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Overview
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(Note)

specific disability by a wide area union.

2. Persons with a certain amount of income include those with a taxable income of ¥1.45 million(monthly income of ¥280,000 or more)
or insured persons belonging to a household aged 70-74 whose total annual income is less than ¥2.10 million after a basic exemption,
etc. Those in households of two or more elderly with a taxable income of ¥5.20 million, and those of a singly elderly household with a
taxable income of 3.83 million are excluded. Those whose total old proviso income is less than ¥2.10 million are also excluded. Lower
income household exempted from residence tax is considered to be those with a pension income of ¥800,000 or less, etc.

1. Insured persons of the late-stage medical care system for the elderly include those aged 75 or older or 65-75 certified as having a
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3. Fixed-rate national subsidy for National Health Insurance shall be at the same level as that for the Japan Health Insurance
Association-managed Health Insurance for those exempt from application of Health Insurance and those newly subscribed to the
National Health Insurance on and after September 1, 1997.

4. The sums in the breakdown may not equal the total due to rounding.

5The premium rate of Seamends Insurance is the rate afterurabche deduct
premiums for insured persons (0.50).
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PRI RINGIInEUl Ml Outline of High-Cost Medical Care Benefit System

1 The high-cost medical care benefit system is for use in avoiding co-payments made for medical costs becoming too expensive for family
budgets. Under this system, households pay co-payments for medical costs at the reception desks of medical institutions but then get
reimbursed by insurers for any amount exceeding the monthly maximum amount.

(*1) In case of hospitalization, a benefit in kind system has been introduced in which the monthly payment at the reception desks of medical

institutions is limited to the maximum co-payment

(*2) In case of outpatient treatment, a benefit in kind system was introduced in April 2012 for use when the monthly payment exceeds the

maximum co-payment at the same medical institution

1 The maximumco-pay ment i s set wup according to i

nsured personsd i ncome

(For example) Below 70 years old/annual income: about ¥3.7 milliond about ¥7.7 million (co-payment of 30%)

l&
<

Medical costs  ¥1,000,000

Co-payment at reception
4 desks ¥300,000 P

{

>

~

T—{ High-cost medical care benefits ~ ¥300,000- ¥87430= ¥212,570 |

Maximum co-payment ¥80,100 + (¥1,000,000- ¥267,000%9x1%= ¥87430 |

*80,100/ 0.3 = 267,000

(Note) Per -household addition system

Even when partial co-payment does not exceed the maximum co-payment in the same medical institution, partial co-payments (those

under 70 is ¥21,000) during the same month at multiple medical institutions can be added up. If the added-up sum exceeds the maximum,
the high cost medical care system is applied.

TRkl il”A Response to Benefit in Kind for Outpatient Treatment

1 A method (benefit in kind) of reducing the burden of patients paying high drug costs will be introduced for outpatient treatment in addition
to conventional hospital treatment (enforced in April 2012). The method involves that when a patient receives outpatient treatment at the
same medical institution and their monthly co-payment exceeds the maximum co-payment the insurer then makes the payment to the
medical institution rather than the patient applying for the high-cost medical care benefits and receiving the benefits later, thus ensuring
that the patient is only required to pay an amount which is capped at the maximum co-payment.

[Medicaéxpensa500,00Q0copaymenmf30%) Annuaincomeabout. 7millior about7.70milliorforpersongelow’Oyearld

[3] Present the maximum payable amount certificate
and only pay an amount that is capped
by the maximum co-payment
(approximately ¥80,000)

Insured persons

[11 Apply for maximum payable
amount certificate

[2] Issue maximum payable
amount certificate

[4]1 Apply for high-cost medical care benefits
Medical institution* (outpatient) (with submission of receipts)
*Induding dispensing pharmacies, S

dental services, and home-visit <

nursing care stations [51 Payment of high-cost medical care benefits
(approximately ¥70,000)

(Reference) Percentage of receipts
subjected to benefitin kind for outpatient
treatment (medical services)

Younger than 70:  Approx. 0.3%
70 or older: Approx. 0.1%

/—{ Basic mechanism of benefit in kind }

[1] Insured persons, etc. apply to insurers, etc. for a maximum payable amount certificate to be issued. (Same treatment as with inpatient
treatment)

[2] Insurers issue insured persons with maximum payable amount certificates according to the income category of their household. (On an
individual basis)

[3] Insured persons present the maximum payable amount certificates at the counters of medical institutions. Medical institutions calculate
the amount of the co-payment of insured persons, etc. on an individual basis and do not collect the amount exceeding the maximum
co-payment, etc.

* Co-payment for the 1% addition must be made even if the maximum co-payment has been exceeded.
[4] Medical institutions will require from insurers the amount of high-cost medical benefits in addition to receipts.
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Detailed Information 3

Provision of Unitary High-Cost Medical/Long-Term Care Benefits
(Enforced in April 2008, provision commenced gradually from August 2009)

<Reduced co-payments for households receiving both medical and long-term care services>

A In additi

A Co n v emaxiinummuarthly co-payment is individually set for health care insurance and long-term care insurance systems
on t o t he gamdntismisdsst for the ¢otal anmaak do-payments for both systems

* Maximum co-payment is set carefully according to age and income levels.
* Diet/residence expenses need to be paid separately.

