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<Abstract>

In this study, self-esteem, quantified using the self-esteem scale (SES), subjective well-
being, quantified using the subjective well-being inventory (SUBI), and recognition of
control over one’s own health, quantified using the health-locus-of-control scale (HLC), in
young people, were investigated by comparing Japanese and Chinese university students.
The analysis was carried out with data from 146 Japanese students, consisting of 84 and
62 males and females, and 140 Chinese students, consisting of 54 and 86 males and females.
Pearson’ s correlation coefficients were calculated between the SES scores, SUBI
subscale scores, and HLC subscale scores, for the Japanese and Chinese students, and
numerous significant correlations were found between the SES and SUBI subscales. The
correlation between the support-from-family SUBI subscale score and the SES score was
especially highIn Japanese students, the general-happiness-and-satisfaction SUBI subscale
score showed significant correlations with the support-from-family HLC subscale score,
and the social-support-networks HLC subscale score, whereas in Chinese students a
weak correlation was found between SUBI_Happiness and the belief-in-fate-and-inability-
to-prevent-events HLC subscale score. The SES score with Japanese students was

significantly lower than with Chinese students .
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I. Introduction

In global terms, Japan is now recognized as a long-lived country, that is, a country where people
have a long life expectancy. This is due to the improvement and maintenance of the living
environment that has been carried out since World War 11, and also endeavors on the part of
medical and other personnel, which, although still incomplete and continuing, have made primary
medical care and health education available and accepted throughout Japan. On the other hand,
Japan is currently experiencing an increase in medical conditions that present major problems for
resolution in both their physical and mental aspects, including lifestyle-related diseases starting
at younger ages, increased rates of depression and other mental disorders, and the nationwide
spread of cases of hikikomori, which is a specifically Japanese type of social withdrawal affecting
adolescents and young adults(Miyake and Okamoto, 2015). A rather perverse characteristic of
Japan is thus that, while it continues to be a long-lived country, the general levels of the sense of
health and happiness of Japanese people in their daily lives are suppressed. This area needs to be
investigated in detail by comparing with other developed countries.

From the point of view of “health” encompassing a wide range of meanings, including both
mental and physical condition, and also satisfaction with one’s life as a whole, measures to
increase the basic level of consciousness of and knowledge about health on the part of Japanese
people, and also supportive measures to enable individual people to foresee having control over the
situations in which they find themselves, and thus to achieve a sense of health, are now important
requirements for the Japanese health and medical administration system, and for organizations
involved with fundamental education about health.

It is not easy to define the word “health” (Hasegawa, 2007; Sonoda, 1995). Previous research
has shown that the concept of “health” used by health psychologists is not identical to the view of
health understood by the general population (Ikuma and Zhang, 2000). In Japan's current situation,

which is somewhat perverse in terms of longevity versus sense of health, as discussed above, in
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order to attempt fundamental improvement of Japanese people’s social and mental health, there is
a need for models and evidence as support, or, in other words, a need for fundamental and multi-
faceted data. Furthermore, the items of evidence must be revised sequentially. In concrete terms,
there is a need to achieve a common understanding about the fundamental factors affecting sense
of health, in particular individuals’ own satisfaction with their health statuses in their daily lives,
and their recognition of ego involvement, and sense of having personal control, in dealing with
their own situations. There are also a major need for data as indices of the self-esteem which
support these areas.

In response to the above requirements, Sell and Nagpal (1992) suggested that the concept of
“subjective well-being” suggests the need to work toward methods that systematically evaluate an

individual's life satisfaction, happiness, health image, and image of capacity for personal growth.

1. Subjective well-being and health causal attribution

Sell and Nagpal (1992) have put forward the following four factors for understanding subjective
well-being: (i) overall satisfaction with one’s life and lifestyle; (ii) social support, that is, whether
one has friends and/or relatives near at hand who will help when problems happen; (iii) subjective
physical symptoms; and (iv) mental instability.

Horike (1991) has emphasized the need, when considering promotion of social health, in relation
to health and disease, to evaluate each individual's personal recognition of control over health,
and theory of causal attribution, leading back to consideration of his/her personal belief system.
In particular, in the clinical context, understanding a patient’s belief system with respect to health
makes it possible to select an individual therapeutic approach suitable for that patient.

Previous research fields that treat the subjective well-being as a health indicator are psychology,
sociology, gerontology, medicine, public health, nursing science, etc. However, its history is
shallow, and it is expected to accumulate research on the reproducibility and reliability of the

subjective well-being as a health indicator. (Okado et al.,2000).

