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panese immigrants began arriving in Hawaii and the 
ntinental U.S. around 1885, mainly as laborers. After 
24, the National Origins Act barred Japanese and 
er Asians from immigrating to the U.S.  First 
neration Japanese Americans are known as Issei, and 
cond generation Japanese are called Nisei.  During 
orld War II, 120,000 Japanese Americans, the majority 
whom were U.S. citizens, were forced into internment 
mps (Takeuchi & Young, 1994). The U.S. government 
s since apologized for its treatment of Japanese 
ericans during World War II. 
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EMOGRAPHICS 
e U.S. Census Bureau estimates that in 2000 nearly 
7,000 people in the U.S. indicated that they were 
panese (one race alone) and nearly 1,149,000 that 
y were Japanese alone or in combination with other 
es.  Japanese Americans are the sixth largest Asian 
nic group in the U.S. (U.S. Census Bureau, 2001). 

 
GLISH LANGUAGE PROFICIENCY Japanese

high scho
than the g
exceed th
bachelor’s
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(APIAHF, 

e ability to speak English has a tremendous impact on 
cess to health information, public services (i.e. 
dicaid, Medicare, SCHIP), effective communication 

th providers and emergency personnel, and the ability 
understand and utilize medications properly.  

 enty-one percent of Japanese have limited English 
ficiency (LEP), compared to 2% of the white 

pulation. Also, 38% speak a language other than 
glish at home, compared to 18% of the U.S. 
pulation.  Japanese rank in the top five Asian ethnic 
ups that are linguistically isolated at 18% (75,382) 

mpared to 1% of White populations (APIAHF, 2005).  
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e relationship between income and health has been 
ll established over the years.  Poverty and lower 
ome have been correlated with high rates of death 
d disease while higher income has been correlated 
th better health status.  Large disparities in income 
ve been linked to lower life expectancy in cross-
tional comparisons as well as higher mortality and 
esity rates at the state level.  
JAPANESE 
HE UNITED STATES
ison to other Asian ethnic groups and the U.S. 
 in general, Japanese have a higher per capita 
25,576 compared to $21,587 for the U.S.).  
cent live below the federal poverty line 
 to 12% for the U.S.), and 19% live below the 
ederal poverty line (compared to 30% for the 
HF, 2005).  

ONAL ATTAINMENT 
 to the Institute of Medicine (IOM), the 
of being insured rises with higher levels of 

al attainment.  Having a college degree is 
ssociated with multiple factors that increase 
ood of being insured—employment in sectors 

ore likely to offer coverage, higher income, 
ater likelihood of choosing employment-based 
if offered.  Previous studies of Census data 
n that adults who did not graduate from high 
re almost twice as likely to be uninsured as 
 a high school diploma (38.5% compared to 
IAHF, 2005).  

 Americans have lower rates of “less than a 
ol education” and “high school” at 9% and 42% 
eneral U.S. population (20% and 50%). They 
e general US population with 28% having a 
 degree as their highest level of educational 
t as compared to 16% of the US population 
2005).  

ION/CITIZENSHIP STATUS 
p status also has significant and widespread 
n immigrants’ ability to access health services 

n insurance coverage.  While an estimated 
tizens lack health insurance, 42% to 51% of 
s lack health coverage (APIAHF, 2005).   

al US population is 11% foreign-born, whereas 
panese are foreign-born. Twenty-eight percent 
-born Japanese become naturalized U.S. 

ower than the 40% naturalization rate for all 
rn in the U.S. (APIAHF, 2005). So while some 
 Americans have lived in the U.S. for several 
s, many are new immigrants to this country.  
sity indicates that while some Japanese may 
similated into American life and culture, others 
re more assistance.  



HEALTH STATUS 
It is difficult to characterize the health status of 
Japanese.  Many studies do not differentiate between 
the various ethnicities studied.  Small sample sizes 
make it difficult to generalize research findings.  Finally, 
in some cases, data are just not available.  For these 
reasons, the data contained here provide only a rough 
estimate of Japanese health status. 
 
HEALTH INSURANCE COVERAGE 
Japanese Americans have one of the highest health 
insurance rates in the U.S..  In 1997, 13% of Japanese 
in the U.S. were uninsured. Approximately 3% received 
Medicaid or other public health care coverage, 77% had 
job-based coverage, and 7% purchased private 
insurance. 52% of uninsured Japanese Americans had 
no usual source of care (Brown, et al, 2000).  
 
CHRONIC DISEASES 
HEART DISEASE & STROKE 
The U.S. has one of the highest rates of heart disease in 
the world, while Japan has one of the lowest rates. 
Immigrant Japanese appear to have a risk of heart 
disease that is intermediate between the overall rates in 
the two countries (Baba, et al, 1994). 
 

