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Health Promotion Policy in Japan

Shinya Matsuda

Department of Preventive Medicine and Community Health, School of Medicine, University of Occupational
and Environmental Health

Abstract

The health reform program in 2006 was the biggest one for the last 30 years in Japan. According to the
plan a nation-wide health promotion program for healthier population will be introduced. As a main pro-
gram of health promotion, the specified health checkup and follow-up health guidance and intervention
program will be introduced from 2008. This program is a Japanese disease management program. In 2006
the preliminary programs have been launched in the three prefectures (Chiba, Toyama, and Fukuoka) and
several operational problems have been clarified. In this article the author presents the general feature of

program and some critics for it.

Key words: Healthy Japan 21, Health reform 2006, health promotion, Japan

< introduction

Along with the socio-economic development, the
Japanese disease structure has changed form the acute
diseases dominant to the lifestyle-related chronic dis-
eases dominant pattern. Lifestyle-related diseases are
defined as the group of diseases in which such lifestyle
as the habits of eating, exercise, rest, smoking and
drinking contribute to their outbreak and develop-
ment.

Today the life style related diseases account for
two third of death, one third of health expenditures in
Japan (Table 1)1). The Ministry of Health, Labor and
Welfare (MHL W) estimated that the total health
expenditures will increase from 34 to 65 trillion yen
from 2007 to 20252,

The MHL W has published the Health care reform
plan in 2006. The plan stresses the two programs in
order to rationalize the health expenditures; reform of
health services delivery system and health promotion.
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For the health promotion, the new law will intro-
duce “the specified health checkup and intervention
program” for insureds over 40 years old obligatory for
public health insurers from April, 2008. The main tar-
get of the specified health check-ups is so called Met-
abolic Syndrome. It is planed that the insured are to
be stratified into 3 groups for the following health pro-
motion programs according to the checkup results.

In this article, the author explains the background
and overview of this new program.

< Health Promotion Activities in Japan

The health promotion activities are not recent one
in Japan. In fact, Japan has made much effort for
health promotion compared with other developed
countries. However, the effect of such actvities has
not been systematically reviewed. This is one of the
reasons why MHLW will introduce “the specified
health checkup and intervention program”. Before
explaining the new program, the author explains the
current system.

One of the characteristics of Japanese health sys-
tem is that various health promotion activities are
organized under the different schemes. The follow-
ings are such programs.

a) Health and medical service law for the elderly:
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Table 1 Health expenditure by disease category (2003)

(100 million yen)

Total In-Patient  OQut-Patient
Total 240,931 117,231 123,700
I Infectious and Parasite Diseases 6,255 2,204 4,051
I Neoplasm 29,724 20,644 9,080
4 Diseases of blood, blood forming organs and immune system 1,254 532 723
v Endcrine, nutritional and metabolic diseases 17,019 4,876 12,143
Diabetes Mellitus 11,465 4,182 7,282
\'% Mental and behavioural disorders 18,281 13,699 4,582
VI Diseases of the nervous system 6,729 4614 2,114
VII  Diseases of the eyes and adnexa 9,746 2,410 7,335
VIII  Diseases of the ear and mastoid process 1,912 350 1,562
IX Diseases of the circulatory system 53,039 27,308 25,731
X Diseases of the respiratory system 20,766 7,110 13,655
XI Diseases of the digestive system 15,610 7,739 7,871
XII  Diseases of the skin and subcutaneous tissue 4418 648 3,770
Xl Diseases of the musculoskeletal and connective tissue 16,662 6,025 10,637
XIV  Diseases of the genitourinary system 17,882 4,934 12,948
XV Pregnancy, childbirth and the puerperium 2,017 1,632 386
XVI  Certain conditions originating in the perinatal period 808 766 42
XVII Congenital malformations, deformations and chromosomal abnormalities 841 570 271
XVIII Signs, symptoms and abnormal clinical and laboratory findings, not
elsewhere classified 2,383 1,113 1,270
XIX Injury, poisoning and certain other consequences of external causes 15,585 10,057 5,528

Source: MHLW (2005)

b)

According to the Health and Medical Service Law
for the Elderly, the municipality is required to
organize various kinds of preventive activities and
health promotion programs. These activities
include annual health check up, health education,
community rehabilitation services, home visit by
public health nurses.

