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Abstract

This paper explores the process through which Hansen’s disease (leprosy) specialists in 
Japan introduced epidemiological methods in the 1930s from the international 
community of Hansen’s disease medicine. The methodology used in field surveys 
initially started in rural areas as an academic interest in the patients’ economic and 
social status, but epidemiology was soon applied to urban area studies, and then finally 
it was adopted as a tool of institutionalizing patients in the southernmost fringe of 
Japanese Empire. An examination of the development of an epidemiology of Hansen’s 
disease reveals the ways that medical knowledge, gained from field research, was 
interpreted both medically and politically, and how these interpretations ultimately 
influenced the actual treatment of the sufferers in Japan’s total-war period.
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1. Introduction

In December 1930, The League of Nations Commission held a conference in 
Bangkok in conjunction with the Far Eastern Association of Tropical Medicine Congress. 
The Leonard Wood Memorial Conference was held in Manila the following year. Some 
attendees of the Bangkok Conference also participated in the Leonard Wood Memorial 
Conference in Manila as members of the League of Nations’ Leprosy Commission.1 Dr. 
Ōta Masao, a Tōhoku Imperial University dermatologist, attended both conferences along 
side some of the world’s leading leprologists. These conferences had a significant impact 
on subsequent epidemiological research on Hansen’s disease.

Until the 2000s, historical research on Hansen’s disease focused primarily on 
isolation policies targeting Hansen’s disease sufferers, while overlooking the process 
whereby knowledge about treatment methods for Hansen’s disease spread. This article 
examines the two conferences and reveals how they changed Hansen’s disease treatment 
methods and research in Japan. It builds upon recent historiographical trends within the 
field of medical history. The court decision concerning the human rights of Japanese 
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1 Burnet, E., “The league of nations and the fight against leprosy,” Leprosy Review, 1931, vol. 2. No. 4, p. 125.

HISTORIA SCIENTIARUM Vol. 27‒2 (2018)



219 When Medicine Participates in Field Studies

Hansen’s disease sufferers and the related shift in social perceptions of individual 
sufferers has attracted the interests of history of medicine scholars and stimulated a new 
wave of research.

When evaluating the historiography of Hansen’s disease in Japan, it is important to 
consider the century-long policy of isolation implemented by the Japanese government in 
1907, which mandated the institutionalization of poor, itinerant Hansen’s disease patients. 
The isolation policy remained in place until 1996, long after an effective treatment for 
Hansen’s disease had been developed in the 1950s. In 1998, some residents of a 
sanatorium in Kumamoto filed a lawsuit seeking damages and compensation from the 
government. In 2001, the Kumamoto District Court ruled in the residents’ favour and 
declared the nation’s post-1960 segregation policy unconstitutional. Following this case, 
the Japanese government enacted the 2001 Compensation Law and established the 
Judiciary Committee for the Hansen’s Disease Problem, which investigated historical 
human rights abuses against Hansen’s disease sufferers. The Committee published a 
voluminous final report in 2005.2 Thus, the treatment of Hansen’s disease sufferers was 
recognized as a serious human rights issue. Since the passage of the 2009 Act to Promote 
a Resolution of Issues Related to Hansen’s Disease, the government, former patients, and 
citizens have been seeking ways to restore former patients’ human rights.

As early as the beginning of the 1930s, there existed research on the history of 
Hansen’s disease in Japan, produced mainly by sanitaria doctors and relief workers at 
private Christian sanitaria. These stories stressed the charitable nature of the institutions 
and described “a history of relief” for poor, miserable patients. In contrast to these early 
works, the inmates of Japan’s sanitaria (residents whose disease was cured many years 
before) wrote about their own history and the effects of Japan’s isolation policies in the 
1970s. In order to preserve their own experiences in the sanitaria, they told stories of life 
within the sanitaria and “the history of the residents’ association.” Kawakami Takeshi, in 
his patient-centred approach,3 and Ikeda Yoshimasa, in his focus on Hansen’s disease 
policy and relief work for the poor, drew upon this “history of insiders” connection.4

The most controversial revision to the history of Hansen’s disease was made, 
however, by two monographs in the early 1990s: Yamamoto Shun’ichi’s overview of 

2 Hansen byō mondai ni kansuru kenshō kaigi, ed, Hansen byō mondai ni kansuru kenshō kaigi saishū 
hōkokusho (The Final Report of the Judiciary Committee for the Hansen’s Disease Problem), Tokyo, Zaidan 
hōjin nichibenren hōmu kenkyū zaidan, 2005. After the lawsuits, the Judiciary Committee for the Hansen’s 
Disease Problem (Hansen byō mondai ni kansuru kenshō kaigi) was organized by Nichibenren hōmu kenkyū 
zaidan (Japan Law Foundation), which was commissioned by the Ministry of Health, Labour and Welfare in 
2002 in order to inspect the government’s policy on Hansen’s disease.

