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JMA Policies

The Possibility to Secure Fiscal Resources for
Social Security

JMAJ 50(6): 431–442, 2007

more, in order to respond to all possible scenarios,
the national character must include both national
security in emergencies and in peacetime.

In Japan today we often hear arguments that,
“there is no way to avoid reducing social security
spending.” In this chapter we distance ourselves
from this tendency, show the character of the
nation from the perspective of fiscal policy, and
discuss the possibility of fiscal resources for social
security.

2. Japan’s Fiscal Policy Situation

(1) The nature of debt
The 2006 “Basic Policies” document1 sets a goal
“to achieve a surplus in the primary balance of
the central and local governments combined
by FY2011.” Creating a surplus in the primary
balance means that tax and other revenue will be
greater than the sum of general budget spending
plus the local allocation tax. In other words, the
balance situation will not depend on issuing new
government bonds. (Fig. 4-2-1).

The background for this goal is the awareness
that Japan has massive public debt. Govern-
ment debt in the form of government bonds
and other borrowings (hereafter referred to as
“debt”) reached 832 trillion yen (US$6.9 trillion)
in December 2006. With respect to this situation,
the Finance Ministry has the odd practice of stat-
ing only the increase in general budget spending,
and argues that the main reason for rising debt is
increase in social security spending associated
with the aging society.2

1. The Meaning of Social Security

“All people shall have the right to maintain the
minimum standards of wholesome and cultured
living. In all spheres of life, the State shall use its
endeavors for the promotion and extension of
social welfare and security, and of public health.”
(Article 25 of the Constitution of Japan)

All citizens in Japan have the right to educa-
tion and the right to work after completing their
education. After retirement, pensions provide
security for living. Education, employment, and
pensions are the basis of livelihood.

Similarly, healthcare and long-term care are the
basis to support life itself throughout one’s entire
lifespan. When uncertainty about life itself and
earning a living are minimized as much as possible,
people can live with a sense of security. The system
that supports such security is called social security,
and it is even stipulated in the Constitution of Japan
that the national government has a duty to make
efforts to improve social security. Thus, in con-
temporary society, where it is difficult to live with
a sense of security without a social security sys-
tem, it is even possible to consider social security
to be national security in peacetime (Fig. 4-1-1).

Diplomacy and defense are national security
in emergencies, and tax revenues are invested in
them in order to protect the nation. Although the
balance between national security for emergen-
cies and national security for peacetime will vary
depending on the times, both are essential so that
citizens can live with a sense of security. Further-

Grand Design 2007
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The titles of Japanese materials listed in the footnotes are translated by JMA and indicated as (J ) unless they have an English version.
Yen/dollar exchange rate: 1 US dollar�120 yen. The fiscal year in Japan runs from April to March.
1 Council on Economic and Fiscal Policy, “Basic Policies for Economic and Fiscal Management and Structural Reform 2006 (Summary),” July

2006. Online at http://www.keizai-shimon.go.jp/english/publication/pdf/060802_basic_policies_summary.pdf
2 Ministry of Finance, “Considerations on Japan’s Fiscal Policy” (J ) September 9, 2006, p. 6. Online in Japanese at http://www.mof.go.jp/jouhou/

syukei/sy014_1809.pdf
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There are several points to keep in mind about
Japan’s debt.

First of all, today’s debt is not primarily due to
social security spending. The Public Finance Law
in Japan states that “Regarding fiscal resources
for public works spending, investments and loans,
it is possible to issue government bonds or borrow
money within the limits established by a resolution

of the National Diet.” What the law specifically
allows is the use of national government bonds to
finance public works projects. As a result, about
60%3 of the outstanding balance of government
bonds (ordinary and Fiscal Investment Loan Pro-
gram (FILP) bonds4) are construction bonds and
FILP bonds for financing public works projects
(Fig. 4-2-2).

3 Calculated based on the “Trends in Composition of Government Bonds and Borrowing Outstanding at the End of FY for the Past 10 Years”
(J ) on the Ministry of Finance website, http://www.mof.go.jp/jouhou/kokusai/siryou/zandaka02.pdf

4 Formerly, the entire amount of money in the pension system and postal savings had to be deposited directly with the Trust Fund Bureau of
the Ministry of Finance (Ministry of Finance Trust Fund Bureau Special Account), which then made loans to FILP agencies such as Special
Public Corporations. After FY2001, the obligation to deposit the entire amount ceased, and the Fiscal Loan Fund (Ministry of Finance Special
Account for Fiscal Loan Fund) issues FILP bonds in the financial market to raise funds and offer loans to FILP agencies.
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THE POSSIBILITY OF FISCAL RESOURCES FOR SOCIAL SECURITY

In Japan, there was a time when the percent-
age of the workforce in construction was over
10%,5 and public works had an importance as
employment policy or a support for the economy.
In the era of high economic growth in 1969, the

New Japan Comprehensive Development Plan
was created, and government investment amounts
(by public corporations and other bodies estab-
lished by national and local governments) soared
nearly every year until the bubble burst in 1991.

5 Ministry of Internal Affairs and Communication, “Labor Force Survey.” (J ) Construction employment peaked in 1997 with 6.85 million workers
(annual average), reaching 10.1% of the labor force.

Fig. 4-2-2 Composition of the outstanding amount of general bonds and FILP bonds
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Table 4-2-1 Connection between primary balance and total amount of government bonds and borrowings
(trillion yen)

FY2001 FY2002 FY2003 FY2004 FY2005

Tax revenue 47.9 43.8 43.3 45.6 49.1
Other revenue (excluding government bonds) 9.0 8.5 7.0 7.8 8.7

� Income (excluding government bonds) 56.9 52.3 50.3 53.4 57.7

� Expenditure (excluding debut service) 69.0 68.1 66.9 67.4 66.8

Primary balance (�–�) �12.1 �15.8 �16.6 �14.0 �9.1

General Japanese government bonds 392.4 421.1 457.0 499.0 526.9

Fiscal investment loan program bonds 43.8 75.6 91.8 121.6 139.4

Other government borrowings 171.1 172.1 154.3 161.0 161.2

Total amount of government bonds and other borrowings outstanding 607.3 668.8 703.1 781.6 827.5

Increase 68.9 61.4 34.4 78.4 45.9

Social security related spending in the general expenditures 19.3 19.6 19.7 20.3 20.6

Increase 1.7 0.3 0.1 0.6 0.3

* Based on Ministry of Finance, Statement of Accounts (FY2000–FY2005), Ministry of Finance website, “Outstanding Amount of
Government Bonds, Other Borrowings and Government-Guaranteed Debts.”
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But the fiscal situation of local governments
deteriorated as a result of local government
bonds issued as part of the plan. This in turn led
to greater disparity among regions.

The outstanding balance of FILP bonds
reached 139.4 trillion yen (US$1.2 trillion) by the
end of fiscal year 2005 (Table 4-2-1). The out-
standing balance of FILP bonds forms nearly all
of the capital resources for the Fiscal Investment
and Loan Program (a much smaller portion of
FILP is raised through postal savings, pension
funds and other surplus amounts from the Spe-
cial Account). The total loan amount outstanding
by the end of fiscal year 2005 was 299.6 trillion
yen (US$2.5 trillion).6 The main borrowers were
the Japan Housing Finance Agency with 46.4
trillion yen (US$386.7 billion) and the Japan
Expressway Holding and Debt Repayment
Agency with 28.7 trillion yen (US$239.2 billion).
The latter organization was established to man-
age the assets of the four major public corpora-
tions7 for expressway and bridge construction
after privatization. It leases the assets to the
newly privatized bodies. Although the reforms
of public corporations that privatized some and
created independent administrative corporations
from others has shifted the debt off the budget

and the statement of accounts of the national
government, the basic structure that relies on
government borrowing for fiscal resources must
still be closely monitored.

Special deficit-financing government bonds,
commonly known as “deficit bonds,” are not
permitted under the Fiscal Policy Law. They are
issued each fiscal year by authority of a law allow-
ing a special exception. The first postwar deficit
bonds were issued in 1965, and then issued from
1975–1990, and from 1994 to the present. Over
time the meaning of “special” has become rather
weak.

One should also remember that Japanese
government bonds have in principle a 60-year
repayment rule. Naturally no one would buy a
60-year bond, so they are issued as 5- or 10-year
bonds which are then in turn refinanced later.
Current increases in spending do not give rise to
much debt, since that debt has been accumulated
over 60 years. Accordingly, the deficit in the
primary balance and the increase in the balance
of government bonds and debt have no direct
connection (Table 4-2-1).

Let us consider again trends in the increase of
social security spending in the general account
and the increase in amount of debt (Fig. 4-2-3).

6 Board of Audit of Japan, “Audit Report on 2005 Statement of Accounts, 5. Overview of Japan’s Fiscal Policy (3) Fiscal Investment etc.” Online
in Japanese at http://www.jbaudit.go.jp/gaiyou17/index.html

7 Japan Highway Public Corporation, Tokyo Metropolitan Expressway Authority, Hanshin Expressway Authority, Honshu-Shikoku Bridge
Authority.

GRAND DESIGN 2007—CHAPTER 4

Fig. 4-2-3 Connection between increase in social security expenditure and debt
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Debt in FY2005 increased by 45.9 trillion yen
(US$382.5 billion) from the previous year, but
the increase in social security spending was only
0.3 trillion yen (US$2.5 billion). After FY2002,
social security spending increases were never
more than 1% of the increase in debt. In other
words, it is clear that reductions in social security
spending would have very little impact on debt
reduction.

Based on the above considerations, the main
cause of Japan’s debt is not social security spend-
ing. Therefore, we would like to establish a dif-
ferent conventional wisdom: that social security
spending should not have to shoulder any of the
responsibility for debt reduction.

(2) Consolidated national fiscal status
Can we really say with certainty that the increase
in current debt is due to social security spending?

When budgets are planned, when it is reported,
“social security spending is over 40% of general
expenditures,” it is made to appear as though
social security spending accounts for a large por-
tion of the budget. But “general expenditures”
means nothing more than current general account,
excluding debt service, the local allocation tax,
and other expenses. In terms of the overall general

account, social security spending accounts for
only 20% of the total.

Japan also operates a system of special accounts
(containing 31 accounts at the time of the fiscal
year settlement of accounts in 2006) separate
from the general account. Here we develop an
overall picture of the fiscal status on a settlement
basis that consolidates the general account and
special accounts. This approach is very different
from ordinary approaches that only look at the
budget.

Simple addition of the general account and
the special accounts on the basis of the FY2005
settlement results in revenue of 541.1 trillion yen
(US$4.5 trillion) as opposed to 486.7 trillion yen
(US$4.1 trillion) in expenditure (Table 4-2-2).
It must be remembered that there is overlap
between the general account and the special
accounts as well as within the special accounts. If
we exclude amounts double-counted, in FY2005
(settlement basis) we estimate that there was
revenue of 279.3 trillion yen (US$2.3 trillion)
and expenditure of 232.5 trillion yen (US$1.9
trillion)8 (Fig. 4-2-4). Below, we use the term
“consolidated national fiscal status” to refer to
the total revenue and expenditure in the sum
of the general account and the special accounts

THE POSSIBILITY OF FISCAL RESOURCES FOR SOCIAL SECURITY

8 Items in the Statement of Accounts are not listed entirely in detail, so it is not possible to rule out double counting. Therefore, this is an estimate.

Table 4-2-2 Closing statement of general account and special accounts
(trillion yen)

FY2001 FY2002 FY2003 FY2004 FY2005

General account Revenue 86.9 87.3 85.6 88.9 89.0
Expenditure 84.8 83.7 82.4 84.9 85.5

Difference 2.1 3.6 3.2 4.0 3.5

Special accounts Revenue 396.2 399.7 385.8 419.3 452.1
(Simple total) Expenditure 363.3 373.9 357.7 376.0 401.2

Difference 32.9 25.8 28.1 43.3 51.0

Total Revenue 483.1 487.0 471.4 508.2 541.1
(Simple total) Expenditure 448.1 457.6 440.1 460.9 486.7

Difference 35.0 29.5 31.3 47.3 54.4

Net total Revenue 275.7 267.1 251.7 279.2 279.3
Expenditure 248.3 245.4 230.9 233.3 232.5

Difference 27.4 21.7 20.8 45.8 46.9

* Figures prior to FY2004 are from Ministry of Finance, “FY2006 Fiscal Statistics.”
* FY2005 is projected based on the National Statement of Accounts.
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Fig. 4-2-4 FY2005 overall picture of consolidated national fiscal status (projected account settlement)
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(excluding double-counted amounts).
A consolidated national fiscal status has the

following problems.
First of all, the social security spending of 20.6

trillion yen (US$171.7 billion) in the general
account is less than 10% of the estimated 232.5
trillion yen (US$1.9 trillion) in the consolidated
expenditure. The amount spent on social security
is quite low compared with the amount spent on
debt repayment. Furthermore, as stated above,
the share of debt due to public works is a signifi-
cant part of the total debt.

Secondly, while it is being reported that social
security spending is 40% of general expenditures,
nearly 10% of general expenditures go to operat-
ing expense payments to independent adminis-
trative corporations (IACs), 4.2 trillion yen
(US$35 billion) in FY20059 (Fig. 4-2-5). These
expenditures are made to related IACs as part
of social security spending and public works
spending. These amounts are not necessarily
clearly labeled as payments to IACs. Looking
at the index of the settlement of accounts makes
the limitations clear. Just as with Special Public
Corporations, these payments seem to be cleverly
obscured.

The third point is the amount of surplus funds

and how they flow. Publicly released net amounts
are available for the general account and special
accounts on a settlement basis until FY2004. In
that year, the difference between revenue and
expenditure (surplus funds) was 45.8 trillion yen
(US$381.7 billion).10 This is a scale which would
cover social security spending for two years.

The key issue is how these surplus funds flow.
For example, the Foreign Exchange Funds Spe-
cial Account issues Foreign Exchange Funds
Bonds to borrow money for the purchase of
foreign bonds. It produced 3 trillion yen (US$25
billion) in surplus funds in FY2005. Of this
amount, 1.6 trillion yen (US$13.3 billion) was
transferred to the general account, but 1.3 trillion
yen (US$10.8 billion)11 was held as a reserve fund
for future purchases of foreign bonds. Because
they increase debt, these funds should not be
simply retained for future use. Instead, the entire
sum should be transferred to the general account.12

Fourth, settlement of accounts is not valued in
national fiscal policy. This is one of the reasons
why huge amounts of surplus funds are gener-
ated. For example, in FY2005, the initial general
account revenue based on the previous budget
was expected to be 82.2 trillion yen (US$685
billion), and the whole budget was drawn up

9 Yumiko Maeda, “The Situation of Independent Administrative Corporations (2005 Fiscal Year Budget Statement) The Results of Koizumi’s
Administrative Reform” JMARI Working Paper No.138, January 2007. (J )

10 Ministry of Finance, “Fiscal Policy Statistics 2006, p. 221. (J )
11 Figures do not match due to rounding.
12 The Abe Cabinet has recommended a reform that would allow surplus funds from the Special Accounts to be transferred to the General

Account, but this must be closely watched.

THE POSSIBILITY OF FISCAL RESOURCES FOR SOCIAL SECURITY

Fig. 4-2-5 Consolidated national fiscal status—Composition of expenditure (FY2005 settlement)
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within this limit. When we look at the settlement
of accounts, however, even in FY2001 revenue
had exceeded 85 trillion yen (US$708.3 billion),
and by FY2005 it had reached 89 (nearly 90)
trillion yen (US$741.7 billion (nearly US$750
billion)) (Fig. 4-2-6). Instead of being based on
real conditions, the budget was drawn up with
overly low spending, and as a result the environ-
ment of cost containment was intensified.

The reality is that support payments to IAOs
are secure and the consolidated national fiscal
status contains a sizable surplus.

We would like to propose that as a first step a
realistic budget be drafted based on a settlement
of accounts. Next, payments to IAOs and other
related organizations should be clarified and
reduced. Then, the past legacy due to public
works projects should be completely paid off. The
system of special accounts should in principle be
abolished, and any surpluses produced by those
special accounts that remain should be put back
into the general account. There are many such
measures that should be undertaken and com-
pleted before revising social security spending.

GRAND DESIGN 2007—CHAPTER 4

Fig. 4-2-6 Trends in budgeted and actual revenue in the general account
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Fig. 4-2-7 Composition of consolidated social security spending (projected)
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(3) Consolidated social security spending
Consolidated social security spending is esti-
mated to be a total of 66.8 trillion yen (US$556.7
billion), if the general account and the special
accounts added together, and double-counted
amounts excluded (Fig. 4-2-7).

Looking at the breakdown of consolidated
social security spending, pension benefits have
increased consistently in the past four years.
Healthcare spending has been flat.

For example, when the co-payment for insured
persons was raised from 20% to 30% in FY2003,
share of national government subsidy in health-
care benefits decreased. Since October 2002 the
share of public subsidy in geriatric healthcare
spending was increased, while the cross-subsidy
from other health insurance programs was
decreased, and this decrease nearly balanced out
the increase in national government subsidy for
geriatric healthcare spending. Furthermore, in
FY2005 part of the national government subsidy
for Municipal Managed Health Insurance was
shifted to prefectural governments. This was a
transfer of about 545 billion yen (US$4.5 trillion)
in tax revenues.13

In this way the share of national government
subsidy in healthcare benefits was contained

relatively effortlessly.
In pension finance, reserves in FY2005 were

141.4 trillion yen (US$1.2 trillion) (131.4 trillion
yen or US$1.1 trillion in the Employee Pension
Insurance System, and 10 trillion yen or US$83.3
billion in the Municipal Pension System). It should
be remembered that pension reserve funds are a
secure fiscal resource.

3. Creating New Fiscal Resources

(1) The consequences of relying on foreign
demand

After the bubble burst,14 until 1997, Japan’s
nominal GDP soared each year. Afterwards,
there were short contractions, but after 2004
growth began to increase again. Furthermore,
real GDP (not accounting for price changes
including recent deflation) also increased dra-
matically after 2000, meaning that real economic
growth occurred (Fig. 4-3-1).

But the growth in GDP was not connected to
an expansion in social security benefits for the
people of Japan. The reason for this is that Japan
relied on foreign demand.

Japan’s current account balance has always
had a surplus. Japan accepts dollars for its exports.
Corporations place dollars in bank accounts or

13 MHLW, “Strengthening the Role of Prefectures in Municipal Managed Health Insurance,” (J ) Materials prepared by the Insurance Bureau for
the 2005 National Conference of Division Heads and Directors General in charge of Health, Labor and Welfare.

14 The end of the bubble is defined here as after the start of the first Gulf War in January 1991.

THE POSSIBILITY OF FISCAL RESOURCES FOR SOCIAL SECURITY

Fig. 4-3-1 Trends in nominal GDP and Real GDP
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investments, and financial institutions convert
them to yen. The dollars held by the financial
institutions are bought by the government and
the Bank of Japan. But domestic social security
benefits cannot be paid in dollars. Domestic sur-
pluses of dollars are used up in purchases of US
government bonds. In other words, the dollars
stay in the United States, or flow back to the
United States, and the fiscal deficit is converted
into expanded consumption (see Fig. 4-3-2).

