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JAGES

Evidence Compilation
Version 3.5 (2016)

Study to promote the prevention of long-term care by community-building

Purpose of the evidence compilation

Long-term care prevention has shifted its focus from the conventional secondary
prevention projects targeting high-risk individuals to developing resident-led
community-based long-term care need prevention activities that are open for free
participation—i.e., preventing long-term care by community-building. Resident-led
activities are new for many local governments, but professionals in welfare and long-
term care have the responsibilities to spread the significance of activities for preventing
long-term care by community-building to residents of the community and employees of
other departments of the government.

This compilation of evidence was prepared as slides so that welfare and long-term care
professionals can use it in information sessions and workshops to explain the new
concepts of long-term care prevention to other government departments and
community residents. The slides that are most appropriate for the community or target
audience should be selected to make effective presentations, preferably with the
addition of your own community-specific slides.

How to use comments

Comments are added to each slide to promote better understanding of the slide to the
presenter and are not necessarily meant to be read aloud completely to the audience. In
fact, presenting concisely in your own words will allow the audience to grasp a better
understanding. Many slides include references that can be consulted for more details
and can be recommended to the audience as well.



< Purpose>

® Common awareness formation stage
»  Social relationships and environment are importantfactors that
factors that detemine health
»  Progressive approaches

[ Management-led formation stage
Significance of multi-disciplinary, cross-institutional collaboration
institutional collaboration
> Significance of volunteer activities 1): effects on individual health
individual health

> Significance of volunteer activities 2): effects on community-scale
community-scale

»  Progressive approaches

® Evaluation stage
»  Evaluation methods and necessary information

tudy to promote the prevention of long-term care by community-building




Common awareness
formation stage

Social relationships and environment are
important factors that determine health

For professionals and residents

Study to promote the prevention of long-term care by community-building

Outline of the evidence compilation

Meetings and workshops will be held at several points along the introduction,
implementation, and evaluation phases of “long—term prevention care by community—
building.” Long—term prevention care by community—building takes the four phases of
the “Common awareness formation stage” — “Management-led formation stage” —
“Implementation and expansion stage” — “Evaluation stage.” This evidence
compilation was prepared as explanatory materials on the following three stages.
Furthermore, slides are divided into “Slides for professionals,” “Slides for residents,”
and “Slides for both,” but these distinctions are not absolute, and slides deemed
appropriate for the target audience or community should be chosen for each
presentation.

Explanation of the following slides:
The following slides are to be used in the Common awareness formation stage and are

intended to provide evidence that social relationships and the social environment are
important factors that determine health.



.=- For professionals and residents
<1 interpersonal exchange per week is a health risk.
<Once per month increases the risk of early death 1.3-fold

Adjusted for sex, age, composition of cohabitating family, years

B Long-term care need (total) in education, marital status, income per household member,
B Long-term care need (levels =2) ~ diseases being treated, forgetfulness, and area of residence.
(R Dementia
[_| Death [
15 1.40

Frequently onceaday <4-6/wk <3-4/wk <2-3/wk <1-2/wk  1/mo-<l/wk  <1/mo .
daily

Frequency of interactions with others
Based on 10-year cohort data. Results of analysis on approximately 12,000 individuals.

Masashige Saito, Katsunori Kondo, Toshiyuki Ojima et al. (2015) Japanese Journal of Public Health 62(3)

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v A 10-year follow-up study on approx. 12,000 elderly individuals in cities, towns, and
villages in Aichi prefecture without certification of long-term care need indicated that
those with lower frequency of social interactions at the beginning of the survey 10
years ago were more likely to have developed long-term care need, dementia, or to
have died.

v’ E.g., compared to individuals who had “frequent social interactions every day” 10
years ago, those with once a month to less than once a week were 1.3-1.4 times
more likely to have later been certified with long-term care need levels 2 and higher,
including certification of needed support and certification of long-term care need
with dementia. Furthermore, those with less than one social interaction per month
were 1.3 times more likely to have died in addition to certification of long-term need
care.

v’ These results have been statistically adjusted for sex, age, diseases requiring
treatment, and forgetfulness at the time of the survey (i.e., the effects of these other
factors have been excluded form the results). However, there was no significant
difference between those with “one social interaction per day” to “less than one or
two social interactions per week” and those who have “frequent interactions every
day.”

See reference at bottom of slide for details

Sample questions to audience



v' Did you know that frequency of your interactions with friends, children, and relatives
may influence your need for long-term care or length of life expectancy?



e -
- For professionals and residents
Is it better to eat together with others than to use a

delivery service?
Individuals who live alone and eat alone are 2.7 times more likely to become depressed.
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Panel data at two points in time were used. Individuals in depressive tendency at baseline were excluded.
Based on an analysis of approximately 40,000 individuals.

Tani Y, Sasaki Y, Haseda M., et al. (in press) Age and Ageing.

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' A follow-up study in 40,000 elderly individuals who were not depressed at the time of
the survey showed different patterns in becoming depressed in the three subsequent
years by whether or not they took meals with others or took meals alone.

v’ Specifically, elderly men who lived alone (blue bar) were 2.7 times more likely to
develop new depression if they ate alone compared to those who ate with others,
and women (red bar) were 1.4 times more likely to become depressed if they ate
alone, regardless of whether they lived alone or with others.

v Meal delivery services are provided nationwide, but providing a setting to eat with
others can be expected to prevent depression, which is a risk factor for requiring
long-term care, than having service users eat delivered meals alone.

See reference at bottom of slide for details
Sample questions to audience
v" How do you usually take your daily meals?

v' If you are eating alone, you may be increasing your risk of becoming depressed.



For professionals and residents

Sports are better played in groups

Even individuals who exercise regularly are at risk of requiring
long-term care if they do not participate in sports groups.

People who participated in a group did not significantly increase their risk
of requiring long-term care even if the frequency of exercise was low.

Likelihood of shifting to certification of long-term care need _ _
- - Adjusted for sex, age, income per
T household member, years
™) Participation in in education,
g organization 1.00 i
H (Active participant) *
d -
] Non-participation
s in organization 1.29
N (Exercise alone) [1.02-1.64)
£ Participation in
z organization 1.16
H (Passive participant) [0.76-1.77)
]
o g
¥ Non-participation
(=] in organization 1. 6 5
v (Sedentary) [1.33-2.04]
L) T T T 1
0.0 0.5 1.0 1.5 2.0 (HR)
Based on cohort data over 4 years from an analysis of approx. 13,000 individuals.
Kanamori, 5., Kai, Y., & Kondo, K., et al. (2012) PLoSOne, 7(11), 51061

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' A follow-up survey over 4 years on 13,000 elderly individuals without certification of
long-term care need

v Compared to individuals who exercised through participation in a sports group >1
time per week, those who did not exercise and did not participate in a group were
1.65 times more likely to have been certified with long-term care need after the
survey. Interestingly, compared to individuals who exercised at least once a week
without participation in a group were 1.29 times more likely to have been certified
with long-term care need; there were no significant associations between people
who exercised less than once a week and those who participated in a group.

v’ The results suggest that even exercise in small quantities can prevent long-term care
need if practiced with others. The results have been statistically adjusted for other
factors, such as age, sex, income, education history, marital status, diseases,
depression, smoking, and drinking.

See reference at bottom of slide for details
Sample questions to audience

v' Did you know that even the same exercise can have very different effects in
preventing long-term care need by whether it is practiced alone or in a group?



- For professionals and residents
Salon participants had lower rates of certification of long-
term care need

--Results of a 5-year follow-up
Comparison: Long-term care need certification in the 5-year period between
2007 and 2012 between participants and non-participants
(%)
16
14
12
10
Rate of certification of long-term
8 care need was controlled to
half (6.3% points) over the
5 years.

6

4

2

0 — "

Participants Non-participants
[ (n=312) (n=2178)
Based on 5-year cohort data, on an analysis of approximately 2400 individuals.
Hikichi M., Kondo N., Kondo K., et al. (2015)Journal of Epidemiclogy and Community Health(doi: 10.1136/jech-2014-205345)

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v A 5-year follow-up study on approx. 2,500 elderly individuals residing in a town in
Aichi prefecture revealed that those who participated in elderly salon events held
approximately once a month around 10 facilities in the town had half the rates of
requiring long-term care need compared to non-participants.

v’ Given that the salon activities may be more accessible to individuals who are healthy
to begin with, the results were compared between many types of participants and
non-participants. In this town, approximately 10% of the elderly participate in the
salons. Therefore, given the elderly population of this town of 8,000, this event
contributed to preventing long-term care certification of approximately 50 elderly
individuals.

See reference at bottom of slide for details
Sample questions to audience

v’ Are salon activities that gather residents also linked to maintaining and promoting
health and to preventing long-term care need?



For professionals and residents

-
RGES
People who do not laugh are 1.5 times more likely to have
lower self-evaluations of their health

Comparedto people who laugh almostevery day, womenand men who rarely laugh are approx.
1.8 and 1.5 times more likely to have low self-evaluations of their health, respectively.
This suggests thatlaughing maybe effective to improve mental health and overall health

(PR) M Men
20 1.78 M Women
1.5

1.00 1.00
1.0

o
L]

o
[=]

| Almost everyday 1-5 times/wk 1-3 times/mo Rarely
(standard)

Y3[e3Yy JO SUOIIRN|RAS-J|3S MO|
Yum sjenpiatpul jo uopjiodouad jo uospedwo)d

Frequency of laughing

On analysis of cross-sectional survey data from approximately 20,000 individuals.
Hayashi K.,Kawachi [.,Ohira T.,Shirai K., Kondo N.et al. Journal of Nervous and Mental Disease.

m care by community-building

Remarks on this slide

v Analysis of survey data on approximately 20,000 elderly revealed that men and
women who laugh less frequently have lower self-evaluations of their health.
Incidentally, “self-evaluations of own health” has been established as a predictive
marker of the person’s vital prognosis.

v’ Specifically, men and women who “rarely laugh” have 1.54 and 1.78 times more
likely, respectively, to have poor self-evaluations of their health compared to people
who laugh “almost every day.”

v’ These findings suggest that laughing is linked to better health and longevity.
See reference at bottom of slide for details
Sample questions to audience

v’ Have you ever heard that laughing also has potential health benefits? (Good fortune
and happiness come to the home of those who smile?)



g -
=- For professionals and residents
People who do not laugh are at a 1.6-fold risk of brain stroke

Compared to elderly individuals who laugh almost every day, those with the
lowest frequency of laughing are 1.6 and 1.2-times more likely to have brain
stroke and heart disease.

*

Cardiova- |
(PR) | scular
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. Cerebral
stroke
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1.0 | 1.001.00
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0.0

Almost everyday 1-5 times/wk 1-3 times/mo Rarely
(standard)
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Frequency of laughing

On analysis of cross-sectional survey data from approximately 21,000 individuals.

Hayashi K., Kawachi [., Ohira T.. Kondo T.. Shirai K., Kondo K..et al. Journal of Epidemiclogy

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Survey data on 21,000 elderly individuals revealed that frequency of laughing is linked
not only to subjective markers such as self-evaluations of health but to disease such
as cerebral stroke and heart disease.

v’ Specifically, people who “rarely laugh” are 1.6 times more likely to have cerebral
stroke and 1.2 times more likely to have heart disease than people who “laugh almost
every day.” This suggests that laughing is also an indispensable part of a healthy social
life. See reference at bottom of slide for details

Sample questions to audience

v Have you heard that laughing also has potential health benefits? (Good fortune and
happiness come to the home of those who smile?)