Health insurance law: The Health Insurance Law
recommends for each insurer to organize preventive
activities. According to this recommendation, most
of the insurers organize various preventive activi-
ties such as cancer screening program, for their
insured and dependant family members. In the most
of cases, these services are provided at the moment
of'annual health check up program mandated by the
Occupational Safety and Health Law (see below).
Long term care insurance (LTCI) law: According
to the LTCI law, the care services under the LTCI
scheme are available only for the frail elderly
assessed eligible. Besides these services, each
municiparity organizes preventive services for the
elderly non-eligible for the LTCI scheme. Various
preventive services, such as arrangement of hous-

ing condition and rehabilitation program are orga-
nized by LTCI insurers.

d) Occupational Saftey and Health (OSH) law:

According to the OSH law, the employer has to
organize the annual health check up program for
the employees. The items of annual health check
up are not limited to the occupational diseases, and
include general health problems, such as hyperten-
sion, diabetes, hyperlipidemia, liver dysfunction.
In fact, the most frequent abnormalities found in
the annual health check up under the OSH law are
hypertension and hyperlipidemia as shown in
Table 23. According to the results of health check
up, the OSH staffs organize various type of follow
up services, i.e., health education, counseling,
physical training, etc.

School health law: According to the school health
law, the director of each school has to organize the
annual health check up both for children and teach-
ers. However, only referal services to medical
institution are organized as follow-up services
under this scheme.

Although there are various programs of health

Copyright© 2007 JSHSS. All rights reserved.
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Table 2 Results of health check up under the OSH law

(2003)

Item Prevalence rate (%)
Acuity (1000 Hz) 35
Acuity (4000 Hz) 8.5
Chest X ray examination 34
Examination of sputum 1.6
Hypertension 11.9
Anemia 6.5
Liver dysfunction 15.4
Hyperlipidemia 29.1
Hyperglycemia 83
Urine glucose 5.1
Urine protein 32
Erectro-Cardiogram (ECG) 8.9
Person with any abnormal results 473

Source: MHLW (2005)

promotion in Japan, there is no systematic coordina-
tion among these programs. Thus, the contents of pro-
grams are different and transfer of information from
one to another is very difficult. This situation has long
been criticized as an obstacle of life-long health man-
agement. The health reform 2006 intends to amelio-
rate this situation.

«» Healthy Japan 21

Besides the various health check-up programs
mentioned above, the Japanese government has been
engaging in the health promotion programs from 1978
at population level in order to extend healthy longevity.
For example, MHLW has published a series of guide-
lines for healthy life, i.c., excersise, diet, and rest. Cur-
rently, a new eleven-year plan from 2000 to 2010, the
National Health Promotion Movement in the 215 Cen-
tury, so called Heaithy Japan 21 is on going. Figure |
shows the general perspective of the plan. The most
important point of plan is that it sets a series of concrete
indicators to be attained; i.e., the rate of obese men
between 20 to 60 years old < 15%, and that it requires
the monitoring and periodical evaluation of project.

Regardless of the governmental initiative for
health promotion, health status of the Japanese has not
been ameliorated. The government conducts the
National Life-style survey and the National Nutri-
tional survey periodically. The results of 2003°s
Nutritional survey clarified that 30% of men between
40 and 60 were obese?).

One of the important objectives of the “specified
health checkup and intervention” program is to ame-
liorate this situation.

Healthy Japan

Health Services for the Elderly

Presentation on numerical targets, ete

The fourth health service plan for the elderly (2000 ~ 2004)

on important issues of national health care
and medicine of the people

=

Implementation period:
2000 through 2010

Main targets

1) Review of the current services in order 1o realize more systematized
and better focused services, targeting to
Hypertension, Hyperlipidemia, Diabetes, and Smoking
2) Introduction of Health assessment program
3) Individual health education

Nutrition and dict
Physical activities and exercises

Promotion of municipal
level cooperation

Strengthen of prefecture
Level support system

Relaxation and mental health

Smoking

Alcohol consumption

Dental health

Diabetes

Cardiovascular diseases

(Hypenension, Hyperlipidemia, stroke,
Ischemic heart diseases)

Cancer

=

Health Services of Each Medical Insurer

Health services such as health education and discase management by
public health nurses by medical insurer will be coordinated with health
services for the elderty.

Figure 1. Healthy Japan and promotion of integrated health care service

Copyright© 2007 JSHSS. All rights reserved.
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Informatio, '~ Insured )

HCU: Health Check-Up

ihfoffhaiibn

information

" Health education

Figure 2. New health check-up program for life-style related diseases from 2008

¢ Health Care Reform 2006 and the
“Specified Health Checkup and
intervention” Program

The health care reform program in 2006 is
regarded as a turning point of the Japanese health pol-
icy. The plan intends to make the health system more
efficient and sustainable. For this purpose the plan
clarfies the three main programs. The first is to facil-
itate the differentiation of medical institution and net-
working among them, and reduction of hospital beds.
The second is to implement a nation-wide health pro-
motion program. And the last is to create a new health
insurance system for the elderly.