3 Kawakami Takeshi, Gendai nihon byōnin shi (A Modern History of Patients), Tokyo, Keisō Shobō, 
1982, p. 203.

4 Ikeda Yoshimasa, Nihon shakai fukushi shi (Japanese History of Social Welfare), Kyoto, Hōritsu 
Bunkasha, 1986, pp. 392–399.
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Hansen’s disease history from ancient times to the modern period,5 and Fujino Yutaka’s 
work on the modern history of Hansen’s disease policy as part of Japanese fascism. In 
particular, Fujino’s work was a “denunciatory history,” which regarded Japan’s Hansen’s 
disease policy as eugenics under fascism.6

Fujino’s arguments charged the historical perspectives of Hansen’s disease human 
rights activism after the abolition of the segregation law in 1996. The final report by the 
Judiciary Committee of Hansen’s Disease Problem of Japan, written from the view that 
the government health policies were fascist, demanded a reconsideration of multiple 
organizations and individuals̶the government, private institutions, politicians, medical 
doctors, religions, media, and so on̶regarding the discrimination toward patients.7

Thus, from the 1990s to the first half of the 2000s, the fundamental shift was the 
change from narratives of “leprosy relief” to “insiders’ history” and then “denunciatory 
narratives.” However, beginning in the latter half of the 2000s, a new and different type 
of historical research on Hansen’s disease emerged through groundbreaking work in the 
history, sociology and literature of Hansen’s disease patients.8 These scholars are not 
engaged in praise-blame arguments, that is, a focus on the wrongs perpetrated by the 
government; rather, recent work explores the complicated results of governmental 
policies on life in the sanitaria. For example, Matsuoka Hiroyuki illustrates the process 
through which inmates sought the right to self-govern inside the sanitaria, reforming the 
institution into their own space for survival, in contrast to the prior image of it as a place 
for the extermination of patients.9 To give another example, instead of focusing on 
conditions within the sanitaria, my own work has highlighted the alternative methods for 
Hansen’s disease treatment outside of the institutional system.10

5 Yamamoto Shun’ichi, Nihon rai shi (Japanese History of Leprosy), Tokyo, Tokyo Daigaku Shuppankai, 
1993; see also the new edition Zōho nihon raishi, 1997.

6 Fujino Yutaka, Nihon fashizumu to iryō: Hansen byō wo meguru jisshō teki kenkyū (Japan’s Fascism 
and Medicine: An Empirical Study on Hansen’s Disease), Tokyo, Iwanami Shoten, 1993; Fujino Yutaka, Hansen 
byō to sengo minshu shugi (Hansen’s Disease and Postwar Democracy), Tokyo, Iwanami Shoten, 2006.

7 See the composition of the final report of the Judiciary Committee (2005).
8 Araragi Yukiko, ‘Yamai no keiken’ wo kikitoru: Hansen byōsha no raifu hisutorī (Listening to the ‘Illness 

Experience’: The Life History of Hansen’s Disease Sufferers), Tokyo, Kōseisha, 2004; Sakata Katsuhiko, 
Hansen byōsha no seikatsu shi: Kakuri keiken wo ikiru to iukoto (The Life History of Hansen’s Disease 
Sufferers: Living the Experience of Isolation), Tokyo, Seikyūsha, 2012; Arai Yūki, Kakuri no bungaku: Hansen 
byō ryōyōjo no jiko hyōgen shi (The Literature of Isolation: A History of Self-expression in Hansen’s Disease 
Sanitaria), Tokyo, Shoshi Arusu, 2011; Hirokawa Waka, Kindai nihon no Hansen byō to chiiki shakai (Modern 
Japan’s Hansen Disease Problem and Local Communities), Osaka, Osaka Daigaku Shuppankai, 2011.

9 Matsuoka Hiroyuki, “Sōryoku senka no hansen byō ryōyōjo: Nagashima aiseien ni okeru (Nagashima 
Aisei-en Sanitarium in the Total-war Period),” Buraku Mondai Kenkyū, 2013, no. 205, pp. 100–123.

10 Hirokawa (2011), Chapter 1; Hirokawa, “Hansen byō ekigaku to kindai nihon no chiiki shakai 
(Epidemiological Studies of Hansen’s Disease and Regional Communities),” Rekishi Hyōron, 2012, no. 746; 
Hirokawa, “A Colony or a Sanitarium?: A comparative history of segregation politics of Hansen’s disease in 
modern Japan,” in David G. Wittner and Philip C. Brown eds., Science, Technology, and Medicine in the 
Modern Japanese Empire, Routledge, 2016.
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In this way, current research, of which I have given only a very brief description, has 
revealed a more complete picture of the environment and conditions under which patients 
lived, as well as the relationship between patients, Japanese law, and regional 
communities based not only on the narratives of policy makers but also on stories of 
patients and their lived experiences. However, an important question remains: Between 
the limited segregation of itinerant patients under the 1907 act to the extended 
institutionalization of patients at home under the revised act of 1931, how did medical 
doctors understand and portray the status of patients within local communities? This 
question can be answered by examining how medical doctors, who did not always share 
interests with policy makers in terms of understanding the economic status and living 
conditions of sufferers, developed an epidemiological methodology for studying Hansen’s 
disease. It is important to note that in the development of an epidemiology for Hansen’s 
disease, political decisions, legislation, and medical research overlapped with each other.

