. Thus, it was of interest
that there should be another racial group (the
Japanese) living in the United States which
had relatively low death rates for this cause.

No hypothesis was proposed to explain the
difference in 1949-52 between the two groups
in cardiovascular mortality, but the following
observation was made.

. . . One would expect the Japanese population of
the United States aged 45-54 to shift from a pre-
ponderantly foreign-born one in 1950 to a preponder-
antly native-born one in 1960. If this is accompanied by
a large rise in cardiovascular mortality for Japanese
men in this age group, and especiaUy by a marked in¬
crease in the death rate for diseases of the heart, the
incUnation wUl be to attribute the present differentials
to cultural factors. If a rise does not occur, it will be
much more difficult to reach any kind of conclusion
concerning the present differentials.

The reason for expecting a marked shift in
proportion of foreign-born persons were the
following percentages of foreign-born Japanese
Americans in 1950. (The figures are for both
sexes combined, but there is relatively little
difference between the sexes in these percent¬
ages.)

The 1960 figures reported for Japanese in the
United States as a whole show that the expected
shift in nativity at age 45-54 years did occur.
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Table 2. Average death rates per 100,000 population for selected causes by sex for specified
age groups, Japanese in the United States, 1959-61

MenWomen
Cause of death 1

35-44 45-54 55-64 65-74 35-44 45-54 55-64 65-74

Allcauses_ 178.5 454.3 1,143.7 3,339.7 110.2 359.0 714.8 1,896.3
Tuberculosis, all forms (001-019)_ 3.3 3.7 15.1 59.8 2.4 2.0 4.6 3.6

Tuberculosis of respiratory system (001-
008)_ 2.5 3.7 15.1 56.3 1.6 4.6 3.6

Tuberculosis, other forms (010-019)_ .8 _ 3.5.8 2.0
Syphilis and its sequelae (020-029)_ 1.8 10.1 2.3 14.3
Meningococcal infections (057)_ _ 2.5 2.3
Other infective and parasitic diseases (030-

044, 049, 052-054, 058, 074, 081-084, 086-
138)_ 3.3 3.7 5.0 10.6 2.3 3.6

Malignant neoplasms, including neoplasms
of lymphatic and hematopoietic tissues
(140-205)_ 40.7 120.9 399.7 1,069.8 31.6 136.7 207.5 419.4

Malignant neoplasm of buccal cavity and
pharynx (140-148)_ 1.7 1.8 10.1 .8 4.1

Malignant neoplasm of digestive organs
and peritoneum, not specified as sec¬
ondary (150-156A, 157-159)_ 24.1 67.8 233.8 675.7 14.6 67.3 92.2 236.6

Malignant neoplasm of respiratory system,
not specified as secondary (160-164)_ 9.1 9.2 90.5 200.6 10.2 16.1 43.0

Malignant neoplasm of breast (170)_ _ 3.5 7.3 16.3 16.1 25.1
Malignant neoplasm of genital organs (171-

179)_ 5.0 28.2 4.1 22.4 53.0 60.9
Malignant neoplasm of urinary organs
(180-181)_ 7.3 2.5 24.6 6.9 7.2

Malignant neoplasm of other and un¬

specified sites (156B, 165, 190-199)_ 1.7 14.7 25.1 84.5 3.2 4.1 16.1 28.7
Leukemia and aleukemia (204)_ 3.3 5.5 10.1 14.1 1.6 8.2 6.9
Lymphosarcoma and other neoplasms of
lymphatic and hematopoietic tissues
(200-203,205)_ .8 14.7 22.6 38.7 _ 4.1 17.9

Benign neoplasms and neoplasms of unspeci¬
fied nature (210-239)_ .8 1.8 2.57.0 3.2

Asthma (241)_ .8 1.8 5.0 14.1 .8 2.0
Diabetes mellitus (260)_ 4.2 3.7 22.6 80.9 8.2
Anemias (290-293)_ 2.53.5
Major cardiovascular-renal diseases (330-