For professionals and residents

RGES

Positive emotions lower the risk of dementia by half
People with stronger positive emotions, such as happiness and
satisfaction, are less likely to develop dementia

Decrease in the risk of dementia with every additional point of positive emotions on a scale of 0-5

(HR)

1.0 rRisk of subsequent certification of long-term
care need with dementia decreased by 13%

| for men and 21% for women for every
additional item on positive emotions.
0.9 4
0.87 /
"Yes" to all five items
0.8 _ 0.79 decreased the risk by
509% for men and by 70%
T
Men

for women.

Results adjusted for age, medical history, physical function,
health-protective behaviors, marital status, composition of
Women cohabitating family, social participation and years in education.

0.7

Based on 4-year cohort data from an analysis of approximately 14,000 individuals.

Murata C., Takeda T., Suzuki K., Kondo K., (2015) J Epidemiol Res, 2(1):118-124

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' A 4-year follow-up study on 14,000 elderly without certification for long-term care
need showed that people with positive emotions had subsequently decreased their
risk of dementia by half.

v’ Specifically, one additional point on a 5-item questionnaire for a 5-point scale on
happiness and fulfillment lowered the risk of certification for long-term care need
with dementia 4 years later by 13% for men and by 20% for women.

See reference at bottom of slide for details

Sample questions to audience

v’ Positive emotions may contribute to preventing dementia as well.

10



- For professionals and residents
~~ Life in temporary housing after the earthquake...

Entry by drawing vs. in groups by community units

Relationship with instrumental support Relationship with depressive tendency (K6)

Proportion of people without sacial relationships or support Compared housh p -

A d z pared to group housing by community units, housing by
from neighbors and friends was signifcantly higher in the drawing increased the risk of severe mental disorder,
group housed by drawing (p=0.003 for both).
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| “'“” > Gutnd teming "] Group houing by comemunity unit | Group housing by community unit
Receiving social support Giving social support Method of placement in
from others to others temporary housing (p = 0.36)

Based on a section of the JAGES survey on individuals aged 40 years and above living in temporary
housing in Iwanuma city, Miyagi prefecture (n = 281, cross-sectional survey)

Based on 4-year cohort data, from an analysis of approximately 14,000 individuals.
Kovama S.. Aida )., Kawachi .. et al. (2014) The Tohoku Journal of Experimental Medicine, 234(3):241-247

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v An analysis of 281 people living in temporary housing after the earthquake suggested
that community interactions are associated with health. Compared to evacuees who
entered housing with their community members, those who entered housing
independently by drawing were at a disadvantage in terms of both social support and
depression.

v e.g., Among residents placed by drawing, the rates of receiving support from others
or giving support to others were significantly lower, and the rate of depressive
tendency was significantly higher.

v N.B. These results are based on cross-sectional data (based on 1 survey after the
disaster) and do not indicate causal relationships.

See reference at bottom of slide for details
Sample questions to audience

v’ Relationships with neighbors may function protectively for post-disaster cooperation
and against depression.

11



Common awareness
formation stage

Progressive Approaches

For professionals and residents

The following slides introduce examples of the progressive approaches aiming for the
Common awareness formation stage

12



.=- For professionals and residents
Steps to founding long-term care prevention project
“Oyorimasse” in District A of M City

u ding the current situations and real
by a community diagnosis

Community diagnosis by increasing visibility of problems

Sharing results of the Community Diagnosis and Opinion exchange
® Conference and debate sessions with community resident

participation
= @ Community Care Conference
m— ® Long cane p i training P, €16

@ -

h Meeting and decisi king by resid from

I high-need communities
-mll
Mobile stores to meet residents' shopping needs "Oyorimasse” opened in public activity facilities in the

high-need communities

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ It is essential for residents to take part in the efforts to build a community that is best

for the residents themselves.

* The first steps consist of making the community’s needs visible and sharing them
within the whole community (the city, town, or village).

* Even within the same city, town, or village, different districts may have different
problems, which may also be affected by the different histories and social and
economical conditions associated with each area.

* Itis important for the local government to be aware of the challenges common to the

whole town and distinct from other towns.

* However, it is important for the residents of districts within each town to recognize
the challenges particular to them and to have a common awareness of these
problems for resident-led community-building.

v’ Case presentation: City M’s path to opening the long-term care prevention project
“Oyorimasse”

1) Increasing visibility of problems allowed the whole city to build a shared awareness

that district A, in particular, has a high rate of people at a high risk of long-term care

need and that there are many shopping refugees.

2) The city as a whole determined that District A was the district requiring focused

attention, and the community residents, mainly, made decisions on the details of the

initiatives to be taken.

3) Opened “"Oyorimasse” activities of eating together at the district public hall (twice a

month) = Social participation reduced the risk of long-term care need.

4) Gathering people at the location attracted mobile shops, which also met the shopping

needs.

13



For professionals and residents

”e.g., City B’s use of the “Long-term care preventive measures support site”

1) Higher rates of cognitive function decline Comparison by spheres of livin.
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residents, and come up with measures together
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Goal: to create a community-led system to ensure that participation at any level can contribute to preventing dementia.
T

Next step: Building the system

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' Itis also possible to use the long-term care preventive measures support site and link
it to resident-led system-building.

* Building a system that uses area-specific resources by sharing problems particular to
each city or to each elementary school district

* Although government support is also essential for system-building, self-led activities
do not occur without residents’ ideas.

Example of City B

v Having a common understanding of the challenges (utilizing the “Long-term care
preventive measures support site”)

* The problem: A higher rate of people with cognitive decline compared to other cities,
towns, and villages

» Different districts within the same city had different rates of people with cognitive
decline with a maximum difference of 1.32-fold in some elementary school districts.

* Elementary school districts with high rates of people with cognitive decline were
characterized by “low IADL and intellectual activity,” “low rates of health check-ups,”
and “minimal walking per day.”

v’ Activities appropriate for the community were brainstormed in a resident-led
discussion.

* Alist of community-specific resources was made to reach a common understanding
of the problems.

* Although there were many facilities within walking distance in the city, they also
realized that they had another resource: open spaces.

* Many of these areas were not cultivated, and a proposal was made to make
communal vegetable gardens in those open areas.

. Vegetables grown in those gardens could be used for cooking classes and the meals



- For professionals and residents

'meample: City C that utilized the Target District
Selection sheet
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Toyo Ashida, Naoki Kondo, Katsunori Kondo (2016) Welfare Index, 63(7): 7-13

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ It is effective to use the “Target area selection sheet” in major cities.

Larger cities involve challenges that do not exist for small or mid-sized cities in
selecting the areas for focused intervention.

Cities with populations over 1 million require a selection of several among almost 100
spheres of life.

The “Selection sheet for target districts for implementing the long-term care
prevention project” presents problems specific to each community in visible formats
and was developed for major cities.

It is a table for evaluating “Risk factors of long-term care need,” “Community’s
resources,” “Variations in community activities (human resources, intra-community
relationships, volunteer work, etc.),” and “Other related factors.”

Example: Kobe City

Four districts among 78 spheres of life (Community General Support Center spheres)
were selected in 2015 as model districts.

Volunteers were recruited, preparatory conferences for salon launching were held,
salon launching support was given, and actual salon activities were implemented in
these districts.

Physical strength measurements and questionnaire surveys were conducted before
implementing salon activities to validate the effectiveness of the salons. Concurrent
intervention in around 4 sites is optimal considering government support systems for
meticulous support and appropriate evaluation of effectiveness.

It is difficult to receive sufficient cooperation without consensus-building from the
municipal offices of the district for intervention, related government offices in the city,
and community general support center, etc., even if the target district is narrowed
down.

The “Selection sheet for target districts for implementing the long-term care
prevention project” was well received as extremely helpful in smooth consensus-

. o1 1e e ~ . 2 "



professionals from related organizations and agencies.
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=- For professionals and residents

Long-term care prevention activities in City M, based on the community diagnosis

Commun_ity diagnosis by
4 public health nurse Understanding of the current situation and
1y, Nagasaki Prefecture (All elderly) & F bya y diag

]
]
i
I

Sharing and opinion exchange on results of community
diagnosis

® Residents throughout the city (various organizations)
o Community care meetings
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Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' First step: drawing up the community’s current status and problems

Methods: JAGES-HEART, which presents per-region survey results in visible formats
the “Long-term care Prevention Web Atlas” that color-codes community diagnosis
data on a map

Conducting a community diagnosis and sharing a common notion of the existing
problems enables narrowing down regions of focus smoothly and realization of
resident-led initiatives best suited for the challenges particular to that region.

Long-term care prevention activities in City M

1. A public health nurse makes a community diagnosis.

2. Results of the community diagnosis are shared with the community’s residents.
Specific methods: Results are shared with as many residents as possible through
various groups within the whole city and shared with other health care and welfare
institutions in “Community Care Meetings.”

At the same time, long-term care prevention supporter training workshops are held
for residents to share the problems and educate staff.

v’ After sharing community-specific challenges, select the regions of focus and narrow

down the initiative options best for that district.
This led to selecting District A in the city that had a high number of problems such as
difficulties shopping and living alone. Here, “Oyorimasse,” a seniors’ salon held twice
a month, was implemented to serve lunch to elderly residents.
Gathering a large number of people attracted mobile shops and consequently
improved the shopping environment for residents.

Involving residents in coming up with their own solutions contributed to activities
best suited for the community.
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For professionals and residents
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"Oyorimasse” is scheduled to expand its activities to
exercising and arts and crafts while participants enjoy
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District B Social Welfare Committee in 2014,
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district C as well.

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' District A in Matsuura City has started a project to prevent seclusion through an event
called “Oyorimasse” held twice a month for eating together and chatting.

* All participants enjoy lunches prepared by supporters to prevent seclusion.
* Exercising and arts and crafts are among some of the other activities held.

* This succeeded in attracting mobile stores, which has improved participants’ access
to shopping as well.

v’ The first step of evaluating the activity is to record the number of participants. It is
equally important to record live feedback of participants as well.

* Although the number of participants is increasing, we found that there were some
differences in trends between men and women.

* Even if there are opinions of a few, hearing opinions on how they came to participate,
the benefits and changes they experienced from participation, and requests for the
future makes it possible to check whether the intentions of the plans met
participants’ needs.

v’ Subsequently, the outcomes of the project in District A of Matsuura City have been
shared and attempts to expand it to other districts have been made with the funding
of the prefecture.

17



For professionals and residents

Measures on inter-community disparities of seclusion by multi-disciplinary
collaboration using survey data Town A, Kumamoto Pref.
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Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Setting optimal goals is important for evaluating results.

Setting goals appropriate for the characteristics of the small community, rather than
setting goals for the entire town, makes it an attainable realistic goal for residents.
Setting optimal goals that residents can accept is essential for continuing resident-led
activities.

Example of Town A in Kumamoto Prefecture.

Comparing results of the Health and Living Survey to those of other cities and towns
made it possible to identify the large proportion of residents in seclusion as a
problem.