At the same time, hard-earned Japanese output
cannot return to Japan. Furthermore, because of
the dependence on foreign demand, there is always
a fear of a higher-valued yen, which requires the
stockpiling of massive foreign exchange assets to
promote a weaker yen.

If Japan can eliminate its reliance on foreign
demand, then it will be possible to end depen-
dence of foreign currency. If we can bring the
surplus back to Japan that is currently flowing

GRAND DESIGN 2007—CHAPTER 4

Fig. 4-3-2 Outstanding amount of foreign currenty securities and US current account
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Fig. 4-3-3 Estimate of labor force—Case where employment extended to 69 years old
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15 Generally known as the generation born between 1947 and 1949.
16 The sample is the entire population from MIAC, “2006 National Census.” The population for which age was undetermined was distributed into

each age group.

overseas, we can increase consumption. This
will then lead to a transformation that expands
domestic demand.

(2) Proposal for expanding domestic
demand

Japan is facing a critical situation in which the
labor force is shrinking due to the aging society
with a low birthrate. But the next few years when
the “baby-boomer generation”15 begins to retire
will also be an opportunity to expand domestic
demand.

In FY2005, Japan’s labor force was 63.65 mil-
lion people (Fig. 4-3-3). 4.37 million people were
between the 60 and 64 years old (51% of the
age cohort).16 There were 4.97 million people 65
years and older in the workforce (19.3% of the
age cohort).

According to MHLW’s “Survey of the Elderly
in the Workforce 2004,” 70.5% of men and 46.8%
of women between 65 and 69 years old were
either employed or interested in being employed.

We can estimate the future size of the labor
force by assuming that 10 years from now, the
retirement age will be raised by 5 years, and the
employment rate for people between 65 and 69
years old will be the same as the current employ-
ment rate for people between 60 and 64 years old.
We estimate that the total labor force will be

63.28 million people in 2015, about the same level
as in 2005. The number of people in the labor
force does not include unemployed persons, so if
we can reduce the unemployment rate, we can
expand the labor force even further.

Even if companies do not raise their manda-
tory retirement age, support for entrepreneurs
to start businesses would be sufficient. Japan’s
baby-boomer generation has long and multi-
faceted technical experience throughout the
period of high-speed economic growth in Japan.
It would be possible to put that technical experi-
ence to use in the areas where Japan faces its
main problems today: energy, food, healthcare,
long-term care, and welfare services. The result-
ing employment creation would likely increase
domestic demand and government revenue.

Japan’s baby-boomers will reach age 65 in
2012. In the future, we should endeavor to be able
to look back on that date as the point at which
Japan’s aging society with a low birthrate began
another industrial transformation.

(3) Our goal: To establish a more adequate
social security system

Compared with other advanced industrialized
nations, Japan’s government spending is small
overall; health and social security spending is
especially low, while spending on economic

THE POSSIBILITY OF FISCAL RESOURCES FOR SOCIAL SECURITY

Table 4-3-1 Composition of government spending in major countries (share of nominal GDP, 2002)
(Share of nominal GDP for each item, %)

Japan UK France Germany Italy

General services and public order 5.5 9.2 10.7 9.1 12.4

Economy and public works 7.6 3.6 7.0 5.8 4.9

Culture and education 4.7 5.8 6.8 4.9 5.8

Healthcare and social security 20.4 23.2 29.0 29.0 25.0

Total 38.1 41.8 53.4 48.7 48.0

(Notes) 1. Based on data from OECD “General Government Accouts.”
2. Subcategories are based on System of National Accounts (SNA) as follows:

General services ; General public services, defense, public order and safety
Economy and public works ; Economic programs, environmental protection, housing and regional amenities
Culture and education ; Entertainment, culture, religion and education
Healthcare and social security ; Same as on the left

3. The United States is excluded because it does not adopt SNA categories.

* Source: Office of the Prime Minister, Fiscal and Economic Report, July 2005.
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stimulus and public works is relatively large
(Table 4-3-1).

Unpaid labor in the household has flowed
to the regular labor market in these past few
decades. The general social structures supporting
individuals and families have become more
important. In order to respond to these changes
in economic and family structures, Japan must set
the goal of creating an adequately large social
security system.

Our proposed reform of national government
spending is one step toward this goal. Our main
goal is to develop reforms to handle the costs of
social security in the future. Social security
spending should not be cut simply for financial

reasons. As we have stated, and as shown by the
levels of spending for economic stimulus and
public works, there are other areas which should
be cut instead of social security.

It is also necessary to take steps to create new
fiscal resources. Expansion of employment is one
action that should be taken. This does not just
mean employing more elderly people; securing
employment for young people and women is also
an important issue, and supportive systems are
essential.

We strongly believe that the establishment of
an appropriate and sufficient social security sys-
tem will ensure our well-being in the future.

GRAND DESIGN 2007—CHAPTER 4
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Abstract
This article examines infectious disease laws in Japan from a human rights perspective using international
standards.

Background In public health, frameworks and assessments integrating human rights concerns are beginning
to be developed. One challenging area is infectious disease control where human rights offer and approach for
addressing the rights and health of infected and vulnerable populations.

Methods We examined the jurisdictional transformation of human rights concerns in infectious disease laws
through chronological and conceptual analysis. In particular, we looked at relevant laws with special attention to
the recently amended Infectious Disease Prevention Law by focusing on HIV/AIDS and tuberculosis.

Results Attention to human rights in infectious disease laws in Japan has improved. This may partially be the
result of (1) attention to international norms and standards, and (2) civil society efforts to advocate for the rights
of infected and vulnerable populations.

Conclusion Three prime areas remain challenging: (1) inclusion of infected and vulnerable populations in
decision-making concerning relevant law and practice, (2) attention to the health and rights of health profes-
sionals, and (3) accurate criteria for restricting the rights of infected and affected populations. Consideration of
international standards and approaches in these areas could facilitate a well-balanced health and human rights
perspective to infectious disease control.

Key words Human rights, HIV/AIDS, Tuberculosis, Infectious Disease Prevention Law, Japan

have been promulgated globally. The United
Nations (UN) adopted and proclaimed the Uni-
versal Declaration of Human Rights in 1948.1 Two
major international human rights treaties were
created in 1966; the International Covenant on
Economic, Social and Cultural Rights (ICESCR),5

and the International Covenant on Civil and
Political Rights (ICCPR).6 Japan ratified these
two treaties in 1979 as well as the six other major
human rights treaties by October 2007. A num-
ber of international bodies exist to support gov-
ernmental compliance with their human rights
obligations and most recently, in June 2006, the
UN established the Human Rights Council to

*1 Global Health Systems Program, Center for Global Health Systems, Management, and Policy, Boonshoft School of Medicine, Wright State
University, Kettering, OH, USA (erie.sase@wright.edu).
*2 Program on International Health and Human Rights, Harvard School of Public Health, Boston, MA, USA.

Introduction

Human rights
Human rights are legally guaranteed internation-
ally and in the national laws of governments,
protecting fundamental freedoms and the human
dignity of individuals and groups.1,2 Governments
are obliged to respect, protect, and fulfill human
rights.3,4

International human rights law was developed
principally after World War II. A large number
of human rights related treaties, declarations, and
legal instruments with implications for health
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promote and encourage respect for human rights
and fundamental freedoms.7

Human rights in global health
In the context of health, human rights have been
progressively promoted at the global level.8–10

The World Health Organization (WHO) affirmed
“the right to the highest attainable standard of
health” in its 1946 Constitution.11 The concept
was developed over half a century with “health
for all” (1978),12 “health promotion” (1986),13

“health promotion in the 21st century” (1998).14

The right to health also exists in many health
specific documents and declarations.

Governments have a responsibility to deliver
essential health and social services, and to enable
people and their families to achieve better health
by respecting human rights, which are a pre-
requisite to health and wellbeing.10 Framework
and assessment methodologies to include human
rights concerns in health are increasingly being
developed by the international community.8,15,16

Governmental obligations include the obligation
to respect, protect, and fulfill human rights. A
“rights-based approach” is a process that uses
human rights as an integral dimension of the
design, implementation, monitoring, and evalua-
tion of health-related policies and programs.17 In
particular, attention is given to the principles of
non-discrimination, participation, transparency,
and accountability. Increasingly, governments

have understood that the promotion and protec-
tion of human rights in the context of public
health is not only a legal obligation but can also
make their policies and programs more effective.

Since the 1980s, the global pandemic of HIV/
AIDS has raised awareness of the rights of infected
and vulnerable populations in global health.3

Infectious disease control is a challenging area
for considering the rights of infected and vulner-
able populations.

Human rights and public health in Japan
In 2001, an epoch-making event occurred regard-
ing human rights concerns in Japan’s public
health policy. The Japanese court ordered the
government to award compensation to former
leprosy patients. The Leprosy Prevention Law
(Law No. 214: 1953–1996), which was based on
patient isolation in the 13 national leprosaria,
was found to be a violation of the human rights of
leprosy patients.18 Later, compensation was also
awarded to those claiming maltreatment19 while
isolated in the overseas leprosaria built by the
Japanese government during the colonial period.20

Along with this case, concerns for the human
rights of people living with HIV/AIDS (PLWHA),
the potential threat of the use of infectious disease
pathogens for world terrorism, and the outbreak
of emerging infectious diseases, e.g., severe acute
respiratory syndrome (SARS) and the H5N1
strain of flu, have all raised awareness of the role
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of human rights in public health considerations.21

Jurisdictional transformation in Japan:
Infectious disease related laws
Perhaps as a consequence, the structure of infec-
tious disease related laws has been drastically
transformed in the last decade (Fig. 1). The aims
are to strengthen surveillance and prevention on
the one hand, and on the other to promote a
human rights perspective in infectious disease
control.21 Japan has been observing the con-
tinuous increase of PLWHA from the mid-1980s,
and the plateau prevalence of TB. These two
infectious diseases are targets of the UN Millen-
nium Development Goals22 and of direct concern
to Japan.

Epidemics of HIV/AIDS and TB
HIV/AIDS:  The human immunodeficiency virus
(HIV) causes acquired immune deficiency syn-
drome (AIDS), which was first recognized in
1981 in the United States.23 In the world, 39.5
million people were estimated to be living with
HIV/AIDS in 2006.24

In Japan, 1,358 PLWHA were newly reported
in 2006, with a 13% increase from the previous
year, a consecutive 3-year growth.25 The cumula-
tive number of PLWHA in Japan was estimated
to be 12,394 by the end of 2006.26 Although the
estimated HIV infection rate among its popu-
lation is under 0.1%, Japan is experiencing an
increase in PLWHA since the first reported
AIDS patient in 1985.25 Specialists note that
HIV/AIDS in Japan is shifting from a con-
centrated to a generalized epidemic and advise
that more resources need to be invested in
prevention.27 In terms of related laws, the AIDS
Prevention Law (Law No. 2: 1989) was integrated
into the Infectious Disease Prevention Law (Law
No. 114: IDPL) in 1999 (Fig. 1).
TB: TB is an infectious disease that spreads
through the air. People who are sick with TB in
their lungs are infectious.28 The WHO declared
TB a Global Emergency in March 1993. In 2005,
it was estimated that globally 8.8 million people
were newly infected with TB and 1.6 million
people died by it.29

In Japan, TB was the top cause of death in the
1930s and 1940s and remained a high-prevalence
disease until the 1950s.30 The prevalence was
lowered to 33.7/100,000 in 1996.31 However, in
1997–1998, Japan experienced the first rise in TB

patients (34.8/100,000) after having decreased
for four decades. Thus the Japanese government
declared a national TB emergency in 1999.32 Cur-
rently, Japan remains as a middle TB-prevalent
country. The TB prevalence (17.2/100,000) in
200633 was approximately two- to three-fold of
that of other developed nations. With respect
to relevant laws, the TB Prevention Law (Law
No. 96: 1951) was amended in 2006 and inte-
grated into the IDPL in April 2007 (Fig. 1).

Study objectives
Given the rising HIV and TB prevalence in
Japan, jurisdictional transformation is taking
place alongside elevation of human rights con-
cerns. We therefore examined the concepts and
implementation of a human rights perspective in
the scope of infectious disease control in Japan
by focusing on HIV/AIDS and TB related laws
in relation to international standards.

Methods

Conceptual framework: Human rights
integration to improve health
We designed a conceptual framework, which illus-
trates the integration of human rights to improve
health (Fig. 2). Human rights are understood
here to include “rights related to health” and
the “right to health.” “Rights related to health”
include: the rights to food, housing, work, edu-

A HUMAN RIGHTS PERSPECTIVE ON INFECTIOUS DISEASE LAWS IN JAPAN
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Fig. 2 Integration of human rights to improve health
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cation, human dignity, life, non-discrimination,
equality, prohibition of torture, privacy, access
to information, and the freedoms of association,
assembly, and movement. These and other rights
and freedoms address integral components nec-
essary for achievement of the right to health.34

The “right to health” directly involves the under-
lying determinants of health and the delivery of
health care services. Within health systems, laws
determine policies such as those relating to infec-
tious disease control, which set specific guidelines
that encompass service and programs delivered
to accomplish “better health for all.”

Analysis
1. Chronological analysis: 1897 to 2007
A two-tiered methodology was used for the
examination. First, we performed a chronological
analysis to investigate the development of con-
cepts and application of human rights to Japan’s
infectious disease control in relation to inter-
national standards. We examined the changing
status of the epidemics, human rights related
laws of Japan and the world, as well as related
health policies, and programs from the approxi-
mately 100 years since the first related law, the
Contagious Disease Prevention Act (Law No. 36),
was enacted in 1897.

2. Conceptual analysis
Second, we conducted a conceptual analysis to
examine the development process and relation of
the themes. This method17 allows the analysis of
complex situations of broadly conceived inquiry.
We investigated how governmental obligations
regarding human rights protection are embedded
in HIV/AIDS and TB related laws in Japan.
Analysis was conducted of: academic papers,
laws, policies and guidelines, government and
non-governmental organizations’ programs, pub-
lic reports and minutes, and media reports. For
the governmental materials at the national level,
we also examined the minutes issued by the Min-
istry of Health, Labour and Welfare, the Ministry
of Justice, the Ministry of Education and Science,
the Management and Coordination Agency, and
the General Administrative Agency of the Cabi-
net in Japan. At the local level, we studied the
disclosed information of prefectures and munici-
palities as well as the health care centers posted
in prefectures, municipalities, and ordinance-
designated cities.

Results

The jurisdictional transformation incorporating
human rights protections in HIV/AIDS and TB
related laws in Japan is shown (Table 1 and 2).
Specific articles within the relevant law are dis-
played with regards to their positive and negative
aspects from a human rights perspective. In this
section, notable issues are summarized from a
rights perspective according to each disease.

Governmental Obligations regarding Human
Rights: HIV/AIDS related laws
Jurisdictional transformation
The AIDS Prevention Law (1989) was the first
law promulgated to control HIV/AIDS in Japan.
In 1999, it was abolished and integrated into the
IDPL along with the Sexually Transmitted Disease
Prevention Law (Law No. 167: 1948) and the
Contagious Diseases Prevention Act (1897). Most
of the articles related to HIV/AIDS control
were inherited to the Amended IDPL in 2007
(Fig. 1).

Positive aspects
Human rights protection
The 1989 AIDS Prevention Law obliged the state
to consider human rights protection for patients
(Art. 2-3) as did the 1999 IDPL (Art. 2, 3-1). The
Amended IDPL (2007) goes a step further in obli-
gating national and local government authorities
to respect the human rights of patients (Art. 2, 3-1).
Abolishment of mandatory name reporting:   The
1989 Law stated that physicians shall send an alert
notice to the governor with the names and ad-
dresses of infected people who are non-compliant
and suspected of infecting others (Art. 7-1), and
of people who have had contact with infected
person(s) and are suspected of doing the same
(Art. 7-2). On the positive side even at that time,
physicians were advised to protect the privacy of
those whom they report by making a confidential
notice to the governor.35

HIV/AIDS was designated as a Category-4
disease in the 1999 IDPL, and a Category-5 disease
in the 2007 IDPL. As diseases in these categories
are the target of surveillance only, the alert notice
system was abolished in 1999. The surveillance
report written by a physician to the governor
contains; the patient’s age, sex, nationality, and
cause of infection (Art. 5 in 1989; 12 in 1999). In

Sase E, Gruskin S
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* When the Law was amended in 2007, most of HIV/AIDS related articles were carried forward.
Bold letters�Possible infringements on the human rights of infected/vulnerable people.

Table 1 Governmental obligations regarding human rights protection: HIV/AIDS related laws

AIDS Prevention Law (1989) Infectious Disease Prevention Law* (1999)

Objectives: To enhance and advance public health
To prevent the emergence of infectious diseases (IDs)

by preventing an HIV/AIDS epidemic
and epidemics by establishing necessary measures

for ID patients and prevention

Disease Classification: None Category-4 (out of 4)

�Immediately relevant articles (Article number)�

• Enhancement of accurate knowledge on ID through
educational activities and public relations (3)

• Collection, analysis, and provision of ID-related information
(3)

• Recognizing the patient’s situation and consider his/her
human rights (2, 3)

• Ibid. (3)
• International collaboration (3)

• Citizens’ duty to obtain accurate knowledge on IDs, be alert
to prevention, and not to violate the human rights of
patients (4)

• Health professionals’ collaboration with prevention (5-1)

• Promotion of research, advancement of testing ability, and
education of human resources (3)

• Provide good quality of care for the ID patients (3)

• National government’s support for local governments in
technology and finance (3)

• Ibid. (12)

—

—

—

—

—

—

• Questioning and investigation of patients and concerned
parties regarding necessary information (15-1)

• Ibid. (65)

• Ibid. (67–69)

• Fining of patients in case of non-cooperation (69)

• Ibid. (69)

• Ministers’ and governors’ obligation to provide preventive
information (16-1)

• Minister’s and governors’ obligation to protect privacy (16-2)

• Fining of physicians in failing to report regarding
the health status of patients (69-1)

• Promotion of accurate knowledge regarding AIDS through
educational activities (2-1)

• Collection of AIDS-related information and promotion of
research (2-2)

• Consideration for human rights protection for patients (2-3)

• National and local government cooperation for implementa-
tion of the HIV preventive measures (2-4)

• Citizens’ duty not to violate the human rights of patients (3)

• Physicians’ cooperation with prevention efforts (4)

—

—

—

• Report of the age, sex, and address of patients by
a physician to the governor within 7 days (5)

• Ban on “HIV infecting activities” by infected people (6-1)

• Compliance of infected persons with the physicians’
order (6-2)

• Alert notice to the governor with the names and
addresses of non-compliant patients or people whom
a physician suspects of infecting people with HIV
(7-1, 2)

• Governor’s advice to test reported vulnerable individuals
during a certain period (8-1)

• Governor’s order of health examination to those who
are non-compliant with the above advice (8-2)

• Governor’s instruction on prevention of HIV infection
to the reported people/guardians (9)

• Questioning reported patients/guardians regarding
necessary information (10-1)

• Right to demand reinvestigation by the Minister (13)

• Imprisonment or fining of physicians, government employees,
and professionals for disclosing patient information (14, 15)

• Fining of non-compliant patients for failing to obey
governor’s order of health examination (16-1)

• Fining of patients in case of false report when
questioned (16-2)

—

—

—
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• Consideration of human rights
protection for patients (2-1, 3-2)

• Provision of adequate care (2)

—

—

—

—

—

• Comprehensive measure by national
and local governments for prevention
and provision of adequate care (2)

—

—

—

—

• Governor’s advice on testing of
suspected people (5-1)

• Governor’s authority to test
non-compliant people according
to the above advice (5-2)

—

• Disclosure of the test result per request
from the immunized person (19-2)

• Target persons’ immunization
(17-1, 2, 3)

• Governmental disbursement of benefit
in case of occurrence of disability or
death by immunization (21-2)

• Physicians’ report of patients to the
nearest health center within 2 days (22)

• Ibid. (2-1)

• Ibid. (2-1)

—

—

• Enhancement of accurate knowledge
on TB through education and public
relations (2-1)

• Collection, analysis, and provision of
TB-related information (2-1)

• Promotion of research, advancement of
testing ability, and education of human
resources (2-1)

• Collaboration of national and local
governments for preventive measures
(2-2)

• Promotion of research, advancement of
testing ability, and education of human
resources (2-3)

• International collaboration (2-3)

• National government’s support for local
governments in technology and finance
(2-3)

• Physicians’ cooperation for preventive
measures, recognition of patients’
situations, consideration for their human
rights and provision of adequate care
(3-2)

• Ibid. (5-1)

• Ibid. (5-2)

• Governors’ written report for above 5-2
measure (5-3)

• Ibid. (19-2)

• Ibid. (17-1)

• Ibid. (21-2)

• Ibid. (22)

• Promotion of comprehensive measures
for ID prevention and care for patients
with respect for their human rights (2)

• Ibid. (3)

• Collection of ID- and pathogen-related
information and promotion of research
(3-3)

• Cooperation by patients and asymptom-
atic pathogen carriers relating to
questioning and investigation (15-3)

• Citizens’ duty to obtain accurate
knowledge on infectious disease (4)

• Ibid. (3)

• Ibid. (3)

• Ibid. (3)

• Ibid. (3)

• Ibid. (3)

• Ibid. (3)

• Physicians’ collaboration for preventive
measures and recognition of the patient’s
situation, provision of proper care, and
achieving patients’ understanding by
providing adequate explanations (5)

• Ibid. (17-1)

• Governor can compel health officials
to test the suspected people in case
of non-compliance with above advice
(17-2)

• Ibid. (17-3)

• Disclosure of the test result per request
from the recipient of health examination
(53)

—

—

• Physician’s immediate report of the
name, age, sex, occupation, and
address of patients and asymptomatic
pathogen carriers (12, 53-7)

Table 2 Governmental obligations regarding human rights protection: TB related laws

TB Prevention Law* Amended TB Prevention Law Amended Infectious Disease
(1951) (2006) Prevention Law** (2007)

Objectives: Promotion of public welfare by

Ibid.