2. Do Japanese university students have low sense of health and low self-evaluation?

According to the White Paper on Students’ Health, 2005, which summarized reports of surveys
relating to sense of health on the part of Japanese students, although 83.8% of participants
responded, in relation to their own state of health, that their physical health was good, 50.5%
responded that they had no confidence of being able to progress in their desired direction, and
44.4% responded that they feel uneasy in some way. These data are from several years ago, but

they do provide a glimpse of the troubled situations in which Japanese students find themselves.
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One’s student years are when one has to confront the developmental tasks of youth, especially
establishment of one’s own identity. At this age, at the same time as asking internal questions,
such as “What am I?”, one has to respond to numerous external requirements for human life,
such as establishing one’s economic and social position, achieving communication techniques in
relation to respect and deference between oneself and others, achieving self-confidence about one's
position in life, and achieving friendly interpersonal relations to enable warmth and trust with other
people. Youth is a time of life when it can be difficult to achieve balance in psychosocial health,
and as a developmental stage attention must be paid to the current era, including the background
socioeconomic situation (Sota and Okamoto, 2008).

Miura and Aoki (2009) have pointed out that one tends to accept the image of Japanese
university students as “blessed youth”, with an excellent economic, social and educational
environment, and numerous options in life, including the freedom to choose their own routes
through life, but it is also essential to pay attention to the internal sense of health of these students,
and to re-evaluate that in contrast with people of the same age in other countries.

Fundamentally, one’s personal “sense of health” refers to one’s individual experience achieved
and maintained during one’s own daily life, without input from others. One’s “view of health”, on
the other hand, takes many forms, dependent upon background factors such as the era, one's set
of values, one’s age and developmental stage, the local society, one's culture, and the economic
situation. For example, research which compared the views of health of Japanese and Chinese
university students showed that the Chinese recognized the close association between health and
autonomy and psychological factors more than the Japanese did, whereas the Japanese recognized
the close association between health and physical factors more than the Chinese (Ikuma and
Zhang, 2000). In addition, responses to questionnaires showed that in the case of Japanese students
there was a positive correlation between awareness about exercise, and mental health, whereas
no such association was found with Chinese students (Hashimoto, Ko, Fujinaga and Lutz, 2008).
Furthermore, several cross-cultural studies have shown differences in views of health between
Chinese and Japanese university students. Although Japan and China are both within the East
Asian cultural sphere, and have ancient historic links, they have major differences in terms of
historic backgrounds, social systems, and economic conditions. Taking into account the fact that
the populations of both China and Japan are at numerous different economic levels, it is certain
that, as background factors responsible for one’s view of health, attention must be given to the
numerous individual, regional and national differences in belief systems about who one should be

or how one should behave, and about lifestyles.
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3. Research Objectives
In this study, self-esteem, sense of subjective well-being, and recognition of personal control
over health, during youth, were compared between Japanese and Chinese university students. In
concrete terms, a comparative investigation of subjective well-being and recognition of personal
control over health, on the part of the students themselves, and the self-esteem factors affecting
these, was carried out.

For the present report, “view of health” is defined as an individual's values and standards
in relation to health; and “sense of health” is defined as his/her personal level of health as felt

subjectively.

I. Methods

1. Survey population

Questionnaire responses were received from a total of 732 students, 182 of whom were enrolled
at universities in the Tokyo metropolitan area, and 550 of whom were enrolled at universities in
Jinzhou, Dalian or Shenyang, in China. The numbers of males and females were 259 and 258,
respectively, and 215, not classified by sex, did not give valid responses. The mean age (£ SD)
was 22.13 £ 6.578 years. After exclusion of data relating to invalid responses, including empty
questionnaire boxes, the analysis was carried out with data from 146 Japanese students, consisting
of 84 and 62 males and females, respectively, with a mean age of 20.42 = 2.14 years; and 140
Chinese students, consisting of 54 and 86 males and females, respectively, with a mean age of 22.9

+ 6.46 years.