Reference case of the unitary high cost medical/long-term care system

% Household with a husband receiving medical services and a wife receiving long-term care services, both 75 or older (exempted from

residence tax)

(Medical care services)

(Long-term care services)

(Pension income)

Being hospitalized (*)
Care level 4 and using multifunctional long-term care in a small group home
¥2.11 million or less for a couple

Co-payment:

¥600,000 annually

Co-payment:  ¥310,000 annually

(reduction of  ¥290,000)

Before (until March 2008)

Co-payment ¥300,000

Co-payment ¥300,000

10% of medical fees
are paid. However, the
maximum monthly
co-payment applies.
{maximum of ¥24,600
in this case)

10% of medical fees
are paid. However, the
maximum monthly
co-payment applies.
{maximum of ¥24,600
in this case)

| After (from April 2008)

After paying medical and
long-term care fees (total of
¥600,000), claims are made
tothe insurers

If the total amount exceeds
the maximum co-payment
(¥310,000), the excess
amount (¥290,000) is paid
to insured persons

Insures

(*) In case of being hospitalized in long-term care beds, hospital meal/living expenses and bed surcharges, etc. need to be paid

separately (same as the current high cost medical care system, etc.)
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| Insured Medical Treatment System

Conceptual Chart of Insured Medical Treatment

[2] Medical care service Insured REOLy
(provision of medical benefit) {patient)
[1] Payment of
premium ~
Medical care facility providing " [3] Co-payment 4 Iheiier
insured services, etc. [5] Sending
{hospital, clinic, pharmacy, etc) approved daim
T [4] Medical fee claim
doctor
* L » Examinationand_ -
t t :
[71 Payment of medical fee BemenielJaniauon [6] Payment of billed amount

Health Insurance Claims Rewid
Reimbursement Services
Federation of National Health
Insurance Associations

Medical fees are classified into three types: medical, dental, and dispensing fees.

The medical fee is calculated by adding stipulated numbers of points for the individual medical activities provided (so-called
"fee-for-service system”). The unit price for one point is ¥10. For a typhlitis hospitalization case, for example, the first visit fee, the
hospitalization fee multiplied by the length of stay (days), the typhlitis surgery fee, the test fee and the drug fee are added to one another
and medical care facility providing insured services will receive the total amount less the patient's co-payment from the examination and
payment organization.

DEIEEC R lduF-\ilo]gl Outline of the FY 2014 Revision of Reimbursement of Medical Fees

Outline of the FY 2014 Revision of Reimbursement of Medical Fees

ARebuilding the medical care system and building the integrated community care system towards 2025
AEfforts will be made in distribution/reinforcement and cooperation of medical institution functions, including
inpatient/outpatient medical care, and enhancement of in-home medical care, etc.

Overall revision rate +0.10% *The figures in parentheses indicate the portion for responding
to theincreased costs for taxable purchases of medical care

institutions, etc. due to the increased consumption tax rate

Medical fees (core) +0.73% (+0.63%) [approx. ¥300 billion (approx. ¥260 billion)]

Medical services +0.82% (+0.71%) [approx. ¥260 billion (approx. ¥220 billion)]
Dental services +0.99% (+0.87%) [approx. ¥30 billion (approx. ¥20 billion)]
Dispensations +0.22% (+0.18%)  [approx. ¥20 billion (approx. ¥10 billion)]

Drug price revision -0.58% (+0.64%) [approx.-¥240 billion (approx. ¥260 billion)]
Material price revision -0.05% (+0.09%) [approx. -¥20 billion (approx. ¥40 billion)]

*The prices of generic drugs will be reviewed separately and only measures such as exclusion from insurance
application to the prescription of mouthwash will be taken.
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Main Points of the Basic Policies of the FY2014 Revision of Reimbursement of Medical Fees

December 6, 2013
Health Care Insurance Subcommittee, Medical Social Security Council
Medical Care Subcommittee, Medical Social Security Council

- -[ Basic understanding} --------------------------------------------------- .

I
: o Aiming to rebuild the medical care system and establish an integrated community care system through

: distribution/reinforcement and cooperation of medical institution functions, including inpatient/outpatient medical care,
«  and enhancement of in-home medical care, etc.

i miom o

—[ Priority issues ] ----------------------------------------------------

o Functional division/strengthening and cooperation of medical institutions and enhancement of in-home medical care, etc.
Functional division/strengthening and cooperation of medical institutions, including inpatient/outpatient medical care, and enhancement
of in-home medical care, etc.

P ——
)

N

-[Perspectives of the revision] ------------------------------------------------------ N

e Perspective to appropriately assess the areas requiring enhancement
Promotion of cancer medical care and promotion of medical care for mental disabilities, etc.

e Perspective to realize safe, reliable, and high quality medical care that is understandable and convincing to patients, etc.
Promotion of medical safety measures and provision of patient data, etc.

e Perspective to reduce burden of medical professionals
Efforts to reduce burden of medical professionals and promotion of functional division of emergency outpatient treatment, etc.

e Perspective to improve the areas that can be made more efficient
Promotion of generic drug usage, etc.

,_._.__________.__

. { Issues for the future } ———————————————————————————————————————————— N

Rebuilding the medical care system according to the medical needs of a super aged society with a declining birthrate and building an
integrated community care system cannot immediately be completed, and requires continued efforts in distribution/reinforcement and
cooperation of medical institution functions, including inpatient/outpatient medical care. and enhancement of in-home medical care. etc.

including discussion of an appropriate medical fee system for providing high-quality medical care, after the FY2014 revision of
reimbursement of medical fees towards 2025.

N -

Priority Issues of and Responses to the FY2014 Revision of Reimbursement of Medical Fees

/—{ Priority issues }
“Basic policies” of the Social Security Council
« Functional division/strengthening and cooperation of medical institutions and enhancement of in-home medical care, etc.