334, 400-468, 592-594)_ 57. 3 196. 0 475. 1 1, 601. 2 31. 6 150. 9 362. 0 1, 064. 7
Diseases of cardiovascular system (330-

334,400-468)_ 53.1 181.4 465.0 1,590.7 25.1 140.7 355.11,046.8
Vascular lesions affecting central ner¬

vous system (330-334)_ 11. 6 31. 1 95. 5 439. 9 6. 5 65. 3 131. 4 311. 9
Diseases of the heart (400-402, 410-
443)_ 39.9 142.9 334.3 1,048.7 12.2 61.2 202.9 659.6

Rheumatic fever and chronic rheumat¬
ic heart disease (400-402, 410-416) 5.0 11.0 5.0 10.6 3.2 16.3 11.5 7.2

Arteriosclerotic heart disease, includ¬
ing coronary disease (420)_ 27.4 100.8 248.9 784.8 2.4 22.4 119.9 412.3

Nonrheumatic chronic endocarditis
and other myocardial degeneration
(421,422)_ 1.7 3.7 20.1 63.3 .8 4.1 4.6 46.6

Other diseases of heart (430-434)_ 2. 5 7. 3 2. 5 21. 1 3. 2 2. 0 2. 3 10. 8
Hypertensive heart disease (440-443) 3. 3 20. 2 57. 8 168. 9 2. 4 16. 3 64. 6 182. 8

Other hypertensive disease (444-447)___ . 8 7. 5 17. 6 1. 6 8. 2 4. 6 43. 0
General arteriosclerosis (450)_ 5.0 24.6 2.3 17.9
Other diseases of circulatory system
(451-468)_ .8 7.3 22.6 59.8 4.9 6.1 13.8 14.3

Chronic and unspecified nephritis and
other renal sclerosis (592-594)_ 4.2 14.7 10.1 10.6 6.5 10.2 6.9 17.9

Influenza and pneumonia, except pneumonia
of newborn (480-493)_ .8 7. 3 15. 1 70. 4 2. 4 6. 1 13.8 39. 4

Influenza (480-483)_ _ 1.8 3.5 4.6 3.6
Pneumonia, except pneumonia of newborn
(490-493)_ .8 5.5 15.1 66.9 2.4 6.1 9.2 35.9

See footnote at end of table.
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Table 2. Average death rates per 100,000 population for selected causes by sex for specified
age groups, Japanese in the United States, 1959.61.Continued

1 Numbers after causes are category numbers of the seventh revision of the International Lists of Diseases
and Causes of Death.

Note: There were no deaths in these age groups for the following causes: dysentery, all forms (045-048);
scarlet fever and streptococcal sore throat (050-051); diphtheria (055); whooping cough (056); acute poliomyelitis
(080); measles (085); meningitis, except meningococcal and tuberculous (340); hyperplasia of prostate (610); abortions
(650-652); certain diseases of early infancy (760-776); birth injuries, postnatal asphyxia, atelectasis (760-762);
infections of newborn (763-768); other diseases peculiar to early infancy, and immaturity, unqualified (769-776).

The percentage for persons 35-44 years was 8.1;
persons 45-54, 14.3; and persons 55-64, 69.5.
Parallel counts for individual States are not
available from the 1960 census.

Since immigration of Japanese in these age
groups has been very light, the shift was to be
expected. However, the consistency between the
1950 and 1960 censuses lends credibility to the
figures reported by both.
In Hawaii the level of mortality among

Japanese men aged 45-54 for disea&es of the
heart remained about the same in 1959-61
(157.9 per 100,000) as in 1949-51 (160.1 per
100,000). In the continental United States it fell
during that decade from 199.4 to 121.9 per 100,-
000 (table 3). The hypothesized change in
mortality from diseases of the heart did not
occur.