2. Survey methods

The items included in this survey were evaluated in standardized manner on the basis of the results
of previous research. In order to carry out the Chinese survey with preparation of the questionnaire
in parallel with the Japanese version, a Chinese version of the questionnaire with the same contents
as the Japanese version was prepared by translation. Translating and checking of the questionnaire
were carried out by a Chinese postgraduate student whose native language was Chinese and
who had no difficulties with daily conversation in Japanese, and by a Japanese researcher who
understood Chinese. Back-translation was not carried out, because, even if it had been, detailed
differences in expression between Chinese and Japanese could not, in principle, be ruled out,

regardless of the detail of the assessment; in other words, no measures taken could have ruled
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out the possibility that differences found between the Japanese and Chinese texts simply show
differences between the two languages. However, items in this survey relating to psychosocial
health, psychosocial satisfaction, self-confidence, family, friends and medical treatment were
written using terms essentially applicable to the daily living environments in the two countries,
and it was unlikely that major differences arose as a result of the translation. Therefore, for this
research both the Chinese and Japanese researchers evaluated the translation issues carefully,
and it was judged that, during the progress in translation, sufficient care was taken to ensure the
consistency of the questionnaires.

The questionnaire survey was conducted from May to August 2005. Before the survey, the
following points were explained to the prospective participants:
(1) No names or signatures were to be entered in the questionnaires.
(i1) The questionnaires were to be completed by the participants themselves.

(iii) The participants did not have to respond to any items that they did not wish to.

(iv) The participants were free to withdraw from the survey while responding.
(v) Data entry of the responses was to be on a numeric basis.
(vi) The data entry was to be carried out by specialist personnel charged with the obligation

to secrecy, and there was therefore no need for concerns about identification of individual
survey participants at any point during the data entry and analysis process.
(vii) The numericalized data were not to be used for any purpose other than research.
(viii)  Entries were to be made on the front page of the questionnaire (booklet).
The same explanation was repeated orally when the questionnaires were distributed. Only
those students who gave informed consent to participation in the survey, on the basis of the above

explanation, received questionnaires and returned the responses.

3. Survey items

As basic attributes, questions were asked about nationality, age and sex. The other survey items
were as follows:

(1) SUBI:Subscales of the Subjective Well-being Inventory (Sell and Nagpal, 1992 ; Fujinami,
Sonoda and Ono, 1995)

The original question sheet had 40 items, and for each of these one of the following three
responses had to be selected: “1. I do not think this very much”. “2. I think this to some extent”. “3.
I think this very much”

Items 14, 27 and 29 in the Japanese version of SUBI were related to the participant’s spouse and

children, and these were omitted from this survey, as it was expected that most university students
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would not be married. There were therefore 37 SUBI items in the questionnaire. In order to
compare Japanese and Chinese students’ sense of health, the selection rates were made consistent
between the two countries after the survey was carried out, and factorial analysis was carried out

after exclusion of items showing bias.

(2) SES-a:Self-Esteem Scale a ( Rosenberg, 1965; Yamamoto, Matsui, Yamashiro, 1982)

The SES-a quantifies self-esteem, and evaluation of one’s personal value, rather than one’s sense
of inferiority or superiority in comparison with others. The question sheet had 10 items, including
reverse-scored items, and for each of these the participant selected one response from five in a
sequence from “1. Strongly disagree” to “5. Strongly agree”. For the total of 10 items, the range in
scores was thus from 10 to 50. This scale was termed the SES-a to distinguish it from Self-Esteem

Scale b (SES-b), with 23 items, detailed below.

(3) SES-b: Self-Esteem Scale b (Janis and Field, 1959; Endo, 1992)

With SES-b, participants’ feelings about their own capabilities and values were quantified,
primarily on a face-to-face basis. The question sheet had 23 items, including reverse-scored items,
and for each of these the participant selected one response from five in a sequence from “1. Hardly
-+ at all” to “5. Extremely --.” For the total of 23 items the range of scores was thus from 23 to

115. Higher scores indicated more positive feelings about oneself.

(4) J-HLC:Subscale of the J-Health Locus of Control (Wallston, Wallston and Devellis, 1978
;Horike,1991)

For the J-HLC, the participant is questioned as to how he/she controls his/her own health and
ill-health/illness, thus drawing out information about that individual's belief system and causal
attribution style in relation to health. For each individual, his/her causal explanation and beliefs
about the causes of disease and specific health conditions were determined, using a scale with 25
items. For each item, the participant selected one response from six in a sequence from “1. I do not
think this at all” to “6. I think this very much”. Horike (1991) previously extracted the following
five subscales: I: internal; F: family; Pr: professional; C: chance; and S: supernatural. In this
research, in order to evaluate the health images of Chinese as well as Japanese university students,
measures were taken, as detailed below, to make the selection rates for the responses consistent
between the two countries, and items with major biases in this respect were excluded, after which
the compositions of the subscales were reassessed, and the associations between variables were

confirmed.