This paper demonstrates how epidemiological methods were adopted in part to 
determine the prevalence of the disease in rural areas and cities. Dr. Ōta pioneered these 
methods. Although it was not his intention, the methods that he helped introduce were 
later utilized to justify segregation targeting Hansen’s disease sufferers. An examination 
of the development of Hansen’s disease epidemiology reveals the ways that medical 
knowledge gained from field research was interpreted both medically and politically, and 
how these interpretations ultimately influenced the treatment of sufferers during Japan’s 
total-war period. The methodology used in the field surveys initially started in rural areas 
but was soon applied to studies in urban areas, and then finally adopted by researchers 
working in the southernmost fringe of Japanese Empire. Here, I show how the 
epidemiological approach correlated the prevalence of Hansen’s disease to the patients’ 
social status resulting in a reformed notion of the disease and shifting its treatment 
policies after the 1930s in Japan.

2. The Legislation for Hansen’s Disease and the Change  
in the Understanding of Patients’ Economic Status

Modern Japan’s first legislation for Hansen’s disease was the Law Concerning the 
Prevention of Leprosy in 1907, which mandated the segregation and institutionalization 
of itinerant patients who had no means to provide for themselves, and no family members 
who could be responsible for their support. It can be understood as a kind of poor law, 
which provided support for the poor patients.11 Under this act, prefectures were divided 

11 Ikai Takaaki, ‘Sei no kakuri’ to kakuri seisaku: Hanna rideru to nihon no sentaku (‘Sex Segregation’ and 
the Policy of Segregation: Hannah Riddle and Japan’s Choice), Kumamoto, Kumamoto Shuppan Bunka 
Kaikan, 2005, pp. 11–32; Ikai, Kindai nihon ni okeru Hansen byō seisaku no seiritsu to byōsha tachi (The 
Establishment of Hansen’s Disease Policy and Patients in Modern Japan), Tokyo, Azekura Shobō, 2016, pp. 
57–105.
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into five groups, with each group establishing a shared, joint-prefectural sanatorium. It 
should be emphasized here that this act did not force the majority of sufferers who were 
being treated at home to enter the one of the five joint-prefectural sanitaria.

This 1907 act was amended and promulgated again as the Leprosy Prevention Law 
in 1931. Under the 1931 act, the key criterion for institutionalization was altered; rather 
than requiring institutionalization based on a patient’s means, under the 1931 law a local 
government could certify that the segregation of a patient was medically necessary. The 
authorities could then force a person to enter a joint-prefectural sanatorium regardless of 
their economic status. Although in previous research, the passage of the 1931 act was 
treated as the completion of “the absolute segregation” policy,12 this law in fact did not 
target all patients. While it did, on one hand, give authorities the power to forcibly 
hospitalise contagious cases, it also provided benefits for patients who were denied 
admittance to the joint-prefectural sanitaria because they were assessed as having a lower 
potential to infect others. Some patients therefore qualified for monthly compensation 
under the 1931 act.13 Indeed, until the 1940s, the vast majority of Hansen’s disease 
sufferers in Japan continued to live at home.14

The enactment of these laws was based on the number of patients, which was 
calculated in general surveys of Hansen’s disease conducted approximately every five 
years after 1906 by the Ministry of Home Affairs. The survey was carried out using a 
questionnaire, including the criterion, which divided patients into those who had means 
and those who did not, and it was this point that underwent some changes over a number 
of years. This meant that the criterion, which determined whether or not a patient should 
enter a sanatorium, gradually changed over the course of several years. Previous scholars 
have argued that this was the result of an intensification of the government’s segregation 
policy.15 That, however, is only part of the story. The mass institutionalization of Hansen’s 
disease sufferers was also driven in part by the demands of sufferers themselves, many of 
whom lived in penury and lack a fixed place of abode.

In 1919, individual patients who paid more than 3 yen in national tax were regarded 
as patients who had means,16 while by 1930, patients (or their supporters) who could 
continue to pay the cost of their treatment of more than 365 yen every year were 
considered as patients with the means to support themselves.17 Yet by 1935, in 
accordance with the 1931 act, surveyors no longer asked about patients’ economic 

12 Fujino (1993), pp. 93–100.
13 Hirokawa (2011), Chapter 1 and Chapter 4.
14 Hirokawa (2011), pp. 187–188.
15 Fujino (1993), pp. 86–90.
16 The number of men over the age of 25 who paid more than 3 yen in national tax was estimated to be 

about three million (5.5% of the population) in 1920. See ‘Futsū senkyo,’ Kokushi daijiten.
17 This meant a patient’s supporters had to cover the cost of one yen each day.
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statuses, and treated the patients at home as “patients who were not yet institutionalized.”
Thus, one outcome of these surveys was that the process for determining whether or 

not a Hansen’s patient could be regarded as an individual who had means for self-support 
shifted from those who qualified as very poor or itinerant, to those who did not have 
enough money to be properly treated at home. The segregation target was expanded from 
the vagabond who was rejected by society to the sick person residing at home among the 
general public.

3. The Introduction of Epidemiological Methods into Japanese Medicine

The Ministry of Home Affairs conducted the first statistical survey of Hansen’s 
disease in 1906.18 The intention of the survey was to gather information essential for 
designing and operating a national policy including statistics on the number of patients 
and their actual living conditions, the prevalence among blood relatives, the ratio of each 
form of the disease, the ratio between sexes, and the morbidity difference between 
prefectures. Aside from this national survey, some university hospitals began to publish 
their own outpatient surveys in medical journals, which functioned as a source of regional 
statistics on in-home patients for specific areas. Then, after the opening of joint-
prefectural sanitaria in 1909, clusters of institutionalized patients became a new object of 
statistical research.