As amain program of health promotion, the spec-
ified health checkup and follow-up health guidance
and intervention program will be introduced from
2008. Figure 2 shows the system. All public health
insurers have to organize health check-up and the fol-
lowing health promotion programs for the insured
over 40 years old. The main target of screening is
“Metabolic syndrome”.

Figure 3 shows the criteria of syndrome. A stan-
dardized computer program is developed for the strat-
ification of recipients. The insured will be categorized

into one of three levels according to their risk level;
active support required, giving incentive required,
only information required. If an insured is evaluated
as active support required or giving incentive
required, he/she must follow a standardized disease
management program that is offered by the health sup-
port organization contracted with the insurers. The
health support organization is a health institution that
offers health education and other health support ser-
vices. Persons in charge of health support programs
must be health professionals such as doctor, public
health nurse, dietician, and etc. Itis important to know
that this institution is not a medical facility regulated
by the Medical Service Law. Thus for-profit private
organizations can enter into this new health market.

It is very important to recognize that this new pro-
gram is the e-claim project. It is obligatory for insur-
ers and service providers to transfer the data by the
electronic information of standardized format. Tt is
planed to generalize the e-claim system for all medical
services from 2011. If this program is successfully
implemented, it becomes possible to evaluate the
effect of health promotion activities on health expen-
ditures.

It is planed that the outcomes of this program is

Copyright© 2007 JSHSS. All rights reserved.
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published by eight academic societies(*) in April 2005:

Visceral fat accumulation

Abdominal circumference

Male: 85 cm and over + more than two of the following
Female: 90 cm and over

(equivalent to 100 cm2 or more of

visceral fat area)

Abnormal serum lipid Hypertension Hyperglycemia
either one or both of; ither r both of: Fasting blood sugar
Triglyceride value Systolic bliood pressure 2 110 mg/dL

£ 150 mg/dL. 2 130 mmHg
HDL cholesterol value Diastolic blood pressure

< 40 mg/dL £ 85 mmHg

Figure 3. Diagnostic criteria of Metabolic Syndrome in Japan

* It is desirable to measure the amount of visceral fat by methods such as CT scans.

* The abdominal circumference should be measured at navel height with light breathing while standing. If
there is obvious fat accumulation and the navel points downward, the circumference should be measured at
mid-level between the subcostal edge and the anterior interspinal line.

* If an individual is diagnosed with metabolic syndrome, a glucose tolerance test is recommended. although not
necessary, for the diagnosis.

* If an individual is receiving medication for hypertriglyceridemia, decreased blood HDL-C, hypertension, or
diabetes, this should be noted as respective items.

Eight academic societies(*): the Japan Society for the Study of Obesity, the Japan Atherosclerosis Society, the
Japan Diabetes Society, the Japanese Society of Hypertension, the Japanese Circulation Society, the Japanese
Society of Nephrology, the Japanese Society on Thrombosis and Hemostasis, the Japanese Society of Internal
Medicine. .

New independent social insurance scheme
for the elderly with age 75 years old and over

A: premium 10%

B: health insurers (base)

C: health insurers (contribution)
D: Government 30%

} 40%

Financial Contributions:

The amount of contribution by each health insurer will be adjusted to reflect the
performance of specified heaith checkup and intervention measures within a range
of +/- 10%.

Figure 4. Incentive system for health promotion

reflected to monetary contribution of each insurer for
the newly created health insurance scheme for the eld-
erly as shown in Figure 4. The amount of contribution
by each health insurer will be adjusted to reflect the
performance of specified health checkup and inter-

vention measures within a range of +/— 10%. In the
case of insurer with 10,000 insured between 0 and 74
years old, this difference will be about 70 million yen.

In 2006 the social experiments were conducted in
the three prefectures (Chiba, Toyama, and Fukuoka).

Copyright© 2007 JSHSS. All rights reserved.
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According to the preliminary results, several opera-
tional problems have been identified. The first is the
number of persons who are evaluated as active support
required or giving incentive required. The prelimi-
nary results indicated that about 50 to 60% of insured
were evaluated into these two categories. It will be
impossible to offer appropriate health promotion ser-
vices for such many peoples from the viewpoint of
human capacity and budget. According to the fact, the
stratifying logic has been modified and the percentage
of above mentioned two categories has dropped to 20—
30%.

The second is the difference in items of health
check-up programs among different schemes. For
example, the health check-up program in occupational
setting does not include LDL cholesterol nor measure-
ment of the waist circumference. To make the system
harmonized, the rearrangement of health check-up
system is necessary which requires extra investment
for all insurers.

These problems have been discussed in the
national committee and several modifications were
done for the final program. All medical insurers must
prepare for the program within 2007 according to the
official program manual.