/—{ Responses to priority issues }

Priority issue: Functional division/strengthening and cooperation of medical institutions and enhance-
ment of in-home medical care, etc.
1. Inpatient medical care
[1] Clarification of functions of hospital beds for the highly acute phase and general acute phase and assessment according to
their functions
[2] Securing service providers for patients requiring long-term medical treatment and functional division of hospital beds for the
acute phase and long-term recuperation
[3] Enhancement of hospital beds for the post-acute phase and recovery phase and assessment according to their functions
[4] Assessment with consideration given to the actual situations of the regions
[6] Assessment of inpatient medical care at clinics with beds

2. Promotion of division/cooperation of outpatient medical care functions
[1] Assessment of family doctor functions
[2] Appropriate prescription fees, etc. at large hospitals with low incoming/outgoing referral rate

3. Ensuring that there are medical institutions that take the role of providing in-home medical care, and promotion of high-quality
in-home medical care
4. Assessment of mutual cooperation between medical institutions and medical/long-term care cooperation
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| Health Expenditure

Changes in Health Expenditure

(¥ trillion)
50 112%
Mg 11.2%
- 111%
Total healtxpenditure
inpercentage of National Inco
- 10%
40 - S
(reference) Total health and medical 40.1
expenditure in percentage of GDF H 9%
H 8%
0 g 7561%’ 7.2
= B [ B
7.1% L
H 6%
‘ Total healleupendlture (¥ tnlhonj
20 + ‘ Appllcable age for medical treatment fee system for the eld% 1 5%
70 or older75 or older’ - 4%
(~ Sept. 2002) (Oct 2007
Total healtixpenditure ||
in percentage of GDP 3h
2%
I L L
Healtlexpenditure for the elderly (¥ trillig 1%
* The figures in parentheses indicate the percéeiaigfe of
expenditure for the elderly iothiehealtexpenditure
0 [ | I 1 1
1985 1990 1995 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 (FY)
(Expected numbers)
(Medical fee revision) 0.2 p 2.7% p 1.0 p 3.16 p 0.82 0.19 0.004
(Major systemrevisior A Enf orc A Thor A 30p#ymeno A 30% A 2 opyment
longterm care implementati by employees, et copayment forpreschool
insurance systen onof 10 % byelderly witt children
I'ntrod copayment morethan a
10% cgpayment by the elderl certaievel of
by elderly income
<Year-on-year growth rate of National Health Expenditure> (%)
1985 | 1990 | 1995 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013
Ve eEhin 61| 45| 45/z1.| 32|z0. 19| 18 32|z0.| 30| 20 34| 39| 31| 16| 22
expenditure
Health expenditure
for the elderly 12.7 6.6 93|z 5. 4.1 06| z0.|z0. 06| z 3. 0.1 1.2 52 5.9 4.5 3.0 3.7
National Income 7.2 8.1 11 17|z2.|z0. 1.2 0.5 1.1 1.1 08| z6.|2z3. 24| z1. 0.6 1
GDP 7.2 8.6 1.8 08|z1.|z0. 0.8 0.2 0.5 0.7 08| z4.|2z3. 13|z1.|z0. 1.9

(Note) 1.The national income and GDP are based on the national accounting announced by the Cabinet Office. Total health and
medical expenditure is the item used to compare the medical expenses among OECD countries. It includes preventative
services, etc. and has a wider range of coverage than total health expenditure. The average ratio of health expenditure of
OECD allies in 2012 was 9.3% of GDP.

2.The national health expenditure (and health expenditure for the elderly in their latter stage of life; hereinafter the same) of
FY2013 are estimated figures. The FY2013 figures were calculated by multiplying the FY2012 figures by the growth rate of
approximate medical expenditure of FY2013 (the figures in italics in the above table).
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Detailed Data 1 National Medical Care Expenditure of OECD Countries (2012)

Total medical carg Per capita medical Total medical carg Per capita medical
Country expenditure in GD care expenditure | Remarks Country expenditure in GD care expenditure | Remarks
(%) | Rank ($) | Rank (%) | Rank ($) | Rank
US.A 16.9 1 8,745 1 Italy 9.2 | 19 3,209 19
Netherlands 11.8 2 5,099 4 Australia 9.1] 20 3,997 13
France 11.6 3 4,288 11 Finland 9.1 20 3,559 16 |*
Switzerland 114 4 6,080 3 Iceland 9.0 | 22 3,536 17
Germany 11.3 5 4,811 6 Ireland 89| 23 3,890 14
Austria 11.1 6 4,896 5 Slovakia 81| 24 2,105 27
Denmark 11.0 7 4,698 7 Hungary 80| 25 1,803 29
Canada 10.9 8 4,602 8 Korea 76| 26 2,291 26
Belgium 10.9 8 4,419 10 Czech Republic 75| 27 2,077 28
Japan 10.3 | 10 3,649 15 Israel 7.3 | 28 2,304 25
New Zealand 10.0| 11 3,172 20 |* Chile 73| 28 1,577 30
Sweden 9.6 | 12 4,106 12 Luxembourg 71| 30 4,578 9
Portugal 9.5] 13 2,457 23 Poland 6.8 | 31 1,540 31
Slovenia 94| 14 2,667 22 Mexico 6.2 | 32 1,048 33
Spain 94| 14 2,998 21 | * Estonia 59| 33 1,447 32
Norway 9.3] 16 6,140 2 Turkey 54| 34 984 34
U.K. 9.3] 16 3,289 18
Greece 9.3| 16 2,409 24 OECD average 9.3 3,484
Source: AOECD HEALTH4®ATA 201
(Note) 1.The rank in this table indicates the rank among OECD member countries.
2The figures marked with @*0 indicate the figures for 201

Detailed Data 2 Structure of National Medical Care Expenditure (FY 2012)

[ National medical care expenditure

¥39,211.7 billion }
Per capita medical care expenditure

¥307,500
Payments of national

medical care expenditure
(by financial resource)