To prevent the emergence of
preventing TB from harming individuals infectious diseases (IDs) and their
and society through TB prevention and epidemics by establishing necessary

dissemination of proper care measures for ID patients and prevention

Disease Classification: None None Category-2 (out of 5)

�Immediately relevant articles (Article number)�
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• Home visits for preventive and care
instructions to registered patients (25)

• Physician’s order of sterilization,
isolation, or necessary measures to
the patients/guardians (26)

• Governor’s ban on employment of
patients (28-1)

—

• Screening committee on the 28-1
decision (28-2)

• Governor’s consultation with the Labor
Department chief at the local government
level if a working ban is applied to
health professionals (28-3)

• Governor’s order of hospitalization (29)

—

—

• Governor’s order of sterilization
and necessary measures regarding
the patients’ residence, and isolation
of the patient (30)

—

—

• Questioning of patients/concerned
parties regarding necessary
information (32-1)

• The authority of questioning should not
be interpreted as identical to the authority
for criminal investigation (32-3)

• The composition of the screening
committee is more than 5 persons from
government and knowledgeable about
TB (49)

• Imprisonment or fining of physicians,
government employees, screening
committee members, and professionals
for disclosing patient information (62)

• Fining of patients in case of false
report when questioned (63)

• Fining of patients in case of interfering
with or rejecting the measures given
by the government (63)

—

• Home visits for DOTS*** for registered
patients (25)

• Physician’s order of DOTS, sterilization,
or necessary measures to the patients/
guardians (26)

• Ibid. (28-1)

—

• Ibid. (28-2)

• Ibid. (28-3)

• Ibid. (29)

—

—

• Governor’s order of sterilization and
necessary measures regarding the
patients’ residence (30)

—

—

• Ibid. (32-1)

• Ibid. (32-3)

• The composition of the screening
committee is 3 persons
knowledgeable about TB and from
the non-medical profession (49)

• Ibid. (62)

• Ibid. (63)

• Ibid. (63)

• Citizens’ duty to obtain accurate
knowledge on TB, be alert to prevention,
and not to violate the human rights of
TB patients (3)

• Home visits for DOTS for registered
patients (53-14)

• Physician’s order of DOTS, sterilization,
or necessary measures to the patients/
guardians (53-15)

• Governor’s restriction on work of
patients and asymptomatic pathogen
carriers for a designated period (18-2)

• Patient’s/guardian’s request for the
confirmation of the end of restriction
on work (18-3)

• Screening committee on the 18-2
decision (18-5)

—

• Governor’s advice for hospitalization
(19, 26-2)

• Screening committee on governor’s
advice of hospitalization, extension of
hospitalization, or co-payment (24)

• Review of the extension of hospitalization
every 30 days (20-2, 26-2)

• Governor’s order of sterilization and
necessary measures regarding the
contaminated area (27)

• Right to file a complaint by the inpatient/
guardian to the governor regarding
the treatment (24)

• Right to demand reinvestigation by
the inpatient/ guardian to the Minister
regarding extended hospitalization (25-1)

• Ibid. (35-1)

• Ibid. (35-3)

• The composition of the screening
committee is more than 3 persons
knowledgeable about ID medicine or
law, and from the non-medical or
non-legal professions (24-1)

• Ibid.

• Ibid. (77)

—

• Ibid. (4)

* The original law was enacted in 1919.
** The TB Prevention Law was abolished and integrated into the Amended Infectious Disease Prevention Law. The disease classifications

of HIV/AIDS and TB differ in the 2007 IDPL as do the measures.
*** Directly observed treatment, short-course.
Bold letters�Possible restrictions on the human rights of infected/vulnerable people.
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cases where patients’ information is disclosed,
physicians, government employees, and related
professionals may be sentenced to imprisonment
or receive a fine (Art. 14 to 15 in 1989; 67 to 69 in
1999, 73 to 74 in 2007).
Abolishment of testing order: In the 1989 Law,
the governor was to advise people who had been
reported to be tested (Art. 8-1) and in the case
of non-compliance, the governor could order
the test be done (Art. 8-2). These articles were
deleted in the 1999 IDPL.
Compliance: The 1989 Law stated two compli-
ance rules for infected people: a ban on activities
that risk infecting others (Art. 6-1), and manda-
tory compliance with the physicians’ recommen-
dations (Art. 6-2). The ban was abolished and
patients’ cooperation with the questions and
investigations is requested in the 1999 and 2007
IDPL (Art. 15-2).
Right to appeal: People infected by or vulner-
able to HIV/AIDS have had the right to appeal
since the first law enacted in 1989 (Art. 13 in 1989;
65 in 1999).
Respect for the rights of infected persons: The
1989 Law obliges citizens not to violate the rights
of infected and vulnerable populations (Art. 3).
The 1999 Law was more articulate in stating
citizens have a duty not to violate the rights of
infectious disease patients (Art. 4).
Quality of care: Previous laws were silent on the
point of quality of care, and the 1999 Law added
the establishment of adequate care with good
quality for infectious disease patients (Art. 3).
This provision was carried forward to the 2007
IDPL (Art. 3).

Possible areas of concern
Questioning and fines: Since the 1989 Law, the
governor has been empowered to question
reported infected and vulnerable individuals or
their guardians as deemed necessary (Art. 10-1).
In the case of false answers, the person shall be
fined (Art. 16-2). The 1999 IDPL and the 2007
Amended IDPL carry these articles (Art. 69 in
1999; 77 in 2007).

Government Obligations regarding Human
Rights: TB related laws
Jurisdictional transformation
TB control initially started with the former
Tuberculosis Prevention Law (TBPL; Law No.
26) in 1919. In 1951, it was fully revised (TBPL;

Law No. 96) with the aim of promoting public
welfare by preventing TB through prevention
and the dissemination of proper care (Art. 1).
After the amendment in 2006, the TBPL was
abolished and integrated into the IDPL in April
2007 (Fig. 1). Hence, the objectives of the law
changed accordingly (Table 2).

Positive aspects
Human rights protection
The 1951 Law and its 2006 revision obliged the
state to consider the protection of human rights
of patients (Art. 2-1, 3-2). The term respect
appears clearly in the 2007 IDPL (Art. 2).
Abolishment of mandatory isolation: A physi-
cian and a governor had the authority to order
isolation of patients (Art. 26, 30) under the 1951
TBPL. This provision was omitted in the Amended
TBPL in 2006. A governor can advise hospitaliza-
tion (Art. 19, 26-2) according to the 2007 IDPL.
Instruction for directly observed therapy, short-
course (DOTS) was also included from the 2006
Law (Art. 25 in 2006; 53-14 in 2007).
Abolishment of ban on employment: A governor
could ban the employment of patients (Art. 28-1)
in the previous laws. This adverse disposition was
changed to a limitation, while the target was
expanded to asymptomatic pathogen carriers in
the 2007 IDPL (Art. 18-1).
Right to appeal: Prior to 2007, the right of appeal
and of fair trial for vulnerable populations was
not explicitly mandated. This occurred only when
TB control was integrated into the IDPL (Art. 65).
Shortened hospital stay: Each of the earlier laws
suggested a 6-month period of hospitalization
(Art. 34). The 2007 IDPL states that hospitaliza-
tion should be reconsidered every 30 days when
advised hospitalization occurs (Art. 20-2, 26-2).
Respect for the rights of infected persons: The
2006 TBPL obliged citizens not to violate patients’
human rights (Art. 3) as does the 2007 IDPL
(Art. 4).
Independent review: The 2007 IDPL mandated
law specialists, medical and non-medical profes-
sionals to be members of a screening committee
(Art. 24-1), which reviews the governor’s advice
and any extension of hospitalization.

Possible areas of concern
Mandatory name reporting: As TB is an infec-
tious disease, in human rights terms, some restric-
tions on rights may be permissible. Previously,
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physicians were obliged to report the names and
addresses of patients to the nearest health center
(Art. 22). In the 2007 IDPL, TB is classified as
a Category-2 disease, equivalent to SARS (Art.
53-7). Occupation or place of work of the patient
has been added to the information (age, sex, and
name) required for the surveillance report.
Questioning and fines: Questioning of infected
populations has been lawfully allowed since the
1951 TBPL (Art. 32-1) through to the current
2007 IDPL (Art. 35-1). In the 2007 Law, assumed
asymptomatic pathogen carriers may also be
questioned. In case of false answers, fining of
those questioned remains permissible (Art. 63
in 1951 and 2006; 77 in 2007).
Note: It is too early to fully judge the impact of
the changes noted above with respect to the 2007
Amended IDPL, but these are areas that will
require attention as they are implemented going
forward.

Discussion

A Human Rights Perspective on HIV/AIDS
and TB Related Laws
Achievements
Both HIV/AIDS and TB related laws have pro-
gressively moved towards protecting human
rights in how they are drafted over the past
decades, especially through the recent establish-
ment and amendment of the IDPL. The pre-
amble to the IDPL (1999), a comprehensive law
for infectious disease control, recognizes the
prejudice and discrimination against leprosy
patients and PLWHA that occurred in the past
and promotes learning from these lessons. The
term respect was inserted into the wording of
the law when amended in 2007. This is a sig-
nificant advancement in infectious disease law.
The Guideline for AIDS Prevention (2006) also
added respect for the human rights of infected and
vulnerable populations.36 Similarly, the Guideline
for TB Prevention sets up a comprehensive mea-
sure to respect the human rights of patients in
September 2007.37 We note two issues that might
have influenced such development in Japan.

1. Attention to international norms and
standards

The inclusion of human rights language occurred
in the 1990s during a period where Japan was
participating in international conferences on a

range of health and development related issues,
which included the promotion and protection of
human rights as fundamental to the achieve-
ment of public health goals—most notably the
1993 International Conference on Population
and Development and the 2001 UN General
Assembly Special Session on AIDS. Additionally,
Japan participated in the UN Decade for Human
Rights Education (1995–2004)38 that among other
movements, resulted in the establishment of the
Human Rights Education and Edification Policy
(2004), which aims to reduce social prejudice and
discrimination against certain groups including
infectious disease patients.39 Likewise, on the
medical side, the Japan Medical Association
released Guideline for Professional Ethics of
Physicians (2004) that suggest prioritizing the
rights and privacy of patients.40

2. Growing civil society efforts to advocate
for the rights of infected and vulnerable
populations

A human rights perspective suggests that the
views of affected communities, including non-
governmental organizations (NGOs), be taken
into account in the development of all aspects of
health policy and programming. Over the past
decade, NGOs have increasingly come into
existence advocating for the rights of PLWHA
within Japan.41,42 This, and other efforts from a
growing civil society, may have helped to raise
awareness among citizens, health professionals,
and policy makers resulting in positive changes
in law and practice.36

Challenges and suggestions
While infectious disease law has greatly advanced
in the past years, three areas require attention in
future efforts.

1. Participation of infected populations
Participation of infected, vulnerable and affected
communities in public health decisions that con-
cern them has been recognized as key from a
human rights perspective but also in order to
successfully achieve public health goals. Yet, it
appears that inclusion of affected communities in
legal and policy efforts in the HIV and TB arena
has been minimal.

The UN proposes availability, accessibility,
acceptability and quality as indicators related to
the provision of health services under the “right to
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health.”34 Attention to these issues as understood
by affected communities may help in monitoring
the impact of the new law and in determining its
effectiveness, e.g. by participation of infected
populations. Some issues for further attention in
each category are noted below.
Availability of health care: HIV antibody tests
are provided free of charge at 246 health cen-
ters,43 and X-ray tests for TB are provided by
schools for free and by medical facilities with a
minimum of 95% coverage by the government
(Art. 37-2 in 2007 IDPL). Further consideration
to expand availability, e.g. the offer of voluntary
HIV testing during weekends, might be pro-
moted by incorporating the needs of vulnerable
populations.
Affordability (a sub-concept of accessibility):
The IDPL obliges the governments to shoulder a
large part of the medical fees for diseases, includ-
ing HIV/AIDS and TB. The Ministry of Health,
Labour and Welfare annually allocates 8.3 billion
yen (69 million US dollars) for HIV/AIDS mea-
sures.44 National Health Insurance or Employees’
Health Insurance covers 30% of HIV/AIDS-
related medical treatment, e.g., anti-retroviral
therapy (ART) that costs about 150,000 to
200,000 yen (1,250 to 1,700 US dollars) per person
per month.45 Similarly, the Ministry allocates
7.1 billion yen (59 million US dollars) for TB
measures including DOTS.44 Attention to whether
the resources allocated are sufficient to ensure
that the most vulnerable populations have access
to the services they need could be useful.
Acceptability: A recent survey showed that
nearly 30% of dental clinics and psychiatric
departments in Japan are uncomfortable accept-
ing patients with HIV/AIDS.46 TB patients also
have long been the target of discrimination in
Japan47,48 as in other nations.49 While these are
only a few examples, it appears that discrimina-
tion in the context of HIV and TB remains ram-
pant. As the Japanese public health administra-
tion was originally established under the police
system in 1893.47,50 The 2007 IDPL and related
laws may still not adequately protect the rights of
infected individuals.
Quality of health care: ART (AIDS treatment)
and DOTS (TB treatment), both of which are the
highest standard of care, are provided in Japan.
Attention to the extent to which the quality is the
same throughout the country, to all populations
in need, and in all facilities could help to ensure

that the law and resources given to implement it
are having their desired effect.

2. Protection for health professionals
Measures to support the rights and health of
health professionals were little observed in the
laws studied. Guidelines and preventive regimens
are provided by the Ministry of Health, Labour
and Welfare with an annual budget of 27 million
yen (225,000 US dollars).44 However, TB prev-
alence among nurses was 1.9 times higher, and
among laboratory technicians was 1.2 times
higher in hospitals with TB units than among the
general public in 1992–1996.51 Concrete efforts
to determine why this is the case and to ensure
the health and rights of health professionals may
be necessary.

Additionally, approaches to ensuring the
rights and health of health professionals suggests
additional  attention to the information and edu-
cation provided to patients, as well as to their
responsibilities once they are diagnosed with
an infectious disease. This is an area that may
require further study with due attention to the
rights and health of all concerned. For example,
the Center for Disease Control and Prevention
in the United States gives a practical suggestion
regarding patients’ responsibility, i.e. to cover
mouth/nose when coughing to prevent infection.52

How this is actually communicated, understood
and acted upon by infected persons requires
further study.

3. Accurate criteria for restrictions on human
rights

The legal ability to restrict the freedom of
movement of infected and affected people exists
in the laws studied. At a national level, it is likely
to be grounded in the Constitution of Japan
(1947) that guarantees the liberty of individuals
unless it interferes with the public welfare (Art.
13). Under human rights law, the ICESCR (1976)
also gives governments the right to take the steps
they consider necessary for the prevention, treat-
ment, and control of epidemic, endemic occupa-
tional and other diseases (Art. 12-2 (c)).5

The international community considers that
such limitation must be a last resort even if for the
protection of public health. The United Nations
Economic and Social Council suggests such limi-
tation to be valid only when all five criteria are
met: the restriction must be; (1) in accordance
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with the law, (2) a legitimate objective of general
interest, (3) strictly necessary in a democratic
society to achieve the objective, (4) not intrusive
or unnecessarily restrictive, and (5) not imposed
arbitrarily. This is indicated in the so-called
Siracusa Principles.53

The 2007 IDPL states that the restrictions on
the rights of infected and vulnerable people
should rarely occur (Art. 22-2). The Ministry of
Health, Labour and Welfare has newly published
specific criteria for human rights restriction of
TB patients in hospitalization and discharge in
2007.54 Further attention to the internationally
agreed-upon criteria might be a way at the
national level to validate any restrictions in laws
and practice on human rights considered neces-
sary to prevent the spread of infectious disease.

Limitations of the study
This study analyzed only published materials.
Unpublished materials on programs or services
were outside the scope of this study. It has been
only a few months between the enactment of the
2007 IDPL in April 2007 and the time this article
was written. Further, the focus of this article is
on the written law and not on its implementa-
tion. More achievements and challenges may be
revealed as it permeates practice.

Conclusion

Attention to human rights in supporting infec-
tious disease control efforts in Japan is progress-
ing. Yet three prime areas remain challenging.
First, participation of infected and vulnerable
populations in this area was found to be low.
Second, attention to the interactions between
the health and rights of health professionals and
of their patients requires further exploration.
Third, accurate criteria for the restriction of
rights of infected and affected populations are

not yet apparent in the laws or in how they are to
be implemented.