R/

> Conclusion

Currently there are many debades and critics on
effetiveness of the “specified health checkup and
intervention” program. According to the previous
articles, for example, the health promotion activities
are not considered effective for reducing the life-long
health expenditures because one consumes most of the
health expenditures within the last year of life?).
Referring to these kinds of results, several researchers
questioned the cost-containment effect of the new
program®7),

However, the CDC estimated that obesty-attribut-
able medical cost expenditures reached $75 billion in
2003 and that taxpayers finance about half of these
cost through Medicare and Medicaid®. This fact sug-
gests that prevention of obesty must be effective for
reduction of medical expenditures.

Considering the efforts of pharmaceutical compa-
nies to develop new innovative drugs for life-style
related diseases, such as diabetes melitus, hyperten-
sion, and hyperlipidemia, theoretically, the primary

prevention of metabolic syndrome will have a cost-
containment effect.

Furthermore, it will be misleading to value the
health promotion program from the effect on health
expenditures. The value of health cannot be limited
into such a narrow perspective.

According to the ILO report, the Japanese elderly
are highly motivated to work and the actual employ-
ment rate among the elderly is very high compared
with other developed countries; 74.8% of men of age
60 to 64, 35.9% of men of age 65 and more, 40.1% of
women of age 60 to 64, and 15.2% of women of age
65 and more, were working in 1998%. Economic
needs are not the only reason for the elderly to work.
According to the survey conducted by MHLW, about
fifty percent of the elderly replyed that they wanted to
work in order to maintain their health and to have ful-
filment in life!®.

Seike and Yamada have clarified that there are
three important factors for the elderly to be able to
continue to work based on their field study; that is,
vocational skill, distance between residence and work
place, and finally health!D.

Health promotion activity will assist for the Japa-
nese to stay active during their aged life and to realize
their fulfillment. It is also possible that the new pro-
gram will facilitate for the senior to continue to work
and indirectly to contribute to the social security
finance.

The introduction of specified health checkup and
intervention program is a social experiment for the
public health policy. Thus, it must be evaluated for the
effectiveness and efficacy, and the contents must be
modified if necessary. The mid-term evaluation ofthe
program is planed in 2011.

Although the author evaluates the necessity of
new program, there are many points to be modified in
order to make it more practical and feasible. For
example, the current plan requires that the initial fol-
low-up intervention must be a face to face type and be
for more than 20 minutes for each insured. Consider-
ing the number of insured evaluated as “health guid-
ance required”, the human resources in charge of
health education is not enough. More cost-effective
way of intervention will be necessary.

Actually we are developing such a web-based
system for health education. We would like to intro-
duce our system in the following literatures.

Copyright© 2007 JSHSS. All rights reserved.
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Programs in Japan

—The Literature Review in the Occupational Health Setting—
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Abstract :

In May, 2006, the Ministry of Health, Labor and Welfare published a part of the results of the Compre-
hensive Survey of Living Conditions of the People on Health and Welfare 2005. The report has clarified
that one of two men and two of five women from 40 to 74 years old are regarded as the Metabolic syn-
G drome or suspicious cases. In order to counteract these situations, much concemn is given for the Disease
management programs that have been developed in the USA. InJapan, traditionally a various health pro-
motion activities have been organized in the occupational setting under the Occupational safety and
Health Law. These activities can be regarded as disease management (DM) programs. In this perspec-
tive, the authors have conducted a literature review about health promotion programs conducted in the
occupational setting. The authors have reviewed 30 articles by the formative evaluation using DM con-
cept. In fact there were many DM like programs conducted in the Japanese workplaces. However, it is
d very difficult to develop the effective DM program directly from these experiences under the actual situ-
7 ation. The most important problem to be solved is the fact that there is no standardized methodology for
intervention and evaluation. The authors concluded that it might be pragmatic to develop the Japanese
DM programs based on the experiences in occupational settings with combination of the American
sophisticated DM framework.
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drome is as follows:
1) Visceral fat accumulation (the indispensable con-
dition)
Abdominal circumference is 85 cm and more for
men and 90 cm and more for women.
2) More than two situations of followings;

< introduction

In May, 2006, the Ministry of Health, Labor and
Welfare published a part of the results of the Compre-
hensive Survey of Living Conditions of the People on
Health and Welfare 2005. The report has clarified that

one of two men and two of five women from 40 to 74 i) Hypertension
years old are regarded as the Metabolic syndrome or ii) Hyperlipidemia
suspicious cases. The definition of Metabolic Syn- iii) Hyperglycemia
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This result was very shocking and so that the
MHLW has decided to strengthen the health programs
for metabolic syndrome from 2008.