A community general care meeting was held involving medical, welfare, and long-
term care professionals as well as departments of disaster prevention, environment,
education, construction, agriculture, tourism, and revenue to reach a shared
understanding of seclusion as a community problem.

Information was shared that there is a large difference in the proportions of residents
in seclusion between the flat and mesomountainous regions of the same town.
Therefore, different targets were set for flat and mesomountainous regions.

A district within the mesomountainous region with the largest problems was selected
for focused intervention. It was determined to implement a community participation
promotion project in collaboration with many departments. A prefectural budget was
obtained as well.

Both short- and long-term measures against inter-community disparities in seclusion
in the town were incorporated in the Long-term Care Insurance Project Plans.
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Management-led
formation stage

Significance of multi-disciplinary,
cross-institutional collaboration

(For professionals)

Study to promote the prevention of long-term care by community-building

The following slides are intended to share the significance of multi-disciplinary or multi-
institutional collaboration within the Management-led formation stage, primarily to
experts.
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Y= For professionals

Inter-disciplinary cooperation to narrow down disparities in health

Narrowing down
disparities in health

Organization to link various players
such as residents, NPO, companies, and

government departments is essential for closing
the health gap.

Stratified measures

Universal measures | Cross vertical borders
. with consideration

| Sharing the problem | |ife course J

Remarks on this slide

v

v

v

Mobilizing various players is essential for narrowing down disparities in health.
“Initiation” and “Conceptualization” of the “7 principles against disparities in health”
are not sufficient for closing this gap.

Building systems and organizations that navigate residents and the various divisions of
NPOs, private companies, and government is essential.

The following 3 principles are critical in addition to the 4 principles of PDCA (plan, do,
check, action), consisting of setting goals, evaluating results, and linking to the next
activity.

5t principle: “Stratified measures that take characteristics and relationships between
the state, local governments and communities into account”

6t principle: “Crossing vertical borders—i.e., connect the various players such as
residents and various divisions of NPO, companies and government”

7t principle: “Community-building by collaboration with town-developing
departments other than those directly related to health”

“Stratified measures,” “crossing vertical borders,” and “community-building” are
essential in preventing long-term care as well.

It is essential to cross vertical borders and connect as many players as possible in

ways best fit for their characteristics.

See reference at bottom of slide for details
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Study to promote the prevention of long-term care by community-building

Remarks on this slide

v Example: Successful outcomes of collaboration in dental health services

* Results of a nationwide 2012 survey on 800 local governments

* Comparison between local governments that operate dental health services alone
versus those in collaboration with residents, dental associations, and companies

* Local governments in collaboration were 3.21 to 7.28-fold more likely to be involved
in effective activities, and this trend increased with the number of collaborating
partners.

* This indicates that more effective health services are managed through collaboration
with residents, medical associations, and companies compared to those dental health
services singly operated by local governments.

v’ The results demonstrate the potential effectiveness of activities executed by local
governments that are boosted through collaboration with various partners in the
community.

v' Community-wide collaboration is also expected to render positive outcomes in long-
term care prevention.

See reference at bottom of slide for details
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Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Results of a questionnaire survey on local government employees who participated in
the JAGES survey

v' Government employees who work in multi-disciplinary or multi-institutional
collaboration tend to develop social resources for raising the community’s health
standards and have higher abilities for systematizing and enforcement (enforcement
abilities).

v’ Specifically, government employees with more connections with “other departments
within the government,” “organizations other than the government (medical and
welfare),” and “organizations other than the government (other than medical and
welfare)” have significantly higher enforcement ability scores. Likewise, “local
politicians,” “professionals,” and “local board members” with more connections have
significantly higher enforcement ability scores.

v' The results indicate the potential increase in professionals’ abilities through multi-
disciplinary and multi-institutional collaboration.
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Management-led
formation stage

Significance of volunteer activities®
Effects on individual health

(For residents)

Study to promote the prevention of long-term care by community-building

The following slides are intended to be used in the Management-led formation stage,
primary to an audience of residents, and show the potential effects of participation in
volunteer activities on the individual’s health. They are intended primarily for use in
explanatory meetings for residents.
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=- For residents
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"5 people who participate in community activities...

Participation in community activities and depression (GDS)

Long-term care prevention and Relationship with activities of look-out
health-promoting activities support for the elderly
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Probability that the participant in these activities have depression = approx. 0.5x

—
Fewer people with a tendency for depression

JAGES2013 data (analysis by Tami Saito)

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Survey on approximately 5,000 elderly individuals who are not certified with need for
long-term care

v' Individuals who participate in "Long-term care prevention and health-promoting
activities" and "Look-out support for the elderly” are less than half as likely to be in
depression compared to "non-participants.”

v’ This is an analysis of one survey and therefore does not indicate causal relationships
but suggests that there is a relationship between participation in community activities
and depression.

*Neither have been adjusted for variables.

Sample questions to audience

v' We found that the rate of depression is lower among people who participate in
community activities.
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Study to promote the prevention of long-term care by community-building

Remarks on this slide

v' Results of a 3-year follow-up survey on approximately 2,700 men and women aged 65
years and above

v’ “Degree of participation in social activities” was estimated by how much individuals
participated in hobby, sports, town, volunteer and seniors’ groups, and clubs.

* We found that men and women who participated extensively in social activities were
less likely to have developed new depression 3 years later compared to those who did
not participate much in social activities.

v’ Furthermore, people who had a role were even less likely to have become depressed
than people who only participated.

v’ This trend was particularly remarkable in men.

* A comparison among people with high levels of participation has shown that the risk
of becoming depressed among people with responsibilities (1.2%) was one-seventh
that of people without roles (8.5%), as shown by the blue bars in the left graph.

v' Although the difference among women (red graph) is not as remarkable as men,
women with responsibilities, too, were at a lower risk than women without one.
See reference at bottom of slide for details
Sample questions to audience
A follow-up study suggests that there is a causal relationship between social
participation and depression and that a role within the social activity was particularly
effective in preventing depression.
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Elderly with a role in the community are likely to live longer
(death rate reduced by 12%)

Results of 5-year follow-up of 10,271 elderly aged 65 years and above
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Comparison: Risk of death of regular members and board members of councils and other groups

Ishikawa Y., Kondo N., Kondo K., Saito T., Havashi H..Kawachi 1. (2016) BMC Public Health, 16:394

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Results of a 5-year follow-up survey on approximately 10,000 men and women aged
65 years and above

v’ "Social participation with a role” was also associated with the risk of death.

v’ Specifically, people with one or more responsibilities among participants of local
government or seniors’ groups were at a 12% lower risk of death than members
without responsible roles.

*Results adjusted for sex, age, income, years in education, marital status, self-
evaluations of health, depression, and years in the residence.

v Increased self-esteem or fulfilment through serving a high position within an
organization may be some of the underlying reasons.

See reference at bottom of slide for details
Sample questions to audience

v’ Active participation in the community, but even better, social participation with a role
may be linked with longevity.
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For residents

Participation in community activities and
high-order living functions (health)
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and the difference is particularly notable for social roles. )
JAGES2013 data (analyzed by Tami Saito)

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v Results of analysis on approximately 5,000 elderly individuals without certification
of long—term care need

v' Individuals who participate in “Long—term care prevention and health—promoting
activities“ or “Look—out support for the elderly“ have 1.7—fold and 3.5—fold better
scores, respectively, of “high—order living functions” than non—participants.

v' Scores were particularly high among people with “social responsibilities,” including
caring for people, listening and advising, and active exchange with young people.

Sample questions to audience
Did you know that participating in community activities and having social
responsibilities within the community can be helpful in having a lively old—age?

[Information for reference]
v" In addition to independence in the activities of daily living, the three “high—order
living functions” of 1) Instrumental independence, 2) Intellectual activity, and 3)

Social responsibilities must be good to pass a lively senior life.
v “High-order living functions® consist of
1) Instrumental independence:
Ability to select means as needed to live self-sufficiently. Specifically, these include domestic chores
such as cleaning or meal preparation and carrying out daily tasks using tools and equipment. They also
include financial management.
2) Intellectual activity:
Ability to carry out intellectual activities such as “exploring,” “creating,” and “leisure
activities.” Intellectual activity consists of activities that require complex thought and time, and decline
of this capacity leads to extended periods of time spent without a purpose.
3) Social responsibilities:
Acts including caring for others, listening and advising, and active exchange with young people. This
also includes the ability to take on and carry out responsibilities within a residential community and to



enjoy information exchange.
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Management-led
formation stage

Significance of volunteer activities 2)
Effects on community health

For professionals and residents

Study to promote the prevention of long-term care by community-building

The following slides are intended for sharing the potential effects of promoting
volunteer activities on health of the community unit that go beyond individual health.
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Study to promote the prevention of long-term care by community-building
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v’ Slide that provides descriptions for recruiting participants of volunteer activities

v A 2013 survey on approximately 130,000 elderly individuals without certification for
long-term care need

The proportion of elderly people who volunteer in a given community was compared
to the proportion of those who participate in sports clubs and the proportion of those
who provide emotional support in these graphs.

The x-axes of the two graphs represent the proportion of people who volunteer; the
y-axis of the left graph represents the proportion of people who participate in sports
clubs, and the y-axis of the right graph represents the proportion of those who
provide emotional support. The mean values for the area examined are plotted. (Left:
early-stage elderly, Right: advanced-stage elderly)

Both graphs increase in a positive correlation; cities, towns, and villages with higher
rates of people who volunteer also have higher rates of people who participate in
sports activities or who provide support.

As an analysis of results from one survey, this graph does not represent causal
relationships with volunteer activities but does show an association.

Sample questions to audience

v’ Perhaps higher involvement in volunteer activities in the community will also increase

the various indicators of the community related to health.
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For professionals and residents
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Remarks on this slide

v A 2010 survey on approximately 100,000 elderly without certification for long-term

care need by 25 local governments

There was an association between the proportion of elderly who participate in
hobby-related groups in a given region and the mean "Geriatric Depression Scale
(GDS-15)” of the elderly in that region.

The x-axis of this graph represents the proportion of people who participate in hobby
groups, and the y-axis represents the GDS score of depression. This is a scatter plot of
100 early and advanced-stage elderly from 25 locally governed areas by men and
women.

As indicated by the graph, regions with higher rates of participation in hobby-related
groups were associated with lower rates of depression.

As an analysis on the results of one survey, this graph does not indicate causal
relationships but does suggest an association with depression.

Sample questions to audience

v We found that regions with high rates of participation in hobby groups have low rates

of people with depression.
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1.0
““F% Participation in sports groups
reduces the risk of falling. @ate of falls :9

Individuals aged 65-74 years only

40.

r=-060 p<001

Mailed questionnaire survey on
29,117 individuals who are not
certified with long-term care need
by 6 insurers in 9 local governments

o Rate of falls
Difference of more than 4 times between
7.4% and 31.1%

¥ Correlation with rate of participation in

sports groups

(0p) 1224 15€| UI S||BJ JO D1RY
8

Elementary school district (n=64)
0 20 40

Rate of participation in sports groups (%)

Takahiro Hayashi, Katsunori Kondo, Minoru Yamada et
tonl:e a Week or mOfe) al. (2014) Indices of public welfare, 61(7): 1-7

Study to promote the prevention of long-term care by community-building
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v’ An analysis on a survey of approximately 29,000 individuals by 9 local governments
analyzed for each of the 64 elementary school districts

* There was a large gap in the rate of early elderly aged 65—-74 years who have fallen in
the last year between elementary school districts of up to a 4-fold difference from the
lowest of 7.4% to the highest of 31.1%.

v’ Furthermore, there was an association between the rate of elderly who have fallen
and the rate of participation in sports organizations.