Consideration of international standards in
these areas, such as the rights-based approach pro-
mulgated by the UN and the Siracusa Principles,
might facilitate development of a well-balanced
health and human rights perspective in infectious
disease control. In 2006, Japan was elected to be
one of 47 members of the United Nation’s Human
Rights Council.55 As a leader in international
cooperation, Japan is poised to demonstrate fur-
ther accomplishments in the application of human
rights concepts to its actions in public health,
both in the country and abroad. This path could
be an example to other nations.
Note: Official names of the studied laws are as
in follows.
• AIDS Prevention Law: Law concerning the

Prevention of Acquired Immunodeficiency Syn-
drome (Law No. 2; 1989)

• Infectious Disease Prevention Law: The Law
concerning the Prevention of Infectious Dis-
eases and Patients with Infectious Diseases
(Law No. 114; 1999)
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Abstract
In Japan, average life expectancy is 78.64 years for men and 85.59 years for women (2004 Abridged Life Table),
with people 65 years old or older accounting for more than 20% of the total population. It is anticipated that by
2015 fully one-quarter of Japan’s population will be over 65 years old. Such societal aging is not peculiar to Japan
or a few industrialized countries in Europe and the US, but actually is more of a global phenomenon.

Although no one can escape the phenomenon of aging, the ideal of successful aging is to lead a full, healthy
life and enjoy a long natural lifespan. Successful aging is the ultimate goal of geriatric medicine and practical
healthcare for the elderly.

To reach this goal, it is important to provide high-quality healthcare services for the elderly by (1) developing
methods for the diagnosis, treatment, and prevention of geriatric diseases through increased understanding of
their nature, and (2) learning how best to care elderly patients with functional disorders.

Recent years have seen a new development in geriatric healthcare that includes an understanding of the
importance of comprehensive geriatric assessment and geriatric syndromes, progress in geriatric research,
establishment of more evidence in geriatric medicine, new approaches in drug therapy, and cooperation in the
areas of clinical medicine, welfare, and long-term nursing care, as well as support following discharge.

This paper describes the main features and issues of healthcare for the elderly, based on the aforementioned
new trends in this field of medicine.

Key words Healthcare for the elderly, Comprehensive geriatric assessment, Geriatric syndrome,
Holistic medicine

are able to play an active role in society and can
thus be referred to as the “young-old.”

In contrast, special approaches are often
necessary in dealing with the “old-old” (aged 75–
89 years) and the “extremely (super) old” (aged
90 years or older). Those in these age categories
show more obvious signs of aging, and the preva-
lence of multiple diseases increases greatly. As
functional capacities related to everyday living
decrease, attention to maintenance of the indivi-
dual’s general physical functioning is no less nec-
essary than that to the diagnosis and treatment
of specific diseases. Therefore, the main target of
geriatric medicine tends to be the old-old or the
oldest-old, necessitating a comprehensive view of
holistic medicine.

*1 Professor and Chairman, Department of Geriatric Medicine, Graduate School of Medicine, The University of Tokyo, Tokyo, Japan
(youchi-tky@umin.ac.jp).
This article is a revised English version of a paper originally published in the Journal of the Japan Medical Association (Vol.135, No.6, 2006,
pages 1253–1257).

Characteristics of Geriatric Care for
the “Young-Old” and “Old-Old”

In the young-old years (65–74 years of age), signs
of the body’s aging become apparent, and the
number of people who develop geriatric diseases
increases. However, the percentage of people
with functional disorders that affect their every-
day life remains low, while many continue to be
active and vigorous. Clinical strategies for these
people are usually the same as those for young or
middle-aged individuals, although it is necessary
to carefully examine the general bodily functions
of each person, with consideration given to indi-
vidual variability. Individuals in this age group
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For example, organ-specific approaches in
diagnosis and therapeutics are not adequate in
providing healthcare for the elderly; a broader
view that covers general organ functions, physical
functioning including activities of daily living
(ADL), mental health, and the individual’s social
environment is necessary. This then points to
holistic medicine. The holistic approach of course
is important for the medical care of non-elderly
patients as well. However, it is particularly impor-
tant in dealing with elderly patients, and it is no
exaggeration to say that geriatric care cannot be
effective without this approach.

Characteristics of Geriatric Medicine

Pathogenesis and characteristics of
geriatric diseases
Diseases among the elderly are classified broadly
into two types: longstanding illnesses from younger
days that have been modified by changes in organ
function as a result of aging; and diseases that
worsen markedly with aging and tend to be char-
acteristic to the elderly. The latter are generally
known as “geriatric diseases.” Geriatric diseases
are defined as diseases common among or charac-
teristic to the elderly. However, geriatric diseases
are not limited to those seen only in the elderly,
as some people are affected by these diseases at
a younger age. Typical geriatric diseases include
osteoporosis, dementia, and atherosclerotic dis-
ease (particularly, cerebrovascular disorders).

Importantly, geriatric diseases not only deter-
mine the vital prognosis of the elderly patient,
but also can cause functional impairment leading
to disability or the need for nursing care, and
eventually to a markedly deteriorated quality of
life for the patient and his or her family. Unlike
younger people, the elderly are likely to develop
functional impairment on the basis of age-related
physiological changes. Therefore, the care of
elderly patients should be aimed at rehabilitating
them into society while maintaining their remain-
ing physical functional capacities. A helpful tool
in pursuing this aim is the comprehensive geriat-
ric assessment (CGA), described below.

Comprehensive geriatric assessment
(CGA)
Lowering of physical functions necessary for
daily activities is often observed in the elderly,
and this makes a factor that determines the level

of need for nursing care. Therefore, it is impor-
tant in working with elderly patients to assess
their functional capacity objectively and to work
to prevent their decline while promoting improved
functioning. Items to be assessed include ADL,
intellectual functions, presence/absence of a
depressive state, quality of life (QOL) or sub-
jective wellbeing, level of independence, and
volition. These parameters constitute the CGA
of the elderly. Rubenstein et al.1 demonstrated
for the first time the usefulness of CGA for
general management of the elderly, as well as
its benefit in improving not only vital prognosis
but also functional capacity. CGA also has been
attracting a great deal of recent attention in
Japan.

In the process of a CGA program, a team of
health professionals that can include physicians,
nurses, medical social workers (MSW), pharma-
cists, rehabilitation specialists such as physio-
therapists and speech therapists, and dieticians
hold regular conferences to discuss the patient’s
condition, treatment strategies, and policies of care,
on the basis of medical characteristics, general
functional capacity, and the socioeconomic fea-
tures of the patient in question. In this manner,
all aspects of rehabilitation, nursing care, and
welfare, as well as medical care, are taken into the
process of decision making, and the patient is
supported toward discharge based on proper dis-
charge planning . This work is valuable in that it
is done in a coordinated manner. A detailed out-
line of CGA is presented in another article in this
issue, “Comprehensive Geriatric Assessment and
Team Intervention” (see page 461–466).

Concept of geriatric syndrome
It is obvious that determining the cause of dis-
ease and providing treatment to remove the pri-
mary cause are important in clinical medical
practice. However, in elderly patients, symptom-
atic control rather than identification of the cause
may be important when a particular series of
symptoms are present. Geriatric syndrome is a
group of clinical conditions that are common in
old age and result from various causes. They tend
to require a therapeutic approach to the conditions
themselves rather than a causal approach, regard-
less of the cause(s). Typical of such conditions are
mis-swallowing (dysphagia), falls, cognitive dys-
function, and urinary incontinence.

Dysphagia occurs in a variety of conditions

CHARACTERISTICS AND ISSUES OF HEALTHCARE FOR THE ELDERLY
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including cerebrovascular disorder, conscious-
ness disturbance, Parkinson’s disease, at the end
stage of malignant disease, or in long-term bed-
ridden patients with decreased ADL. Further, it
may cause aspiration pneumonitis and diffuse
aspiration bronchiolitis. Repeated pneumonitis
hinders oral feeding and, therefore, seriously
affects the patient’s QOL, possibly resulting in
prolonged hospitalization. Thus, the prevention
of mis-swallowing and improvement of swallow-
ing function leads to improvement in the vital
prognosis and QOL of the elderly.

Falls, for instance, can be a result of various
factors such as gait disturbance due to sequelae
of cerebrovascular disorder or bone and joint
disease, orthostatic hypotension, and side effects
of tranquilizers. Falls may cause not only trauma
but also cerebral hemorrhage or femoral neck
fracture, eventually causing the patient to be con-
fined to bed. Therefore, the prevention of falls is
an important issue. In addition to causal treat-
ment, important means include improvement of
the living environment to prevent falls, assistance
in walking, and the wearing of protectors to miti-
gate the impact of a fall and to prevent fracture.

Roles of Geriatric Healthcare in
an Aging Society

Diagnosis and treatment of diseases
common in the elderly
Osteoporosis, Alzheimer’s disease, and athero-
sclerotic disease (particularly, cerebrovascular
disorder) are typical geriatric diseases that charac-
teristically deteriorate the QOL of elderly patients
and interfere with successful aging. Establishing
the pathogenesis and treatment of these diseases
is, above all, the goal of the current practice of
geriatric medicine.

It is also critical to accumulate evidence that
can serve as the basis for the treatment of geriat-
ric diseases. For instance, control of hypertension
in the elderly requires an approach different
from that used for younger hypertensive patients.
More specifically, it is unclear whether the same
criteria for the initiation of antihypertensive
therapy or blood pressure control are applicable,
and drugs should be chosen to maximize the
benefit of antihypertensive therapy according to
the condition of the individual patient. To this
end, evidence to establish criteria for the initia-
tion of antihypertensive therapy and the selec-

tion of proper drugs is necessary, and thus further
clinical studies of hypertension in the elderly are
required.

Spread of preventive medicine for geriatric
diseases
Once a geriatric disease has occurred, it is usually
very difficult to treat. The prevention of geriatric
diseases is extremely important from the aspect
of effective utilization of finite medical resources.
For example, once compression fracture of the
lumbar vertebra has occurred as a result of osteo-
porosis, there is no way to restore it to its former
condition. Femoral neck fracture can be repaired
by surgery, but substantial medical resources
need to be utilized. To prevent osteoporosis, it is
necessary to warn the younger generation of its
risks and to promote aggressive prevention of
the disease.

Like diabetes mellitus and hypertension, osteo-
porosis is a multifactorial disease that is derived
from the mutual effects of genetic and environ-
mental factors. Such risk factors have been dem-
onstrated to include menopause, lack of physical
activity, insufficient calcium intake, and emaciation.
Studies on the genetic risk factors are in progress,
and the accumulation of knowledge allows us to
screen those at high risk, enabling more efficient
prevention.

Yoneyama et al.2 divided 470 institutionalized
elderly subjects (mean age, 82 years) in geriatric
health care facilities into two groups: those given
or not given about 5 minutes of oral care (brush-
ing, and plus sterilization with 1% povidone
iodine if brushing was insufficient) after every
meal, and followed them for 2 years with regard
to the onset of pneumonia and death from pneu-
monia. Results showed that the incidence of
pneumonia was 19% in the control group, but
significantly lower, 11%, in the group with oral
care. The mortality rate, which was 16% in the
former group, decreased by more than twofold,
to 7%, in the latter group. Interestingly, intellec-
tual function as assessed by the Mini-Mental
State Examination (MMSE) decreased by 3.0
points on average within 2 years in the control
group, whereas the corresponding decrease was
only 1.5 points in the oral care group, indicating
significant inhibition of intellectual deterioration
in the oral care group.

It is noteworthy that a simple oral-care proce-
dure reduced the incidence of pneumonia by

Ouchi Y
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nearly half and exerted a favorable effect on
intellectual function in the elderly. This finding is
also important from the viewpoint of medical
economics, indicating a substantial reduction in
medical care expenditures. It is also important to
accumulate evidence for other geriatric diseases
in a similar manner.

Establishment of a nursing care system for
the elderly
The provision of nursing care for the elderly is
an important issue, and one that is particularly
critical for Japan, where society has aged, leading
to a growing population of isolated elderly indi-
viduals. Nursing care for the elderly relies on the
long-term care insurance system launched in April
2000. Several issues have cropped up in regard to
this system, such as how best to separate health
insurance coverage and long-term care insurance
coverage and a larger-than-expected increase in
the number of beneficiaries of long-term care
insurance. A review of this system will be neces-
sary in the future to obtain further improvement.
It will be necessary to construct a framework of
nursing care suitable for Japan’s situation under
the long-term care insurance system.

Discharge planning for the elderly
The disease spectrum of the Japanese population
has changed as a result of a marked increase in
the population of elderly citizens, particularly the
old-old, and home care for patients with medical
needs has become easier. Because of these
changes, it is considered desirable for patients to
lead an independent life at home and within the
local community, despite the presence of disease.
On the other hand, national medical expendi-
tures now account for about 8% of national
income and a marked increase in medical expen-
ditures for the elderly has been noted. Therefore,
the national government is promoting medical
reforms, and early discharge is being encouraged
through the differentiation of hospital functions
and revision of medical treatment fees.

As a result of these reforms, the mean number
of hospital days has decreased markedly, and
transition from institutional care to home care is
being promoted. These changes represent a dra-
matic alteration in the circumstances surround-
ing medical care practice. The changes in medical
structure have caused numerous difficulties in the
rehabilitation and discharge of elderly patients.

For instance, with increasing reductions in the
number of hospital days, many acute hospitals
now are oriented toward early treatment and
early discharge, resulting in serious problems with
regard to the discharge of patients. In chronic
hospitals, securing continuation of care to ensure
that the patient maintains mental and physical
functioning after discharge is an issue.

Under these circumstances, the need for dis-
charge planning that ensures the patient an envi-
ronment of adequate post-discharge treatment
has become a widely recognized concern. Japan,
like many other countries, has a rapidly growing
need for medical support that is based on discharge
planning that can secure a smooth discharge and
good quality of post-discharge life, through the
cooperation and networking of local medical
facilities and the utilization of home-care mea-
sures such as home-visitation by nurses.3

The goal of discharge support is to provide the
patient and his or her family with a favorable liv-
ing environment that takes into account the medi-
cal and social situation of the patient, including
his or her specific disease, ADL, family structure,
and economic situation. Post-discharge support is
closely related to the practice of home care. More
specifically, a multidisciplinary team that includes
physicians, nurses, MSWs, and so on, can support
the patient in arranging the living environment
and medical environment after discharge, by
helping with discharge to another hospital, to a
residential care setting, or to the patient’s home
as well as the use of long-term care insurance
services, selection of a primary care physician,
and communication with the physician.

Improvement of an education and research
system for geriatric medicine
To promote advances in geriatric medicine, it is
necessary to expand educational and investiga-
tive institutions that can nurture health profes-
sionals in this field of medicine. In this regard,
although geriatrics departments in university
medical schools have played a leading role, their
numbers are insufficient because only 23 of 80
medical schools in Japan have such divisions.
Geriatrics departments have been decreasing
rather than increasing in recent years. The author
has expressed his concerns about this decrease
in an article submitted to the “My Perspective”
column of the major newspaper, Asahi Shimbun.
This article was carried by the morning edition of

CHARACTERISTICS AND ISSUES OF HEALTHCARE FOR THE ELDERLY
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the paper on April 25, 2006.4

One piece of good news is that the National
Center for Geriatrics and Gerontology was set
up as the sixth national center in March 2004.
This institution is expected to take an active role
as a high-quality research institute in the field
of geriatric medicine. Furthermore, it is highly
encouraging that a research center for gerontol-
ogy (Endowed Research Department of Geron-
tology, The University of Tokyo, led by Prof.
Hiroko Akiyama) was set up at The University of
Tokyo in April 2006. It is hoped that courses or
research units aimed specifically at geriatrics and
gerontology will be established in the future in
a number of universities and will develop out-
standing resources that can play a leading role in
the medical care of the elderly.

Conclusion

Characteristic features and future issues of health-
care of the elderly in Japan’s aging society have
been discussed. The system of geriatric medicine
is based on extensive, advanced knowledge and
skills with the aim of achieving successful aging.
Diseases of the elderly characteristically cause
the patient to require nursing care owing to func-
tional impairment, resulting in a deteriorating
vital prognosis and poor QOL. In closing, it
should be emphasized that a holistic approach to
the maintenance of functional capacity from the
viewpoint of preventive medicine, as well as diag-
nosis and treatment of the disease, are important
in treating the elderly.
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Abstract
As people age, they tend to suffer from disease and various other age-related problems. Because the elderly
generally have a variety of problems related to physical functioning as well as psychiatric, psychological, or
socioeconomic issues, the conventional medical care model that focuses only on disease itself often fails to
provide an adequate solution. A specific procedure oriented to the elderly is comprehensive geriatric assessment
(CGA). CGA evaluates the extent of functional impairment of the elderly from the medical, social, psychiatric,
psychological, and physical aspects, and allows multidisciplinary intervention by a team of health professionals
that can include physicians, nurses, physiotherapists, pharmacists, dietitians, caregivers, and social workers. The
reported advantages of CGA include a decrease in the number of admissions, reduced length of hospital stay,
a decrease in the number of institutionalized elderly, improvement in activities of daily living (ADL), and early
detection of dementia and efforts to halt its progress. However, inappropriate use of CGA and inappropriate
selection of subjects can lead to failure in achieving a satisfactory result. In Japan, the introduction of government-
sponsored long-term care insurance furthered the spread of the CGA concept. A deeper understanding of the
need for multidisciplinary intervention based on the cooperation of the medical and nursing sectors is expected,
with improved medical and nursing care of the elderly being the anticipated outcome.

Key words Elderly, Comprehensive geriatric assessment (CGA), Multidisciplinary approach,
Activities of daily living (ADL), Long-term care insurance

cation, the concept of CGA is incorporated in
the core assessment of basic activities of daily
living (BADL), instrumental activities of daily
living (IADL), cognitive function, and abnormal
behavior. In addition, it is also required that
a description of functioning in daily living be
provided in the attending physician’s statement.
Because of these changes, greater knowledge of
functioning in daily living has become essential
for the attending physician, and thus physicians’
attention to this matter has increased. Further,
from the fact that a number of recent reports
have presented the results of evaluations of the
intervention of nursing care or rehabilitation
training in terms of CGA, it is expected that
attention to CGA will increase in the future.

*1 Associate Professor, Department of Medicine and Genetics, Kochi Medical School, Kochi, Japan (nishinam@kochi-u.ac.jp).
This article is a revised English version of a paper originally published in the Journal of the Japan Medical Association (Vol.135, No.6, 2006,
pages 1259–1262).

Introduction

In 1964, Williamson et al., who examined elderly
residents in Scotland, found that their family
physicians did not have sufficient understanding
of the patients’ various problems, including im-
paired functioning in daily living, and noted for
the first time the importance of comprehensive
geriatric assessment (CGA).1

In Japan, a government-sponsored long-term
care insurance system launched in 2000 directed
the attention of general clinicians to the impaired
functioning of the elderly. A person who receives
benefits from long-term care insurance is required
to obtain certification of their necessity from a
physician. In the process of obtaining certifi-
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What is CGA?

CGA is a geriatric procedure in which a compre-
hensive evaluation including the medical, social,
psychiatric/psychological, and physical aspects
of an elderly individual with a disease or disorder
is undertaken to determine the extent of the
individual’s impaired functioning in daily living
(Fig. 1).2

Impaired functioning consists mainly of move-
ment problems, urinary or fecal incontinence,

dementia, unstable movement/falling, and com-
municative disorder (visual and hearing acuity,
speech function, etc.).3 Such impairments can
result from a variety of causes, and the chronic
process of the condition interferes with the inde-
pendence of the elderly individual. Because of
this, elderly individuals with impaired function-
ing tend gradually to become in need of long-
term care.