Regarding this situation, many health business
organizations have been concerned about the possibil-
ity of Disease Management programs in Japan. Tradi-
tionally health related programs have been strictly
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Figure 1. The percentage of abnormal data

limited to health professionals in Japan. However, the
new law on health promotion programs in 2006 indi-
cates that the health education programs for the per-
sons with Metabolic syndrome can be offered by
qualified private health business organizations, such
as Disease Management (DM) companies under the
direct contract with insurers. The Japan Medical
Association presents the strong warning for such pro-
grams because of quality issues. It expected, however,
that the privatization of health promotion activities
will be promoted within the coming few years and that
health related business will be developed in Japan.,

The DM programs have been more developed in
USA. The DMAA defined the Disease Management
as follows:

“DM is a system of coordinated health care inter-
ventions and communications for populations with
conditions in which patient self-care efforts are signif-
icant.” The role and the feature of DM is “to support
the physician or practitioner/patient relationship and
plan of care”, “to emphasize prevention of exacerba-
tions and complications utilizing evidence-based
practice guidelines and patient empowerment strate-
gies,” and “to evaluates clinical, humanistic, and eco-
nomic outcomes on an on-going basis with the goal of
improving overall health.” And the basic processes of
DM are identification, assessment, stratification,

intervention, measurements, and continuous reassess-
ment.

It has been clarified that such DM programs are
useful for amelioration of QOL of chronically ill-
patient, prevention of aggravation of disorder and
finally reduction of medical expenditures. In fact, the
CMS (Center for Medicare and Medicaid Services)
has adopted some DM programs for the purpose of
reduction in medical expenditures. Thus itis very rea-
sonable that many Japanese insurers are conscious
about DM programs.

The present situation of Occupational Health
Programs in Japan

Recently, the number of workers who have some
lifestyle related diseases has been increasing in Japan.
The background factors of this phenomenon are the
westernization of Japanese society and ageing. The
recent annual report on Occupational Safety and
Health has indicated that the percentage of worker
with abnormal data in the annual health checkup was
48.4% in 2005. This means that half of the workers
have some kinds of health problems. Further more,
this average has been increasing year by year (Figure
1). Asshownin Table 1, the lifestyle related diseases
are the most frequently detected abnormality, such as
hyperlipidemia (29.35%), hypertension (12.29%),
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Table 1  Results of health check up under the OSH law health promotion activities that have been conducted
(2000) under the different settings. Especially, we think that
Item Prevalence rate (%) the anr.lual health ch.eckup and the follow1r_1g health
education programs in the Japanese occupational set-
Physical examination 32 ting, can be regarded as the Disease Management.
Acufty (1000 Hz) 4.4 So that we have reviewed the previous literatures
Acuity (4000 Hz) 9.7 . . .
A~ about health promotion programs in the occupational
Chest X ray examination 2.7 .. X
Examination of sputum R setting in order to summarize a proposal on the Japa-
Hypertension 93 nese Disease Management Programs.
Anemia 6.0
Liver dysfunction 13.1 < The Literature Review in the
Hyperlipidemia 220 Occupational Health Setting
Urine glucose 3.4 —NWMethod and Result—
Urine protein 3.0
Erectro Qardlogram (ECG) 8.3 We have reviewed all the articles included in the
Person with any abnormal results 395

Source: MHLW (2003).

hyperglycemia (8.30%), and liver dysfunction
(15.57%).

According to the Occupational Safety and Health
Law (enacted in 1972), the occupational health staffs
have to organize a various kind of health education
programs for such workers with abnormal data.

The new law requires that OSH professional also
actively contribute to the action against the metabolic
syndrome. The MHWL tries to develop a standard-
ized program for this purpose. In the case of Japan,
however, we have to review the past experiences of

Journal of Occupational Health from 2002 to 2005,
including the supplements for annual meeting of the
Japan Society for Occupational Health. We have
evaluated the articles according to the three basic pro-
cesses and main activities of Disease Management as
shown in Figure 2. ‘

In total 30 cases were reviewed and summarized
as shown in Table 2—target diseases, the object num-
ber of people, how to grasp the object people, presence
of randomization, presence of control, how to inter-
vention, index of appraisal, and result'%. A various
kind of health promotion programs have been orga-
nized in the Japanese workplaces. The life-style
related diseases such as Hypertension, Diabetes Mel-

l Continuous Reassessment l

l

|

{ Identification }——"{ Assessment l'—‘l Stratification }—“’[ Intervention H Measurements

For Medical Doctor

b;:totmam of :mrwumon Visit to his homn;e ?pemal Tecn"nic:l power -Offer of Evid - Financial agpecis
Tom ical Doctor L g by fep O ] ! ion circumstance of
-From fasurer -Mail of question vote .Jo!nt ownership : esuft redical resoutce
+From his Farrity “Coliection by using onfine o rachct . Cost
-Listening with interview of patient on
Secular Data s Medical aspects
-Past record of insurance claim F as::g““ -Compliance
+ Past record of Medicine expense claim _Tm"““‘ ‘Result of Ciinical Examination
*Result of Clinical Examination -Dispatchi *QOL
Receiving afacti
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- -Approach by using online Pytiont
~The Madicine which he has taken. o -Medical Doctor and
+Diagnostic contents v . .
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“intarvention reserch

untemew by Occupational Doclor or
Public health Nurse

Figure 2. The basic processes and main activities of Disease Management —Compared with Occupational Health—
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litus, hyperlipidemia, obesity are major targets.