In the 1930s, new epidemiological methods were introduced to study Hansen’s 
disease. Previously, data had been based on clinical observations or interviews done by a 
clinic in the surrounding area and this changed to field studies in specific areas. There 
were two significant factors that lead to this development. First, the methodologies of 
bacteriology and pathology had reached dead ends. These kinds of biomedical 
methodologies were unable to determine the source, route and mechanism of infection for 
Hansen’s disease; both were essential for finding an effective form of treatment. Second, 
it was hoped that a cure could be found through comparing the epidemiological situations 
in colonies of Western countries where Hansen’s disease was more prevalent.

From the end of 1930 to the beginning of 1931, two international leprosy 
conferences held in Bangkok and Manila determined the survey items for 
epidemiological research.19 Dr. Ōta Masao attended both conferences and later he tried to 
put the newly established international methods into practice in Japan.20 Guidelines 
presented at the Manila conference advised that three major categories of data should be 
included in an epidemiological survey. Specifically, they noted that researchers should 

18 Yamamoto (1997), pp. 129–136.
19 Burnet (1931); Cochrane, R. G., “The Epidemiology and Prevention of Leprosy,” International Journal 

of Leprosy, 1934, vol. 2, no. 4, pp. 385–394.
20 Matsuoka Hiroyuki, “Ōta Masao (Kinoshita Mokutarō) no hansen byō kenkyū ni tsuite (Ōta Masao 

(Kinoshita Mokutarō)’s Studies on Hansen’s Disease Medicine),” Rekishi Hyōron, 2004, no. 656, pp. 68–85.
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collect data concerning a patient’s “community,” which included information about 
geography, climatology, population, occupation, diseases in general, the incidence and 
distribution of leprosy, a school survey, “family,” which included blood relations, 
household family, history of diseases, and “the individual leprosy case,” which included 
the patient’s personal data.21

The introduction of modern epidemiological methods into Japan can be traced to 
Mori Rintarō’s 1889 translation of Max von Pettenkofer’s thesis and Takaki Kanehiro’s 
famous investigation of beriberi in the Imperial Japanese Navy before the Sino-Japanese 
War. The development of a formalized field of descriptive epidemiology, however, 
occurred in 1920s in conjunction with a series of important studies of tuberculosis.22 
Epidemiological methods were only applied to Hansen’s disease medicine in Japan after 
the 1931 Manila Conference.

4. Hansen’s Disease Epidemiology in Rural Areas

In 1933, Ōta’s team conducted epidemiological research on Hansen’s disease in 21 
villages including 20 that were known as “leper villages” scattered across Miyagi 
Prefecture in northern Japan. The 21 villages surveyed contained 1,701 dwellings and a 
population of 11,427 people.23 Ōta’s research methods were based largely on the 
standards outlined at the Manila Conference. He attempted the first epidemiological 
research on Hansen’s disease in Japan using international standards. There, Ōta found 44 
houses with a total of 66 Hansen’s disease patients. The standards specified at the Manila 
conference attempted to cover a whole social group in a region and aimed to clarify risk 
factors in the living environment in order to determine the characteristics of each infected 
area. Ōta, however, only focused on the conditions of the patients and their families; from 
the first, they targeted already-known “leper villages.” Because his report combined all of 
the data from each village together, it is impossible to isolate the specific characteristics 
of each “leper village.” Nevertheless, his research was of great significance because it was 
the first case in which medical science acknowledged the cultural, socio-economic, and 
environmental factors that influenced the patterns of transmission for Hansen’s disease in 
Japan.

What Ōta emphasised foremost in his report was the strong correlation between 
blood relations of patients and the prevalence of the disease. His findings indicated that 

21 “Report of the Leonard Wood Memorial Conference on Leprosy,” International Journal of Leprosy, 
1934, vol. 2, no. 3, pp. 353–354.

22 Morioka Seiji and Shigematsu Itsuzō, Nihon no iryō to ekigaku no yakuwari: rekishiteki fukan 
(Medicine and the Role of Epidemiology in Japan: A Historical Overview), Tokyo, Kokuseidō Shuppan, 2009, 
Chaper 1 and 2.

23 Ōta Masao, Asami Shuzō, and Tsuchida Tetsutarō, “Miyagi kenka ni okeru rai no ekigakuteki kenkyū 
(An Epidemiological Study on Leprosy in Miyagi Prefecture),” Lepra, 1933, vol. 4. no. 2, pp. 79‒110.
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80% of the 66 patients were blood relatives of other patients. Moreover, 43 of the 44 
households that included a patient or patients also had blood ties to other patients’ 
families. However, it is necessary to keep in mind that there were only a few patients in 
each of the 21 villages, and in each case the sufferers shared blood relations. In addition, 
blood relations between people in rural areas were quite strong regardless of the 
prevalence of the disease (90.5% of the houses in the areas surveyed shared relatives of at 
least third degree consanguinity).