#12% 2017 CEk 29) 4 87



Akiko I. Yokoo, Mika S.Takeuchi, Long Yue and Masao Suzuki

4. Procedures for handling response rate biases and no-response samples

For comparison between Japan and China, the selection rates in the two countries were made
consistent, and items showing bias were excluded. After verifying the selection rate distributions
for the two countries, items showing rates of 80% or more, for specific choices were excluded from
the procedure for factorial analysis to investigate the subscales.

Item nos. 1, 22 and 26 in the Japanese version of the SUBI (WHO, 1992) were excluded from
this survey due to bias being found in the response rates. In addition, two items were excluded
because they related to participants’ family members such as spouses and children, and were
therefore considered to be inapplicable to a survey of university students. Therefore, the total
number of SUBI items excluded from this analysis was five, these being nos. 1, 14, 23, 27, 28 and
29 in the WHO's original version.

In the J-HLC (Horike, 1991) also, bias in the common selection rates in China and Japan was

found, and item nos. 9, 10, 11, 15, 16, 17 and 21 were therefore excluded from the analysis.

II. Results

1. Exploratory factorial analysis of SUBI and J-HLC, and extracted subscales
Subscales with Cronbach’s  a reliability coefficients within ranges enabling acceptance were

extracted for each survey scale, as detailed below (a = 0.477 to 0.839).

2. SUBI subscales

The following subscales were used: psychosomatic and physical disorder (SUBI I Psychosom),
support from family members (SUBI II Family), tendency to be upsetting (SUBI_III Upset), and
general happiness (SUBI_IV_Happiness).

3. J-HLC subscales
The following subscales were used: attribution of causality to fate (J-HLC I Fate), attribution of
causality to social support (J-HLC II_SS), trust in and reliance on medical professionals (J-HLC _

III_MedPr), supportive family (J-HLC _IV_Family), and coping by oneself (J-HLC V_Self).
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Table1  Extracted factors from factor analysis with varimax rotations for each surveyscale,contribution and Cronbach'sa

. N Cumalative |
Scales Fator Variables Factor names Contribution(%) contribution(%) Cronbach's a
SuBlI- I SUBI_ I _Psychosom psychosomatic 6.599 6.599 0.727
I SUBI_II_Family  support from family 6.221 12.820 0.703
m SUBI_II_Upset upsetting 6.195 19.015 0723
v SUBI_IV_Happiness general happiness and satisfactio 5832 24,847 0.713
J-HLC - I JHLC I Fate belief on fatal and cannot prev 11.812 11.812 0.823
I JHLC_II_SS social support networks 8.9% 20.807 0.839
m JHLC_II_MedPr medical brofessionals 8.262 29.068 0.670
v JHLC_IV_Family  support from family 7131 36.199 0.638
\'4 JHLC V_Self coping by one-self 5103 41.302 0.477

Subjective Well-Being Inventory (SUBI; WHO, 1992): ltem nos. 14, 27 and 29 in the Japanese version were omitted
from the point of view of goodness of fit to the target population, and item nos. 1, 22 and 26 were omitted due to

* biases in the response rates. The omitted items were equivalent to item nos. 1, 14, 23, 27, 28 and 29 in the WHO's
original version.

Japanese version of the health-locus-of-control scale (J-HLC; Horike, 1988): Item nos. 9, 10, 11, 15, 16, 17 and 21
* were omitted because of biases in the response rates.

4. Comparison of correlations between SES-a, SES-b, SUBI and J-HLC scales
between Japan and China.

The Pearson’s correlation coefficient between Japanese and Chinese students was calculated
for the SESa and SES-b scores, and the SUBI and J-HLC subscale scores. The results of analysis
showed that there were numerous significant correlations between the SES-a, SES-b and SUBI
subscales. In the case of SUBI II Family in particular, the correlation with SES-b in Japanese
students was very high (r = 0.710; Pr. = 0.000), and there was also a correlation with SES-a (r
= (0.578; Pr. = 0.000). These subscales also showed high correlations with SES-a and SES-b in
Chinese students, as follows: SES-a and SUBI_II_Family: r = 0.563; and Pr. = 0.000; and SES-b
and SUBI_II Family: r = 0.546; and Pr. = 0.000.