Behind the growing need for CGA is the
marked increase in the number of elderly patients
with impaired functioning as well as the recogni-

Table 1 Items and procedures of comprehensive geriatric assessment

(1) Basic activities of daily living (BADL)

Eating, bathing, dressing, mobility, walking to toilet, urinary control, etc.

→ Barthel index

→ Katz index

(2) Instrumental activities of daily living (IADL)

Telephoning, shopping, preparing meals, housekeeping, laundry, going out to nearby places,

transportation, medication management, money management, etc.

→ Lawton

→ ADL-20, Tokyo Metropolitan Institute of Gerontology (TMIG) Index of Competence

(3) Cognitive functions

→ MMSE (mini-mental state examination)

→ HDS-R (Hasegawa’s dementia scale-R)

(4) Mood

→ GDS (geriatric depression scale), GDS15

(5) Communication: Visual and hearing acuity, swallowing

(6) Social environment: Home environment, caregiver, care and support system

(Adapted from The Japan Geriatrics Society ed. Geriatrics textbook (revised edition). Medical View Co., Ltd., Tokyo,
2002;153.)

(Excerpted from Nishinaga M. Japanese Journal of Geriatrics. 2000;37:859–865)

Fig. 1 Comprehensive geriatric assessment (CGA)

Medical assessment

Physical assessment Psychiatric/psychological 
assessment

Social assessment

Comprehensive geriatric assessment

Appropriate medical or nursing care

Improvement of QOL of the patient and family
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tion that the conventional acute-disease model,
which has been used for infections or other
diseases, is no longer suitable in this situation.
Therefore, a method of functional evaluation
was required that would provide relevant infor-
mation on the actual functioning of the elderly
patient to the geriatric care professional, while
being applicable to complex symptoms and
patient needs related to disease or impaired func-
tioning. In addition, a methodology for providing
appropriate care to the patient according to his
or her individual situation was also required.3

Fundamentals of CGA

CGA is a method used to assess impaired function-
ing that takes into account the following functions:

physical, psychiatric/psychological, social, and
medical. The elements of CGA include: 1) basic
activities of daily living (BADL), 2) instrumental
activities of daily living (IADL), 3) cognitive func-
tion, 4) mood, 5) communication (visual or hear-
ing disorders), and 6) social environment (family
environment, caregiver, care and support system,
etc.) (Table 1).

Forms of CGA and Their Usefulness

It has been reported that CGA is effectively
associated with a decreased number of admis-
sions, reduced length of hospital stay, decreased
institutionalization, improved QOL, decreased
medication, improvement of ADL, and decreased
mortality.4,5 CGA is divided into several forms

COMPREHENSIVE GERIATRIC ASSESSMENT AND TEAM INTERVENTION

Table 2 Forms of comprehensive geriatric assessment (CGA)

(1) Geriatric evaluation and management unit (GEMU) (ward)

(2) Inpatient geriatric consultation service (IGCS)

(3) Outpatient assessment service (OAS)

(4) Hospital-home assessment services (HHAS)

(5) Home assessment service (HAS)

(Excerpted from Stuck AE, et al. Lancet. 1993;342:1032–1036)

(Excerpted from Nishinaga M. Japanese Journal of Geriatrics. 2000;37:859–865)

Fig. 2 Flow chart of the multidisciplinary approach

On admission

Attending physician

Determining the medical treatment policy
Evaluation by CGA (cognitive function)
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according to its usage (Table 2).5

CGA employed for elderly patients with
complex problems who were admitted to evalua-
tion and management in special units designed
for such patients have been reported to confer
various benefits, such as improved functioning
including ADL scores, decreased institutionaliza-
tion, and decreased mortality.1–5

Repeated admissions represent a problem
common to elderly patients with heart failure.
Of 104 patients admitted to a hospital because
of heart failure (mean age 79.2 years), 32% were
admitted again within 6 months,6 and 36% of the
reasons for readmission were factors other than
the disease itself, such as decreased compliance.
In this connection, multidisciplinary intervention
by a team consisting of the attending physician,
physical/occupational therapist, medical social
worker, nurse, dietitian, and pharmacist was
carried out in a CGA and management unit,
in order to allow elderly patients with heart fail-
ure to continue living at home after discharge

(Fig. 2).2 Among patients who experienced two
or more admissions within 2 years, 66 patients
(mean age 80 years) who were admitted to the
CGA and management unit were compared
with 112 patients (mean age 81 years) who were
admitted to general wards. The percentage of
patients who experienced another admission
within 30 days after discharge was 17% for gen-
eral ward patients, whereas it was 1.5% for CGA
unit patients. The corresponding percentages for
readmission within 100 days after discharge were
41% in general ward patients and 21% in CGA
unit patients. Thus, both readmission rates were
lower in CGA unit patients.6 In addition, when
NYHA functional classification, ADL score,
number of admissions and hospital days with
heart failure, and total medical cost before inter-
vention were compared with those after inter-
vention in 29 patients who were followed for
more than a year after discharge from the CGA
unit, all these parameters were found to have
improved after intervention.7

(Excerpted from Department of Geriatrics, Kochi Medical School Hospital. 2002 Report of the Kohokucho Healthy Long Life Plan)

Fig. 3 Annual changes in degree of independence and geriatric medical expenditure over 10 years in
elderly residents in a city in Kochi Prefecture
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The use of CGA for inpatient consultation
or outpatient assessment represents a low-cost
strategy, but few reports have documented its
usefulness, probably because of the lack of suffi-
cient control over home care after discharge,
resulting in inadequate implementation of the
recommendation and interventions indicated by
CGA, because of the failure to choose subjects
who could benefit most, or because of the lack of
long-term follow-up. Since most elderly patients
require home care, it is considered that the use-
fulness of CGA depends on the coupling of
assessment during hospital stay and care after
discharge.1

CGA of local elderly residents has progressed
in the UK, Denmark, and other countries, and is
mainly aimed at preventing the frail elderly from
falling into a state that would require nursing
care. In recent years, the usefulness of this type
of CGA has been reported from the USA,
Italy, Germany, and other countries. In Japan,
Matsubayashi et al. carried out CGA in local
elderly residents of a city in Kochi Prefecture,
and provided intervention based on the results of
assessment. As a result, they obtained an increase
in the percentage of elderly individuals indepen-
dent in ADL and a lowering of the increase rate
in mean annual medical care expenditure per
elderly individual, despite the further aging of
the population8 (Fig. 3).

Stuck et al.,5 who carried out a meta-analysis
of 28 reports on CGA using controls, reported
that improvement in physical function was
obtained only when CGA was used in specialized
CGA units, and the preventive effect on institu-
tionalization was associated only with CGA used
for local elderly residents. In addition, a signifi-
cant prolongation of home care was achieved
only by CGA in specialized CGA units and by
CGA used for discharge from the hospital to
home.

All healthcare professions dealing with the
elderly are required to consider the treatment
and care of these patients, based on a broad
vision that includes not only the patients them-

selves but also their families. A uniform, rigid
intervention that provides a patient with a
predesignated form of care is not adequate for
the complex situations of individual patients.
Although it is apparent that CGA is a useful
method of assessment, it is necessary in imple-
menting the recommendations drawn from the
results of assessment to be aware of the change in
the system, giving close attention to the follow-
ing: selecting appropriate subjects; coordinating
assessment, care planning, and implementation;
and conducting regular follow-up evaluations.

In many hospitals where CGA has been intro-
duced, various healthcare professions including
physicians, nurses, physiotherapists, pharmacists,
caregivers, and medical social workers share
information in a common language (i.e., via a
standardized assessment tool), and participate
as independent professionals in preparing the
treatment or care plan and the individual medical
or nursing care plan from hospital to home,
thereby improving the quality of care plans. In
addition, more than a few CGA instructors
attach importance to the effect of this approach
in leading to an increase in the motivation of
each healthcare professional as an independent
specialist.

Conclusion

Although the concept of CGA is spreading to
local communities following the advent of gov-
ernment-sponsored long-term care insurance,
when long-term care insurance is to be provided,
continuity from medical care to nursing care is
mainly based on the attending physician’s state-
ment. Therefore, support for such continuity
can be somewhat precarious in the case of frail
elderly patients who are repeatedly hospitalized.
Although changes will be made to the medical
care system and a rapid increase in the popula-
tion of the frail elderly is likely in the future,9 the
spread of CGA as a powerful tool of medical
institutions directed toward local residents is
certainly desirable.
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Over 170,000 operations of various types are per-
formed every year in Japan (Table 3).

Category C hospitals are distributed throughout
the country and play an important role in the local
healthcare by providing easy access to neurosur-
gical treatment. Because these small hospitals are
equipped with up-to-date diagnostic and surgical
instruments, they are able to offer good quality of
surgery. Many neurosurgeons rotate periodically
among the hospitals categorized as A or C.

The large- and medium-sized hospitals are, of
course, able to manage more difficult cases. The
most advanced techniques are available in these
hospitals, and they provide specialized teams
for endovascular therapy, functional neurosur-
gery for epilepsy and Parkinson’s disease, and
pediatric neurosurgery for infants and children.

The “brain-dock” is a unique system developed
through the strong support of neurosurgeons in
Japan.2 It is a formalized screening system to
detect asymptomatic brain diseases, functioning
rather like a “brain check-up.” The underlying
concept is “early diagnosis and early treatment.”
Currently, about 400 facilities are registered in the
Japanese Society for Detection of Asymptomatic
Brain Diseases. Asymptomatic cerebral infarction,
cerebral aneurysms, brain tumors, and white-
matter lesions are often detected.3 When a disease
is detected, it may be treated conservatively,
receive periodic examinations, or be operated on
if necessary. The implications of and rationale
for this kind of preventive healthcare are being
discussed in Japan and other countries.4–6

Neurosurgeons in Japan

To maintain a high level of neurosurgery, a certain
number of experienced specialists are required.

Although neurosurgery may be a specialized
field of medicine, it covers a broad spectrum of
diseases, including cerebrovascular diseases, brain
tumors, diseases of the spine and spinal cord,
trauma, epilepsy, Parkinson’s disease, and con-
genital abnormalities, among others. These dis-
eases tend to have close relationship with almost
all other fields of medicine, not only neurology
but also of systemic disorders of metabolism,
endocrinology, and circulation, as well as trauma,
emergency, and others. To achieve good thera-
peutic results, neurosurgeons should be fully
acquainted with the etiology, pathophysiology,
clinical manifestations, and peri-operative man-
agement of the patient. Thus, neurosurgery is
a very broad field of medicine. The number of
patients is also large. The cerebrovascular diseases,
one of the major targets of neurosurgery, for
example, are the third largest cause of death and
the most frequent cause of dependency in Japan.
Neurosurgery is regarded as one of the basic
fields of clinical medicine in Japan (Table 1). The
practice of neurosurgery has developed rather
recently in Japan, with its development particu-
larly remarkable during the last 30 years. This
paper provides a short overview of some of the
features of neurosurgery in Japan.

Neurosurgical Hospitals in Japan

In total, 1,126 neurosurgical hospitals had been
approved by the Japan Neurosurgical Society
as of 2006.1 These hospitals are classified into
Categories A and C according to size and train-
ing capacity. Large- and medium-sized hospitals,
including 80 university hospitals and 310 other
hospitals, are classified as Category A. Category
C includes 836 small-sized hospitals (Table 2).

Japan Neurosurgical Society
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Table 2 Neurosurgical facilities in Japan

Category Hospitals Number

A
University hospitals 80

Other large- and medium-sized hospitals 310

C Small hospitals 836

Total 1,226

(Japan Neurosurgical Society, 2006)

Table 1 Japanese academic societies in basic clinical specialties

Japanese Society of Internal Medicine

Japan Pediatric Society

Japanese Dermatological Association

Japanese Society of Psychiatry and Neurology

Japan Surgical Society

Japanese Orthopedic Association

Japan Society of Obstetrics and Gynecology

Japanese Ophthalmological Society

Oto-Rhino-Laryngological Society of Japan

Japanese Urological Association

Japan Neurosurgical Society

Japan Radiological Society

Japanese Society of Anesthesiologists

Japanese Society of Pathology

Japanese Society of Laboratory Medicine

Japanese Association for Acute Medicine

Japan Society of Plastic and Reconstructive Surgery

Japanese Association of Rehabilitation Medicine

(Japanese Board of Medical Specialties)

Table 3 Number of neurosurgical operations per year

Brain tumors 23,427

Cerebrovascular disorders (cerebral aneurysms, vascular occlusions, etc.) 44,490

Head and spinal trauma 40,136

Congenital anomalies 1,250

Hydrocephalus of various etiologies 15,912

Spine and spinal cord 11,751

Functional neurosurgery (epilepsy, Parkinson’s diseases, etc.) 3,210

Endovascular treatment 15,381

Stereotactic radiotherapy and radiosurgery (Gamma Knife, CyberKnife) 15,836

Total 171,393

(Japan Neurosurgical Society, 2006)
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Japan is among the countries where a large
number of neurosurgeons have been successfully
trained. Japan has 3,887 neurosurgeons in a total
population of 128,000,000. Some of these neuro-
surgeons are engaged in sub-specializations of
neurosurgery, whereas a larger number of neuro-
surgeons cover broad areas of neurosurgery
including vascular disorders, tumor, and trauma
(Table 4).1 These different types of neurosurgeons,
as a whole, provide neurosurgical services to
people throughout Japan, all of whose citizens
are supported by the country’s public medical
insurance system.

Board Examination for Neurosurgeons

The Japan Neurosurgical Society introduced a
board examination system in 1966 to certify the
level of clinical practice of neurosurgeons. A
resident can apply for the board examination
when he or she has accomplished a designated
training course in the training hospitals approved
by the Neurosurgical Society. The examinee has
to pass written and oral tests in three areas of
neurosurgery, (a) brain tumor and infection, (b)

vascular disease and trauma, and (c) functional
neurosurgery, spine, and congenital malforma-
tions. The pass rate is approximately 65%. Board-
certified neurosurgeons are obliged to update their
knowledge by attending a designated number of
academic seminars and conferences every year.

Future Prospects

The current system of neurosurgical training and
practice in Japan has been established through
the continuous effort and strong sense of mission
of senior neurosurgeons. The system so far is
working well. However, the medico-social envi-
ronment is not reassuring. The economic funda-
mentals underlying the public medical insurance
system are in crisis. Nevertheless, citizens expect
more and more from medical practice. Doctors
are becoming exhausted from the intensity of
risk management and the heavy bureaucratic
burden. Young neurosurgeons will have to work
harder and learn more about the very advanced
areas of medcine.7 The Japan Neurosurgical
Society hopes to find good solutions for the next
generation of neurosurgery.
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eases, life threatening endocrine diseases, almost
all kinds of child cancer, etc. Recently, many local
governments offer free medical care for children
below a certain age—3 years old in most cases,
but even 12 years old in some areas. These medi-
cal policies have made medical access very easy
for parents, who are usually still young and whose
incomes are relatively low.
Financial accessibility: Inexpensive medical fees
The average expenditure of Japanese people on
medical fees is smallest among OECD countries.2

This is less than the average national expenditure
on gambling. In particular, expenditure on medi-
cal care and welfare for children is very small and
only about 1/10 of the expenditure on “Pachinko,”
the most popular gambling game in Japan.3

Spatial accessibility: Characteristics of spatial
distribution and the scale of hospitals
The most noticeable characteristic of the distri-
bution of hospitals is that many small-scale hos-
pitals are located to adjacent to dwellings. About
half of hospitals have only 1 or 2 pediatricians
in their pediatric department and only 16% of
hospitals have more than 7 pediatricians.4

Easy consultation with pediatricians: Japanese
pediatricians as generalists
Japanese pediatricians are principally generalists.
Children with any disease can visit a nearby hos-
pital from the beginning and have the necessary
medical care immediately.

Widely-distributed Maternal and Child
Health (MCH) Handbook
MCH Handbook was first launched in 1948, to
publicize the ideas behind the “Child Welfare
Law” enacted in 1947, and has been revised every
10 years. Each revision has incorporated new
results in medical and child health achievement.

The Current Situation of Child Health
in Japan

The infant mortality rate in Japan is very low. This
has been achieved as a result of the extensive
endeavors of people engaged in executing Japa-
nese policies on maternal and child health since
World War II. The infant mortality rate decreased
from 60.1 per 1,000 live births in 1950 to only 2.8
in 2005.1 The reasons for this splendid accom-
plishment are of course multi-factorial.

Small socio-economic difference among
the people
Although Japan’s Gross National Product was
not so large during the early years after the War,
socio-economic differences among the people
were small, and have remained so until recently.
Such low levels of socio-economic difference
are important in driving people to improve their
situation on a common basis. The maintenance
and promotion of health and welfare are no
exception.

Easy access to medical care
Financial accessibility: A well-organized na-
tional health insurance
Coverage of the entire nation with national
health insurance was attained in 1961 and now
almost all Japanese are covered by national
health insurance with a coverage rate of 97.8%
in 2001. Moreover, although certain portion of
medical fees are paid by patients or the patients’
parents, even this portion of medical fees is paid
by the government for children suffering from
certain diseases, in the case of about 10 disease
categories such as obstinate hematological dis-

Japan Pediatric Society
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This handbook includes various records of
mother’s health status during pregnancy, peri-
natal events, periodical health and development
assessment, immunization and other events con-
cerning child health, and also includes various
helpful suggestions for parents to nurse their
children. This handbook is very useful to focus
people’s attention on child health and even
helpful for pediatricians to know their patients’
conditions before children appear in their offices.
This usefulness has been noticed in many foreign
countries and several countries have employed
similar system and other countries are planning
to introduce a pilot trial in conjunction with
Japan International Cooperation Agency (JICA)
or others.5

Population-based disease screening and
health check system
Neonatal screening program for inherited meta-
bolic diseases, that is, phenylketonuria, maple
syrup urine disease, homocystinuria and galac-
tosemia, was started in 1977 and, thereafter,
screening for cretinism in 1979 and for congenital
adrenocortical hyperplasia in 1988 was added to
this screening program. At present, almost all
neonates are screened. The screening rate for
2005 was 105.5% (low birth weight neonates
weighing 2,000g or less were screened twice or
more).1

Devoted behavior of medical workers,
especially pediatricians
Under unlimited insurance coverage, people do
not hesitate to visit hospital for trivial reasons.
This behavior makes early detection of possible
fatal disorders easier. Actually, the frequency of
outpatient visits by Japanese people is very high,
the highest among developed countries.6 How-
ever, because hospital visits are not limited to
weekday daytimes, but people visit hospitals 24
hours a day, 365 days a year, the working day of

pediatricians is very long and 36 hours continu-
ous work is not rare. More than 18 % of pediatri-
cians have no days off in a month. According to
our own experience, about 1/4 (7,500/year) of
children who visit our outpatient clinic come out
of office-hours (emergency visit). These children
do not need to pay an additional charge for an
emergency visit.

The factors which are thought to have con-
tributed to the low infant mortality rate in Japan
are the results of several epoch making events
which occurred after the World War II (Table 1).