When processing the data, Ōta had a tendency to emphasise the importance of 
bloods relation between patients beyond its actual significance. In addition, he fervently 
attempted to correlate the incidence of the disease and poverty. The average income of a 
standard household in the areas investigated was 740 yen per year, while that of 
households, which included Hansen’s disease patient(s) as family members, was 716 yen. 
This is clearly not a dramatic difference, yet Ōta claimed that most of the patients’ 
families were in a state of poverty on the grounds that 24 of the patients’ households 
belonged to the lower economic class when all the village households were divided into 
three classes according to their income (more than 2000 yen/ 2000～800 yen/ less than 
800 yen). According to his calculations, a household with an income of less than 800 yen 
should be categorised as lower class, but there was no justifiable reason for drawing this 
“poverty line” at 800 yen. Although this arbitrary classification may suggest to some that 
he manipulated the data in accordance with his preconceived conclusions, there still 
remains a doubt that he intentionally placed this line where he would be able to locate the 
maximum number of patients in the lower class. At any rate, for Ōta, it was impossible to 
ignore the situation wherein the patients themselves had to work because of their 
economic circumstances.

Ōta’s research included one subject that was not found in the Manila standard. This 
was his attention to “absentees.” When the investigations in the villages were made, there 
were always absentees and Ōta suspected that many of these individuals were in fact 
Hansen’s disease patients. 359 people were reported as having gone to other areas for 
work or having disappeared based on the testimony of their families or neighbours, and 
21 of these were suspected patients. His attention to these absentees proved to be a way 
of understanding the situations of patients in larger cities, which was the subject of his 
later research in Tokyo.

After Ōta’s article received some attention, other researchers referenced Ota’s 
pioneering work when conducting similar epidemiological studies in Niigata (in the 
north-western part of the main island of Japan) and Hyōgo (in the western-central 
region). Dr. Hashimoto Takashi, a professor of Niigata Medical College, and his team 
conducted an epidemiological survey in two of the three hamlets in Ōta Village, Koshi 
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District in Niigata Prefecture.24 These hamlets were located in a mountainous region in 
central Niigata where communication outside the village was extremely difficult. 
Although one of the three hamlets, Hamlet I, was known as one of the most affected areas 
by Hansen’s disease, researchers could not find any new cases because all of the known 
patients had already been sent to a sanatorium; in Hamlet N, however, they found 8 new 
cases.

The aim of Hashimoto’s research was slightly different from Ōta’s as he sought to 
understand the actual conditions for the long-term prevalence of Hansen’s disease among 
older patients’ groups in certain areas known as “leper villages.” However, they both had 
the same tendency to focus on blood relations and the economic status of patients and 
their families. According to the team’s article, the rejection of people living in Hamlet I 
and N as potential marriage partners for the villagers in surrounding areas meant that they 
married among themselves. The result was that the residents of these “leper villages” 
were all blood relatives. Furthermore, the whole hamlet suffered from poverty as well. 
The team also paid much attention to the sanitary conditions, in particular, the water 
system and the villagers’ habit of using a common bath, which were suspected as routes 
of infection.

In 1935, Dr. Asami Shūzō, a medical officer of the Department of Sanitation in 
Hyōgo Prefecture, and his team carried out an epidemiological survey in three of ten 
hamlets in N Village of the Shisō District in Hyōgo.25 In their report, the actual situations 
for the prevalence in each hamlet were recorded in detail. Here, they also emphasised 
blood relations by noting a higher incidence of the disease among blood relatives. With 
respect to the correlation between poverty and patients’ labour, they were in agreement 
with Ōta’s view that patients were forced to work because of their lower economic status. 
Moreover, their observations on bathing habits and the water system were remarkably 
similar to Hashimoto’s survey in Niigata.

The results of these epidemiological surveys in rural areas showed that there were 
more patients living in regional communities than the government had previously 
identified. These studies demonstrated the frequent occurrence of Hansen’s disease 
among blood relatives, though the researchers were not concerned about its hereditary 
nature; rather their concerns centred on the mixed and often cramped residences of 
patients’ families who were living in a state of poverty. Such families were deemed as 
being at high risk for infection. They were also concerned about the water system and 
bathing practices as routes for infection. Moreover, Ōta was convinced that many 

24 Hashimoto Takashi, Hanaoka Tadashi, and Yamaguchi Masashi, “Iwayuru raison no kenshin ni tsuite 
(On the Inspections of So-called Leper Villages),” Lepra, 1933, vol. 4. no. 4, pp. 51–63.

25 Asami Shūzō, Sakurai Hōsaku, Ōhashi Kenji, and Imura Shigenori, “Hyōgo kenka ni okeru raiburaku 
no ekigakuteki kōsatsu (An Epidemiological Study on the Leper Villages in Hyōgo Prefecture),” Lepra, 1935, 
vol. 6. no. 6, pp. 1–26.
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infected “absentees” had left their original communities in rural areas. Through this data, 
the researchers came to understand actual living conditions for patients in a general state 
of poverty in rural areas.

5. The Connection between Epidemiological Concerns  
in Rural and Urban Communities

Researchers’ epidemiological work on Hansen’s disease in urban areas initially took 
the form of statistical surveys that were conducted by medical institutions, such as 
university hospitals. In 1936, the Institute for Dermatological Diseases of Osaka Imperial 
University released an article about their 401 outpatients.26 Based on the increase in the 
number of Hansen’s disease patients they consulted at their clinic, they inferred that the 
same kind of increase was occurring throughout the whole country. They subsequently 
determined, however, that patients who hid themselves in urban areas came in 
concentrated numbers to their clinic, because the institute was in the centre of Osaka and 
quite conveniently located in terms of public transportation. They were particularly 
concerned about patients’ occupations and found that many of the outpatients were 
engaged in certain kinds of jobs, such as employees in restaurants and stores, or as 
barbers, which they were prohibited, by law, from engaging in.27 After the report, the 
statistics in Osaka became the basis of a general stereotype of patients in urban areas.