Medical fee structure
of medical institutions

Distribution of national
medical care expenditure

Breakdown of national medical
care expenditure by system

) ©6 %) — %)
100 100 - 100 100 -
JHIA-
P managed
L 5 2 Seamen's | 2 State | - |
90 § ST Insurance E subsidy 0 £ 90
ociety- "] g . 4 .
y managed 0.0 5 258 §  |Hospitals M;’glfceaslsjg'r]\glcse
80 - 5 Vit e, <J 80 - . 80 = 36.5 80 | | [doctors, dentists,
3 28.6 376 General pharmacists,
.GEJ 27 dinics nurses, etc]
70| € |National | |industial 70 Lo 0 L i —— 46.9
= ; subsidy
= Health accidents, A
iﬁ Insurance etc. 12.8
60 243 08 6 | 60 ) 60
47.4 . Hospitals
Business
operators = 13.9
20T 50 203 50 - 2 50 -
—> : —> 2
Late-stage g 3 i Drugs
20 | elderly 40 - 40 i 40 - 22.5
medical care é 346 dlinics
be; 2e ﬁzts Sl 48.8 Insured 20.7
30 F A : rsons —_— 30 30
reduction Bl Medical materials [treatment,
measures 28.5 Dental food service, etc]
03 69 Consi g
L L L I gnment 4.9 y
20T | publicfunded N A el 20 Home- 20 -
medical care benefits /# /| Pharmacy ik Other expenses
dispensing nursing flighting. heating,
10 Co-payment 10 - Co-payment 10 1 17.1 02 10r rent, etc]
G ‘ 11.9 “ < 196
> |4 Hospital fedls and \wmgexsenses 2.1 ’
o= [ T ol ol

+ Estimates based on the results of
Estimates of National Medical Care
Expenditure FY2012 and Survey on
Economic Conditions in Health Care
(2013), etc.

Others 0.7 1.4

Medical care expenses, etc.

v
+Insured persons' burden includes National Health Insurance premiums
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DN EMEICICIIN Changes in National Medical Care Expenditure and Percentage Distribution

llaet(iﬁggll Geg.erall Impatient Outpatien Deg.tal | (I;harma_c Hoslpital lm:%c;lﬂ Homa_/isit
care mfe '@ | Hospitals| General| medical | Hospitals] General| medical | Hospitals| General mfe TeEl) || Gy MEESE g, nursllngl
Year | oendiurd o clinics fees clinics fees clinics ees medical | living service | Mmedica

fees expenses _ faciliies fees

for the elderl
3) 4) 5)
Estimated amount (¥100 million)
1962 6,132 5,372 2,948 2,424 2,344 2,072 272 3,028 875 2,153 759 é 1 1 1
1965 11,224 | 10,082 5,499 4,583 4,104 3,635 469 5,978 1,864 4,113 1,143 é i 1 1
1970 24,962 | 22,513 | 12,121| 10,392 8,799 7,801 998 | 13,714 4,320 9,394 2,448 é i 1 1
1975 64,779 | 59,102 | 32,996 | 26,106 | 25,427 | 22,640 2,787 | 33,675| 10,356 | 23,319 5,677 é i 1 1
1980 119,805 | 105,349 | 62,970 | 42,379 | 48,341 | 43,334 5,007 | 57,008 | 19,636 | 37,372| 12,807 1,649 i 1 1
1985 160,159 | 140,287 | 92,091 | 48,195| 70,833 | 65,054 5,778 | 69,454 | 27,037 | 42,417 | 16,778 3,094 1 1 1
1990 206,074 | 179,764 | 123,256 | 56,507 | 85,553 | 80,470 5,082 | 94,211 | 42,786 | 51,425| 20,354 5,290 1 666 1
1995 269,577 | 218,683 | 148,543 | 70,140 | 99,229 | 94,545 4,684 | 119,454 | 53,997 | 65,456 | 23,837 | 12,662 | 10,801 3,385 210
2000 301,418 | 237,960 | 161,670 | 76,290 | 113,019 | 108,642 4,376 | 124,941 | 53,028 | 71,913 | 25569 | 27,605| 10,003 1 282
2001 310,998 | 242,494 | 164,536 | 77,958 | 115,219 | 110,841 4,378 | 127,275 | 53,695| 73,580 | 26,041 | 32,140 9,999 1 324
2002 309,507 | 238,160 | 162,569 | 75,591 | 115,537 | 111,180 4,357 | 122,623 | 51,389 | 71,234 | 25875 | 35,297 9,835 1 339
2003 315,375 | 240,931 | 164,077 | 76,854 | 117,231 | 112,942 4,289 | 123,700 | 51,135 | 72,565 | 25,375| 38,907 9,815 1 348
2004 321,111 | 243,627 | 164,764 | 78,863 | 118,464 | 114,047 4,417 | 125,163 | 50,717 | 74,446 | 25377 | 41,935 9,780 1 392
2005 331,289 | 249,677 | 167,955 | 81,722 | 121,178 | 116,624 4,555 | 128,499 | 51,331 | 77,167 | 25,766 | 45,608 9,807 1 431
2006 331,276 | 250,468 | 168,943 | 81,525 | 122,543 | 117,885 4,658 | 127,925 | 51,058 | 76,867 | 25039 | 47,061 8,229 1 479
2007 341,360 | 256,418 | 173,102 | 83,316 | 126,132 | 121,349 4,782 | 130,287 | 51,753 | 78,534 | 24,996 | 51,222 8,206 1 518
Percentage distribution (%)