* The x-axis of this graph represents the rate of elderly participants in sports
organizations within the elementary school district, and the y-axis represents the rate
of elderly who have fallen in the last year, which are plotted by the 64 elementary
school districts.

* As shown by the graph, elementary school districts with higher rates of participation
in sports organizations had lower rates of people who had fallen with a statistically
significant difference.

See reference at bottom of slide for details
Sample questions to audience
Did you know that there are towns with higher or lower rates of falls and that the rates
of falling are lower in towns with higher rates of participation in sports organizations?
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Study to promote the prevention of long-term care by community-building
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v’ The rate of participation in sports organizations was also correlated with the rate of
certification of assistance need or certification of long-term care need.

v’ An analysis on approximately 100,000 elderly without certification of long-term care
need indicated a relationship between rates of participation in sports organizations
and the rates of certification of long-term care need.

* This graph represents results of an analysis on 24 early-stage elderly (aged 65-74
years) people with long-term care insurance.

* The x-axis represents the rate of early-stage elderly participating in sports
organizations, the y-axis represents the rate of early-stage early certified with
assistance need or long-term care need, and the graph plots data on 24 communities.

* As shown by the graph, we found that higher rates of participation in sports
organizations were associated with lower rates of certification of assistance need or
long-term care need.

* This study revealed a statistically significant relationship, based on results for each
community adjusted for the rate of elderly living alone, employment rate, education,
and income (the effects have been excluded).

See reference at bottom of slide for details
Sample questions to audience

v" Did you know that communities with active participation in sports have lower rates of
people certified with long-term care need?
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Study to promote the prevention of long-term care by community-building
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v’ Results of analysis on survey results on approximately 30,000 late-stage elderly in 175

elementary school districts in 24 locally governed areas analyzed by elementary
school district

The community’s rates of participation in various activities were also associated with
risk of dementia in that community.

The x-axis of this graph represents the rate of people who participate in one of the 8
community organizations (see slide), and the y-axis represents the rate of late-stage
elderly at high risk of dementia.

The graph plots data on 175 elementary school districts.

The rate of participation in community organizations is expected to vary between
rural and urban areas; thus, agricultural villages are represented by red dots, semi-
urban areas with blue squares, and urban areas with black triangles. The red, blue,
and black lines represent their relationships.

All lines are negative slopes: in agricultural villages (red line), semi-urban cities (blue
line), and cities (black line), elementary school districts with higher rates of
participation in community organizations have lower rates of elderly individuals at
high risk of dementia.

Sample questions to audience

v Did you know that high rates of participation in community organizations are

associated with low rates of people who are at risk for dementia?
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Management-led
formation stage

Progressive approaches for
management-led formation

For professionals and residents

Study to promote the prevention of long-term care by community-building

The following slides summarize “Case presentations of progressive communities”
intended as references for the Management-led formation stage. They are intended for
both professional and resident audiences for visualizing concrete ideas.

34



For professionals and residents

W&ks applying the community diagnosis (City B)
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workshop in which different types of volunteers active in the same community participate

Items with correlations extracted from support site

Characteristics of communities with
fewer elderly with cognitive decline |  partiopston in hotty groups and risk of depression

(DParticipation in volunteering activities
(2 Participation in sports groups

(3 Participation in hobby groups

(@) Participation in seniors’ clubs

(B Recehving emotional support

(B) Recelving instrumental support

Presented that the communities with low rates of cognitive i i i it
Jecling ace charsctarivar vy QK atis of partcnation We had residents brainstorm possible activities.

hobby and other groups.

‘-ﬂvf'

1) Applied to list interventions in the order of priority
2) Applied as material for convincing residents in areas at high priority
3) Enabled involving local key persons for advancing through the project

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Case presentation of City B: Results of community diagnosis translated to resident-led
community activities

* Sharing the results of the community diagnosis and understanding the community’s
problems are effective for improving the health of the community as a whole—i.e.,
for promoting the population strategy for preventing long-term care.

* Inthis case, we shared with the residents that communities with low rates of people
with cognitive decline have higher rates of social participation in hobby groups and
allowed residents to plan their own activities.

v’ Results of information sharing

1) Obtained approval from the city on the order of priority of regions that require

intervention

2) Obtained approval for intervention on the need for community intervention from

residents living in the community

3) Resident-led activities allowed promoting the project with involvement of local key

persons

Information for Reference
v’ Population strategy = Targets currently healthy elderly as a primary preventive
measure of future frailty
* Measures for preventing long-term care need that aims for health promotion.
Examples: seniors’ salons, exercising classes.
* Analogy 1: Non-smoking policies. Making all public buildings non-smoking, increasing
taxes on cigarettes. Analogy 2: Regulations on salt in processed foods as a measure
against high blood pressure.
v' High risk strategies = Conventionally, the main strategy in preventing long-term care
* This screened for people with risk factors of long-term care need through health 35



For professionals and residents

Developing a Recreational Salon in Taketoyocho, Aichi Prefecture 1)
Projectgoals: Providinga service thatwelcomes participants of all levels of health and fitness conditions

The top-down model-focused strategy: the The bottom-up process-focused strategy:
town takes the lead to make decisions and Resident groups hold discussions on the
recruits volunteers community's problems to execute the plan
Should the strategy be: . ) Or should the strategy be:
= i, Il Iy e e o X1 Rt s ol vt 150 nosldoas 10
« It is easier to gather volunteers with a clear goal. think about their community’s problems
- However, despite laborious discussions, + The model-focused strategy may be more
projects may evaporate in a shorter time, realistic for the town organizer.

h Smce it is’an ongomg clprojcu the process-focused appmach may,be 1deai hm reqmres a langer
L preparatlon "period ani nd may seem endless. Process-focused approache‘i may,_not be appropriate
“#==for the town, since it will be unknown whether it'will become an exchange program!

Ultimately, a "hybrid approach" was taken to plan the project: Starting with
a model-focused approach, and transition to a process-focused approach

Hiroshi Hirai: Population apy h attemps in pr ing long-term care. Community rehabilitation 4(1)—(6), 2009

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Success was achieved with a hybrid strategy for Taketoyocho, Aichi prefecture: Initial
activities were in line with the model strategy and gradually transitioned to a process-
focused strategy.

v’ There are three subtypes of the population strategy that intervenes with the
community as a whole: the model-focused strategy, process-focused strategy, and
hybrid strategy.

* The model-focused strategy is characterized by government professionals who
determine the activities based on a community diagnosis or another method, and
volunteers are recruited for those activities.

* In the process-focused strategy, residents lead the discussions for resolving the
community’s problems, narrowing down options, and selecting activities in a bottom-
up manner.

v All have pros and cons:

* The model-focused strategy starts with a pre-determined goal, so an early rush occurs
easily. It is also easier to recruit volunteers for a project with a clearly indicated goal.
However, top-down projects may not have an enduring effect.

* The process-focused strategy does not start with an explicit goal, so it takes time until
the activity begins to take off. It requires an incentive to make residents think
seriously about ways to resolve the community’s problems. For the government, this
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method is associated with more uncertainty compared to the model-focused strategy.
However, they tend to have long-term success once the initial obstacle is overcome.

36



-_- For professionals and residents
- Developing a Recreational Salon in
Taketoyocho, Aichi Prefecture 2)

Meeting for recruiting volunteers-->of 62 attendees, 52 agreed to participate.

KJ method at the first workshop: Many opinions about hopes and prospective activities were collected.

Date eeting/Observation | Details Results (Decisions, ¢ ts, opinions)

mid to late Dec [Visiting and observing Achieved an idea of activities as a testbed: felt encouraged by
existing case and were impressed about activity leaders and volunteers

Visited "Hapiiwan" (Tokoname city)

26 Dec-22 ) Preliminary meeting | Discussed how to carry out and Decided to propose both options of forming groups by
-2 Jan oo workshop divide groups in the 2nd workshop content and by location
_ . * Location for establishment
29-Jan Drew up toplcs_for debate I'o{ Extracted topics for -
2nd workshop concrete planning of the project consideration: rrom.m.ncy (?f the activity, time, and content,
- ik e »_Administration of the town
" thet
7-Feb 13t preparatory meeting u;’f::n w;sh?:_“ ram First meeting of preparatory committee members, introduction

Visiting and observing

¥ " doped . Necessary to start increasing understanding of the challenges of
20-Feb existing case Visited “Twaname district salon” (Handa city) | 5 GRS S A0 SRS
1-Mar 2nd preparatory meeting | Discussed the topics drawn up in the Namrowed down cndidate locations to 3 based on needs resource
worshop [determining the location) data of each district
7-Mar 3rd preparatory meeting | Visiting the candidate locations Confirming and checking the candidate facilities and their equipment

for establishment

Pn te locat
Presentation of each team's opase candidate locations

! Ird workshop Farm teams by location
14-Mar summary of activities Determine summary of activities
late Mar to May Discussion by teams Preparation for opening Determining details of activities

i} Presentation of each team's Details of the opening ceremony
11-May 4th workshop menu of activities Discussion on the activities from the 2nd session onwards
27-May m:‘;g Owasecho Opening ceremany Number of participants: 161
19-Jun Opened Age location Opening ceremany Number of participants: 150

Opened Tamanuki i B—

21-Jun Opening ceremony Number of participants: 153

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Taketoyocho required an 18-month preparatory period before the volunteer-led

project began to take off.

This table displays the events in the last half-year.

Residents gave their opinions on their hopes for the future of the new town and
activities they were interested in for the first workshop in November 2006. This table
represents the approximate half-year from the second workshop in January 2007 to
the salon launching in May/June in 3 districts of the town.

In the case exhibited in this table, the preparation was completed promptly in a 3—4-
month period between the February 2006 preparatory committee meeting for the
launching in May/June, but this preparatory time can vary widely by the community’s
resources and problems.

Other cases within the same town of Taketoyocho required more than 6 months
between choosing the location and opening the facility.

It is important to have set goals for the process-focused strategy, but it is also
essential to be flexible and start with realistic steps rather than rushing for decisions
by such and such date or such and such meeting.

Events that preceded the actions displayed on this table (for reference)

Seven preparatory meetings by the town and university were held between February
and September 2006.

A questionnaire survey was conducted on all elderly residents of the town in June
2006 to survey on the state of seclusion and demand for a salon project.

At the same time, volunteers were recruited. Over 500 of the 2700 respondents
answered that they were willing to cooperate.

Through observing previous cases led by other municipalities and researchers, we
found that preparation and support for “hard” work, such as financing and arranging

. ~ . o . s T
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The subsequent first workshop held in xxx 2006 and the second workshop, also
displayed on this table, mark the transition to the process-focused activities.
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For professionals and residents

AEES From establishment of the planning
organization to opening at Taketoyocho

1 year and a half from the beginning of planning to launching. 4 months from starting the volunteering organization.