Professor Ōta, who transferred to Tokyo Imperial University from Tōhoku in 1937, 
made a two-month investigation into 70 outpatients who lived in Tokyo in 1938.28 This 
research was not based on fieldwork̶visiting patients’ individual residences and 
investigating the actual situation in prevalent areas̶but on testimonies from outpatients. 
Thus, this second attempt at epidemiological research was not a mere collection of 
statistics on outpatients but more like a social survey.

Ōta focused on the patients’ immigration from rural to urban areas and the 
relationship between their relocation and the timing of the occurrence of the disease. 
Patients’ current residences were largely located in northeastern industrial districts which 
were newly incorporated into Tokyo, while half of the outpatients’ birthplaces were 
outside the Kantō region. They attached special importance to five Korean patients, since 
colonial Korean immigrants were regarded as risk factors in that area. Ōta estimated that 
there were many immigrants from rural areas who had already contracted Hansen’s 

26 Sakurai Hōsaku and Oda Hitoshi, “Shakai mondai ni rikkyaku seru Osaka hifubyō kenkyūjo gairai kanja 
no tōkeiteki kōsatsu (A Statistical Examination of the Outpatients of the Osaka Dermatological Institute for 
Hansen’s Disease from the Perspective of Social Problems),” Kansai Iji, 1936, no. 292–293.

27 The 1931 act and its local ordinances prohibited patients from being employed by restaurants, barber 
shops and so on, while the Factory Act and its associated acts barred patients from working as factory workers.

28 Ōta Masao and Yamaguchi Tadashi, “Tokyo shinai ni okeru raikanja no seikatsu jōkyo ni tsuite (Living 
Conditions of Leprosy Patients in Tokyo City),” Lepra, 1939, vol. 10. no. 2, pp. 1‒14.
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disease living among the lower class in Tokyo, and that the immigrants spread the disease 
through their work. As he noted, immigrants from rural areas who moved to Tokyo 
generally tended to live among the lower class where they also had more opportunities to 
be infected. Thus he estimated that new infections were the result of poor people living in 
unsanitary conditions. He supposed that patients had no option but to work due to the 
poverty they faced, and he also held the belief that they “polluted” many of the public 
bathes. It was at this point that he discovered “absentees” who were the suspected patients 
from his research in Miyagi.

Ōta was part of the minority of scholars who took a critical stance against the 
government’s segregation policy and was a famous humanist writer as well. Therefore, he 
may have attempted to understand the patients’ difficulties involved with poverty, both in 
rural and urban areas, from his humanistic point of view. The problematic point in Ōta’s 
research was, however, that he emphasised the idea that the outpatients themselves were 
the primary risk factor of infection among the lower classes on the basis of their lifestyles 
and economic conditions, even though the primary purpose of epidemiology is to verify 
the risk factors that exist in the patients’ surroundings. As a result, his research 
overemphasised the increased danger of infection spread as a consequence of patients’ 
lifestyles in the lower class.

The survey of the Osaka Dermatological Institute conducted mainly by Sakurai 
Hōsaku in 1941 also focused on both patients’ current place of residence and their place 
of birth.29 They stressed that many of the patients resided in industrial areas, which were 
also newly incorporated into Osaka and like Tokyo had large immigrant populations from 
rural communities. They believed that such industrial areas were also home to numerous 
immigrants from known Hansen’s disease hotspots, such as colonial Korea and 
Kagoshima.

This was the process through which the epidemiology of Hansen’s disease started in 
rural areas and then connected with urban areas. The suspected “absentees” in rural areas 
were assumed to be the urban patients who had come from these rural areas.30 The 
patients’ poverty, which affected their living environment, their need to continue working, 
and their lifestyles, were considered to be the main factors in the spread of the disease, 
especially within the lower levels of society. This marked the completion of a model that 
demonstrated how Hansen’s disease in urban areas had been brought in from rural areas, 
and then how the patients’ poverty was responsible for the spread of the disease inside the 
city. In these examinations, both in Osaka and Tokyo, researchers emphasised the 

29 Sakurai Hōsaku, Hiramatsu Nobuo, Tani Sueki, and Fukai Kōnosuke, “Osaka hifubyō kenkyūjo gairai 
kanja no tōkeiteki kōsatsu (A Statistical Analysis of the Outpatients of Osaka Dermatological Institute for 
Hansen’s Disease),” Lepra, 1941, vol. 12. no. 4, pp. 87‒102.

30 Ōta, Asami and Tsuchida (1933).
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possibility that the prevalence of Hansen’s disease in urban areas was a result from 
migration from areas outside of the cities, specifically from the rural regions and the 
colonial areas.