Current Problems in Child Health and
Welfare in Japan

Some of the above-mentioned factors, which
have contributed to the low infant mortality rate
and long life expectancy in Japan, have also
turned into factors that could lead to the collapse
of the Japanese medical care provision system
for children.

Easy accessibility to medical care
Inexpensive medical expenses
Too many Japanese people visit hospitals too
often regardless of the nature of their illness.
They seem to have abandoned the custom of
giving some thought to their own, or their child’s,
health status. Medical staff, especially pediatri-
cians working in hospitals, are exhausted due
to extreme hard work. Such pediatricians and
medical staff tend to leave hospitals and many
of them open private practices, which is much
easier because they can adjust their working load
by themselves.
Characteristics of spatial distribution and
the scale of hospitals
Hospitals which are small-scale but very close
to the dwellings of patients are very convenient
to patients but worrisome to the pediatricians
who work there, because patients visit the hospi-

Table 1 Laws contributing to promote child health and welfare

1. Enactment of the Child Welfare Law in 1947.

2. Establishment of Child Charter in 1951.

3. Enactment of Maternal and Child Health Law in 1965.

4. Establishment of National Health Insurance Law in 1958.
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ACHIEVEMENT OF CHILD HEALTH AND WELFARE IN JAPAN AND CURRENT PROBLEMS FACED

tals around the clock, but there is often only one
pediatrician to see them.
Devoted behavior of medical workers,
especially pediatricians
Japanese are hardworking people. Medical
workers are not an exception and, in particular,
Japanese pediatricians are very conscientious
and feel that taking care of sick children with
any kind of illness is their obligatory duty. This
kind of devoted behavior inevitably brings about
burn-out when a certain threshold is exceeded.
Shortage of pediatricians in hospitals
As the consequence of above-mentioned and other
factors, many pediatricians have left hospitals.
There are many hospitals that have no pediatri-
cians or can maintain only outpatient care by
part-time pediatricians. Moreover, it is difficult to
recruit pediatricians from newly-graduated medi-
cal students because young people want to avoid
such hard work at hospital. The present situation
of child health and welfare is facing vicious circle,
in that fewer newcomers in pediatrics is resulting
in even harder working conditions.

Future Prospects

In order to shake off this vicious circle and keep
children’s health and welfare in good shape, we
need radical and urgent innovation in the present
structure of the health care system.

The Japan Pediatric Society has proposed the
following innovative model as a new structure for
the health care system.2

Centralization of hospitals
Central hospitals should employ adequate pedi-
atricians to provide good quality medical care
24 hours a day, 365 days a year without the over-
working of pediatricians.

Appropriate division of roles to maintain
community health care
Smaller-scale hospitals which are usually unable
to employ adequate numbers of pediatricians
should not conduct inpatient care, but instead
provide close medical care and health support to
the community on an outpatient basis.

Incorporation of pediatricians in private
practices into community health care
organized at large
Pediatricians in private practices do not usually
work during nighttime or at weekends, but they
should participate in the care of children on
emergency visits during nighttime and at week-
ends. They should also participate in health edu-
cation for the community to avoid the waste of
medical resources and to help people maintain
their own health.

Conclusion

We need prompt action to stop the impending
collapse in the medical care system for children
and restore the excellent levels of medical care
for children achieved in the past.
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reports, with the figures being 5.0% for established
glaucoma and 7.5% for established or suspected
glaucoma among those in their 40s or older.2 In
terms of the type of glaucoma, primary open-
angle glaucoma (POAG) accounted for almost
80% of all glaucoma cases (3.9% as a whole);
other cases were primary angle-closure glaucoma
(0.6%) and secondary glaucoma (0.5%). A com-
parison with reported rates of prevalence in
various countries showed that these rates were
higher than those in Caucasians but slightly lower
than those in blacks. It is noteworthy that about
92% of POAG patients had normal-tension glau-
coma (NTG) with an intraocular pressure (IOP)
of 21 mmHg or lower. The mean IOP (right eye)
in POAG was 15.4 mmHg. Although this was
significantly higher than the mean IOP (right
eye) of 14.5 mmHg in non-glaucoma eyes, the dis-
tribution of IOP was similar in POAG eyes and
non-glaucoma eyes. A peculiar feature of glau-
coma in Japan was that the proportion of NTG in
POAG cases in this study was higher than in any
previous study. However, the proportion of NTG
tends to be increasing throughout the world as a
result of changes in the definition of glaucoma
and advances in diagnostic techniques. Newly
diagnosed glaucoma accounted for about 90%
in this study, which limited the significance of
IOP in the detection of glaucoma and indicated
the importance of funduscopic examination. A
multivariate logistic analysis showed that IOP,
age, and myopic degree were risk factors for
POAG. The odds ratio was 1.12 for a 1-mmHg
increase in IOP, 1.06 for a 1-year increase in age,
1.85 for low myopia, and 2.60 for moderate or
higher myopia.3

According to the Tajimi Study, an epidemiologic
study carried out in Tajimi, Gifu Prefecture in
Japan, from 2000 to 2001, the prevalence rates of
blindness and low vision as determined by WHO
criteria were 0.14% and 0.39%, respectively,
among people aged 40 years or older.1 These
figures were lower than the corresponding rates
obtained by epidemiologic studies in Los Angeles
(0.2% and 0.7%) and Tanjang Pagar, Singapore
(0.5% and 1.1%). Reports from various parts
of the world also indicate that the prevalence of
visual disturbances in Japan remains among the
lowest. The following factors may contribute to
the low prevalence in Japan: increased national
attention to the treatment of ophthalmologic
diseases in concert with the rapidly growing
economy following World War II, and the spread
of medical services under the universal health
insurance coverage available in this country.
The causes of blindness include optic nerve atro-
phy, myopic macular degeneration, pigmentary
degeneration of the retina, and uveitis, while
cataract and glaucoma are major causes of low
vision.1 According to the 2006 report by the
Research Group of the Ministry of Health, Labor
and Welfare, visually impaired people, as deter-
mined by applications for a physical disability
certificate, totaled about 390,000 individuals,
with the most frequent cause being glaucoma
(20.7%), followed by diabetic retinopathy (19%),
pigmentary degeneration of the retina (13.7%),
age-related macular degeneration (9.1%), and
high myopia (7.8%).

Epidemiologic data on glaucoma from the
Tajimi Study showed that the prevalence of
glaucoma in Japan was higher than in previous

Japanese Ophthalmological Society
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Optical fundus image analysis by optical coher-
ence tomography or confocal laser scanning is
used widely for the diagnosis of glaucoma and
macular diseases. In recent years, Fourier-domain
optical coherence tomography (FD-OCT), which
has higher resolution than conventional time-
domain optical coherence tomography (TD-OCT),
has come into practical use. FD-OCT requires no
mechanical scanning in the depth direction, but
can compose two-dimensional tomographic images
by transverse scanning alone, allowing rapid scans.
This has reduced motion artifacts and helped
provide precise three-dimensional morphologic
information about the optic disk and macular
area. FD-OCT allows us to distinguish the exter-
nal limiting membrane in the macular area, which
could not be visualized by the conventional pro-
cedure. Observation of the macular hole by FD-
OCT has demonstrated round disruption of the
external limiting membrane in Stage 1, adding a
new finding to the mechanisms of macular hole
formation.4 It is expected that visualization of the
ganglion cell layer surrounding the macula and
observation of the spatial morphology of the
lamina cribrosa would result in new progress in
glaucoma research.

Exudative age-related macular degeneration
(AMD) is the most frequent cause of blindness in
the elderly in the United States. Photodynamic
therapy (PDT) with verteporfin has been the
main treatment for this condition. However,
recently, intra-vitreal anti-vascular endothelial
growth factor antibody (anti-VEGF antibody)
has become common as a result of its high ther-
apeutic efficacy. In recent years, AMD also has
become more frequent in Japan. An epidemio-
logic study in Hisayama revealed that the preva-
lence was 0.87% among those aged 50 years or
older, the incidence rate was 0.8% over a period
of 5 years, and the main contributory risk factor
was smoking.5 When AMD cases in Japan were
analyzed in detail by indocyanine green angiog-
raphy, pathologic features different from those
found in European and North American cases
were found. A study of 289 cases included
35.3% typical AMD, which accounts for the vast
majority of cases in Europe and North America,
whereas polypoidal choroidal vasculopathy (PCV)
was most common (found in 54.7%), and retinal
angiomatous proliferation (RAP) was noted in
4.5%.6 In treating PCV, PDT was found to be
more effective than in typical AMD.7

Cultured epithelial sheet grafting using corneal
epithelial stem cells or oral mucosal epithelial
cells was developed as a technique for regenerat-
ing the corneal epithelium in corneal stem cell
deficiency caused by heat or chemical corrosion,
or in cases of Stevens-Johnson syndrome. For-
merly, conjunctival transplantation or keratoepi-
thelioplasty was employed to restore the corneal
epithelium, but it was difficult to achieve perma-
nent reconstruction of the corneal epithelium
because of the short turnover time. Later, it was
found that corneal epithelial stem cells are located
in the limbal epithelium, and production and
transplantation of an epithelial sheet obtained
from cultured autologous corneal epithelial stem
cells solved the existing immunological problems,
thus enabling reconstruction of clear epithelium
from intractable cicatricial corneal epithelium.
The epithelial sheet can be produced by a method
using the amniotic membrane as a substrate or a
method using a temperature-responsive culture
plate. The latter method is advantageous in that
a strong cell-adhesion apparatus is maintained
because an epithelial sheet can be detached from
the culture plate, which has been treated with
a temperature-responsive intelligent polymer,
without using proteolytic enzymes.8 In patients
with bilateral disease in whom no autologous
corneal epithelial stem cells are available, cul-
tures of autologous oral mucosal epithelium have
provided favorable results.8,9

Since retinal ganglion cells have no regenera-
tive function, there has been no established treat-
ment for ischemic, compressive, or traumatic optic
neuropathy. However, direct electrical stimuli to
the rat optic nerve have been found to exert a
neuroprotective effect on retinal ganglion cells
with broken axons, and it has been demonstrated
that trans-corneal electrical stimulation (TES)
using a contact electrode also has a neuroprotec-
tive effect on retinal ganglion cells. This neuro-
protective effect has been thought to be based on
the synthesis and secretion of IGF-1 from Muller
cells.10 A tendency to improved visual acuity and
field of vision has been noted in patients with
nonarteritic ischemic or traumatic optic neuropa-
thy who underwent TES with a 600–800�A of
electrical current at 10 ms/phase, 20 Hz, over
30 min. This finding suggests the possibility of the
clinical application of this technique to cases of
optic neuropathy, for which there has been no
established treatment.11
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attend lectures in central areas such as Sendai. Or
they may find that a busy practice leaves little
time for further study on their own. The educa-
tional opportunities for their own children and
for access to their own cultural and other per-
sonal interests may be among other factors that
tend to discourage pediatricians from standing
practices in such medical regions.

It will be extremely difficult to fundamentally
eliminate this problem because of too many fac-
tors involved.

For these reasons, pediatric practices in regions
lacking sufficient pediatricians also lack the work-
force required to cope adequately with emergency
medical care outside office hours on top of the
primary care they provide during regular hours.

Guardians with child patients have now come
to expect advice and treatment from pediatric
specialists at all times. In the medical regions with
insufficient numbers of pediatricians, however,
there is no way to maintain health service in pri-
mary pediatric care without the cooperation of
pediatric advocates in other specializations. In
order to maintain the quality of pediatric care in
these medical regions, it will be important for

As part of the CME activities of JMA, the Miyagi
Medical Association has annually held meetings
of the emergency medical care study groups in
five districts of the prefecture.

Prefecture residents have recently expressed
a strong desire for beefed-up emergency medical
care for children, and in 2004 the prefecture pre-
pared budget for an emergency pediatric phy-
sician training program and commissioned the
Miyagi Medical Association to operate it.

The prefecture is divided into 10 secondary
medical care regions. (Fig. 1)

The figure shows the distribution of pediatri-
cians in these regions. (Table 1) As the data in
Table 1 show, there is a great variation among the
regions in the population of children per pedia-
trician. The number ranges from 2,009 to 6,254.

Whereas the Sendai and Shiogama medical
regions in the center of the prefecture enjoy a
sufficient number of pediatricians, the number of
pediatricians in the surrounding medical regions
is extremely low.

A many causes may lie behind this variation.
In Miyagi prefecture, the Pediatric Department
at the Tohoku University Medical Faculty cannot
spare the pediatric staff to assign full-time pedia-
tricians to hospitals in medical regions distant
from the prefectural government of Sendai.

Conventionally, full-time hospital pediatric staff
have won the trust of patients from the healthcare
they provide over many years and have opened
their own offices on the basis of the reputations
thus built. However, part-time pediatricians find
it difficult to open their own clinics in such areas.
Even if they were to do so, they would find little
time to participate in study group meetings or

*1 Executive Board Member, Miyagi Medical Association, Sendai, Japan (mma@miyagi.med.or.jp).
This article is a revised English version of a paper originally published in the Journal of the Japan Medical Association (Vol.134, No.7, 2005,
pages 1294–1295).

Tochigi

Miyagi

Pop. 2.4mil.
Area 6,900km2

Tokyo

Study Group Activities for Medical Care
for Children in Miyagi Prefecture

JMAJ 50(6): 477–479, 2007

Yoshimasa YOKOYAMA*1



478 JMAJ, November /December 2007 — Vol. 50, No. 6

Yokoyama Y

Table 1 Pediatrician distribution (2004 survey)

Medical region Pop. aged 15 or less Pediatricians
Pro-pediatric institutions
(excl. pediatric practices)

Sendai 142,669 71 114

Sennan 25,669 8 25

Shiogama 28,701 14 18

Iwanuma 25,015 4 13

Kurokawa 13,402 4 8

Osaki 30,005 5 31

Ishinomaki 31,589 7 21

Kurihara 9,903 2 11

Tome 11,775 4 7

Kesennuma 14,047 5 11

Fig. 1 Secondary medical care regions (as of 20 Feb 2004)

(Source: Miyagi prefecture Health and Welfare Department,
Medical Care Division website)
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physicians with other specializations who advo-
cate pediatrics also to pursue studies in primary
pediatric care.

Focusing therefore on the absolute essentials
of emergency medical care for children, we enlisted
Dr. Mitsuya Kudo, head of the pediatrics depart-
ment at Furukawa City Hospital to organize
studies in the Kesennuma, Ishinomaki, Osaki and
Kurihara medical regions on the theme of “Pit-
falls in Emergency Medical Care for Children.”

We also called on Dr. Daiki Abukawa, head
of the general clinical department at the Miyagi

Children’s Hospital, to lecture for specialists
in pediatrics in the Shiogama medical region
which is relatively well-endowed with pediatric
specialists.

One-off studies in emergency medical care for
children produce only little outcome, continued
and repeated training is absolutely necessary in
this field.

The future plan will be use “the Training
Program for Emergency Pediatrics” budgeted
by the Ministry of Health, Labor and Welfare
in 2004.
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governing body, were predominantly younger
individuals. When the board was set up, the presi-
dent was the youngest of any of the presidents of
prefectural medical associations in Japan, as was
the mean age of the board members. This young
board has been efficient in carrying out its duties
on behalf of the association and has received high
praise from members of the association.

At least one female association member has
been recruited as a board member, and the execu-
tive board members have always included some
hospital doctors (at least 3 individuals).

Composition of Delegates to the Japan
Medical Association

There are 342 delegates to the Japan Medical
Association, of whom two are women and less
than 30 are hospital doctors. This composition is
markedly disproportionate to the overall mem-
bership of the Japan Medical Association. Four
delegates from Akita Prefecture are included
one female doctor and three hospital doctors.
These four have played an active part in discus-
sion from the standpoint of participation. The

The current board of the Akita Medical Associa-
tion began its 5th term this year (as of 2005). With
strong leadership from President Toshio Terada,
the association has determined that some change
is required and should be implemented for the
feature of our medical association.

The Akita Medical Association decided to
introduce a direct presidential election system
at the 128th meeting of delegates in June 2005,
making it the third prefectural medical associa-
tion to introduce such a type of an election system,
following the Kyoto Medical Association (1953)
and the Kagoshima Medical Association (2000).
We believe that this system will have great signifi-
cance for the future of our medical association.
However, the process of introducing this new sys-
tem was far from easy, requiring approximately
8 years between the proposal and its adoption.
The story of this process in our association’s elec-
toral procedure will be described below, to pro-
vide an informative example for other medical
associations that are considering the introduction
of a direct presidential election.

Composition of the Akita Medical
Association’s Board

In the initial term of the current board of Akita
Medical Association, executive members were
selected with top priority given to functionality,
reflecting the policy of the president. At that
time, candidates were sought from throughout
the prefecture, taking into account age, sex, and
type of medical practice. Although two senior
association members held positions as vice presi-
dents, executive board members, as the actual

*1 Vice-President, Akita Medical Association, Akita, Japan (mfukuda@meiwakai.or.jp).
This article is a revised English version of a paper originally published in the Journal of the Japan Medical Association (Vol.134, No.8, 2005,
pages 1524–1525).
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youngest delegate is also from Akita Medical
Association.

Background of the Introduction of
the Direct Presidential Election System

From its beginning, the current board of the
Akita Medical Association thought it would be
desirable to introduce a direct system of election
for choosing the president as a means of allowing
the general membership to exercise its basic
rights. In 1997, an exploratory committee was set
up in the association to oversee amendment of
the articles of incorporation and development of
a direct presidential election system. However,
no consensus was reached within the exploratory
committee, and the committee provided a report
presenting both options, thereby leaving the issue
open for continued discussion.

At that time, the following opinions were pre-
sented during the discussion.

Opinions in favor of direct election by
the entire general membership
1) Direct election would draw the attention of

the general membership to the medical asso-
ciation and enhance their participation in it.

2) Direct election would allow the general member-
ship to directly choose the top representative.

3) Delegates would vote their own choice of can-
didate rather than being influenced by the
opinions of the general members that serve as
their representatives.

4) “Guidelines for permission of the establishment
and supervision of public-interest corporations”
prescribe that board members be elected in a
general assembly. Direct election, although
somewhat limited, would be closer to the
parameters given by the guidelines than indi-
rect election by delegates.

5) Prefectural governors and mayors are elected
by direct election even though they have
assemblies. Likewise, direct election, if it were
technically feasible, would be desirable.

Opinions in favor of indirect election by
delegates
1) Direct election by the entire general member-

ship would not necessarily produce a fair elec-
tion because some could be influenced by the
tide of opinion, without adequate knowledge
of the personality or position of the candidate.

It would seem fairer for the president to be
elected by delegates who have been chosen in
proportion to the number of members.

2) Delegates are elected as representatives of
regional medical associations. Candidates for
the position of delegate to the prefectural medi-
cal association are determined by discussion
within each region. Namely, delegates should
represent the general membership or reflect
the intention of the general membership.