With respect to correlations between SUBI and J-HLC in Japanese students, SUBI 1V
Happiness was found to correlate with J-HLC IV Family (r = 0.359; Pr. = 0 .000), and with
J-HLC _II_SS (r = 0.342; Pr. = 0.000). In Chinese students, on the other hand, the only correlation
found was a weak negative one between SUBI IV Happiness and J-HLC 1 Fate (r = - 0.233; Pr.
=(.006).
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Table 2 Correlations between Japanese and Chinese students: subscale scores of the Self Esteem Scale, Subjective Well-Being Inventory, J-Health Locus of Control scale

Nation Variable No, Scales \ariables 1 pe= 2 Pes 3 m= 4 pre 5 P 6 pee 7 R 8 = 9 pre 10 ~=
1 Self_Esteem SESa
2 SESb 0692 ox
3 SUBI_| Psychosom <0351 o -0.434 oxx
b ice SUBLILFamiy 0578 om 0710 o 0481 ex
5 WielBena "SiBi_in_upset 0207 omx 031 o -0316 oow
Japanese 8 SUBI_IV i 0579 om 0398 o 0.357 cox 0326 oo
7 0.17¢ con
il N —
9 -0.198 o
. 263 om0 0.321 oax
11 JHLC_V._Self 0.278 o
1 P, SESa
2 SE Sb 0487 om .
3 SUBI_|_Psychosom -0.383 ox .0302 oo
4 Subjectve SUBI_II_Famiy 0563 om 0546 oox 0.343 cox
s WelBeno "SUBI_In_Upset 0.237 cm  -0261 oax
Chinese 8 SUBI_IV_Happiness 0.340 oxe L0213 e 0274 ao
7 JHLC_|_Fate 0219 om 0143 om 0186 0.223 o
et oo SIS i
9 of Conwol JHLC_II_MedPr 0339 ocox 0213 oon
JHLC_N_Family 0.196 o 0458 o 0.318 oo

JHLC_V. Self

5. Comparison of SES-a, SES-b, SUBI and J-HLC scores in Japan and China by

t-tests on mean differences

The self-esteem scores for Japanese students were significantly lower than those for Chinese

students, as follows: SES-a: t (284.00) = -7.442; and Pr. = 0.000; and SES-b: ¢ (282.76) = -4.841;

and Pr. = 0.000. With respect to subjective well-being, the scores for Chinese students were again

higher than those for Japanese students, as follows: SUBI_II_Family: ¢ (284.00) = -6.135; and Pr.
=.000; and SUBI_IV_Happiness: ¢ (284.00) = -8.915; and Pr. = 0.000). With respect to J-HLC, on

the other hand, the subscale scores were significantly higher for Japanese than Chinese students,

and in particular Japanese students showed high scores for J-HLC I Fate, which includes the item

"T can be healthy owing to good fortune" [t (283.98) = 7.217; Pr. = 0.000]; and J-HLC_III_MedPr,

which includes the item "I can be healthy owing to advances in medicine" [t (280.61) = 4.784; Pr.

=0.000]; and J-HLC V_Self [t (281.92) = 4.505; Pr. = 0.000].
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Table 3 ttestbetween Japanese and Chinese students: subscale scores of the Self Esteem Scale, Subjective Well-Being
Inventory, J-Health Locus of Control scale

Variable

s Scales  Variables  Naton N Mean Sp S@mdard p_ g 4. o Pr=
. error
Japanese 146 3133 8031 0.665

1 $ESa_ pa 5002 0026  .7.442 284000 0000
total Chinese 140 3760 6286 0531
Se"_ESteem SESb Japanese 146 5783 15051 1.246

2 - P2 : A : 0118 0731  .4.841 282763 0000
total Chinese 139 66.37 14747 1.251

a SUBII_Psycho Japanese 146 1073 2776 020 4383 o053 0408 281192 0683
som Chinese 1a0 1086 2041 0245
i J 6

4 suBLl_ 7306 0007  -6.135 284000  0.000

. Subjectve  Family
Well Being Japanese 146 13.60 2230 0.185

5 SuBI_lil_Upset 5716 0.017 -1.429 284.000 0154
Chinese 140 1394 1850 0.156
Japanese 146 968 2407 0199

6 SUBLIV_  Japa 8857 0003  .8.915 284000  0.000
Happiness Chinese 140 1100 1034 0.163
Japanese 146 902 3696 0.306

7 JHLC_I_ P' 0092 0.762 7217 283977 0.000
Fate Chinese 140 681 3576 0302
Japanese 146 8.46 2343 0.194

8 JHLC_II_ S8  wevenne 19.360 0.000 1.365 284 000 0173
Chinese 1d0 803 2062 0250
Japanese 146 16.19 3810 0.315

g  Healthlocus JHLC_W_ _ apa 1735 0189 4784 280607 0000
of Control MedPr Chinese 140 1396 4078 0.345

i 1 13.27 1 .