Although pioneering university researchers such as Ōta and Hashimoto helped to 
encourage the use of epidemiological methods in the study of Hanen’s disease, they did 
not participate directly in the formation and promotion of the government’s segregation 
policy. In contrast, Sakurai, who had strong connection to the government’s sanitaria, was 
a major proponent of the institutionalization of impoverished urban patients.31 Although it 
was not his intention, the research methods pioneered by Ōta were utilized in surveys of 
patients in Osaka. The findings of those surveys, which relied heavily on patient 
screenings, clearly supported a policy of segregation. During the late 1930s, those 
screenings ultimately supported efforts to encourage the mass institutionalization of 
Hansen’s disease patients.

6. A Change in the Meaning of Epidemiology:  
From Academic Research to Screening

After a series of investigations were conducted both in rural and urban areas, 
researchers applied epidemiological methods to study Hansen’s disease in the 
southernmost areas of Japan. Since the national statistical surveys began, higher 
morbidity rates for Hansen’s disease in Kagoshima and Okinawa Prefecture in the 
southernmost region of Japan, which were known as “the districts with a high density of 
leprosy,” had been a serious concern. The epidemiological surveys in Tokyo and Osaka 
revealed the frequency of the cases of Hansen’s disease among the immigrants originally 
from Kyūshū and Okinawa. Policy makers were especially interested in the unknown 
prevalence on each solitary island in these areas. In October 1935, the Hoshizuka Keiai-
en was established in Kagoshima as the fourth national Hansen’s disease sanatorium, and 
its mission was to be “the base for leprosy relief in the Southern districts.”32 Immediately 
after the opening of Hoshizuka Keiai-en, its doctors and staff formed “a team for visiting 
and inspecting” Hansen’s disease patients in rural districts. They conducted exhaustive 
field surveys throughout the mainland part of Kagoshima and mainland Okinawa, as well 
as screening tests of residents accompanied by awareness campaigns. For them, 
epidemiological surveys meant almost the same thing as health screenings of the 
residents.

Although the activities of the team Keiai-en were officially determined as off-duty 
work for them, they performed visits to patients’ homes on mainland Kagoshima and in 

31 Sakurai, et al. (1941).
32 Okano Yukio, Hayashi fumio no syougai (The Life of Fumio Hayashi), Tokyo, Shinkyō Shuppansha, 

1974, p. 164.
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the southern part of Miyazaki Prefecture more than 600 times a year. Hoshizuka Keiai-en, 
a vast facility that was able to hold large numbers of patients, was unique in that the 
facility’s entire staff aggressively conducted systematic fieldwork. After almost finishing 
their research on the mainland part of Kagoshima in 1937, they finally began to work on 
solitary islands off the coast of Kagoshima, many of which had not been covered by 
previous surveys.

Thorough screening of 18,326 Kikai Island residents (the total number of the 
inhabitants was 19,321), revealed 112 cases of Hansen’s disease.33 In their report on this 
survey, the inspection items and style appear to have followed typical epidemiological 
methods as presented in the Manila conference guidelines, which reflected an 
epidemiological interest in an “untouched region.” They were interested in the conditions 
of Hansen’s disease patients on Kikai Island because the island had a long history of high 
prevalence and the island had never experienced the segregation of patients into sanitaria.

In 1939, they carried out surveys on Yoron Island and Okinoerabu Island.34 They 
found 18 new cases on Yoron and 58 cases on Okinoerabu. When they surveyed Kikai 
Island and institutionalized the patients in 1937, they also took all 48 patients from Yoron 
Island to Keiai-en. On Yoron Island, they initially segregated all patients that were 
identified through the screening of the whole island. Secondly, they conducted an 
additional survey several years afterward in order to monitor new cases. Eventually, the 
team and the island officials agreed that observations would continue to be conducted by 
a village doctor for ten subsequent years. In this way, they formed a thorough system of 
institutionalization or monitoring of patients in order to complete their plan of “cleansing 
the island,” which was highly praised as “the best model for leprosy clearance.”35 On 
Amami Island, where institutionalization had already started at the end of 1935, they 
carried out the screening survey again in 1937 and found 69 new cases.36 Even so, they 
claimed that the patients were on the decrease as a result of their segregation policy.

The Keiai-en team’s field surveys and health screenings were unique when compared 
to those of other national sanitaria. Initially, Hoshizuka Keiai-en was the first sanitaria 
that promoted systematic screenings of entire populations on many small isolated islands 
that were then followed by the total institutionalization of the patients, as opposed to 

33 Nagai Kenji, “Kikai-jima zentō rai sōkenshin hōkoku (A Report of the Leprosy Inspection of Kikai 
Island),” Lepra, 1937, vol. 8. no. 6, pp. 25‒35.

34 Iesaka Kōzaburo, “Okinawa-ken rai nōkō buraku hisamatsu kenshin hōkoku (An Inspection Report of 
Hisamatsu, a Hamlet with a Higher Density of Leprosy),” and “Okinawa-ken yonaguni-jima no rai kenshin 
(Inspections of Yonaguni Island, Okinawa Prefecture),” Lepra, 1939, vol. 10, no. 2, pp. 37–40, pp. 41–42; 
Hayashi Fumio, Maeda Tei, Fukuda Shun’ichi, and Nagai Yoshi, “Yoron-jima no rai (Leprosy on Yoron 
Island),” Lepra, 1939, vol. 10. no. 3, pp. 7–21.