3) It is more important to promote the active
participation of younger members and hospi-
tal doctors in the activities of regional medical
associations than to consider the possibility of
direct election.
At the beginning of the 5th term of the board

in April 2004, the president of the Akita Medical
Association announced that the introduction of
the direct presidential election system would
be reviewed. In June of the same year, this issue
was discussed at the meeting of executive board
members and board members, and the establish-
ment of an exploratory committee to amend the
articles of incorporation was approved at the
126th meeting of delegates. The committee mem-
bers consisted of 10 individuals including 7 presi-
dents of municipal medical associations and 3
executive members of the Akita Medical Asso-
ciation. The first meeting of the Exploratory
Committee was held in September. Since this
meeting also failed to reach any consensus as to
the introduction of the direct presidential elec-
tion system, a questionnaire survey of general
members was carried out to obtain more infor-
mation. The response rate was 40.3% of mem-
bers. Of the respondents, 62.8% expressed either
“strong” or “weak” approval for direct presiden-
tial election, and 35.8% gave either “strong” or
“weak” approval for presidential election by
delegates.

The second meeting of the Exploratory Com-
mittee was held in January 2005. Through discus-
sion based on the results of the questionnaire
survey, the Committee concluded unanimously
that the introduction of direct presidential elec-
tion would be desirable. A report detailing this
conclusion was prepared by the Exploratory
Committee and submitted by the Chair of the
Exploratory Committee to the 127th meeting
of delegates in March. It was decided that the
Exploratory Committee was to be in charge of
draft revisions of the articles of incorporation,

INTRODUCTION OF A DIRECT PRESIDENTIAL ELECTION SYSTEM
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details of enforcement of regulations, and rules
of the election. The meetings of the Exploratory
Committee were held in April and May to pre-
pare the rules for the presidential election, based
on examples from the Rules of Election of the
Kagoshima Medical Association. The final draft
amendment of the articles of incorporation, its
detailed enforcement regulations, and draft rules
of election were prepared at the 3rd meeting of
the Board of Trustees held in June, and all were
approved in the 128th meeting of delegates held
during the same month. The rules were to be
applied to the presidential election in January
2006 and thereafter, prescribing that direct elec-
tion by mail be carried out when there are two or
more candidates for the presidency.

Significance and Future Prospects of
the Introduction of the Direct Election
System

It was not because of any problem with the con-
ventional system of indirect presidential election
by participating delegates that the direct presi-

dential election system was introduced in the
Akita Medical Association. The conventional
system was operating smoothly, without any
problems. The Akita Medical Association decided
to adopt the direct presidential election system
because we attached importance to the view that
direct participation by the general membership
in the process of decision-making is a fundamen-
tal part of the rights of membership. Although
it is not possible for members to participate in
all the affairs of the association, it is possible to
participate in a presidential election, the most
important event, one in which member participa-
tion is of great significance.

Medical associations in Japan are at a crossroads
in terms of their activities and have various issues
that need to be solved both within and outside their
organizations. As a method of solving some of the
problems within the organization, the use of direct
presidential election or alteration of the composi-
tion of board members or delegates is important.
We believe that our new approaches to improved
participatory activities will spread to other medi-
cal associations throughout the country.

Fukuda M
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pediatricians per 100,000 people in Matsumoto
City to 5.7 in Kamiina County and 4.8 in Kiso
County.

In Iida City, between the summer of 2005 and
spring of 2006, the number of medical institutions
providing birthing facilities halved, falling from
6 to 3. For this reason, the Iida Medical Associa-
tion set up an advisory council in cooperation
with local administrative agencies, which created
the “Common Obstetrics Medical Records.” Fur-
thermore, a “Hospital-Clinic Coordination Sys-
tem” was introduced in spring 2006. Under this
system, the relevant medical facilities cooperate
and coordinate their services, dividing roles so
that, for example, examinations are conducted at
local clinics but births take place in city hospitals.

Measures to Support Female Doctors

As part of measures to relieve the shortage of
doctors, a survey of 266 female doctors in Nagano
Prefecture (response rate: 50.4%) was conducted
in September 2005 to ascertain the current situa-
tion for female doctors with a view towards
improving the work environment to make it

Current Situation in Nagano Prefecture

Nagano is the fourth largest prefecture in Japan
and much of its area is mountainous; consequently
there are disparities in the medical services avail-
able among Nagano Prefecture’s various regions.
Some 19 areas within Nagano Prefecture are
without doctors, and the number of doctors per
person is 181.8 per 100,000—below the national
average and ranked 35th (out of 47 prefectures
nationwide). Of the 2,625 members of the Nagano
Medical Association, 1,228 are hospital doctors
and 262 are female.

Patients are increasingly preferring hospital
and specialist care, and hospital doctors are
becoming exhausted as a result of overwork and
unrelenting duties. The uneven distribution of
obstetricians and pediatricians in particular
continues to worsen and for this reason some
hospitals and clinics have been forced to close.
Such concentration of medical care facilities in
the prefecture’s 10 medical districts is causing
local residents confusion and affecting hospitals
as well.

The number of obstetricians in Nagano Pre-
fecture per person is 8.0 per 100,000, which is
the national average. However, there is a marked
disparity between regions, ranging from 12.8
obstetricians per 100,000 people in Matsumoto
City (where Shinshu University School of Medi-
cine is located) to a low 5.0 in Kiso County and
4.8 in the Ueda and Chisagata district. There is
also disparity among regions in Nagano Prefec-
ture in the number of pediatricians, with 19.1

*1 Executive Managing Director, Nagano Medical Association, Nagano, Japan (mahidai@carrot.ocn.ne.jp).
This article is a English version of a paper originally published in Japanese in the Journal of the Japan Medical Association (Vol.135, No.10,
January, 2007, pages 2228–2229).
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easier for them to continue working.
The age distribution of respondents peaked

twice, at 25–30 years and 40 years and above,
reflecting the reality of a high employment rate
in the women’s 20’s followed by a dropping off
of employment as the women married, had
children, and took on child rearing in their 30s.
This characteristic M-wave, rise and fall in female
doctor numbers needs to be addressed. Regard-
ing working style, 139 respondents (52.3%) were
full-time hospital doctors, 23 (8.6%) were part-
time hospital doctors, 27 (10.2%) were interns,
71 (26.7%) were in private practice, and 6 (2.3%)
were on leave. Regarding fields of specialization,
91 respondents (34.2%) were internists, 25 (9.4%)
were pediatricians, 25 (9.4%) were ophthalmolo-
gists, 21 (7.9%) were obstetricians, and 21 (7.9%)
were dermatologists; there were few surgeons.

The greatest concern for female doctors was
lack of time, but other factors that impeded their
practice of medicine included a male-dominated
society, lack of spousal understanding (76% of
respondents were married to doctors), sexual
harassment, and the burden of household and
child-rearing duties. Moreover, the lack of child-
care centers within hospitals made it difficult for
respondents to respond to emergency calls. The
survey results highlighted the poor conditions
under which these female doctors must work,
such as no substitute doctor system, inability to
take maternity leave even when it is available,
and difficulty in taking child-care leave. Female
doctors in the midst of child-rearing relied most
heavily for help on their parents, spouses, and
babysitters.

Regarding medical association activities, 164
respondents (62%) were members of county and
city medical associations and participated in
administration of health check-ups, continuing
medical education, and lectures. Reasons given
for non-participation in medical association
activities included lack of time or interest, or
leaving participation to their association-member
spouse. Two medical facilities in Nagano Prefec-
ture have established work-sharing in pediatrics.

 These work-sharing programs include sup-
portive measures to better enable female doctors
to balance the demands of work and family, such
as (1) improvement and expansion of childcare
facilities; (2) greater participation in housework
and childrearing by men; (3) support for doctors
returning to the workplace after maternity or

childcare leave; (4) work-sharing; (5) improve-
ment of after-school childcare facilities. How-
ever, other measures, including reduction of
working hours during the child-rearing years,
establishment of a system for reeducation after
long leaves of absence, and doctor pooling banks,
also need to be established.

Despite their difficult working conditions,
most respondents thankfully said that they were
“glad they had become a doctor.”

Promotion of Hospital Doctor
Participation in Medical Associations

Hospital doctors committees in the past have
debated the merits and demerits of medical
association membership, and in recent years the
following positions have been made clear:
1. Medical associations should take the position

of addressing the various problems encoun-
tered by hospital doctors (doctor shortage,
uneven distribution of specialist fields, over-
work, etc.) and work to resolve these problems.

2. Prefectural medical associations should hold
various training workshops to better enable
hospital doctors to obtain conveniently the
qualifications they require (Japan Medical
Association Program to Certify Industrial
Health Physicians; Program to Leaders and
Instructors for Clinical Doctors, etc.).

3. Medical associations should provide informa-
tion about the merits of the Professional Medi-
cal Liability Insurance Program of the JMA
and encourage interns to take out insurance.

4. Medical associations should significantly
increase the percentage of hospital doctors
on their boards to better reflect the opinions
of hospital doctors.

5. Medical associations should reduce associa-
tion membership fees for hospital doctors
(i.e. reducing individual membership fees and
increasing institutional membership fees).

6. Medical associations should provide guidance
and support for doctors seeking employment
or to set up private practices.
As reported in the JMA Newsletter, the

Nagano Medical Association Newsletter has
been publishing a “Hospital Doctors’ Page” since
its August 2001 issue. Choice of themes for page
contributions is unrestricted to enable hospital
doctors to write candidly about the problems that
they face.

Hidai M



485JMAJ, November /December 2007 — Vol. 50, No. 6

Of the 60 or so delegates of Nagano Medical
Association, only two are female doctors. The
time is now ripe for the establishment of a
Female Doctor Committee (provisional name)
to promote participation in association commit-
tees by female doctors in the future. A forum is
needed for female doctors to discuss problems
they face, such as the doctor pooling bank and
other issues.

As a measure to alleviate the doctor shortage,
the Shinshu University School of Medicine has
increased its regional doctor quota by 10. Like
Jichi Medical University, Shinshu University
hopes to raise the number of doctors burning

CHALLENGES OF THE NAGANO MEDICAL ASSOCIATION

with a mission to contribute to regional medical
services.

The doctor shortage resulting from uneven
distribution of obstetricians and pediatricians
poses a potential future crisis for regional medi-
cal services in Nagano Prefecture. Expectations
are held for collection the wisdom of the Hospital
Doctors Committee and the Regional Medical
Services Action Council and also for the “zeal”
of “enthusiastic young doctors” in their later
clinical training (third year onward) under the
newly implemented Postgraduate Clinical Train-
ing System.
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several conditions. This material had been col-
lected by a genetic research company, the same
company that put forward the idea of the health
database, deCode Genetics. The centralized health
database was supposed to contain data from all
hospitals and primary care clinics, as well as from
other sources such as pharmacies. By connecting
these three databases it would be possible to
create a great deal of new information, which
could be used for health planners and com-
panies in health care alike. The idea was to grant
a private company, deCode, the sole ownership
of this information, by contract with the health
authorities. Furthermore it was implicit in the
proposal that a specific ethical board would have
to accept all use of data for research and that the
Data Commission of the State would control the
security of the database. This idea, originating in
the company, received political backing and was
therefore presented as a bill to be accepted by
the parliament.

The research community as well as the Icelandic
Medical Association reacted promptly to this idea.
It was clear that the collectors of the health infor-
mation would primarily be the doctors treating
the patients, as most of the information would
stem from the medical records. This represented
a substantial change in purpose from former con-
duct of health data collection, which had been
for use in diagnosis and treatment of individual
patients; now, this would also be used by a third
party, and for sale! After months of discussion
and some changes to the bill, it was accepted
by the parliament as a law, a regulation based on
the law was published and a contract was made
with deCode, despite protests from doctors and
researchers. Among the most important changes
made to the bill was the introduction of alleged

*1 President of the World Medical Association. Chair of the Ethical Board of the Icelandic Medical Association. Ass. Professor, Landspitali
University Hospital, Reykjavik, Iceland (jsn@mmedia.is).

Iceland, which is situated between Europe and
North America, has a population of only 0.3
million. The island was first populated in the
9th Century and most of the immigrants came
from the other Nordic Countries, primarily from
Norway. In the 11th Century written language
was installed, which at that time was mostly the
same as the Nordic countries and during the next
200 years literature boomed, leading to the pro-
duction of the Icelandic Sagas. Part of this litera-
ture contains fairly extensive information on
individuals living in Iceland at that time. The first
population-based census was made in the year
1703 and there is a fairly extensive knowledge of
the population since then. Personal information
from these sources and church registers has now
been put into a genealogical database, which con-
tains over 700 thousand names of people who
have lived in the country over the past 1,100
years, and how they are related to each other.
This database is open to the public and every
citizen can apply for a code and see how he/she
is related to any other Icelander, living or dead.
The author of this article did so and found out
that he and his wife had a common ancestor
seven generations back! The existence of this
database spurred the idea for a more extensive
database of health information, an idea that has
caused an inflamed debate in the country.

It all started in 1998 when a bill was presented
to parliament on the collection and use of all
available health data on every individual in the
country. The idea was to link this database to the
existing genealogical database. It would also be
technically possible to link all the information
to a third database containing information on
genetic material, i.e. blood samples which had
been collected for use in genetic research on
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consent; which implied that individuals could opt
out of the database by signing at the office of the
Surgeon General. Information about all other
individuals would be transported to the database.
If informed consent had been introduced, the
Icelandic Medical Association would have stopped
its resistance.

In the aftermath of the acceptance of the law,
talks were started between the Icelandic Medical
Association and deCode in order to come to some
mutual understanding of the ethical issues. The
negotiations were not fruitful but nevertheless
a mutual understanding was reached that both
parties should accept the Declaration of the WMA
on Ethical Considerations Regarding Health
Databases,1 which was then in preparation. It is
another story that when WMA had accepted the
declaration on health databases both parties had
different interpretations of the content.

Parallel to this, the work of establishing the
centralized health database was conducted. The
whole enterprise turned out to be very compli-
cated; the security issues concerning the data
were severe and finally, after more than a year of
preparations, the company set aside the idea. It
was then obvious that the company’s financial
capacity to establish and run the database was
not sufficient, not least as the income to be gained
from selling the data was both uncertain and
far ahead into the future. The centralized health
database was therefore never realized but the
other two databases are in use in compliance with
ethical guidelines.

What can be learned from this experience?
When this idea, which contained a fundamental
ethical change, was put forward, the time limit for
a decision to be made was very short. The reac-

tion had to be fierce to be successful and this
meant that the discussion was far from balanced.
When participating in a non-balanced dialog in
public, it is very difficult to move from that track
without seeming to be in conflict with your previ-
ous views. The result was therefore not achieved
by the consensus of society, but by political force.
Many doctors claimed that they would resign if
the information they collected for the benefit of
their patients were to be moved to a database for
other purposes, but we will never know what
would have happened.

It is therefore clear that discussions on funda-
mental ethical questions must be given ample
time in society and among stakeholders and
should receive a wide consultation before com-
ing to decision.

It is possible that the experience of this
difficult public dialog has helped to create a more
balanced discussion in other ethical issues. Last
year a proposal on stem cell research was put
forward. The process of discussion followed
exactly the lines of wide consultation, without
any pressure of time limits. The discussion was
balanced and a bill was presented to the par-
liament based on this dialog. This bill has wide
public and political back up and will most likely
pass as a law in the next session of parliament.

Finally, the input and help from the WMA was
most helpful. The organization is widely respected
and was consulted by Iceland’s health authorities,
as well as by the Icelandic Medical Association. A
mutual understanding was also reached that the
outcome of the work of the WMA should guide
further work on the database. As the database
was never realized it is hard to tell what the prac-
tical outcome of this guidance might have been.
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Of the world’s 30 most developed countries
(OECD) after Hungary it is only in Turkey that
a newborn can expect to live a shorter life: they
can hope for nearly 10 more years in Japan,
the list leader, with 6 more years in Austria.
Perhaps the most depressing fact: Hungarian
men are first in the world, while women second
in cancer deaths.

In Hungary every fourth adult and over half
of those over 65 years of age suffer from hyper-
tension. In 2003, the cause of death every other
time was circulatory disease. In our country
nearly 70,000 people have died as a result. Loco-
motor diseases cause half of all chronic illnesses
for people over 60 years of age.

In 2002, psychiatric wards had 37,000 patients
registered. Schizophrenia is a frequent illness.
A serious depressive state afflicts over 15% of
the population at least once during their lifetime.
The bad health of the population translates into
a huge challenge, economically and otherwise,
and into diverse tasks for health care.

Why Is the Health of Hungarians
So Bad?

Among developed countries we are second in the
number of those who smoke regularly. Over half
of the population is overweight, we don’t exercise
enough, we drink too much, we do not consume
enough fruits and vegetables, but we consume
too much animal fats. Every second Hungarian
member of the workforce is subjected to signifi-
cant, additional 40% intermediate degree stress
at work, thus it is no surprise that every fourth
worker suffers from hypertension!

*1 Neurosurgeon, Chairman at one of the largest Hungarian hospitals, Szt. János (Saint John’s), and university professor. He is a doctor of the
medical faculty of Hirosaki University. In 1978–1979 he spent 1 year in Japan as the Ministry of Education and then in 1999 as a JICA scholarship
recipient, Budapest, Hungary (h12494jul@t-online.hu).

Brief General Information on Hungary

Hungary is a small (with an area of 93,000
square kilometres), geographically open and
vulnerable country in the heart of Europe, some-
what developed (GDP per capita is USD 10,000).
Hungary integrated well into the dynamic inter-
national scene and developmental processes
across a wide technological, economic, cultural
and political spectrum. Formerly the country
belonged to the Soviet block. It regained its inde-
pendence at the turn of the 80s and in the 90s,
implementing strong political and economic
reforms (republican form of government, multi-
party parliamentary democracy, municipal gov-
ernance, civil organisations, as well as adopting
the system of market economy and an opening
to export markets).

The country has re-forged its international ties
as well (NATO, OECD and EU membership)
including rebuilding its contacts with the quickly
developing Asian region, Japan among them
(technology and finance contacts, commercial
ties, scientific and cultural relations).

Hungarians Are Unhealthy

The health indicators of the Hungarian popu-
lation—for many decades now—have shown an
extremely downward trend. In the matter of
certain illnesses and causes of death the country
is ranked very highly in an unfavourable sense
on international statistics. In the “mortality
rankings” the country is only preceded by Latvia
and Estonia among EU member states in 2003.



489JMAJ, November /December 2007 — Vol. 50, No. 6

The Primary Characteristics of Hungarian
Healthcare

Historically Hungary has a mandatory state-run
comprehensive health insurance scheme. Basic
care is provided by the network of family doctors
(1,500 residential doctor zones). Ambulatory
patient care is conducted by a regional network
of clinics. In-patient professional care is imple-
mented within hospitals with 450 beds each,
comprising a regional network, and in leading
national professional institutions. The number of
institutions for the treatment of chronic ailments
is inadequate, their development is pending.
Twenty thousand licensed medications (4,000
from domestic sources) are provided for, with or
without insurance company subsidy. The owner-
ship situation is characterised by the dominance
of state and municipal ownership; private owner-
ship is of an ancillary nature (family doctors,
dentists).

Financing is performed by the National
Health Insurance Fund from employer and
employee contributions. The private spending of
the population is needed to pay for the price of
medications, nursing fees and under-the-table
payment to physicians.