As most of the programs have been conducted in
relatively small workplaces, it is very difficult to eval-
uate the effectiveness of the programs.

According to the results of current review, it
seems that it must be very difficult to develop the
effective DM program directly from these experi-
ences. The most important problem to be solved is the
fact that there is no standardized methodology for
intervention and evaluation.

% Conclusion

The health reform program in 2006 was the big-
gest one for the last 30 years in Japan. According to
the plan a nation-wide health promotion program for
healthier population will be introduced. As a main
program of health promotion, the specified health
checkup and follow-up health guidance and interven-
tion program will be introduced from 2008. This pro-
gram might be a Japanese Disease Management
program. .

It is no doubt that the Disease Management pro-
grams developed in USA will be applicable and effec-
tive for the Japanese situation. However, it is very
important to know that various health promotion
activities have been organized under the different
schemes in Japan. Especially the experiences in the
occupational setting are very precious and suggestive.
Before introducing the American methodology, we
have to review the past experiences under the DM
concept. As shown by Ito in this volume3!), it is rea-
sonable to use the current occupational setting for the
implementation of the Japanese Disease Management
programs because of its enough experiences in opera-
tion of programs. However, the most important weak-
point of Japanese experiences is the lack of standard
for intervention and evaluation. The new law 2006
plans to establish such standards.

Considering the actual situation, the authors think
that it might be pragmatic to develop the Japanese DM
programs based on the experiences in occupational
settings with combination of the American sophisti-
cated DM framework.

+» Acknowledgement

This study was conducted by a Health and Labor
Sciences Research Grants of Ministry of health, Labor

and Welfare (Comprehensive Research on Cardiovas-
cular and Life-style related Diseases).

% References

1) Osada K, Yamamoto H, et al.: Health promotion
program using IT network systems; a supportive
program promoting better life-style No.l1. Preven-
tive program for hypertension. J Occup Health 46
(Suppl), 355 (2004). _

2) Nakayama M, Yamanaka K, et al.: The effect of a

health education for hypertension (Partl). J Occup

Health 47 (Suppl), 488 (2005).

Adachi Y, Yamadu K, et al.: One month behavioral

BP control program assisted by computer tailored

advices: Ten month Follow-up survey of program

user’s clinic BP. J Occup Health 47 (Suppl), 506

(2005).

4) Yamaoka K, Goto N: A study of the follow up

health education effect to the person with high blood

pressure —Whether or not the follow up health edu-
cation is contributing to the change of behavior and
the improvement of blood pressure—. J Occup

Health 47 (Suppl), 744 (2005).

Kimura K, Oshige K, et al.: Randomized controlled

trial of primary prevention program for hyperten-

sion in Japanese company. J Occup Health 45

(Suppl), 460 (2003).

Banno S, Sumi Y, et al.: Review of health interven-

tions by E-mail for workers with hyperlipidemia. J

Occup Health 46 (Suppl), 489 (2004).

Tanaka K, Fukuchi A, et al.: Effectiveness of long-

term support by health professionals after Choles-

terol education at worksite. J Occup Health 45

(Suppl), 386 (2003).

8) Higashiyama M, Miura K, et al.: Effect of health

education for hypercholesterolemia in a work place.
J Occup Health 46 (Suppl), 354 (2004).

9) Matsuda M: The effect of dietitian’s guidance lasts
for a few years, searching more better way. J Occup
Health 47 (Suppl), 640 (2005).

10) Koga Y: The effect of prevention program for pre-

diabetes. J Occup Health 47 (Suppl), 368 (2005).
11) Kawashima M, Aoki A, et al.: The follow up study
of the poorly controlled workers with diabetes mel-
litus. J Occup Health 47 (Suppl), 487 (2005).
12) Tanaka S, Muto Y, et al.: Life-style modification
program using self-monitoring of blood glucose
(SMBG). J Occup Health 47 (Suppl), 495 (2005).

3

5)

6)

7

Copyright© 2007 JSHSS. All rights reserved.