The difference in mortality from cardiovascular disease 
is thought to be partly the result of lifestyle changes due 
to Westernization.  Japanese in Hawaii are more likely to 
follow a traditional lifestyle than Japanese in California 
(Benfante, 1992). 
 

A study comparing the dietary patterns of second and 
later generations of Japanese Americans between the 
ages 30 and 69 as compared to native Japanese found 
Japanese Americans had more animal fat and 
carbohydrate intake than native Japanese. Energy 
intake as fat also exceeded 25%. Japanese Americans 
showed an accelerated progression of pre-clinical 
atherosclerosis and increasing death rates due to 
coronary artery disease compared to native Japanese 
(Egusa & Yamane, 2004).  
 
Japanese Americans who have large amounts of 
visceral fat inside their abdomen (around the internal 
organs or viscera) rather than just under the skin are at 
increased risk for hypertension. The Japanese American 
Community Diabetes Study found that almost one in 
three participants with the largest amounts of fat were 
four times more likely to be hypertensive at follow-up 
(Hayashi, et al, 2004).  
 

In the Honolulu-Asian Aging study following Japanese 
American men, the higher the metabolic syndrome risk 

(which includes the factors hypertension, obesity, 
dyslipidemia, and glucose intolerance), the increased 
risk for dementia 25 years later. Modification of such risk 
factors during middle age may reduce the risk of 
cardiovascular diseases and of dementia in old age 
(Kalmijn, et al, 2000). 
 
CANCER 
Japanese Americans experience most cancers at rates 
that are similar to or lower than the white population, 
with some notable exceptions.  However, rates among 
Japanese Americans differ depending on the cancer site 
when compared to cancer rates in Japan.   
 

Stomach Cancer 
Cancer of the stomach occurs at very high rates in 
Japan, but the U.S. has one of the lowest rates of 
stomach cancer in the world.  Japanese Americans in 
one study were found to have rates of stomach cancer 
that were significantly higher than among Whites in the 
same region; stomach cancer rates among Japanese 
American women were three times higher than among 
White women (23.7 vs. 6.9 per 100,000) (Kagawa-
Singer, 1997).  
 

Breast and Ovarian Cancer 
Breast cancer rates among Japanese women living in 
the U.S. are still two times higher than rates for women 
living in Japan (Stanford et al, 1995). Also, a study of 
racial-ethnic women in Hawaii and Los Angeles from 45-
75 years old between 1993 and 1996 showed that while 
historically Japanese Americans are at low-risk for 
breast cancer, that they exceed Whites with a 1.11 
relative risk, compared to 1.0 of whites (Pike, et al, 
2002).  
 
While Japanese American women have the highest 
breast cancer survival rate among Asian American 
women, breast cancer is the most common form of 
cancer in this group and screening is consistently low 
(Lee-Lin & Menon, 2005).  
 

A study of Japanese American women in San Diego 
California found that the women had high adherence to 
mammography screening, but a high proportion also 
listed linguistic and cultural barriers to screenings. They 
suggested having health care professionals who speak 
Japanese and more materials available in Japanese as 
a way to increase screening behaviors (Sadler, et al, 
2003).  In addition, Japanese American women are less 
likely than white women to undergo breast conserving 
therapy and adjuvant therapy, likely due to cultural 
differences in body image (Kagawa-Singer, 1997).   
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Liver Cancer 
Japanese American men have been found to have rates 
of liver cancer that are substantially higher than the 
White population.  One study found Japanese American 
men experienced liver cancer at a rate nearly 5 times 
higher than Whites (16.5 vs. 3.4 per 100,000) 
(Rosenblatt, 1996). 
 

Colorectal Cancer 
A study of Japanese residents in major US metropolitan 
areas showed the incidence of colorectal cancer among 
Japanese Americans exceeds the rate of non-Hispanic 
Whites. In fact, US born Japanese men have a 60% 
higher rate than US born white men and are only second 
in incidence rates after Alaska Native men. US 
Japanese women rank third after Alaska Native and 
African American women. This study indicates that 
efforts need to focus on increasing physician 
recommendations, improving communication between 
providers and patients, particularly those that are less 
accultured. Focusing on more cultural competent 
interventions will hopefully address the high rate of 
colorectal cancer by promoting aggressive screening 
strategies  
 
DIABETES 
Research shows that second generation Japanese 
Americans suffer from diabetes at approximately twice 
the rate of the White population, and four times the rate 
seen in Japan (Fujimoto, 1987). Family history followed 
by diet and environmental factors are thought to 
contribute to the higher rates of diabetes among 
Japanese Americans. 
 