1962 100.0 87.6 48.1 39.5 38.2 33.8 4.4 49.4 14.3 35.1 12.4 é 1 1 1
1965 100.0 89.8 49.0 40.8 36.6 324 4.2 53.3 16.6 36.6 10.2 é 1 1 1
1970 100.0 90.2 48.6 41.6 35.2 31.3 4.0 54.9 17.3 37.6 9.8 é 1 1 1
1975 100.0 91.2 50.9 40.3 39.3 34.9 4.3 52.0 16.0 36.0 8.8 é 1 1 1
1980 100.0 87.9 52.6 35.4 40.3 36.2 4.2 47.6 16.4 31.2 10.7 14 1 1 1
1985 100.0 87.6 57.5 30.1 44.2 40.6 3.6 43.4 16.9 26.5 10.5 19 1 1 1
1990 100.0 87.2 59.8 274 415 39.0 25 45.7 20.8 25.0 9.9 2.6 1 0.3 1
1995 100.0 81.1 55.1 26.0 36.8 35.1 17 44.3 20.0 24.3 8.8 4.7 4.0 1.3 0.1
2000 100.0 78.9 53.6 25.3 37.5 36.0 15 415 17.6 23.9 8.5 9.2 3.3 1 0.1
2001 100.0 78.0 52.9 251 37.0 35.6 1.4 40.9 17.3 23.7 8.4 10.3 3.2 1 0.1
2002 100.0 76.9 52.5 24.4 37.3 35.9 1.4 39.6 16.6 23.0 8.4 11.4 3.2 1 0.1
2003 100.0 76.4 52.0 244 37.2 35.8 1.4 39.2 16.2 23.0 8.0 12.3 3.1 1 0.1
2004 100.0 75.9 51.3 246 36.9 35.5 1.4 39.0 15.8 23.2 7.9 131 3.0 1 0.1
2005 100.0 75.4 50.7 24.7 36.6 35.2 1.4 38.8 15.5 23.3 7.8 13.8 3.0 1 0.1
2006 100.0 75.6 51.0 246 37.0 35.6 1.4 38.6 15.4 23.2 7.6 14.2 25 1 0.1
2007 100.0 75.1 50.7 24.4 36.9 35.5 1.4 38.2 15.2 23.0 7.3 15.0 24 1 0.2
National | Medical Dental | Pharmacy Hospital | Homevisit| Medical

medical | fees of Impatient Outpatien medical | dispensin¢ meals and nursing care
Year care medical | Hospitals| General | medical | Hospitals| General | medical | Hospitals| General fees medical living medical | expenses

expenditur( treatment clinics fees clinics fees clinics fees expenses fees etc.

6) 3) 4) 6)

Estimated amount (¥100 million)
2008 348,084 | 254,452 | 172,298 | 82,154 | 128,205 | 123,685 4,520 | 126,247 | 48,613 | 77,634 | 25,777 | 53,955 8,152 605 5,143
2009 360,067 | 262,041 | 178,848 | 83,193 | 132,559 | 128,266 4,293 | 129,482 | 50,582 | 78,900 | 25,587 | 58,228 8,161 665 5,384
2010 374,202 | 272,228 | 188,276 | 83,953 | 140,908 | 136,416 4,492 | 131,320 | 51,860 | 79,460 | 26,020 | 61,412 8,297 740 5,505
2011 385,850 | 278,129 | 192,816 | 85,314 | 143,754 | 139,394 4,359 | 134,376 | 53,421 | 80,954 | 26,757 | 66,288 8,231 808 5,637
2012 392,117 | 283,198 | 197,677 | 85,521 | 147,566 | 143,243 4,323 | 135,632 | 54,434 | 81,197 | 27,132 | 67,105 8,130 956 5,597
Percentage distribution (%)
2008 100.0 73.1 495 23.6 36.8 35.5 13 36.3 14.0 22.3 7.4 155 2.3 0.2 15
2009 100.0 72.8 49.7 23.1 36.8 35.6 1.2 36.0 14.0 21.9 7.1 16.2 2.3 0.2 15
2010 100.0 727 50.3 224 37.7 36.5 1.2 35.1 13.9 21.2 7.0 16.4 2.2 0.2 15
2011 100.0 721 50.0 221 37.3 36.1 11 34.8 13.8 21.0 6.9 17.2 2.1 0.2 15
2012 100.0 72.2 50.4 21.8 37.6 36.5 11 34.6 13.9 20.7 6.9 17.1 2.1 0.2 1.4
Source: NEsti mates of National Medi cal Care Expenditureo, Statistics and

(Note) 1.With the launch of long-term care insurance system in April 2000, some of the expenses that were subjected to national

medical care expenditure were transferred to long-term care insurance fees and are no longer included in national medical

expenditure on and after FY 2000.

Estimation of figures in this table has been made since FY 1962.

Pharmacy dispensing was included in outpatient medical fees until they were newly classified as a separate item in FY1977.

.Figures wuntil FY2005 indicate fAhospital me al expenspayment) (t ot al i

and figures since FY2006 indicate the total amount of hospital meal expenses, standard co-payment for meal expenses,

hospital living expenses, and standard co-payment for living expenses.

.Medical treatment fees at health service facilities for the elderly are not included in national health expenditure on and after

FY 2000 because these fees are those who are certified for long-term care need.

6.iMedi cal fees of medical treatmento and fimedical car gweeexpenses,
newly classified as a separate item in FY 2008.

rwn
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DRI EMEIER M Changes in Health Expenditure for the Elderly in the Later Stage of Life