0 JHLC_IV_Famil Japanese 46 3.2 3.083 0.255 1360 0245 0667 280370 0505
y Chinese 140 1301 3313 0280
Japanese 146 19.40 3429 0284

11 JHLC_V_ 3328 0060 4505 261916  0.000
Self Chinese 140 1760 3016 0255

IV. Discussion

Japanese students showed lower self-esteem scores (SES-a and SES-b) overall than Chinese
students, which is considered to reflect the actual state of suppression of general happiness and
sense of health in Japanese people. In Japan, since ancient times the high value of harmony has
been generally accepted, and within group environments such as classrooms the ability to work
as a team is prized more highly than the superiority of one’s own ability in comparison with
other students, and there has been a continuing tendency to regard virtue as involving humility,
and severity with respect to one’'s own position(Ikui,2015). In addition, there have been reports
that, in comparison with other cultural spheres, in Japan there is a marked tendency for people to
emphasize a cooperative sense of happiness, rather than one’s individual value, with statements
such as ‘T am ordinary”, “it was achieved by mutual cooperation”, and “I had emotional support
from others” (Hitokoto and Matsumi, 2004; Kitayama, Mesquita and Karasawa, 2006). In Japan, it
is seen as a taboo from childhood to appeal to one’s excellence or superiority, and one has to learn
the social skills to suppress one’s own emotions so as not to stand out in a classroom group. The
learning of tacit understanding from peer communication, and from the behavior of adults in one’s
neighborhood and family also has major effects.

The present study has confirmed the cultural tendency to low self-esteem scores (SES-a and
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SES-b), and also statistically significant low SUBI subscale scores, on the part of Japanese people.
Whereas a general characteristic of Chinese students, which is clear at least in comparison with
Japanese students, is that their evaluation of themselves, and of their self-attributed satisfaction
with health, is promoted but the locus of control of health is suppressed.

A characteristic of the survey group in this study is that, in the case of certain variables, if
observations are to be made with a restricted range of scores, it is essential to accumulate more
sample data, and thus ensure a precise model extraction. This issue will have to be investigated in
future.

With respect to sense of control over health, Japanese students generally understand this as being
one's own responsibility, but fate also plays a major part in their understanding, as does relying on
medical experts when suffering physical ill-health. It must be said that this means that Japanese
students have a strong sense of responsibility for their own health, in the sense of having control
over their own health. In addition, when Japanese students do suffer health problems, despite
their own control over health, they tend to attribute it to “fate”, “chance’, etc., thus avoiding both
external and internal blame, with no attribution of causal responsibility to either themselves or
others, which defends their own low self-esteem. This psychological construction enables students
to rely on the techniques of medical experts if necessary.

They generally take a self-affirming position, have a high rate of responding that their own
condition is one of well-being (as opposed to “ill-being”), and in the case of family as a factor in
their own sense of health, the findings showed that this played a greater role than that given to
family by Japanese students.

It was expected that, as Japan and China are both within the East Asian cultural sphere, this
survey would show considerable commonality, but on the contrary the findings confirmed
numerous differences. It is not unusual for people from non-East-Asian countries to perceive Japan
and China as neighboring nations, forming a contiguous cultural sphere, but they do in fact show
major differences in terms of social systems, family and household systems, communication styles,
consumer cultures, and economic conditions, and these are reflected by the differences in sense of
health shown in this research. The various differences are found in background factors relating to
lifestyle, and growth and development, probably also have significant impacts on the two countries’
students’ psychological constructions about sense of health.

The limits of this study are as follows. First, the response rate of the Chinese university students
was extremely low. It is considered as one of the causes that the Chinese university students were
not used to inventory survey. Second, the area that carried out this investigation is limited. For

these reasons, we need carefulness for the generalization of the result. As we mentioned previously,
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it is essential to accumulate more sample data, and it is a future problem to examine this result
more.

Further survey-based research is required to elucidate the characteristics of the sense of health
dependent on psychological, social, economic and cultural background factors in China and
Japan. It is to be hoped that in future the opportunities for academic exchange between China and
Japan will be established more securely, and the international-exchange environment, enabling
continuation of survey-based research sufficient to make useful contributions to health promotion

in the two countries, will continue to flourish.
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Appendix A.
The Japanese Virsion of the Subjective Well-being Inventory(SUBI)
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Appendix B.
The Japanese Health Locus of control Scales(J-HLO)
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