2006 2007
February June September October November December January  February March May-June
a e 5%
I Di_scu_ssed and decide!:t the % ,E B » ? =
Z | principles and strategies ¥ 25 a3 N g
= -4 AF m oW =
®  Held 7 preparatory meetings by 2 " g E:] % H I
=~  the town and university F §‘|0 =& =g < <
@ NG = az |82 s 5 a 2
T 28R % S5 |zE| | x| B % w |8 z
& a2 sa 3 = |w 5 - o [a] < m L = c 3
3 BEMF =z |la< a = e sul| = a2 e
3 SE - FR ] +] = c & o ] " o
5 338e m 23|53 £ E 3 sg| 3 £l =
a Questionnaire E-4 TR 3 s 2Z| § s & =
2 survey 2227 2T 52| § = El 2 = o zZ |z n
LE - 3v 22 ; | @ Z 3 “al < 2 & s
€8s = 2 - 8 == = =1
S Alleidery| &2 85 83 1+ [® gl |16% ® R g
s B & ik 5p Sz o &
S 4 39 93 o T | ® 2
=] 23 |- % -] {4
&3 -] B =
Expanded the planning B i = S
organization — 33 4 ta) L
Made it widely known to a ig f £
functional organization 5 3
Network formation i

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Taketoyocho required an 18-month preparatory period before the volunteer-led
project began to take off.

* This table displays the events in the last half-year.

* Residents gave their opinions on their hopes for the future of the new town and
activities they were interested in for the first workshop in November 2006. This table
represents the approximate half-year from the second workshop in January 2007 to
the salon launching in May/June in 3 districts of the town.

v" In the case exhibited in this table, the preparation was completed promptly in a 3—4-
month period between the February 2006 preparatory committee meeting for the
launching in May/June, but this preparatory time can vary widely according to the
community’s resources and problems.

* Other cases within the same town of Taketoyocho required more than 6 months
between choosing the location and opening the facility.

* Itisimportant to have set goals for the process-focused strategy, but it is also
essential to be flexible and start with realistic steps rather than rushing for decisions
by such and such date or such and such meeting.

v’ Events that preceded the actions displayed on this table (for reference)

* Seven preparatory meetings by the town and university were held between February
and September 2006.

* A questionnaire survey was conducted on all elderly residents of the town in June
2006 to survey on the state of seclusion and demand for a salon project.

* At the same time, volunteers were recruited. Over 500 of the 2700 respondents
answered that they were willing to cooperate.

* Through reviewing previous cases by other municipalities and researchers, we found
that preparation and support for “hard” work, such as financing and arranging a
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The subsequent first workshop held in xxx 2006 and the second workshop, also
displayed on this table, mark the transition to the process-focused activities.
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QE Promoting isolation prevention in ESCRiCiessiOnol s residents

large-scale housing complexes: Nagoya City, Aichi prefecture
Following a preparatory period since June 2012

Opening of the Saturday Salon Naruko!

0V2:pL0]lq With the cooperation of various partner organizations
and repeated discussions with volunteers, the
"Saturday Salon Naruko" opened on October 5, 2013
(Sat) for preventing isolation of residents in Naruko
Complex.

Participants filled the venue at the As an opening event for the first
opening at 9 o'clock. Approximately day, an obento tasting was held.
100 attendees participated in

addition to the staff this day.

ote the prevention of long-term care by community-building

Remarks on this slide

v’ Presentation of a case in an urban area
* Asalon was opened in the housing complex of Narukocho, Nagoya city, to prevent
isolation.

v’ The project was launched after a preparatory period lasting a year and 4 months,
starting in June 2012.

* Repeated discussions with operating volunteers were held, and over 100 people
participated at its opening.

v' Ideas borne out of discussions with volunteers utilized community resources
characteristic of cities.

* As an opening event, a delivery obento tasting was held with the cooperation of a
local obento company.

* Urban areas have certain drawbacks, such as difficulty in finding a venue for holding
the events or in recruiting volunteers, but are rich in community resources.

* A project built on an idea that only a local volunteer could conceive.
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Evaluation
period

Methods of evaluation
and necessary information

For professionals and residents

Study to promote the prevention of long-term care by community-building

The following slides are intended to be used closer to the Evaluation period. Newly
launched projects such as seniors’ salon activities require various efforts for continued
success. Proving that the activities that we have been promoting are effective for
preventing the need for long-term care shall provide motivation to continue the
activities. Furthermore, we have the responsibility to report the benefits of continuing
support to the government organizations that assist in these projects. The following
slides are intended to provide insight for what should be prepared in advance for
evaluating the results of the activity and information that should be collected and
present previous cases from an evaluation standpoint.
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.=- For professionals and residents

Methods and aspects of program evaluation
Cases under analysis and necessary information

Output evaluation

Evaluation aspect 1 - Changes in the number of salon participants, participation rates,
and number of volunteers

Process evaluation

Evaluation aspect 2 wwnd  Income (socioeconomic class) of salon partipants

Evaluation aspect 3 «wnnd  Distance from the salon participants’ residence to the salon venue
Effect evaluation

Evaluation aspect 4 Spread to other community activity participation

Evaluation aspect 5 Subjective changes in participants

Evaluation aspect 6 » Differences in the rates of certification of long-term care need

of participants
Evaluation aspect 7 - Relationships between the costs of salon operation and effects

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ There are 4 broad categories of evaluating projects and programs: "Output
evaluation," "Process evaluation," "Effect evaluation," and “Cost efficiency
evaluation.”

v The following slides exhibit specific examples and datasets required for these
evaluations.

Output evaluation:
Evaluates the results (expansion) as a ratio of the investments made for the service.
Parameters: the number of salons, participants, participation rates
Process evaluation:
Evaluates whether the intended clientele is able to participate (use) the newly
launched service: Parameters: social class, distance to the salon
Effect evaluation:
Evaluates the effects of the said service, including effects on participants’ health
state and derivative effects on other community activities
Cost-efficiency evaluation:

Evaluates the validity of the service from a financial standpoint: Parameters: effects
of the service relative to the costs of operation
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!. e For professionals and residents
MEES Evaluation
perspective 1
Changes in the real numbers of real salon participants and
participation rate of the population aged 65 years and above and the
number of volunteers
Both the number of participants and volunteers increased with the increase in the number of salons
1000 g 11.3 - 12 Participants
e . 894
vod 9.9 79:;'!_‘ L0 A Volunteers
BOO — 8.7
” 6'.3_ ?:_—-— 727 W Participation rate
700 — 53? - 5
600 — 583
500 — e = & | 248 registered volunteers
g ; and 11 salon locations
I 4 jasof2014
300 — 226
195
200 — 133 151 177 -
’ 90 £
00 —
0 - 0
2007 2008 2009 2010 2011 2012
Created based on Taketoyocho data |
Data required for this
J Actual number of activity users J Actual number of actvitiy volunteers J And the total number of elderly
in the community

Study to promote the prevention of long-term care by community-building

Remarks on this slide
v’ Output evaluation of seniors’ salons (*) in Taketoyocho

v" Since opening of the first 3 locations in 2007, the number of locations increased as
the number of participants and volunteers increased. The graph also demonstrates
the participation rate of more than 10% of all elderly people in the town.

v’ To indicate these results, it is essential to have an accurate count of participants and
volunteers (not a total). A directory and attendance chart for volunteers and
participants is a requirement for this.

42



l .

E-

GES

Evaluation For professionals and residents

perspective 2

Rates of participation by income bracket

Data required for this assessment

Conventional project . Salon project

124 12
o 8.0 o
53 5.5 4.9 5.5 4.9
0 0.0 . 0

1-3rd class 4thclass  5thclass 6-7th class 1-3rdclass 4thclass  Sthclass  6-7thclass

Conventional project . Salon project
1205 120 5 19.0

Low 44— p Highincome Low 4—————p Highincome

Hiroshi Hirai, Katsunori Kondo (2010) The quarterly of social security research 46(3):249-263

«/ Logofusers v

Contribution to long-term care insurance (information on income)

ymote the prevention of long-term care by community-building

Remarks on this slide

v’ This slide displays the participation rate by family income to further investigate the
types of people who are participating.

v' In contrast to conventional projects for which user rates were higher among people
from middle and low-income families, in this community, we found that resident-led
salon projects were more accessible for people with lower income, particularly
women, showing that this project can contribute to narrowing the health disparity.

v’ It is essential to collect data on participants’ identifications and income to find these
results. Here, we have referred to long-term care insurance payments imposed on
participants to obtain information on their income.

See reference at bottom of slide for details
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frmm For professionals and residents
% Evaluation
perspective 3

People living closer are more likely to participate

- Measured the distance to the venue using Geographic Information System
(GIS)
 The subjective sense of health of people living nearby had improved more

X
U

(86) uonedpised jo ajey

T T T T T T T T
0215 250499 00749 70999 10001245 1250-143 15001749 1730-2000 2000
Close #—— Distance o the venue ————» Far (m)

Ichida Y., Hirai H., Kondo K., et al. (2013} Social Science & Medicine, 94:83-90

Data required for this assessment

J User log and their addresses J salon venue address J address of the elderly of the community

«f Questionnaire survey data before and after implementing the program for the elderly in the community

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ This graph plots data to show the distance from the participants’ homes and the
salon venue to further investigate the types of people who are participating. As
shown in the left figure, the participants (red circles), the non-participants (blue
circles), and the location of the salon (orange square) plotted on a map show that a
higher number of participants live closer to the salon. As the graph of the right shows,
the rate of participants increases markedly within the 250-m radius of the salon
venue. This provides a good indicator for optimal placement of salons within the
community and for estimating the number of salons to be opened in the community
as a whole.

v’ It is essential to collect data on participants’ names and addresses and the addresses
of salon venues to find these results.

See reference at bottom of slide for details
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- Evaluation For professionals and residents
MISEE perspective 4

Rate of new participation in the community groups

Comparison between salon participants and non-participants

50

=

% - Salon participants - Salon participants

% 40 42.1 m B salon non-participants m B salon non-participants

: P<.001 35.1

=

S 30 4 29.2

£ i o P<.001 26.2

g <

H 20 1

£ n.s. 3 n.s. P<.001

& —EY 13.3

g .310.5

E 10 H g b 8.9 s 8.3

: 1 0B s

S | B BB
Seniors'  Volunteer Sports Seniors'  Volunteer  Sports

clubs organizations groups clubs  organizations groups

Hiroshi Hirai (2009) Journal of Rural Planning Association, 28: 201-206
Data required for this assessment

v Log of users +f Data on elderly survey before program introduction including data for non-users
Have data on sex, age, and participation in seniors’ clubs or volunteering

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v" We compared salon participants to non-participants to evaluate “new registration” to
seniors’ clubs, volunteer organizations, and sport groups to investigate the derivative
effects of salon activities on other community activities.

v' Men and women salon participants had significantly higher rates of new registration
in seniors’ clubs in the community compared to non-participants. For men,
participation in the salon was associated with increased participation in volunteer
organizations, and, for women, it was associated with participation in sports groups.

v' In addition to participant member logs, data from surveys on seniors that show
participation rates on other seniors’ clubs and volunteer activities are required to find
these data (impossible with data from a survey on salon participants alone).