. Medical Health
| T | M | framacs | mes | Moest| o | e,
Inpatient | Outpatient Dental and living . the elderly
FY 1983 33,185 31,966 17,785 13,405 776 640 - - 579 -
FY 1984 36,098 34,645 19,725 14,025 895 689 - - 764 -
FY 1985 40,673 38,986 22,519 15,433 1,034 785 - - 902 -
FY 1986 44,377 42,445 24,343 16,924 1,178 902 - - 1,030 -
FY 1987 48,309 46,104 26,247 18,605 1,252 1,037 - - 1,168 -
FY 1988 51,593 49,138 27,798 19,975 1,365 1,133 - - 1,296 26
FY 1989 55,578 52,573 29,400 21,743 1,430 1,312 - - 1,441 253
FY 1990 59,269 55,669 30,724 23,315 1,630 1,457 - - 1,523 619
FY 1991 64,095 59,804 32,325 25,705 1,773 1,689 - - 1,633 970
FY 1992 69,372 64,307 35,009 27,249 2,049 1,992 - 5 1,626 1,442
FY 1993 74,511 68,530 36,766 29,536 2,228 2,529 - 29 1,535 1,888
FY 1994 81,596 72,501 38,235 31,790 2,476 3,133 1,855 86 1,439 2,582
g FY 1995 89,152 75,910 38,883 34,319 2,708 3,909 4,678 174 1,224 3,259
E FY 1996 97,232 82,181 42,314 36,789 3,078 4,620 4,816 323 1,094 4,198
§ FY 1997 102,786 85,475 44,205 37,965 3,305 5,606 4,869 479 1,073 5,285
?Et FY 1998 108,932 88,881 46,787 38,584 3,511 6,900 4,967 657 1,101 6,426
é FY 1999 118,040 94,653 49,558 41,181 3,915 8,809 5,115 858 1,169 7,436
% FY 2000 111,997 94,640 48,568 41,871 4,200 10,569 4,612 235 1,271 670
§ FY 2001 116,560 97,954 50,296 43,243 4,416 12,462 4,677 191 1,277 -2
FY 2002 117,300 97,155 51,198 41,434 4,522 13,913 4,689 192 1,352 -1
FY 2003 116,524 95,653 51,828 39,609 4,216 14,711 4,645 174 1,342 -1
FY 2004 115,764 94,429 52,048 38,371 4,010 15,143 4,654 190 1,348 -0
FY 2005 116,444 94,441 52,867 37,726 3,848 15,777 4,679 205 1,342 -0
FY 2006 112,594 91,492 51,822 36,129 3,540 15,579 3,970 225 1,329 -0
FY 2007 112,753 91,048 52,167 35,524 3,357 16,245 3,877 239 1,345 7]
FY 2008 114,146 91,558 53,009 35,029 3,520 17,035 3,850 264 1,439 -0
FY 2009 120,108 95,672 55,594 36,381 3,698 18,717 3,914 289 1,517 -
FY 2010 127,213 | 101,630 59,994 37,654 3,981 19,631 4,015 318 1,620 -
FY 2011 132,991 | 105,409 62,170 38,980 4,260 21,489 4,029 341 1,725 -
FY 2012 137,044 | 108,751 64,094 40,139 4,518 22,111 4,012 404 1,767 -
FY 2013 141,912 111,837 65,599 41,484 4,753 23,798 1,028 461 1,788 -

(Note) 1.Terms are defined as follows.

a. Medical fees:

b. Pharmacy dispensing:
c. Meal and living:
d. Home-visit nursing:

e. Medical treatment, etc.:

f. Health services facilities for the elderly:

Source A Annual

Expenses paid for medical care services received at insurance medical care facilities providing
insured services, etc. (excluding insurance pharmacies, etc.). (Benefit in kind)

Meal and living expenses during hospitalization. (Benefit in kind)

the specified service providers (Benefit in kind)

Expenses paid for drugs supplied at insurance pharmacies, etc. (Benefit in kind)

Expenses paid for home-visit nursing care services received that are provided by the offices of

Expenses paid for prosthetic devices supplied or treatment by judo therapists received in

accordance with Articles 77 and 83 of the Act on Assurance of Medical Care for Elderly People
(Benefit in cash)

Expenses paid for facility treatment at health service facilities for the elderly. (Benefit in kind)

(Not applicable after March 2000)
g. Expenses include co-payment, standard co-payment for mail/living expenses, and basic fees of home-visit nursing.

2.The figures up to March 2008 are for those subjected to medical services that are provided in the Health and Medical
Services Act for the Aged.

3. The figures for FY2008 include delayed requests for health expenditure for the elderly from April 2008 to February 2009.

4. The figures for FY2011 do not include the Great East Japan Earthquake related health expenditure, etc. (¥4.5 billion of the
total of estimated payment requests and health expenditure of unknown insurers).
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| Financial Status of Health Insurance System

Finance Status of the Health Insurance System (FY2012 Settled Account)

(Unit: ¥100 million)

Governmemanaged . National Health Lat(_a—stage

Health Insurance/ | Society-managed Seamen's medical care

JHIAmanaged Health Insurance In;u_r anes Insurance system

Health Insurance (municipalities) for the elderly
Premium (tax) revenue 73,156 68,779 27,936 283 9,922
State subsidy 11,808 35 29,718 30 41,398
o Prefectural contribution - - 9,798 - 12,381
% Municipal contribution - - 8,016 - 10,851
5 | Grants for late-stage elderly - - - - 53,172
g Grants for early-stage elderly - 1 32,189 - -
S | Retirement grants - - 7,634 - -
Others 155 1,242 15,746 1 179
Total 85,119 70,057 131,035 314 127,902
o Insurance benefit expenses 47,788 36,725 92,149 200 126,869
'r'jg Late-stage elderly support coverage 16,021 15,079 17,442 62 -
E5’)- Levies for early-stage elderly 13,604 12,985 19 43 -
E Contributions for retirees 3,154 3,265 - 13 -
E Others 1,456 4,976 20,164 7 751
% Total 82,023 73,030 129,774 323 127,620
Balance of ordinary revenuexpenditure 3,096 22,973 1,262 z9 282

Governmemianaged Health Insuran Society-managed
JHIAmanaged Health Insurance Health Insurance
Deferred repayment of state subsidy - -
Non-operating subsidy for benefits, etc. - 325
Non-operating Adju;tment pr_emium revenue - 1,092
revenue Subsidies to financial adjustment programs - 1,154
Transfer from reserves, etc. and surplus carried fol - 5,543
Others 8 156
Total 8 8,270
. Contribution to financial adjustment programs - 1,084
Non-operating
expenditure Others . 172
Total - 1,256
Balance of non-operating revenue and expenditure 8 7,014 (1,471)
Balance of total revenue and expenditure 3,104 4,041 z1, 50
Reserve fund, etc. 5,054 36,940

(Note) 1.The above figures indicate medical service revenue and expenditure.