The earlier discussion was based on the pre¬
mise that death rates for diseases of the heart
were higher among native-born than foreign-
born Japanese. The reason for this assumption
was stated in the following terms (1).

Insofar as cardiovascular mortality among the
Japanese of the United States expresses a cultural dif¬
ference, the death rate from diseases of the cardio¬
vascular system should probably be lower among the
foreign-born than among the nisei.

The logic implicit in this statement is the
following untested argument. Japanese who
migrate to the United States are closer in culture
to the people of Japan than are Japanese born
in the United States. The Japanese in Japan
have very low death rates for diseases of the
heart. These low rates must be partly of cultural
origin, since Japanese in the United States
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Table 3. Average death rates per 100,000 population for all causes and specified cardio¬
vascular causes by sex for specified age groups, Japanese and white populations around
1950 and 1960

Japanese, Hawaii Japanese, Conti- White, United Japanese, Japan
Cause of death,1 and agegroup nental United States States

(years)
1959-61 1949-51 1959-61 1948-52 1960 1950 1961 1951

Men

All causes:
35-44_ 216. 5 199. 3
45-54.._ 500. 3 695. 8
55-64_ 1, 182. 6 1, 890.1
65-74_ 3, 206. 0 3, 987. 5

Diseases of cardiovascular
system (330-334, 400-
468):
35-44_ 68. 3 63. 3
45-54_ 196.8 231.9
55-64_._. 462. 0 794. 9
65-74_ 1, 445. 9 1, 975. 2

Vascular lesions affecting
central nervous system
(330-334):
35-44_ 17. 6 12. 7
45-54_ 33. 4 64. 2
55-64_ 93.5 300.3
65-74_ 369. 3 653. 4

Diseases of heart (400-402,
410-443):
35-44_ 48. 8 47. 5
45-54_ 160.1 157. 9
55-64_ 341.0 471.1
65-74_ 950. 8 1, 240.1

Arteriosclerotic heart disease
including coronary disease
(420): W

35-44_29. 3 31. 6
45-54_ 123.4 88.8
55-64_ 242. 0 300. 3
65-74_ 581. 5 802. 0

150.3
398.3

1,111.0
3, 448.1

41.9
162.6
467.5

1, 695. 3

7.2
28.5
97.2

497.1

293.0
711.5

1, 760. 9
4, 077. 2

98.9
261.9
807.5

1, 992.1

22.0
54.7

230.2
579.4

332.6
932.2

2, 225. 2
4, 848. 4

124.4
471.4

1, 251. 8
2, 974. 5

11.3
40.9
139.0
501.0

33.2 73.2 107.5
121.9 199.4 413.2
328. 7 562. 6 1, 056. 0

1, 128. 1 1, 291.1 2, 297. 9

26.0
73.2

254.6
949.7

(3)
51.3
152.5
464.0
083. 7

86.0
352.5
901.3

1, 909. 2

380. 9 330. 9
984. 5 784. 3

2,304.4 2,052.8
4, 864. 9 5, 143.4

131.2
493.4

1, 308. 7
3, 025. 0

13.1
53.7
182.2
569.7

110.6
423.6

1, 081. 7
2, 308. 3

77.5
323.1
812.9

1, 608. 2

(2)
59.4

252.2
871.6

2, 482. 8

30.4
171.6
615.0

1, 695. 5

26.0
70.9

225.2
671.0

(3)
18.5
52.0
151.8
414.9

555.9
1, 055. 8
2, 428. 3
6, 075. 5

(2)
72.8
241.2
792.9

2, 210.1

30.9
143.5
524.5

1, 515. 3

40.7
92.1

246.1
584.8

(3)
29.7
65.4
160.0
344.4

have higher death rates for this cause than
Japanese in Japan.
A direct examination of the assumption that

differences in nativity were associated with dif¬
ferences in mortality was not possible from
the data available for 1949-52, but it wais pos¬
sible for 1959-61. Unfortunately, it could not
be done separately for Hawaii and the conti¬
nental United States, but only for the United
States as a whole. Comparisons are restricted to
the age groups 45-54 and 55-64, the only two
age groups with a sufficient number of both for-
eign- and native-born persons for such an anal¬
ysis (table 4). Even here the available data are

skimpy, especially for the age group 45-54
years.