Data on the health consequences of weight gain in all 
Asian ethnic groups is sparse. A few studies have 
indicated that BMI and waist circumference have no 
association with diabetes risk in this population.  On the 
other hand, some studies do report that intra-abdominal 
fat was a significant predictor of diabetes risk among 
older (Nisei) Japanese American men. The difference in 
these findings could be attributed to the fact that in older 
persons, intra-abdominal fat is associated with aging, but 
among younger persons, intra-abdominal fat is due to 
excess adiposity (measured by BMI and waist 
circumference) (McNeely, et al, 2001). Therefore, body 
mass index (BMI) is a strong risk factor for diabetes in 
Japanese Americans less than 55 years old, but not in 
the greater than 55 population (McNeely, et al, 2003).  
 
Other studies suggest that lifestyle modification, such as 
reducing dietary fat and participating in regular 
endurance exercise, can improve BMI, body 

composition, and body fat distribution in Japanese 
Americans, which may be effective in delaying or 
preventing type 2 diabetes (Liao, et al, 2002).  
 
INFECTIOUS DISEASES 
HIV/AIDS &SEXUALLY TRANSMITTED DISEASES 
Japanese Americans have the third highest percentage 
of AIDS cases among Asian American and Pacific 
Islander (AAPI) populations; nearly 12% of AIDS cases 
among AAPIs in California occur in Japanese Americans 
(Maldonado, 1999).   
 

A study focusing on the Japanese population of San 
Francisco found a decline in gonorrhea cases since 
1979, but Chlamydia cases started to increase in 1996. 
This could be attributed to new screening technology. 
The same study has reported an AIDS incidence of 552 
per 100,000 population for Japanese Americans in San 
Francisco and almost half that rate (302 per 100,000) for 
Japanese-born Japanese living in San Francisco.  
Japanese-born people living with AIDS were less likely 
to have access to services and more likely to come to 
the U.S. for detection and treatment, and they are also 
significantly older than U.S. born cases (Komatsu, et al, 
2003).  
 
DOMESTIC VIOLENCE  
In a face-to-face interview study of a random sample of 
211 Japanese immigrant women and Japanese 
American women in Los Angeles County ages 18 to 49,  
 
• 75% reported some form of emotion abuse 
• 16% reported rape by intimate partners 
• 14% stated abuse caused injuries and/or caused them 

to fear for their lives (Yoshihama & Horrocks, 2002).  
• More than 50% reported physical abuse—including 

culturally demeaning practices such as overturning a 
dining table, or throwing liquid at a woman—sometime 
prior to the interview (Yoshihama, 1999). 

 
Fifty-two percent (52%) reported having experienced 
physical violence during their lifetime.  When the 
probability that some women who have not been 
victimized at the time of the interview, but may be 
abused at a later date is calculated, 57% of women are 
estimated to experience a partner’s physical violence by 
age 49 (Yoshihama & Gillespie, 2002). 
 
Victimization was associated with posttraumatic stress 
symptoms; the more severe the intimate partner 
violence, the greater the symptoms.  In order to serve 
this population, outreach to this community needs to 
address feelings of isolation by improving social support 
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and include treatment programs to address long-term 
consequences of abuse (posttraumatic stress) 
(Yoshihama & Horrocks, 2002). 
 
MATERNAL AND CHILD HEALTH 
Japanese American women are more likely than women 
in almost all other racial and ethnic groups to receive 
early prenatal care; over 89% enter into prenatal care in 
the first trimester compared to 81% of AAPIs overall. 
However, approximately 8% of Japanese infants in the 
U.S. are considered low birth weight, which is among the 
highest rates for AAPIs (NCHS, 1992). In California, 
between 4 percent and 6.5 percent of Korean, 
Japanese, and Chinese mothers had low-birth weight 
babies (NIH, 2006).  The infant mortality rate of 3.4 per 
1,000 live births is lower than the rate of Asians (4.8) 
overall, Whites (5.8) and other racial/ethnic groups 
(Matthews, et al, 2002). 
 
MENTAL HEALTH 
There are few studies on mental health and depression 
among Japanese in the U.S.  However, suicide among 
Japanese Americans has been well documented.  Yet, 
while suicide rates for some populations actually 
decrease when they live in a state with large numbers of 
people from their ethnic group, this is not true for 
Japanese Americans (Lester, 1992). Japanese 
American elderly and young men are more likely to 
commit suicide than other Japanese populations in the 
U.S. (McIntosh & Santos, 1981). 
 