2.The operating revenue of the National Health Insurance (operated by municipalities) includes an extra-legal transfer from the
Municipal General Account of ¥353.4 billion for use in covering the settlement of accounts. The amounts of the national
subsidy, etc. for National Health Insurance (operated by municipalities) and the late-stage medical care system for the elderly
were adjusted in the following fiscal year.

3.The figures in parentheses for the Society-managed Health Insurance indicate the net balance between non-operating
revenue and expenditure and the balance between total revenue and expenditure, but exclude transfers from reserves, etc.
and surpluses carried forward).

4. Contribution to healthcareser vi ces for the elderly is included in fAotherso of

5.Reserve fund, etc. indicates reserves for the Japan Health Insurance Association-managed Health Insurance. It includes
reserves, a reserve fund (¥3,214 billion), and assets such as land and buildings, etc. for the Society-managed Health
Insurance.

6.1n the non-operating revenue of the Japan Health Insurance Association-managed Health Insurance, operation account
surplus at the end of FY2011 was added to FY2012 settlement of accounts.

7.The balance of total revenue and expenditure for the Japan Health Insurance Association-managed Health Insurance and
Society-managed Health Insurance indicates the sum of the balance of operating revenue and expenditure and the balance
of non-operating revenue and expenditure.

8. The figures may not equal the total, or balance of accounts may vary due to rounding.

Source: Health Insurance Bureau, MHLW
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(2) Medical Care Provision System

Outline of the Draft Act é&imendatory Law to the Related Acts for Securing Comprehensive Medical
andLongTerm Caren the Communityrevised in 2014)

As measures based on the Act on Promotion of Reform for the Establishment of a Sustainable Social Security System, an efficient and
high-quality madical care system will be astablished, and necassary improvements, etc. will be made for relevant laws, including the Medical Care Act
and the Long-Term Care Insurance Act, etc., to secure regional medical and long-term care in an integrated manner.

/b | Outline

\

1. Creation of new funds and stronger cooperation of medical and long-term care (related to the Act on Promotion of the Establishment of
Regional Long-Term Care Facilities, etc.)
[1] Establishment of new funds in prefectures through utilization of the increased consumption tax revenue for medical and long-term
care businesses listed in the business plans of prefectures (role allotment of medical institutions, promotion of home medical and
long-term care, etc.)

[2] Formulation of basic policies by the Minister of Health, Labour and Welfare for stronger cooperation of medical and long-term care

I

Securing an efficient and effective medical care system in regions (related to the Medical Care Act)

[1] Reporting on medical functions of hospital beds (advanced acute phase, acute phase, recovery phase, and chronic phase), etc. to
prefectural governors by medical institutions, and formulation of community health care vision (appropriate future regional medical
care system) based on the reports in medical care plans by prefectures

[2] Legally establishing functions of prefectural center for securing medical practitioner that provide support for securing doctors

3. Establishment of integrated community care system and fair balance of cost sharing (related to the Long-Term Care Insurance Act)

[1] Enhancement of community support programs, including promotion of home medical and long-term care, etc., with transfer of
prevention benefits (home-visit long-term care and day care services) to community support programs to make them more diverse
* Community support programs: Programs implemented by municipalities using the financial resources of long-term care insurance

[2] Focusing the functions of special nursing homes for the elderly on support for persons with medium to severe long-term care needs
who have difficulty living at home

[3] Enhancement of reduction of insurance premiums for persons with low-income

[4] Raising the co-payment of users with income above a certain level to 20% (however, the maximum monthly amount of general
households will remain unchanged)

[5] Includingt he assets to the requi r e medmcongensateifornieal and fivingeerpensds af fagility usens e f
with low-income

4. Others

[1] Clarification of specific acts of medical care aid and creation of a new training system for nurses that engage in these acts using
procedure manuals

[2] Establishment of a system for investigating medical accidents

[3] Merger of medical corporation associations and medical corporation foundations, and measures to promote transfer to medical
corporations without contribution

[4] Discussion of measures to secure long-term care personnel (implementation period of the revised qualification system of certified
care workers will be postponed from FY2015 to FY2016)

- %

I Il Enforcement Date }

The promulgation date. However, measures related to the Long-Term Care Insurance Act will be gradually enforced in October 2014 or
later, and those related to the Long-Term Care Insurance Act in April 2015 or later.
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\ Types of Medical Institutions

Types of Medical Institutions

1. Hospitals, Clinics
The Medical Care Act restricts the sites of medical practice to hospitals and clinics. Hospitals and clinics are classified as follows:
hospitals are medical institutions with 20 or more beds and clinics are those with no beds or 19 or less beds.

Hospitals (20 or more beds)
Medical institutions

Clinics (0 to 19 beds)
[ Clinics with beds (1 to 19 beds)
Clinics without beds (0 beds)

Hospitals are required to provide truly scientific and appropriate treatment to injured or sick people and are expected to have
substantial facilities.

There is no strict regulation on facilities for clinics with 19 or less beds compared to hospitals.
2. Types of Hospitals

The Medical Care Act provides requirements (staff deployment standards, facility standards, responsibilities of managers, etc.) that
are different from general hospitals for hospitals with special functions (special functioning hospitals, regional medical care support
hospitals) and accepts hospitals that satisfy requirements to use the name.