For diseases of the heart there was no clear
difference in mortality among Japanese Ameri¬

ean men between those born in the United States
and those born in Japan. It would appear that
the original premise for anticipating a shift in
mortality from 1950 to 1960 for this group was

probably unfounded.
There was a serious inconsistency in the orig¬

inal argument. A special point was made that
the level of heart disease mortality for the
Japanese in Hawaii was intermediate between
that for Japanese in the continental United
States and Japanese in Japan; that is, lower
than that in the continental United States. At
the same time it may be seen that there was a

smaller proportion of foreign-born Japanese in
Hawaii than in the continental United States,
which, by the preceding logic, should have led
to a higher heart disease mortality in Hawaii.
The 1950 mortality contrast was reversed in the
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Table 3. Average death rates per 100,000 population for all causes and specified cardio¬
vascular causes by sex for specified age groups, Japanese and white populations around
1950 and 1960.Continued

Japanese, Hawaii Japanese, Conti- White, United Japanese, JapanCause of death,1 and agegroup nental United States States
(years)

1959-61 1949-51 1959-61 1948-52 1960 1950 1961 1951

Women

All causes:
35-44- 125.0 213. 1
45-54- 420.7 535.2
55-64- 784. 6 1, 126. 4
65-74- 2, 000.1 3, 020. 9

Diseases of cardiovascular
system (330-334, 400-
468):

35-44_29.4 62.9
45-54_ 152.3 277.0
55-64- 410. 0 597. 8
65-74- 1, 216. 8 1, 741.0Vascular lesions affecting

central nervous system
(330-334):
35-44- 9.2 21.0
45-54- 65.3 122. 1
55-64- 151. 9 220. 3
65-74- 311. 8 576. 5

Diseases of heart (400-402,
410-443):
35-44_ 12.9 31.4
45-54- 65.3 145.5
55-64_ 232.9 358.7
65-74- 813. 8 1, 118. 4

Arteriosclerotic heart disease
including coronary disease
(420): (3)
35-44_ 1.8 3.5
45-54_ 18.1 46.9
55-64- 116.4 144.7
65-74- 471. 5 576. 5

* Numbers after causes are category numbers of the seventh revision of the International Lists of Diseasesand Causes of Death.
2 List numbers 330-334, 410-447.
8 List numbers 420-422.

following decade.1959-61 death rates for dis¬
eases of the heart were slightly higher in Hawaii
than in the continental United States. It is diffi¬
cult to draw firm conclusions in the face of such
fluctuations, particularly since the populations
are so small.
The dominant feature is and was the fact

that heart disease of the Japanese either in
Hawaii or the continental United States was
intermediate between mortality in Japan and
mortality for the U.S. white population. This
contrast persisted in 1959-61; in fact, the differ¬
ence between white and Japanese Americans in
heart disease mortality was greater in 1959-61
than it had been a decade earlier.

Japanese Americans had a lower death rate
than white Americans for all major categories
of diseases of the heart except hypertensive
heart disease, for which mortality was higher
among the Japanese. White Americans had sub¬
stantially higher mortality for arteriosclerotic
heart disease than Japanese Americans.