Under-the-table payments or ‘gratitude pay-
ments’ are not customary in Western Europe. The
situation in Hungary is similar to the situation in
Japan, payment in money or in-kind is acceptable
after the patient had been cured. The rationale
for this practice is the shamefully low salary (the
author of this article, after 40 years of neural
surgery experience, earns 4 euros per hour as the
head of his department). According to the presi-
dent of the Hungarian Medical Association,
the medical system is kept afloat by the under-
the-table money and the population cannot be
subjected to anymore expenses. The opinion of
the doctors is that the physician must be com-
pensated so that it isn’t for money that he or
she heals. According to the Attorney General,
accepting under-the-table payments is a crime
when it is specifically requested by the doctor.
The offence of the doctor who requests money
from his/her patient in advance, is punishable by
imprisonment of up to 2 years, while a doctor
who is caught engaging in welfare fraud, may be
subject to 5 years of imprisonment.

On a government level, Hungary’s health sys-

tem is overseen by the Ministry of Health. Its task
is the regulation and monitoring of health policy.
The maintenance of institutions is performed by
the municipalities, a difficult task due to serious
funding shortfalls. Professional schools and uni-
versities prescribe the professional protocols that
are required for the operation of the health sys-
tem. The interests of medical professionals are
represented by the Doctor’s Association and
Unions of Health Professionals.

The Current Problems of Hungarian
Health Care

A serious problem of Hungarian growth is the
inadequacy of the population’s biological-physical
reproduction. Due to natural attrition and modest
immigration the population is shrinking. The
birth rate is low, mortality figures are high, and
the demographic structure is aging.

Structural, Task-Related and Operational
Problems in Health Care

Changes in the structure of treating illnesses and
the contradictions of the treating institutions
were not resolved either during the years of
socialism or after regime change. Currently the
public at large perceives present reforms target-
ing these objectives as overly hasty. These are: a
decrease in the number of beds, functional
reorganisation, a transformation of the specific
field (weighed and other institutions) and the
development of institutions for the treatment of
chronic illnesses. The level of technology and
equipment is outdated at certain hospitals. In
many hospitals where the laboratory is good,
there may be an inadequately equipped x-ray lab,
in others, where there are good surgeons and the
equipment in surgery is adequate, the pathology
unit has problems.

The current primary problems of Hungarian
healthcare are the high costs, overspending by
the health insurance scheme, the debt-burdened
hospitals, the overworked doctors and the rising
drug prices. A large percentage of Hungarian
doctors are of the opinion that the continuing
lack of capital is making it impossible in state and
municipal hospitals to finance development, to
improve competitiveness and quality.

According to Japanese working in Hungary,
our hospitals, despite performing patient care at

PROBLEMS OF HUNGARIAN HEALTH CARE AT THE TURN OF THE MILLENNIA
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a high level, are disorganised, the emergency
rooms and patient rooms that are used to receive
patients for the most part are outdated and
neglected. The municipalities of small towns,
due to prestige reasons, purchase overly expen-
sive and in this structure unnecessary equipment
that they are unable to operate (CT-PET). The
network of emergency departments is under-
developed. Currently 147 hospitals possess active
beds—of these hospitals, 96 institutions have an
intensive care unit. According to the data for
May of 2004, in Hungary 23 hospitals have an
operating emergency unit (SBO), in addition to
which another 64 emergency ambulatory units
also operate. It is a fact that the system of emer-
gency patient care barely covers half the country.
The number and geographic location of ambu-
lance stations does not enable arrival within 15
minutes on a national level.

Basic medical care provided (by attendant
physicians) is not centralised in many places.
Either the doctor of one or another village is the
attendant physician. Often the patients don’t
even have a telephone to contact the attendant
physician.

The Japanese social historian Morita Tsuneo,
very knowledgeable on Hungary, wrote a dra-
matic article in the periodical Élet és Irodalom
(Life and Literature) titled “Pragmatizmus és
populizmus—A Kádár-rezsim két öröksége”
(Pragmatism and Populism—the Two Legacies of
the Kádár Regime). Morita Tsuneo, on the basis
of the passionate recounting and experiences of
Japanese living in Hungary, assigns hospitals into
the class of institutions that he would like to visit
least of all. The typically COMECON style ser-
vice methods at the hospitals did not change after
the regime change. “It is inconceivable that
despite the extremely high health contributions
why the Hungarian hospital and health care in
general is working so badly,” he writes.

According to Morita Tsuneo, the essence of
the Hungarian hospital problem is the lack of an
independent management body. In opposition to
this idea—this is the author’s opinion—is the
professional conscience of more experienced
Hungarian doctors, their “Hippocratic oaths,”
basically incompatible with the “dictatorship” of
economically motivated management—the older
doctors view this as anti-patient.

The Problems of the Physicians

In Hungary 32,000 physicians work in hospitals
and in basic medical care. Due to the low num-
bers and the necessity of supplementing their
incomes, doctors must take on a great deal of
attendant-physician on-duty work. Statistics show
that with overtime today an average doctor
works 64.8 years equivalent, on the average, dur-
ing their 40 year long active career spans. “The
health of doctors is 8–10% worse than that of the
Hungarian general public, pretty bad to start
with,” says Dr. Géza Gyenes. “Their average
lifespan is also lower.” Also, without replenish-
ment, certain specialists will simply disappear
from Hungary: currently there is a gap of 4,500
doctors, if this number reaches 6,000, the system
will collapse.

A Hungarian doctor can earn 15 times his/her
domestic salary in Western Europe, and he/she
need to take on less extra duty/overtime, without
having to struggle within the system of under-
the-table payments; he/she is also greeted with
open arms. In addition to the Scandinavian coun-
tries, Great Britain, Germany and France also
gladly receive Hungarian doctors.

For a large proportion of older doctors a
HUF 400,000 salary (appr. USD 2,200) is just a
pipedream. Over a thousand have asked to have
their medical degrees accepted abroad after
the accession to the European Union, with 430
of this number already working abroad. The
salaries abroad are eight to 10 times what they
are domestically. Annually 300–700 Hungarian
doctors go abroad to work and 120 arrive to
replace them from surrounding countries.

If this trend does not change within a few
years, hospitals may be closed down due to an
insufficient number of doctors. Already in east
and northeast Hungary a number of hospitals
were forced to shut down certain departments
due to a lack of doctors.

The problem is endemic to all of Eastern
Europe. Over the next 5–10 years they are
expecting 10,000 medical specialists in Austria
and also many thousands in England and France
from other countries of the Union. Poland,
Lithuania and Latvia are concerned that too
many of their best people are leaving the country
in the hope of higher salaries and a better life.
According to the manager training survey in
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Budapest, two thirds of newly graduated resident
medical specialists would like to work abroad
and a third has already engaged in negotiations
concerning a specific position. At the same time,
practicing physicians who already have families
are leery of changing their address.

We Also Have a Growing Shortage of
Nurses

In Hungary, an estimate of the number of medi-
cal professionals is around the 100,000 mark,
while those nurses working immediately besides
the sickbed number around 53,000–55,000. The
former category includes, in addition to “nurses,”
ambulance officers, pathologists and the mem-
bers of numerous other professions. In our coun-
try for every 100,000 residents we have 281
nurses, while in Portugal that figure is 358 (in
a number of countries they also classify into
this category such (professional) workers who
would be designated in our country as members
of a different profession).

Approximately 3–3.5% of nursing positions
are unfilled, meaning there is a shortfall of 3,500
to 4,000 nurses. In ambulatory patient care, in
the field of specialist assistants, institutional
managers have reported a 28% shortage and a
15% shortage for general assistants. A shortage
of 15% also exists for professional workers with
university degrees. The overworked nature of the
nurses is best shown by the number of patients per
nurse. The situation is worst in the treatment of
chronic ailments, where often a single nurse takes
care of 40–50 patients. This can turn the notion
of quality work into a doubtful proposition. In
Hungary a significant portion of nurses have
a (monthly) salary in the range of gross HUF
90,000–120,000 (USD 430–700). Forty-eight per-
cent of the assistants working in ambulatory
patient care have salaries in the gross HUF
90,000–120,000 range, while 35% have gross
incomes of less than HUF 90,000. In the United
States a salary of USD 4,000, meaning approxi-
mately HUF 806,000 await nurses with a sense
of entrepreneurial spirit. In America there are
1.5–2 health workers for each patient. Knowing
the level of skill of the Hungarians, they are par-
ticularly glad to see Hungarian nurses. An even
greater exodus, fortunately for us, is inhibited by
the lack of English language skills.

Solutions

In the system of indicated problems and contra-
dictions, an optimal solution still requires a con-
sensus of interested parties. Professional goals
and political approaches stand at odds. What
is the correct path, radical changes or gradual
improvement? In addition to the currently out-
dated hospital structure, the system cannot be
funded anymore. The government, meaning the
governing socialist-liberal coalition, is offering to
solve the financing difficulties by the introduc-
tion of competing private insurance companies.

Funding can be improved by increasing
financial interest, by increasing efficiency at the
institutions and at the insurers (private insurance
carriers?).

The fixing of health and demographic prob-
lems can only be implemented in the long term in
the framework of long-term population policy,
family policy and health policy programmes, by
harnessing international experience, via public
debate and governmental reform programmes.

Current Changes

From February 15th onward, when visiting a
family doctor or a specialist, a large proportion of
adult patient citizens must pay a visit fee; for a
hospital stay, a daily fee must be paid. The visit
fee per occasion is HUF 300 (the price of 0.5 litre
of beer). The most often referenced reason for
the introduction of the visit fee is the elimination
of the under-the-table gratuity. According to the
government many have wriggled free of the obli-
gation to pay their health contributions and people
have gone to see the doctor a great deal more
than genuinely warranted. Medicine consump-
tion also exceeded rational levels. To cure this
state of affairs, from April onward the majority of
services could only be utilised in consideration
of duly paid medical contributions, as a function
of medical insurance coverage. Without it, only
ambulance services, life saving interventions, and
of epidemics related services only vaccinations
and screenings will be provided.

From available funding the state can only
guarantee the modern and effective treatment
of serious and life threatening illnesses if it saves
on the treatment of less serious diseases. Hos-
pitals must keep a waiting list for the operation
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of chronic diseases. The system of leading, com-
plex care providing, high quality hospitals has
been developed. The current merging of large
Budapest hospitals will eliminate parallel ser-
vices, but ingrained habits and the fear of losing
senior management positions is a barrier to cor-
rect policy decisions.

Emphasised development programmes (screen-
ing programmes, institutional network, instrumen-
tation, etc.) have been launched in the interest of
treating tumours and circulatory diseases.

During the period of the second National
Development Plan, between 2007 and 2013, in

addition to quality improvements, the develop-
ment of the emergency system shall be finished,
providing equal opportunity for treatment for all
affected patients. Overseeing the health insur-
ance authority will be transferred to the newly
established State Health Insurance Directorate,
the supervision of service providers, the adjudi-
cation of appeals and complaints made against
decisions associated with various fees.
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Harmonization of Research Ethics Committees—
Are there limits?
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Elmar DOPPELFELD*1

tion of the character of ethics and its so often
requested worldwide uniformity.

Ethics is, at least in the circles of experts,
understood as a part of philosophy. Following
this view it has served, since the age of Aristotle,
as a method of analysing whether the handling of
human beings by researchers is acceptable or not,
as being “good” or “bad.” The methods of this
analysis can be harmonized, such as the examina-
tion of the scientific merit of research projects or
of their accordance with national or international
law. If there are positive answers to these ques-
tions, then the decision on the ethical accept-
ability is based on the question of “good” or
“bad.” For the terms “good” and “bad” there are
no definitions accepted worldwide. They are
moreover influenced by religion, tradition or
even different philosophical schools, which may
differ even within a country and of course, within
the different regions of the world.

A recent example is the worldwide discussion
on the use of human embryonic stem cells for
research. Even in those countries where the need
for such type of research is accepted, the ethical
analysis, as mentioned above, may lead to the
view that it should not be performed, as it is
considered to be “bad.”

In the discussion on the ethical acceptability of
medical research, the expression “medical ethics”
is widespread, assuming that in this way the
diversity of ethics, as marked e.g. by utilitarism or
transcendental ethics in the sense of Immanuel
Kant, could be overcome. This attempt needs con-
sideration as to whether the term “medical ethics”
is appropriate or not. The known general ethical
principles such as respect for the human being,

*1 Chair of the Permanent Working Party of German Research Ethics Committees. Professor of medicine at the University of Cologne, Cologne,
Germany (med.ethik.komm@netcologne.de).
This article is reprinted with friendly permission of the Deutscher Ärzteverlag and the World Medical Association. It was originally published in
the World Medical Journal Vol.53, No.1, March 2007, pages 2–3.

Biomedical research involving human subjects
has to respect their autonomy, dignity, identity,
integrity and other rights and fundamental
freedoms. Research ethics committees, initially
established at the request of national authorities
such as the National Institute of Health (NIH)
in the late sixties in the USA, the “Deutsche
Forschungsgemeinschaft” (DFG) 1973 in Ger-
many and since 1975, part of the Declaration of
Helsinki, are universally charged with safeguard-
ing these rights.

Biomedical research while initially performed
more on a national level, is increasingly spreading
out on an international or even intercontinental
field. For this reason researchers and research
institutions, including the pharmaceutical indus-
try (in research a very important global player)
have for a long time stressed the need for the
harmonization of the decisions and the proce-
dures of research ethics committees. The main
argument concerns the suggestion that there
should be only one “medical ethic” in a country,
in a continent or around the globe. On the basis of
this assumption, all legal obstacles causing diver-
sity of ethics committees, such as different com-
positions, different kinds of financing, different
ways of decision making etc. should be abandoned
in favour of a “unique, harmonized research ethics
committee procedure.” Are these arguments
applicable? Is the diversity of ethics committees
in different countries or in unions of states
justified, or only superficial?

First of all it must be recalled that the main task
of an ethics committee is the multidisciplinary
assessment of the ethical acceptability of an
envisaged research project. This raises the ques-
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beneficence, non-maleficence (“do no harm”) or
justice, are basic and leading guidelines for the
whole life of human beings in society. They may
be, in an appropriate way, applied to special fields
e.g. banking, or even medical research. Every-
body understands, that in financial transactions
the principles “do no harm” or “justice” are obliga-
tory to prevent any kind of betrayal or decep-
tion of the person concerned! The adaptation to
special sectors may not deviate from the basic
concept of the relevant ethical principles.

The use of the term “ethics in medicine,” used
by preference in some circles rather than “medi-
cal ethics” is more than a semantic suggestion.
It underlines this general approach to ethics and
is therefore much more appropriate than “medi-
cal ethics,” which can be misunderstood and
should be avoided, at least in multidisciplinary
discussions. It follows from these consider-
ations that ethics in medicine, so far as analytical
methods are considered, may be harmonized.
The basis of the decision to be taken by research
ethics committees—“good” or “bad”—, cannot
be standardized or harmonized. Any other out-
come would be surprising, implying the same
definition for “good” and “bad” around a world
with differing religions, ethics, differing cultures/
social patterns etc.

In contrast, by long tradition, discussions on
“good” and “bad,” and conclusions on a regional
level, are the basis for moral guidelines in any
specific society. Professions such as lawyers or phy-
sicians, are entitled to contribute to these discus-
sions and decision making for such an ethnic entity.
But no professional group has any right to pre-
scribe in isolation regulations for that entity. This
is another argument against professional based
ethics or morals as binding provisions on all. Since
in the work of professions the rights of others have
to be respected, profession-linked ethics are not
necessarily appropriate outside the profession.

Unavoidable diversity is the principal obstacle
to any kind of harmonization of research ethics
committees other than the process leading to a
decision; the decision itself is not open to stan-
dardisation! Research ethics committees are, at
least by tradition, embedded into a national
framework, which itself is influenced by religion,
history, tradition and the system of legislation of
that country. In practice the protection of human
rights and fundamental freedoms (even when, as
in most cases, it is guaranteed by the constitution

of the state) may be influenced by juridical deci-
sions of courts competent for constitutional law
in different ways. There may exist on that basis a
diversity of interpretations of e.g. “free informed
consent” or conditions of its expression such as
“substitution” in place of consent of persons not
able to do so, of data protection, etc. Relevant
decisions of the courts and national legislation
have to be followed in the regulation of ethics
committees and their work. These differences
appear even in regions of the world with more or
less common traditions.

In preparing the Directive 2001/20/EU, the
European Union tried to harmonize at least the
administrative part of ethics committees. These
attempts failed, and everybody knows the results:
Member states are obliged to establish a system
of research ethics committees which have to
consider the usual international principles of
ethical assessment and to make a decision within
a given time. Nothing is said, for example, about
conditions or interpretation of “free informed
consent” in a normal situation, or in research in
an emergency situation. The diversity in ethics
has been identified as the main obstacle to any
kind of harmonisation or standardisation of the
work and decision making of research ethics
committees. The diversity in legal and administra-
tive provisions for these committees, themselves
caused, at least in part by the ethical diversity,
constitutes a second obstacle.

It is understandable, that researchers and
research institutions or sponsors (such as the phar-
maceutical industry) are faced with that situation
and have a special interest in overcoming it or at
least living with it. In an attempt to help in this
situation, the European Forum for Good Clinical
Practice (EFGCP) recently published an overview
of the “Procedure for the ethical review of proto-
cols for clinical research projects in the European
Union” (International Journal of Pharmaceutical
Medicine, Vol. 21, No. 1, 2007). This publication
gives an excellent overview of the ethics review
systems in 26 European Union countries plus
Switzerland and Norway. The report provides
an excellent overview showing different inter-
pretations of the directive 2001/20/EG by the
member states of the European Union. In this
way it assists researchers to prepare multinational
research projects within the Union, while respect-
ing national provisions.
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in Neuhavn from which we could see the room
where Andersen lived.

The Copenhagen Opera House—designed by
Henning Larsen, an architect who is also famous
for designing the Sydney Opera House, which
was recently designated as a world heritage
property—was an extremely modern structure.
The very modern interior featured lavishly used
Danish wood paneling that harmonized elegantly
with the performance of “La Boheme” that we
were fortunate enough to attend. The Opera
House was designed by taking in its surround-
ings, like a traditional Japanese garden.

As physicians, our profession requires us to
respond to high demands at all times. I was most
satisfied with the successful results that we were
able to achieve in this WMA General Assembly,
although it was a hard schedule, through the
passionate and sincere discussions involving all
participants.

Masami ISHII, Executive Board Member, Japan Medical Association
( jmaintl@po.med.or.jp), Secretary General, Confederation of
Medical Associations in Asia and Oceania (CMAAO), Council
Member, World Medical Association.

WMA General Assembly, Copenhagen 2007
The WMA General Assembly was held from
October 3 to 6 in Copenhagen. It was a huge
meeting, with attendance greater than usual for
such events and the number of council members
also increasing from 18 to 21. The assembly was
held at a hotel situated on the banks of a canal
with fine views, and we were blessed with fine
weather throughout our stay.

The country of Denmark has one of the most
advanced systems of social security, including
medical and nursing care insurance. Moreover,
the venue of the assembly, Copenhagen, is a city
with a truly beautiful and tranquil environment,
providing a rich cultural background from its
literature, music, fine arts, and architecture to its
cuisine. A bronze statue of the world-renowned
writer of children’s stories, Hans Christian
Andersen is situated in the center of the city.
It was also a tremendous thrill to actually see
the seaside area of Neuhavn that was depicted on
the Royal Copenhagen Year Plate for 2007. We
enjoyed various dishes of herring at a restaurant

From the Editor’s Desk

A bronze statue of Hans Christian Andersen

Neuhavn, Copenhagen
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