77



22

Asian Pacific Journal of Disease Management 2007; 1(1), 18-28

13) Shigenari T, Kogawara M, et al.: Educational pro-
gram for primary prevention of diabetes mellitus —
using self blood glucose monitoring machines—. J
Occup Health 44 (Suppl), 302 (2002).

14) Suzuki A, Toyama M, et al.: A diabetes prevention
clinic which emphasize the need for a change in lif-
estyle. J Occup Health 44 (Suppl), 303 (2002).

15) Hirata K, Miyazaki S, et al.: The effectiveness of
diabetes education using SMBG at workplace. J
Occup Health 44 (Supp!): 550 (2002).

16) Saito K, Mori A, et al.: Aggressive intervention
study to prevent diabetes mellitus by betterment of
life style. J Occup Health 44 (Suppl), 551 (2002).

17) Kinoshita F, Ito K, et al.: Effect of the supporting
system with facsimile and/or e-mail on behavior
modification for improvement a life style-related
disease. J Occup Health 44 (Suppl), 557 (2002).

18) Iwashima N, Hirata C: Effect for first-prevention by
THE NEWS LETTER “JYUNKAIDAYORI”. J
Occup Health 45 (Suppl), 329 (2003).

19) Kinoshita F, Ito K, et al.: The effect of healthy sup-
port for the lifestyle-related disease improvement by
the Internet. J Occup Health 45 (Suppl), 393 (2003).

20) Fukuda K, Sakuragi S, et al.: Is the frequent health
guidance effective? J Occup Health 45 (Suppl), 385
(2003).

21) Takeichi A, Kanno T, et al.: Effect of individualized
health care by physical checkups for the following
year. J Occup Health 44 (Suppl), 400 (2002).

22) Nakagawa Y, Koji T: Improvement for daily habit
with a purpose. J Occup Health 44 (Suppl), 406
(2002).

23) Kawagoe S, Kakinuma A, et al.: Significance of

establishment of THP school for activation of health

promotion in the workplace (Part 6) Follow-up

study of life-style and physical examination in vol-
unteers and controls matched age, sex and BMI with

volunteers. J Occup Health 44 (Suppl), 409 (2002).

Hiramura A, Hayashi Y, et al.: The healthy making

activity where the workplace is center. J Occup

Health 46 (Suppl), 488 (2004).

25) Nogi A, Shiwaku K, et al.: Evaluation of education

program for improvement of visceral obesity (3). J

Occup Health 46 (Suppl), 488 (2004).

Fukuda H: Development of the diet program which

contains intestinal fat measurement by the computer

tomography and behavior change by the correspon-

dence education. J Occup Health 47 (Suppl), 351

(2005).

Matsushita T, Imai M, et al.: Trial of the correspon-

dence consultation method with self-monitoring for

people attempting loosing body v&eight. J Occup

Health 47 (Suppl), 502 (2005).

Uchida K, Ota H, et al.: The effects of new diet-sup-

porting project using intranet system —B-diet—. J

Occup Health 47 (Suppl), 811 (2005).

29) Fujii C: A follow-up study on the effect of an educa-
tional program for obese employee. J Occup Health
45 (Suppl), 336 (2003).

30) Tahara Y, Adachi S: Walking campaign used intra-
net. J Occup Health 45 (Suppl), 389 (2003).

31) ItoM, Hanada H, Fujii Y, Takahashi K: Health sup-
port program for coronary risk in the occupational
setting—Evaluation of the coronary heart disease
risk model for screening—. Asian Pacific J Dis
Manag 1 (1), 34-39 (2007).

24)

26)

27)

28)

Copyright© 2007 JSHSS. All rights reserved.

78



The Feasibility analysis of Disease Management Programs in Japan

23

Table 2  Results of literature review in the occupational health setting

Casc*

Target
Disease

Object

Method
of selec-
tion

Random-
ization

Control
group

Intervention Method

Result

Indicator for
evaluation

Hyper-
tension

2792

Annual
health
checkup

» Check sheet for Blood
Pressure

« Check sheet for life-
style

« g-Mail

The percentage of participation is 26.9%.
The percentage of completing curriculum is
46.0%. 35.1% of completed persons were
changed his Biood pressure to normal. The:
most important reasons for not-participation
is difficulty of measurement. With easier
systems, it will be possible to apply this
program for more target people ef ciendly.

Blood Pressure

Hyper-
tension

285
(Ef-
fective
reply
149)

Annual
health
checkup

+ Health cducation

When we compared before and afler atten-
dance of the lecture, consciousness increase
was observed for 80% of participants in all
stage of the health belief model. The level
of perceived severity was originally high for
the participants in the contemplation stage
and action stage. The participants in the
precontemplation stage (30 people) felt the
necessity to change their life-style. Finally
the participants in the contemplation stage
and action stage have increased for 85 and
64 peoples, respectively.