Vascular Lesions
Heart disease death rates were highest in the

U.S. white population, intermediate among U.S.
Japanese, and lowest among Japanese in Japan.
These differentials were clear both in 1950 and
1960. For vascular lesions the picture is clear for
1950 but not for 1960.
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In 1950 death rates for vascular lesions were

highest among Japanese in Japan, intermediate
among the U.S. Japanese, and lowest in the U.S.
white population; that is, the differentials were
complementary to those for diseases of the heart.
In the following decade there was a sharp drop
in mortality from vascular lesions among Japa¬
nese Americans. There was also a decline in mor¬
tality for white Americans and for Japanese in
Japan but these were much smaller. The conse-

quence was that in 1960 death rates for vascular
lesions were actually lower for Japanese Amer¬
icans than for white Americans, although mor¬

tality for this cause in Japan remained well
above that for either. Mortality for vascular
lesions remained higher for the Japanese in
Hawaii than in the continental United States
in 1959-61 but, as was true a decade earlier, the
differential was not very great.

Proportionate Mortality
It is possible that some deaths among Japa¬

nese in the United States were assigned to an¬

other race category. If such misassignment
occurred at random, irrespective of the cause of
death, the general level of mortality could be
understated without any effect on proportionate
mortality but with distinct effect on absolute
mortality. The previous discussion was in terms
of absolute death rates. It may be useful, there¬
fore, to examine the data in table 3 in terms of
the proportion of deaths assigned to cardiovas¬
cular causes to see if the picture of mortality
remains unchanged.
For Japanese men in the United States the

evidence of absolute and proportionate mortal¬
ity in 1950 and 1960 was in accord on a low mor¬

tality for diseases of the heart; for women this
was not true. Figure 1 shows this for age groups
45-64 years.

There was substantially no change between
1950 and 1960 in the percentage of deaths attrib¬
uted to diseases of the heart among men in the
age groups 35-74 years for the white population
of the United States or for the Japanese in
Hawaii or in the continental United States.

Thus, even in terms of proportionate mor¬

tality the chance of dying from heart disease
remained in 1960, as in 1950, substantially less
for Japanese Ameriean men than for white
Ameriean men (fig. 2).

For women the picture was somewhat more

complex. In the age groups 35-64 years the per¬
centage of deaths from diseases of the heart de¬
creased between 1950 and 1960 for the white
population and for the Japanese in Hawaii, but
not for the Japanese in the continental United
States. In the age group 65-74 years there was

essentially no change during the decade in the
percentage of deaths from these causes for white
persons in the United States or Japanese in
Hawaii, but a decrease in percentages for the
Japanese in the continental United States.
As a result, what had been a reasonably

clearcut difference in 1950 between Japanese
women in Hawaii or in the continental United
States and white women with proportionately
fewer deaths from diseases of the heart among
Japanese Ameriean women, had by 1960 be¬
come a diffuse set of differentials. However, if

Table 4. Average death rates per 100,000
population for all causes and specified
cardiovascular diseases by age and nativity,
Japanese in the United States, 1959-61

Cause of death 1

and age group
(years)

Men Women

For- Na- For- Na-
eign tive eign tive
born born born born

All causes:
45-54_ 506.4 445.2 459.8 342.8
55-64_ 1,247.1 950.7 787.7 512.9

Diseases of cardio¬
vascular svs¬
tem (330-334,
400-468):

45-54 172. 9 182. 8 192. 8 132. 4
55-64_ 494.2 410.5 382.9 278.2

Vascular lesions af-
fecting central
nervous system
(330-334):

45-54 12.4 34.4 74.2 63.8
55-64_ 12.0 64.8 134.9 121.7

Diseases of heart
(400-402, 410-
443):

45-54_ 135.9 144.1 103.8 54.4
55-64_ 339. 8 324. 1 222. 8 147. 8

Arteriosclerotic
heart disease,
including cor¬

onary disease
(420):

45-54_ 74.1 105.4 44.5 18.9
55-64_ 231.7 280.9 138.1 69.6

1 Numbers after causes are category numbers of the
seventh revision of the International Lists of Diseases
and Causes of Death.
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the total United States is considered, the per¬
centages of deaths assigned to diseases of the
heart remain somewhat higher for white women
than for Japanese women. In terms of absolute
death rates, these differentials were very strong
in 1960, just as they had been in 1950.
For white and Japanese men in Hawaii and

in continental United States there was a slight

reduction between 1950 and 1960 in the per¬
centage of deaths attributed to vascular lesions.
In the process the race differentials weakened
somewhat. For women the changes during the
decade varied with age, race, and area, but for
Japanese women in the United States as a whole
the proportion of deaths attributed to vascular
lesions remained higher than for white women.