35 Hayashi et al. (1939), p. 34.
36 Maeda Tei, “Amami-ōshima hontō rai kenshin hōkoku (A Report of the Leprosy Inspection of Mainland 

Amami-ōshima),” Lepra, 1937, vol. 8. no. 6, pp. 43‒66.
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accepting patients sent to the hospital through official channels. Dr. Hayashi Fumio, the 
director of Hoshizuka Keiai-en, attempted to change the role of the Hansen’s disease 
sanatorium from an institution that passively received patients to one that could actively 
find and rescue all patients within their region from “darkness.”37 In this way, they carried 
out the most exhaustive process of institutionalization in the southernmost periphery of 
the Japanese Empire through an application of epidemiological methods.

In addition, one purpose of their surveys was to prove Hayashi’s hypothesis that 
suggested Hansen’s disease tended to be milder in hot and humid areas, and accordingly 
there were only few reported cases of “leprous calvities” or “leprous blindness.”38 He 
called this hypothesis the “climate theory of leprosy,” which was formed through his 
observational journey to the world’s most prevalent areas of Hansen’s disease from 1933 
to 1934.39 In addition, they noted with concern the tendency for patients in Kagoshima 
and Okinawa to be younger than other areas. That was because at that time researchers 
commonly held the belief that the districts where the average age of patients was lower 
had a higher prevalence Hansen’s disease. Their reports consistently addressed these 
issues because the facts that they observed in their field reflected the seriousness of 
Hansen’s disease prevalence in Kagoshima and Okinawa.

Thus, in these regions, methods for epidemiological field studies were applied to 
health screening tests, which were followed by the immediate institutionalization of the 
patients and then formatted in order to report sanatorium activities in medical journals. 
Using the epidemiological methods that Ōta originally introduced, researchers conducted 
their own fieldwork to investigate the various conditions of patients in a specific area as 
well as the characteristics of their living environment. The aim here was not to promote 
the institutionalization of new cases that were identified in the survey. Although they 
partly followed epidemiological formats, the field surveys by Keiai-en on isolated islands 
were merely the screening records for all residents, which preceded institutionalization. 
Because they presupposed that all patients should be housed within their sanatorium, they 
were not interested in factors related to patients’ actual living conditions such as 
economic status, patient labour (unlike Ōta and other researchers), or residents’ hygiene 
habits, although they did hold a limited interest in “untouched regions.”

7. Conclusion

When the first leprosy law was enacted in 1907, the afflicted considered for 

37 Okano (1974), p. 188.
38 Shionuma Einosuke, Nagai Yoshi, and Maeda Tei, “Rai kanja nenrei ni kansuru kōsatsu (An 

Examination of the Age Profile of Leprosy Patients),” Nihon Kōshu Hoken Kyōkai Zasshi, 1937, vol. 13. no. 4, 
pp. 7–23.

39 Hayashi Fumio, Sekai no rai wo tazunete (Visiting World Leprosy Sites), Tokyo, Nagasaki Shoten, 1934; 
Hayashi Fumio, Sekai rai shisatsu ryokō ki (A Record of Inspections of World Leprosy Sites, a pamphlet), 1939.
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institutionalization were initially limited only to the poor patients who had no means to 
support themselves, although in practice this meant itinerant patients. The criterion which 
determined who qualified as “poor patients” was gradually expanded to include in-home 
patients who did not have enough money to support themselves when the national 
surveys were repeated. Finally, under the 1931 law, whether or not the patient was “poor” 
was no longer questioned. However, under the 1931 act, Hansen’s disease medicine in 
Japan began to place a greater focus on the risk of in-home patients by showing the 
correlation between the patients’ economic status and the prevalence of the disease 
through the application of the epidemiological methods imported from Western colonial 
medical studies of Hansen’s disease.

Epidemiological surveys in rural areas emphasised the high frequency of Hansen’s 
disease infection between blood relatives and suggested that patients’ engaging in manual 
labour because of their poverty and their frequent immigration to other urban districts 
were the primary causes for the spread of the disease. Thus, Hansen’s disease medicine 
redefined the patients’ state of poverty, and regarded patients’ lower economic status both 
in rural and urban areas as important risk factors for infection.

Also, in the urban, epidemiological surveys, the immigrant population from rural 
areas all over the country such as poor, mountainous villages in Niigata and Hyōgo, as 
well as those from “the districts with a high density of leprosy,” like Kagoshima and 
Okinawa, came to be viewed as an important source of infection risk. The knowledge 
provided by the epidemiological methods that Ōta initially introduced based on his 
humanistic viewpoint were compatible with the policy makers’ changing notions of 
patients’ poverty. The epidemiology of Hansen’s disease supported the transition of the 
policy from targeting itinerant patients living on the fringes of “society” under the 1907 
law to in-home patients residing in regular local communities.

On the southernmost fringe of the Japanese Empire, where Hansen’s disease was 
more prevalent, the segregation policy took on its most extreme form. Keiai-en’s field 
surveys were nothing less than screening tests of whole populations on remote islands as 
a perquisite to institutionalization. Researchers began to pay attention to the higher 
prevalence of Hansen’s disease in rural areas, and then Kagoshima and Okinawa, after 
they recognised that these districts were the source of many patients occupying the lower 
classes of urban society. Through this process, the knowledge that was gained from 
Hansen’s disease epidemiology was reflected in the actual policy on Hansen’s disease and 
had both an imperial and national influence on the patients’ treatment.
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