Health belief
model

Hyper-
tension

236

unclear

4
Program
comple-

tion level

* Individual health
education (2 times per
month)

For blood pressure fevel, sex distribution,
and age distribution, there were no differ-
ences among the groups before interven-
tion. After ten months intervention, the
average blood pressure was changed from
148.1/88.5mmHg to 139.4/82.1mmHg for
full participation groups (p<0.001). For the
group with only onc time inlervention, the
average blood pressure was changed from
147.0/87.6mmHtg to 141.6/83.4 mmHg
{p=0.001). [n both group the modification
of lifestyle was observed as follows: there
were improvements in 3 of 11 cating hab-
its items, and 2 of 3 physical examination
items. Sleeping duration was extended. The
fatigue and stress level were decreased. In
the case of full participation group, more
improvement was observed for dict habit,
fatigue and stress, and total score of healthy
lifestyle and subjective health score.

Blood Pressure,
life-style

Hyper-
tension

200

Annual
health
checkup

+
Existence
of follow-
up inter-

vention

* Follow up intervention
for Blood Pressure

The number of follow-up group and control
group were 96 and 79 peoples, respectively.
Significant improvement was observe for
follow-up intervention group. The persons
who modi ¢d their lifestyle healthier were
68.7% for follow-up intervention group
and 59.5% for control group (p<0.085, chi-
squared test).

Blood Pressure,
life-style

Hyper-
tension

133

Annual
health
checkup

+
{Setting
for3
groups)

* Guidance for healthier
life-style

* Guidance for healthy
life-style and distri-
bution of the urine
test paper for sodium
concentration

» Without any intervention

The systolic blood pressure was decrcased
in all three group. The group with health
guidance and urine check has shown the
largest decrease in systolic blood pressure
(1ZmmHg).

Blood Pressure
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Object .
Casc* ;a;g;: N o}':::;:cd- R‘and.om- Control | Intervention Method Result I:(:;Zﬁ:o‘:r '
. ization | group ;
tion i
6 | Hyper- | 91 | Annual + * Health education Participant was 68 peoples (74.7% of alljLife-style ,
lipi- health {program |+ Follow up monitoring ipersons with annual health check-up).;:Annual health ;
demia checkup partici- | by e-mail There were no remarkable differences in thelcheckup and i
pants and changes of labo-test and lifestyle betweenimedical inter-
non-par- intervention and control groups. view ;
ticipants) :
7 Hyper- | 30 The Matched i+ Health education, In both group, total cholesterol level was{Serum Choles- |
lipi- member by age, | Walking class (1 or improved afier 6 months. The interventioniterol i
demia who the year | 2 times per month),  [group maintained the effect for three years. ;
take the ofthe | health education letter [On the contrary, non-intervention group's
classes classes, data became worse after | year.
about smoking :
how to habits, :
control Total i
the Cho- Choles- '
lesterol terol
H
:
¥
8 | Choles- | 1422 §{ Annual » Health education class (Scrum cholesterol level has decreased foriScrum Choles- &
terol health and campaign for both groups, but the participants groupiterol a
checkup reducing cholesterol  {showed more decrease (Male: 8.2 vs 6.5, :
level Female: 7.2 vs 5.6). {
» Self check of physical ,;
activity by step counter i
9 |{Hyperg-{ 46 | Annual + * Health cducation by  jAccording to the results of OGTT in June] OGTT i
lycemia health (Setting | Occupational Health (1997 and January 1998, participants were }
checkup for 3 Physician and Dictitian]categorized into the 3 groups; Improvement i
groups; (15 peoples), No change (11 peoples), and
Improve- Worsened (11 peoples). According to the :
ment results of annual health checkup in March L
group, 1999, the improvement group kept their, !
invariable well-controlled level, but other iwo groups i
group, showed worsened results. The result off f
get worse March 2000 showed worsened data for all !
group) three groups. :
10 jGlucose{ 30 | Annual Individual health educa- Al the participants have completed the. 6{FBS, HbAlc, To-!
intoler- health tion using following months program. Six peoples have shownital Cholesterol.
ance checkup items; Laboratory data, jmore than 10mg/dl decrease in FBS, and!Wt, BML W/ @
Step counter, Health 2 peoples had shown more than 0.3% de-{H ratio, Blood §
interview, Self check  crease in HbA ¢, Signi cant improvementsiPressure, Physi- !
of blood sugar level, were observed for body weight, BMI, waistical tness test ¢}
Body weight measure-  jand hip ratio, and physical tness rest. :
ment, Cheek for dictary :
habits, Blood pressure :
measurement, Physical :
exercise with examina- f
tion of physical tness, i
Lea et for healthy life, 5
Measurement of waist
and hip ratio .
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