Figure 1. Percentage of deaths attributed to specified cardiovascular causes, by sex for
specified age groups: white population of the United States and Japanese in continental
United States and Hawaii, around 1950 and 1960

MEN WOMEN
WHITE, U.S.

1950

1960

JAPANESE
Continental U.S.

1949-52

1959-61

Hawaii
1949-51

1959-61

WHITE, U.S

JAPANESE
Continental U.S.

Hawaii

45.54 years

55.64 years

400-443

Percent

ISC LIST NUMBERS

330-334 I j 444-468
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Figure 2. Percentage of deaths attributed to specified cardiovascular causes, by sex for
specified age groups: white population of the United States and Japanese in continental
United States, Hawaii, and Japan, around 1960

WHITE, U.S.

JAPANESE
Continental U.S.

Hawaii

Japan

WHITE, U.S.

JAPANESE
Continental U.S.

Hawaii

Japan

WHITE,U.S.

JAPANESE
Continental U.S.

Hawaii

Japan

WHITE, U.S.

JAPANESE
Continental U.S.

Hawaw

Japan

MEN WOMEN
35.44 years

45.54 years

55.64 years

65.74 years

Percent

420' 400-443
except 4201

ISC LIST NUMBERS

330-334 444-468

1 For Japan, 420-^22.
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Conclusion
There are persistent differentials between

white and Japanese mortality in the United
States. Overall mortality is and has been more

favorable for Japanese than for white persons.
This could, of course, be a persistent artifact,
but it is difficult to imagine an artifact that
would account for all the features of the re¬

ported mortality. Nor is there any internal evi¬
dence suggesting it is unreasonable to take the
main features of the data at face value.

It is conceivable, of course, that there has been
a misstatement of the size of the Japanese popu¬
lation or the number of deaths. The first possi¬
bility seems quite remote in light of the data
already adduced. Misreporting of race on the
death certificate also seems unlikely. It is true
that if a certificate for a Japanese person has
some vague designation of race, such as "yel¬
low," it is assigned to "other nonwhite" unless
the place of birth were given as Japan. The
"other nonwhite" deaths, however, are largely
accounted for by specific racial groups, so that
vague reporting of race would at most have a

trivial effect on the number of persons dying
who were reported as Japanese. In short, there
is no obvious defect either in the population
counts or the death counts for the Japanese in
this country. However, the possibility of some
artifacts in reporting cannot be completely
ruled out. The size of the mortality differentials
for men in the age range 25-64 years in 1959-61
was remarkable enough to be suspicious, al¬
though rates nearly as low, over a wide range of
causes, are found in Norway and Sweden.
Among middle-aged Americans, Japanese

men have much lower mortality for diseases of
the heart than white men. This disparity was a

feature of mortality for 1949-^52. It became, if
anything, more marked in 1959-61, but in 1959-
61 mortality for most causes was substantially
lower for Japanese men that white men in the
United States. In terms of proportionate mor¬

tality these differentials for diseases of the heart
remained unchanged during the decade.