See reference at bottom of slide for details
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-I For professionals and residents
e Evaluation
perspective 5
ici > self luati f ch
Participants’ self-evaluation of changes
B increased M Somewhat Same Somewhat B Decreased
increased decreased
Opportunities for walking 5'2'9'
Opportunities for outings 51.3
Opportunities for conversations 36.7
Opportunities for participating
in hobby groups : - 67.8
Opportunities for particpiating
in sports groups
0 20 40 60 80 100
(%)
Excluded missing data
Rikuya Hosokawa, Michiyo Ite, Katsunori Kendo et al. (2016) Bulletin of social medicine. 33(1) 59-70
Data required for this
v Log of users v/ Questionnaire survey data after implementing the program for users
Grasp the self-reported changes from salon participation

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v A brief summary of the effects of participation as a comparison of self-evaluations
made before and after participation in a specific activity

(The present are results of an analysis on a questionnaire survey of participants in the
“Health exchange house” in A city, Aichi prefecture.)

v’ Although it is important to note that these are scores based on a self-evaluation, the
data suggest that this project contributed positively to increasing participants’
opportunities for walking, frequency of outings, and chances for having conversations.
(However, it is also important to note that it is possible that only individuals who
noticed an effect continued to participate in the project, so, technically, these are not
“effects of this project.”)

v’ A participants’ log and a questionnaire survey conducted before and after
participation in the project are required to find these results (the questionnaire can
be distributed to salon participants only).

See reference at bottom of slide for details

46



-[- Evaluati For professionals and residents
MEES | Evaluation
perspective 6
Rate of certification of long-term care need is lower in the salon
participant group
(3%6) 2
16 A Comparison of rates of certification of long-term care need
in the 5 years between 2007 and 2012 between the
14 4 participant and non-participant groups
12 4
The rate of certification of
10 - long-term care need was
8 controlled to approximately
I half (6.3% points) in 5 years.
6
4 4
24
[0

Participant group [l Mon-participant group

Hikichi H., Kondo M., Kondo K., et al. (2015)Journal of Epidemiclogy and Community Health
(doi: 10.1136/jech-2014-205345)

Data required for this

+/ Log of users +/ Data on certification of long-term care need

+/ Questionnaire survey data before implementing the program on elderly in the community

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ To validate the effects of health maintenance and promotion of salon participation,
we followed up salon participants and non-participants to compare the differences in
likelihood of requiring certification of long-term care need.

v’ Here, we examined rates of long-term care need certification by salon participants
and non-participants and found that 14% of non-participants were certified in 5 years,
whereas the rate of certification was approximately half (7%) among participants.
(Groups were adjusted so that the participant and non-participant groups were
almost equal in all parameters with the exception of salon participation/non-
participation to exclude the possibility that individuals with better health statuses
prior to salon participation were more likely to participate.)

v/ Participation or non-participation to the project must be linked to information on
certification of long-term care need in performing effect evaluations such as this.
Furthermore, since it should be assumed that salon participants and non-participants
have different characteristics in various other realms, it is ideal to have a set of data
from prior to the project to adjust for their effects.

See reference at bottom of slide for details



.=- Evaluation For professionals and residents
1 perspective 7

Salon operation costs and breakdown

Total cost 6'327'077
3,197,460

T . T —— _ 3,129,617
Actual number of participants (727) | “per person 8,703

Total number of participants (6441) | “per person 982

Salon (8 locations) | “perlocation 790,885

Salon opening (109 days) | “per day 58,047

Katsunori Kondo (2015) Financial Review. 123:133-157

‘

Total reimbursement for long-term care fees per person: 1,92 million yen Mean over 5 years = 600people
Preventing four new certifications with long-term care annually S X8% = 48 people

makes this an efficient project

o

Data ired for this

t ification f <
« Log of users v E;;?e.:-: galrec :222 O Operating costs of the salon

«/ Number of staff and volunteers, and number of hours taken for operation (time study)

Study to promote the prevention of long-term care by community-building

Remarks on this slide

v’ Evaluation of the per-cost effects in Taketoyocho, Aichi prefecture. In this area,

approximately 6.32 million yen was invested for annual salon operation costs.
Considering that the mean annual per capita cost of long-term care is 1.92 million yen,
preventing four new certifications with assistance or long-term care need per year
through salon activities makes it profitable as a long-term care prevention service.

Results of an examination indicated that the project prevented certification of
assistance or long-term care need in approximately 48 people over 5 years (9.6/year),
demonstrating that it is a profitable (highly cost-efficient) project.

An accurate account of costs associated with salon operation are required for these
evaluations in addition to logs of users and data on certification of long-term care
need. Costs of operation include costs of venue operation, payments to instructors,
and temporary staffing costs. Wages paid to employees that provided assistance
should also be reflected as accurately as possible based on measures such as the time
they invested in the project.

See reference at bottom of slide for details

48



-
RGES

This slide set was created as part of the “Study to promote the prevention of long-term care
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JAGES Survey Fields

Japan Gerontological Evaluation Study

JAGES 2010/11
No. of participating municipalities: 31
No. of questionnaires distributed:
approx. 170,000
No. of respondents: approx. 110,000
Percentage of respondents: approx.
66.3%

Nanjo City
(in 2010 only)

JAGES 2013/14
No. of participating municipalities: 30
No. of questionnaires distributed:
approx. 195,000
No. of respondents: approx. 138,000
Percentage of respondents: approx.
70.8%

Nakijin—son
(in 2010 only)

Tomamae—cho

=
N
v

g~

Niigata City

Tokamachi City

Matsumoto Cit

Takahama—cho

Kobe City

Takahashi City
(in 2010 only)

Fukuoka City

Matsuura City

Mifune—machi |ﬁ :

e " . ZKawa—mura
7
L/

Marugame City

in 2010 & 2013 only)
-5 ) Toyohashi City

Tahara City
(in 2013 only)

(in 2013 only)

Tt

: )
Y ooy
. »g’)f( Towada City
Aga—machi UV
T \ Iwanuma City

/
/

)| )
R,
\ ; p

B
. g / Otofuke—cho
g’ 9

Higashikawa—cho
Higashikagura—cho
Biei—cho

R

Mashiko—machi

Long—term care insurers who participated in
the 2016 survey

Long—term care insurers who participated in
surveys conducted before 2016

[]
[]
JAGES 2016/17
No. of participating municipalities: 40
No. of questionnaires distributed: approx.
300,000

No. of respondents: approx. 200,000
Percentage of respondents: approx. 70.2%

Kashiwa City

L
| / ¥
Matsudo City

Funabashi City

Nagara—machi

S

Yokohama City

Nagoya City, Tokai City, Obu City,
Chita City, Higashiura—cho, Handa City,
Tokoname City, Taketoyo—cho, Mihama—cho,
Minamichita—cho, Hekinan City, Nishio City,
Isshiki—cho, Kira—cho, Hazu—cho

Mori—-machi

\ Hachioji City
]
Hayakawa—cho Oyama—cho
Chuo City Agui—cho

(in 2010 only)
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Center for Research on the Epidemiology of Disasters. The human cost of natural disasters 2015: a
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CDC’s Disaster Planning Goal:
Protect Vulnerable Older Adults
“In Louisiana during Hurricane Katrina, roughly 71 percent of the victims were older than 60
and 47 percent were over the age of 75. There is truly a need to plan and accommodate all
Americans during emergencies, particularly older Americans.” — Christopher Hansen, AARP
Group Executive Officer
Disasters of all kinds affect older adults disproportionately, especially those with chronic
diseases, disabilities or conditions that require extra assistance to leave an unsafe area and recover from
an event. For this reason, emergency managers need to recognize that the frail elderly are a special-needs
population and develop strategies to meet their needs. The term “frail elderly” refers to older adults who
have serious, chronic health problems that could make them more vulnerable during disasters [Fernandez,
2002]. Disasters come in many forms, including severe weather-related events, earthquakes, large-scale

attacks on civilian populations, technological catastrophes, and influenza pandemics.
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Hikichi H, Aida J, Tsuboya T, Kondo K, Kawachi I. Can Community Social Cohesion Prevent Posttraumatic
Stress Disorder in the Aftermath of a Disaster? A Natural Experiment From the 2011 Tohoku Earthquake
and Tsunami. Am J Epidemiol 2016;183(10):902-10.
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(Aida J, Hikichi H, Matsuyama Y, et al. Risk of mortality during and after the 2011 Great East Japan
Earthquake and Tsunami among older coastal residents. Sci Rep 2017;7(1):16591.)
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(Aida J, Hikichi H, Matsuyama Y, et al. Risk of mortality during and after the 2011 Great East Japan
Earthquake and Tsunami among older coastal residents. Sci Rep 2017;7(1):16591.)
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Inoue Y, Stickley A, Yazawa A, et al. Adverse childhood experiences, exposure to a natural disaster and
posttraumatic stress disorder among survivors of the 2011 Great East Japan earthquake and tsunami.
Epidemiology and Psychiatric Sciences 2017:1-9.
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Koyama S, Aida J, Kawachi I, Kondo N, Subramanian SV, Ito K, Kobashi G, Masuno K, Kondo K, Osaka K: Social Support Improves Mental Health
among the Victims Relocated to Temporary Housing following the Great East Japan Earthquake and Tsunami. The Tohoku journal of experimental
medicine 2014, 234(3):241-247.
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Koyama S, Aida J, Kawachi I, Kondo N, Subramanian SV, Ito K, Kobashi G, Masuno K, Kondo K, Osaka K: Social Support Improves Mental Health
among the Victims Relocated to Temporary Housing following the Great East Japan Earthquake and Tsunami. The Tohoku journal of experimental
medicine 2014, 234(3):241-247.
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Hikichi H, Aida J, Kondo K, Tsuboya T, Matsuyama Y, Subramanian SV, Kawachi I. Increased risk of dementia in
the aftermath of the 2011 Great East Japan Earthquake and Tsunami. Proc Natl Acad Sci U S A 2016;113(45).
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Tsuboya T, Aida J, Hikichi H, Subramanian SV, Kondo K, Osaka K, Kawachi I. Predictors of depressive symptoms
following the Great East Japan earthquake: A prospective study. Soc Sci Med 2016;161:47-54.
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Healthy Life Expectancy among 47 prefectures
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Japan has health inequality issues
Mortality incidence & functional disability by income
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premium levels of long-term care insurance
Slide provided by Prof. Katsunori Kondo
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Health Japan 21 (the second term)
National health promotion strategy

)

[ Longer healthy life expectancy / Closing the health gap ]
I Improving social environment

Improving QOL
Social participation and contribution ]

[

More opportunities for social

[ Preventing long-term care or delaying it l
participation
Improving access to support for

e . - )
* Maintaining physical, mental and social
J
health
Health promotion based on

functions
Preventing geriatric syndromes
community/neighborhood ties

- i
N
= Building social capital
Achieving good

Good food and nutrition
social environment

Physical activity and strength
Social participation and social network )

-
Individual behavioral change

Integrated community care system

To live in community in a pleasant and familiar environment

Livelihood support/preventive long-term care

A, | & &
F{f}

—=

Healthcare

+* * necessary
o services are
. available
within 30
minutes

*
a e
Integrated corfwpunity
care support centar/
care manager te,

ociation, etc.