A study of Japanese adolescents in Hawaii from 1992 to 
1996 established a “Japanese Cultural Scale” and  found 
that being Japanese American vs. being part-Japanese 
American affects formation of cultural identify and may 
contribute to depressive symptoms experienced by 
adolescents (Kino Yamaguchi Williams, 2005).  
 
SUBSTANCE USE 
The National Asian Pacific American Families Against 
Substance Abuse (NAPAFASA) Alcohol Use Fact sheet 
states that immigrants from Japan (62.1%) and Korea 
(53.2%) have a higher prevalence of past month alcohol 
use than immigrants from the Philippines (24.1%), China 
(28.4%), Vietnam (26.4%), and India (26.6%). Korean 
and Japanese prevalence of alcohol use is similar to the 
rates of U.S.-born individuals (NAPAFASA, 2005). 
 
TOBACCO USE 
Smoking is fairly common among the Japanese 
American community.  A multiethnic cohort study in 
California & Hawaii found Japanese Americans to have 
the lowest rate of smoking compared to African-

Americans, Latinos, Native Hawaiians and white men 
and women (Haiman, et al, 2006). 
 
The NAPAFASA Tobacco Use Fact Sheet states that 
(NAPAFASA, 2005):  
 
• 

• 

Past month tobacco use rates were higher for 
immigrants aged 18 or older from Japan (24%), 
Korea (30.2%), and Vietnam (25.5%) compared with 
adult immigrants from the Philippines (13.5%) or 
China (10.1%). 
For past year tobacco use, foreign-born persons 
from Japan (26.1%), Korea (33.4%), and Vietnam 
(27.3%) had higher rates than persons from China 
(13.5%) and the Philippines (16.7%). 

 

BONE HEALTH 
In a King County, Washington study, compared to 
Caucasian American women, Japanese American 
women ages 65 to 93 years old have lower bone mineral 
density (BMD) at most bone sites (Rice, et al, 2001).  
 
 
RESOURCES 
The following agencies and websites are able to provide 
additional information regarding the Cambodian 
community: 
 
Japanese American Citizens League 
1765 Sutter St. 
San Francisco, CA 94115 
415.921.5225 
Tel: (415) 921-5225 
E-mail: jacl@jacl.org 
Website: http://www.jacl.org 
 
The Japanese American Network 
231 East Third Street, Suite G-104 
Los Angeles, CA 90013 
E-mail: JANet-Info@janet.org 
Website: http://www.janet.org/ 
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ABOUT THIS SERIES 
This health brief is part of a series of that includes Cambodian, Chamorro, Chinese, Filipino, Hmong, Japanese, 
Korean, Native Hawaiian, Samoan, South Asian, and Vietnamese. All are available for download at www.apiahf.org. 
 
Purpose 
The purpose of the series is to summarize published research findings of disparities in the health and healthcare of the 
selected group.  The data presented is meant for community health advocates, grant writers, evaluators and students 
as a tool to raise awareness, guide program development and spark future research for the well-being of Asian 
American and Pacific Islander populations. 
 
Methods 
This brief was updated after a PubMed literature review.  In order to find the latest information, the Pubmed literature 
search focused on the years 2000-present and each ethnic group was cross referenced with these focus areas: 
access to quality health services, arthritis, osteoporosis, and chronic back conditions, cancer, chronic kidney disease, 
diabetes, disability and secondary conditions, education & community-based programs, environmental health, family 
planning, food safety, health communication, heart disease and stroke, HIV, immunization, infectious disease, injury & 
violence prevention, maternal, infant & child health, medical product safety, mental health & mental disorder, nutrition 
& overweight, occupational safety & health, oral health, physical activity & fitness, public health infrastructure, 
respiratory disease, sexually transmitted disease, substance abuse, tobacco use, and miscellaneous topics. For the 
Japanese health brief, the search cross-referenced the terms Japanese and Japanese American with the 
aforementioned areas.  
 
Limitations 
It is difficult to characterize the health status of specific Asian American or Pacific Islander ethnic populations.  Many 
studies do not differentiate between the various ethnicities studied. Small sample sizes make it difficult to generalize 
research findings and in some cases, data are just not available. For these reasons, the data contained here provide 
only a rough estimate of health status and are not an exhaustive presentation of the findings, nor are they meant for 
medical decision-making.  
 
Contributors 
This series was revised in 2006 by Gem P. Daus, MA, Mona Bormet, MPH, and Sang Leng Trieu, MPH, with research 
assistance from Doris Chen. You may send comments and questions to healthinfo@apiahf.org. 
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