Since mortality for diseases of the heart was

even lower among Japanese in Japan than
among Japanese in the United States, it was

anticipated that there would be a difference in
mortality between Ameriean Japanese born in

the United States and born in Japan. No such
differential was found for diseases of the heart.
This does not disprove the hypothesis that there
is a cultural explanation for the low heart dis¬
ease death rate among the Japanese in the
United States, but it does weaken such an

hypothesis.
There is no serious question about the low

death rate for heart disease in Japan. Careful
studies of the population of Hiroshima clearly
demonstrate a very low prevalence (2) of coro¬

nary heart disease there. Thus, it would appear
that a complementary high death rate in Japan
for vascular lesions must be accepted as sub¬
stantially proved unless a large number of
deaths are to be shifted from cardiovascular to
noncardiovascular causes. The consequences of
such a shift would be harder to explain than the
reported data. In any event, available autopsy
findings are consistent with the reported low
mortality for coronary heart disease and high
mortality for vascular lesions in Japan (3).
The cardiovascular mortality reported for

Japanese in the United States is not substan-
tiated by similar evidence from morbidity
studies. In general, reporting of deaths from
coronary disease and vascular lesions for per¬
sons under age 65 seems reasonably accurate in
this country (4). Morbidity studies now under-
way may eventually establish more specifically
the credibility of the reported mortality for the
Japanese here. The Honolulu heart program
(5), for example, is studying a well-defined co¬

hort of Japanese men born between 1900 and
1919, with a thorough followup of deaths in this
cohort. This study will eventually provide solid
evidence on Japanese mortality in Hawaii. Ac¬
cording to Jack Lieberman of the Honolulu
heart program, preliminary death figures from
this study for 1966 seem to be close to those de¬
rived from vital statistics for 1959-61 for the
same age-race-sex group in Hawaii, both for all
causes and for coronary heart disease.

Therefore, no evidence is available at this
point to contradict the data reported for Jap¬
anese Americans. They are internally consistent.
On the point of low mortality for diseases of
the heart in general and coronary heart disease
in particular data for Japanese Ameriean men
seems very firm, if difficult to understand.
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Summary
Around 1960, as in previous decades, the

Japanese in the United States had lower death
rates than the white population. Indeed, the
differences were even greater than they had been
a decade earlier. For Japanese men aged 25-64
years the reported rate in 1960 was half that for
white men.
In 1950 there had been a low death rate for

diseases of the heart and a high death rate for
vascular lesions affecting the central nervous
system in Japanese Americans relative to white
Americans. Similar but greater contrasts were
evident between the Japanese of Japan and the
white population of the United States. Around
1960 the Japanese American retained these dif-
ferentials for diseases of the heart, mortality
for that group of causes remaining intermediate
between mortality for white Americans and for
Japanese of Japan. The differential in mortality
for vascular lesions, however, became
attenuated.
There was no difference between native- and

Japan-born Japanese Americans in mortality
for these causes in 1960. Differences in heart

disease mortality between American Japanese
resident in Hawaii and on the mainland were
relatively minor when compared with their dif-
ferences from white Americans, on the one
hand, and the Japanese of Japan, on the other.
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Hunter To Head HEW Information Center

J. Stewart Hunter has been appointed associate director of Infor-
mation for Public Health Services of the Department of Health,
Education, and Welfare.
Mr. Hunter has served as assistant to the Surgeon Gieneral and

Director of Information for the Public Health Service for the past
18 years. He also served as managing director of Public Health
Reports.
As associate director, Mr. Hunter will be Information Center officer

and will spearhead the Department's continuing effort to improve its
direct informational services to the public. One facet is administration
of a new combined information and visitors center to be built, begin-
ning this fall, on the first floor of the Health, Education, and Welfare
headquarters building at 330 Independence Ave., SW.

Before joining the Federal service, Mr. Hunter was associate direc-
tor of public relations for the J. Walter Thompson Company, Chicago.
Hie graduated from the University of Pittsburgh and for a number of
years was a member of the faculty. From 1942 to 1946 he served as a
naval officer in the Pacific following brief service as an information
specialist in the Office of Price Administration. Mr. Hunter is a mem-
ber of the American Public Health Association and vice chairman of
the National Public Relations Council for Health and Welfare
Services.
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