6

Senior citize chub
Effective collaboration among care providers and community resources is
necessary to promote the integrated community care system




Monitoring indicator

* Based on these national policies, municipalities
must develop their original plan/system.

* They also set original indicators to evaluate
their plan/system.

* However..., this makes difficult to compare the
progress among municipalities.

* Comprehensive benchmark system with multi-
faceted indicators is warranted!

;_= Japan Gerontological
~c Evaluation Study (JAGES)

» One of the few population-based
gerontological surveys in Japan
+ Focused on social determinants of 2 .
health (SDH) and social environment ; E

* In 2010/11 questionnaires ¢ ] insurers
were sent tg 0' : , Oses'earchOrganizanons

170,000 older people e T
and responded by
112,123 individuals
across 31 municipalities

in 12 prefectures E"

(response rate: 66.3%) s i

Torol

Nagora. 10 municpaities Ihhe
Cniia regin, Heran, NIsnio
oKL Kira Hazy

n Nihon Fukushi University




JAGES HEART

* We developed the JAGES HEART (Health Equity
Assessment and Response Tool) in the
collaboration with WHO Kobe Center.

* The JAGES HEART is a tool to plan, implement

and evaluate the plan/system
|

in the community particularly » N

for older population. T (sesment Reporse "7

* This was created based E"""-;":: e )

on Urban HEART by WHO. e S50 5800 =g
N 4

9

JAGES-HEART Core Indicators

* Summary indicators
— All-cause mortality
— Proportion of new certifications for long-term care requirement
* Specific indicators
— Cause-specific mortality [

* Physical environment
— Number of falls in a year
* Human and social development
— Proportion of participation in sports clubs
— Proportion of volunteer participation
— Number of “shut-in” older individuals

— Number of projects for social exchange (e.g., community center
programs)

* Economics

— Proportion of respondents receiving welfare benefits
* Governance

— Long-term care insurance premium (by income class)

Corresponding to SO2
2.2 Enable older people’s engagement




JAGES-HEART Core Indicators

Summary indicators

— All-cause mortality

— Proportion of new certifications for long-term care requirement
Specific indicators

— Cause-specific mortality

Physical environment

— Number of falls in a year

Human and social development

— Proportion of participation in sports clubs
— Proportion of volunteer participation

— Number of “shut-in” older |

— Number of projects for soc
programs)

Economics
— Proportion of respondents receiving welfare benefits
Governance
— Long-term care insurance premium (by income class)

Corresponding to SO4
4.3 Ensure the quality of person-centred
and integrated long-term care

Criteria for assessing benchmark
indicators for JAGES HEART

Accuracy: reliability and validity

Representativeness: Are indicators capturing the
elements and dimensions to be measured?

3. Social acceptability: Will it be accepted and understood
by stakeholders?

Significance from the academic viewpoint
Intervention potential: Can it be changed?
Feasibility of data collection: Can data be collected?

N o v bk

Policy priority: Should be adopted by insurers (i.e., local
government) and service providers

12




Community-level SOCIAL CAPITAL scale

(Saito et al., 2017 in J Epidemiol)

* Civic participation

Participation in

— Volunteer groups

— Sports groups/clubs

— Hobby activity groups

— Study or cultural groups

— Activities for teaching specifi[

. . Corresponding to SO2
* Social cohesion 2.1 Foster older people’s autonomy }
— Trust to one’s community
— Norms of reciprocity to one’s community
— Attachment to one’s community
* Reciprocity
— Received emotional support
— Provided emotional support

— Received instrumental support

Data Visualization Systems in Japan

J‘ ':_ " 'fJAGES LTC prevention Web Atlas

anex s g

Integrated Community Car
Visualization System

(by Ministry of Health Labour and Welfare)




Cross-sectoral collaborations count

Utilizing data and seeking for collaborations with non-health
sectors are difficult for local health professionals

Need supports by higher-level institutions / academic members

JAGES’s intervention study shows that such supports are
effective

Active support group vs. control group
Changes in communications with non-

“Active support” 16 municipalities “Control” 16 municipalities health sectors
Providing community diagnosis data and support Only providing community diagnosis
municipality staffs on how to utilize it data

Assist them
organizingcross-
sectoral meeting '
on ageing policies

Supporting to
utilize community
diagnosis data for

Community diagnosis sheet o

|y

10
Social & health risks maps

F 2014 2016

active support ==control

L
‘ Haseda et al, 2017

community

15

Imprecations for global indicators on ageing

* Have specific systems for aged populations in the
universal health coverage systems (eg, Japan’s public
long-term care insurance)?

* Have strategic plans for ageing and health disparity
(eg, Integrated Community Care / Health Japan 21)?

Have data utilization systems/ support tools for local
governments conducting community diagnosis (eg,
JAGES-HEART, Integrated Community Care
Visualization System)?

Have support systems for local government in
promoting cross-sectoral collaborations?

16
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Number of countries with a focal point on ageing and health
in the Ministry of Health

Number of countries with national plans, policies or
strategies on ageing and health

Number of countries with a national multi-stakeholder
forum or committee on ageing and health

Number of countries with national legislation and
enforcement strategies against age-based discrimination

Number of countries with legislation / regulations that provide
older adults with access to assistive devices from the WHO
Priority Assistive Products List

Number of countries that have a national programme to
support activities in line with the WHO Global Network for
Age-friendly Cities and Communities

Number of countries with national policies in place to support
comprehensive assessments of the health and social care
needs of older people

Number of countries that have a long-term care policy/ plan /
strategy / framework (stand-alone or integrated within an
ageing and health plan)

Number of countries with cross-sectional, nationally
representative, publicly available and anonymous individual-
level data on older persons and their health status and needs
collected since 2010

Number of countries with longitudinal, nationally
representative surveys (cohort or panel) on older persons and
their health status and needs available in the public domain


http://www.who.int/phi/implementation/assistive_technology/EMP_PHI_2016.01/en/
http://www.who.int/phi/implementation/assistive_technology/EMP_PHI_2016.01/en/
https://extranet.who.int/agefriendlyworld/membership/
https://extranet.who.int/agefriendlyworld/membership/

Mid-term progress — Indicator 1
Focal points on ageing and health

Overview

National focal points on ageing and health in the Ministry of Health are key for the effective
coordination and promotion of ageing related activities and tasks at country level, and for
fostering communication with the international community, and aligning country and
international priorities. They are responsible for working nationally and internationally on the
ageing agenda; building sustainable partnerships and identifying relevant stakeholders in the
country; leading and coordinating the development of national action plans or strategies on
ageing and health; facilitating and overseeing implementation; and for ensuring regular data
collection and information sharing by instituting effective communication and coordination
among stakeholders.

Progress in Numbers

Region?

Globally'
AFRO | AMRO | EMRO?® | EURO | SEARO | WPRO

Percentage of countries

reporting a national focal 58% 40% 89% 38% 64% 829% 41%

point on ageing and health
in the Ministry of Health
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1 This percentage reflects the total number of countries with a focal point on ageing and health out of the 194 Member States
of the World Health Organization. In collaboration with WHO Regional Offices, data from 142 of the 194 Member States was
collected by March 2018. Given that data is missing from 52 countries, the global percentage of countries with a national
focal point on ageing and health may be even higher.

2 These percentages reflect the total number of countries with a focal point on ageing and health out of the total number of
Member States in the region.

3 The responses for Libya, Morocco, Oman, Pakistan, Tunisia were gathered from the 2017 Regional survey on Active, Healthy
Ageing and Old age care, and WHO Age-friendly initiatives, Age-friendly cities and Age-friendly primary health care.



Mid-term progress — Indicator 2
National plans on ageing and health

Overview

National plans, strategies or policies play an essential role in defining a country’s vision,
priorities, budgetary decisions and course of action for improving and maintaining the health
of its people. Effective governance of Healthy Ageing requires the development and
implementation of evidence-based policies and plans that involve all stakeholders, and pay
explicit attention to equity and the inherent dignity and human rights of older people. National
plans on ageing and health (either stand-alone or integrated within a broader national plan on
ageing) set forth priorities and a time frame on what should be achieved, how it will be achieved,
and how it will be known that is has been achieved, thus enabling monitoring of implementation
and accountability to be on track. WHO is working with countries to assess the extent to which
existing national plans on ageing and health are aligned to WHO Healthy Ageing principles
and strategic areas.

Progress in Numbers

Region®

Globally*
AFRO | AMRO | EMRO® | EURO | SEARO | WPRO

Percentage of countries

reporting a national plan 45% 34% | 46% 33% 58% 82% 33%
on ageing and health
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4 This percentage reflects the total number of countries with a national plan on ageing and health out of the 194 Member
States of the World Health Organization. In collaboration with WHO Regional Offices, data from 140 of the 194 Member
States were collected by March 2018. Given that data is missing from 54 countries, the global percentage of countries with a
national focal point on ageing and health may be even higher.

5 These percentages reflect the total number of countries with a national plan or policy on ageing and health out of the total
number of Member States in the region. These percentages do not include information on countries that do not have a
national plan but do have a sub-national plan or strategy. This was the case for one country in AMRO (Canada) and one
country in WPRO (Papua New Guinea).

6 The responses for Libya, Morocco, Oman, Pakistan, Tunisia were gathered from the 2017 Regional survey on Active, Healthy
Ageing and Old age care, and WHO Age-friendly initiatives, Age-friendly cities and Age-friendly primary health care.



Mid-term progress — Indicator 3
National multi-stakeholder forum

Overview

National multi-stakeholder forums can document needs and expectations, and facilitate the
exchange of information, good practice and tools across sectors and different actors. The
participation of both civil society and different government sectors is essential to the success
of any policy and many actions on ageing. Collaboration is vital at the international and regional
levels and within each participating country. A multi-stakeholder forum or committee on ageing
and health is a cornerstone of each country’s successful advancement of the ageing agenda
and is crucial to delivering a whole of society approach. On-going dialogues can facilitate the
translation of research (whether conducted locally, nationally, regionally or globally) and
evidence into strategies and actions on what can be done to improve Healthy Ageing.

Progress in Numbers

Region®
AFRO | AMRO | EMRO® | EURO | SEARO | WPRO

Globally’

Percentage of countries

reporting a national multi- 45% 30% | 57% 38% 66% 54% 18%

stakeholder forum
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7 This percentage reflects the total number of countries with a national multi-stakeholder forum or committee on ageing and
health out of the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices, data
from 143 of the 194 Member States was collected by March 2018. Given that data is missing from 51 countries, the global
percentage of countries with a national multi-stakeholder forum on ageing and health may be even higher.

8 These percentages reflect the total number of countries with a national multi-stakeholder forum out of the total number of
Member States in the region.

9 The responses for Libya, Morocco, Oman, Pakistan, Tunisia were gathered from the 2017 Regional survey on Active, Healthy
Ageing and Old age care, and WHO Age-friendly initiatives, Age-friendly cities and Age-friendly primary health care.



Mid-term progress — Indicator 4
National legislation & enforcement
mechanisms against age-based discrimination

Overview

Tackling ageism (stereotyping, prejudice and discrimination of people on the basis of age) at
country level is important as it has a detrimental impact on the health and well-being of older
adults, and constitutes an important barrier for the development of ageing policies. Ageism
limits and biases the way problems are framed and the solutions that are offered. Combating
ageism requires, at the institutional level, the adoption of laws to protect against age-based
discrimination; the modification or repeal of existing laws, customs and practices that
discriminate directly or indirectly; as well as the establishment of appropriate enforcement
mechanisms. Enforcing laws that make age-based discrimination illegal can enable countries
to foster equity and embed in the thinking of all generations a new and more accurate
understanding of ageing.

Progress in Numbers

Region'
AFRO | AMRO | EMRO | EURO | SEARO | WPRO

Globally®

Percentage of countries
reporting national legislation
and enforcement strategies 45% 23% | 51% | 14% | 75% | 82% 26%
against age-based
discrimination
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10 This percentage reflects the total number of countries with national anti-age discrimination legislation and/or enforcement
mechanisms out of the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices,
data from 138 of the 194 Member States was collected by March 2018. Given that data is missing from 56 countries, the
global percentage of countries with national legislation may be even higher.

11 These percentages reflect the total number of countries with national legislation out of the total number of Member States
in the region.



Mid-term progress - Indicator 5
National regulations / legislation to support
access to assistive devices

Overview

Enhancing autonomy regardless of an older person’s level of capacity can be achieved by
giving older adults access to appropriate assistive devices/products, including walking sticks,
rollators, wheelchairs, hearing aids, spectacles, among others. High quality data indicates that
most older people need two or more products as they age, especially adults from age 80. The
adoption of national regulations or legislation on access to assistive devices/products
(including those from the WHO Priority Assistive Products List) can ensure that these are
available, affordable and appropriate to older people’s needs.

Progress in Numbers

12 Region™
Globally™ | AFRo | AMRO | EMRO | EURO™ | SEARO | WPRO
Percentage of countries
reporting national
regulations / legislation to 19% 13% | 40% | 19% 64% 22%
support access to assistive
devices
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12 This percentage reflects the total number of countries with national regulations to support access to assistive devices out
of the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices, data from 138 of
the 194 Member States was collected by March 2018. Given that data is missing from 56 countries, the global percentage of
countries with national regulations may be even higher.

13 These percentages reflect the total number of countries with national regulations to support access to assistive devices out
of the total number of Member States in the region. These percentages do not include information on countries that don’t
have regulations or legislation at national level but do have such regulations or legislation at sub-national level. This was the
case for two countries in AMRO (Canada and Colombia), and one country in WPRO (Viet Nam).

14 The methodology used by the EURO Regional Office to inform the 10 progress indicators did not allow for the completion
of this indicator.


http://www.who.int/phi/implementation/assistive_technology/low_res_english.pdf

Mid-term progress - Indicator 6
¥ National programme to foster age-friendly
environments

Overview

Environments that are age-friendly help to foster Healthy Ageing by maximizing intrinsic
capacity across the life course, and by enabling greater functional ability so that people with
varying levels of capacity can be and do the things they value. National programmes that
support activities in line with the WHO Global Network for Age-Friendly Cities and Communities
can be key to changing the local environments where older people live. Many cities and
communities work to become more age-friendly without support from national programmes.
Thus, having a national programme to foster age-friendly environments may not provide a
complete picture on the extent of activities being undertaken in any one country.

Progress in Numbers

Region'®

AFRO | AMRO | EMRO | EURO' | SEARO | WPRO

Globally'®

Percentage of countries

reporting a national 14% | 11% | 31% | 14% | 13% | 45% | 11%

programme to foster age-
friendly environments
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15 This percentage reflects the total number of countries with a national programme to foster age-friendly environments out
of the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices, data from 138 of
the 194 Member States was collected by March 2018. Given that data is missing from 56 countries, the global percentage of
countries with a national programme may be even higher.

16 These percentages reflect the total number of countries with a national programme to foster age-friendly environments
out of the total number of Member States in the region.

17 The methodology used by the EURO Regional Office to inform the 10 progress indicators did not allow for comprehensive
reporting on this indicator. However, data from WHO’s Global Network of Age-Friendly Cities shows that countries in this
region are active in this area: 248 cities and communities from 20 Countries are members of the Network (March 2018).


https://extranet.who.int/agefriendlyworld/who-network/

Mid-term progress - Indicator 7
National policy to support comprehensive
assessments of health & social care needs

Overview

National policies can provide the necessary regulations and incentives for the conduct of
comprehensive assessments of older adults by health and social care providers. A
comprehensive assessment is key to achieving integrated care for older people as it provides
the information that is needed to prioritize and tailor interventions to match an older person’s
needs, preferences and goals. It considers multiple domains of intrinsic capacity and the
environments in which the older adult lives and is shared among all care providers.
Comprehensive assessments serve as the starting point for the development of a care plan,
which serves as a roadmap for unifying actions and as a ruler for measuring progress towards
the older person’s goals and objectives.

Progress in Numbers

Region™®

18
Globally™ | Arro | AMRO | EMRO | EURO® | SEARO | WPRO

Percentage of countries

reporting a national policy to 14% 8% 349, 14% 27% 18%

support comprehensive
assessments of older people
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18 This percentage reflects the total number of countries with a national policy to support comprehensive assessments out of
the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices, data from 138 of the
194 Member States was collected by March 2018. Given that data is missing from 56 countries, the global percentage of
countries with a national policy to support comprehensive assessments may be even higher.

19 These percentages reflect the total number of countries with a national policy out of the total number of Member States
in the region. These percentages do not include information on countries that don’t have a national policy to support
comprehensive assessments of older adults but do have a sub-national policy or programme in place. This was the case for
two countries in AMRO (Canada and Honduras) and one country in SEARO (Republic of Korea).

20 The methodology used by the EURO Regional Office to inform the 10 progress indicators did not allow for the completion
of this indicator.



Mid-term progress - Indicator 8
National policy on long-term care

Overview

Long-term-care systems enable older people who experience a significant ongoing loss in
capacity, or who are at risk of such a loss, to receive the care and support of others consistent
with their basic rights, fundamental freedoms and human dignity. This includes care provided
at home, in communities, or when needed, in institutions. Data represents countries with a
national plan to develop or maintain a system of long-term care (either stand-alone or
integrated within an ageing and health plan). These plans should enable the development of
a sustainable and high quality long-term-care system with the needed infrastructure, workforce,
and support mechanisms. WHO is working with countries to assess the extent to which existing
national policies on long-term care are aligned to WHO Healthy Ageing principles and strategic
areas.

Progress in Numbers

Region?

21
Globally AFRO | AMRO | EMRO | EURO | SEARO | WPRO

Percentage of countries

reporting a national 41% 23% | 46% 14% 72% 64% 18%

policy on long-term care

Progress in Pictures

Number of countries with a national policy on long-term care

60

50

40

30 N/A

H No
20

H Yes

No. countries with a national policy

10

AFRO AMRO EMRO EURO SEARO WPRO

WHO Region

21 This percentage reflects the total number of countries with a national policy on long-term care out of the 194 Member
States of the World Health Organization. In collaboration with WHO Regional Offices data from 139 of the 194 Member States
was collected by March 2018. Given that data is missing from 55 countries, the global percentage of countries with a national
policy on long-term care may be even higher.

22 These percentages reflect the total number of countries with a national policy on long-term care out of the total number
of Member States in the region. These percentages do not include information on countries that don’t have a national policy
on long-term care but do have sub-national approaches to long-term care. This was the case for two countries in AMRO
(Canada and Jamaica), one country in EURO (Switzerland), and one country in WPRO (Marshall Islands).



Mid-term progress - Indicator 9
Cross-sectional data on Healthy Ageing
(health status & needs of older adults)

Overview

Cross-sectional household, community and institutional surveys can provide a snapshot of the
health status and care needs of older adults at a specific point in time if fit for purpose. Cross-
sectional data can help estimate the prevalence of different health characteristics, assess
peoples’ capacities and abilities, care needs, and burden of specific diseases or conditions.
Nationally representative data can also help document inequalities by age, sex, place of
residence or other socio-demographic characteristics such as household wealth. Repeated
cross-sectional data can further be used to track changes in overall levels and distribution of
Healthy Ageing in the population. This information, along with evidence on what works to
support Healthy Ageing, can serve as inputs to planning, evaluation and budget allocation.
Data below represents countries with nationally representative, publicly accessible, cross-
sectional or repeated cross-sectional data on Healthy Ageing collected since 2010.

Progress in Numbers

Region?

23
Globally™ | aArro | AMRO | EMRO | EURO | SEARO | WPRO

Percentage of countries
reporting availability of
cross-national data on 28% 1% | 28% 14% 53% 36% 15%
the health status and
needs of older adults
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23 This percentage reflects the total number of countries with cross-sectional data on health and needs out of the 194 Member
States of the World Health Organization. In collaboration with WHO Regional Offices, data from 109 of the 194 Member
States was collected by March 2018. Given that data is missing from 85 countries, the global percentage of countries with
cross-sectional data may be even higher.

24 These percentages reflect the total number of countries with cross-sectional data out of the total number of Member States
in the region.



Mid-term progress - Indicator 10
Longitudinal data on Healthy Ageing
(health status & needs of older adults)

Overview

Longitudinal surveys (trend, cohort or panel) observe the same group of individuals or sample
from the same population, and document changes in their health status and care needs over
time. Depending on the study design, longitudinal data can be used to monitor Healthy Ageing
trajectories across the life course, and analyse determinants (e.g. environmental context,
socio-economic status, health-related behaviours) and outcomes (maintaining, improving or
declining abilities and capacities) in older people. Analyses can identify areas of success within
a country in search of better practices to promote Healthy Ageing and areas of improvement,
for example reducing care dependence. Panel studies can confirm cause and effect by
examining the historical relationship between earlier determinants and health outcomes, with
later health outcomes across the life course. Longitudinal data can also be used to evaluate
programmes, and provide a useful resource to monitor the impacts of policies and actions.
Data below represents countries with longitudinal, nationally representative surveys on Healthy
Ageing including older adults.

Progress in Numbers

Region?®

25
Globally AFRO | AMRO | EMRO | EURO | SEARO | WPRO

Percentage of countries
reporting availability of
longitudinal data on the 18% 6% 20% 0% 38% 18% 11%
health status and needs of
older adults
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25 This percentage reflects the total number of countries with longitudinal data on the health and other needs of older adults
out of the 194 Member States of the World Health Organization. In collaboration with WHO Regional Offices, data from 101
of the 194 Member States was collected by March 2018. Given that data is missing from 93 countries, the global percentage
of countries with longitudinal data may be even higher.

26 These percentages reflect the total number of countries with longitudinal data out of the total number of Member States
in the region.



e OTUTICE T 5 — 5%

HERS
HEH KL L H A M4 KA & N= HH R
Haseda M, Community social —lyeah g place |52 817 2018
Kondo N, capital and inequality
Takagi D, in depressive
Kondo K symptoms among
older Japanese
adults: a multilevel
study.
Aida J, Risk of mortality Scientific Reports |7 16591. 2017
Hikichi H. during and after the
Matsuyama Y, 2011 Great EaSt
Sato Y, Japan Earthquake
Tsuboya T, and Tsunami among
Tabuchi T, older coastal
Koyama S, residents.
Subramanian SV,
Kondo K,
Osaka K,
Kawachi |

141