In addition, separate staff deployment standards and facility standards are provided for some beds in consideration of differences in
subjects of patients (patients with psychiatric disorders or tuberculosis).
—— General hospitals
+—— Special functioning hospitals (providing advanced medical care, etc.)

Hospitals —| Regional medical care support hospitals
(supporting family doctors and family dentists who are taking roles in regional medical care, etc.)

— Psychiatric hospitals (hospitals with psychiatric wards only) (subject: psychiatric disorders)

—— Tuberculosis hospitals (hospitals with tuberculosis wards only) (subject: patients with tuberculosis)
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EETEC Rl Outline of Special Functioning Hospitals

Purpose

As part of efforts to systematize medical facility functions, the Minister of Health, Labour and Welfare approves individual
hospitals having capabilities of providing advanced medical care, development of advanced medical technologies, and
conducting advanced medical care training.

/{ Roles )

O Provide advanced medical care
O Develop/evaluate advanced medical technologies
O Conduct advanced medical care training

/[Requirements for Approval]

O Having capabilities of providing, developing, evaluating, and conduct training of advanced medical care

O Providing medical care to patients who are referred to by other hospitals or clinics (maintaining the incoming referral rate of
at least 50% and the outgoing referral rate of at least 40%)

O Number of beds .... Must have 400 or more beds.

O Staff deployment

& POCLOFS ssvvnsvinissins Twice as many as ordinary hospitals, etc. In addition, half the number of doctors specified by the staff
deployment standards must be specialized doctors of one of the 15 types.

* Pharmacists ......... The minimum standard is 1/30 of the number of patients. (That for ordinary hospitals is 1/70 of the number of patients)

* Nurses, etc. ......... The minimum standard is 1/2 of the number of patients. (That for ordinary hospitals is 1/3 of the number of patients)

[The minimum standard of outpatients is 1/30 of the number of patients, the same as that for ordinary hospitals]
» Deployment of at least one registered dietitian.
O Facilities .............. Must have intensive care units, sterile rooms, and drug information management rooms.
O Professing 16 specified clinical areas in principle.
O Having at least 70 papers written in English published annually in refereed journals, etc.
O For special functioning hospitals in the specified areas, requirements for approval regarding the profession of clinical areas
and the incoming/outgoing referral rate, etc. are separately established.

S
* The number of approved hospitals (as of June 1, 2015) ...... 84
DRI RloJanEllsi)l?A Regional Medical Care Support Hospital System
Purpose
Medical institutions that are individually approved by prefectural governors as being hospitals with the ability to support
family doctors and dentists, etc. who are taking roles in providing regional medical care at the medical front and facilities
competent enough to secure regional medical care, etc. by providing medical care to referred patients and joint use of
medical devices, etc. from the point of view of provision of medical care to patients in their neighborhoods as part of
systematized medical institution functions being desirable.
7 Roles
O Provide medical care to patients on referral (including the reverse case in which patients are referred to family doctors)
O Implement shared use of medical devices
O Provide emergency medical care
O Conduct training for regional medical professionals
_/

/I: Requirements for Approval ]

O Providing medical care mainly to referred patients (meeting one of the following)
[1] Incoming referred rate of at least 80%
[2] Incoming referred rate of at least 65% and outgoing referred rate of at least 40%
[3] Incoming referred rate of at least 50% and outgoing referred rate of at least 70%
O Having the ability to provide emergency medical care (meeting one of the following in principle)
1. Annual number of emergency patients received / population of the emergency medical district * 1,000 = 2
2. Annual number of emergency patients received >= 1,000
O Securing a system to enable doctors, etc. in regions to use buildings, facilities, and devices, etc.
O Holding trainings for those engaged in regional medical care at least 12 times annually
O Having at least 200 hospital beds in principle and facilities appropriate for being regional medical care support hospitals, etc.

* The number of approved hospitals (as of the end of October, 2013) ...... 466
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DRI Ry E R Revision of Bed Classification

[At the beginning (from 1948)]

Other beds Psychiatric beds Epidemic beds Tuberculosis beds

* Progress of aging
» Changes in disease structure

[Introduction of specially authorized geriatrics wards (1983)]

Qtherbbds Specially authorized

geriatrics wards Psychiatric beds Epidemic beds Tuberculosis beds

« In order to cope with the progress in aging and changes in disease structure, it was necessary
to create facilities to provide medical care not only for elderly but for "patients requiring
long-term care" in general.

[Creation of long-term care-type bed group system (1992)]

Other beds

Specially authorized Group of long-term Infection
geriatrics wards care-type beds Psychiatric beds  disease beds  Tuberculosis beds

L,
Patients requiring
Iong-tei'm care

* The number of patients requiring long-term care increased due to changes in disease structure
caused by the rapid progress in the birth rate decline and aging. Although various systems have
been created, including long-term care-type bed group system, patients with various symptoms
are still intermingled.

[Creation of general beds and long-term care beds (2000)]

Provide medical care that is suitable for patients' symptoms

Infection
General beds Long-term care beds Psychiatric beds  disease beds  Tuberculosis beds

Patients requiring
long-term care

* In order to promote division/cooperation of medical functions, identifying and analyzing
information on medical functions implemented by the respective medical institutions in regions is
important.

[Creation of a hospital bed function reporting system (2014)]

Infection
General beds Long-term care beds Psychiatric beds ~ disease beds  Tuberculosis beds

Patients requiring
long-term care

A system for selecting one of highly acute phase, acute phase, recovery
phase, and chronic phase functions and reporting the function of general
hospital beds and long-term care beds in each hospital ward was
created.
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| Trends with Medical Institutions

Changes in Number of Medical Institutions (Hospitals and Clinics)

. National Public Others - -
Year Hospitals General clinics Dental clinics
(regrouped) (regrouped) (regrouped)
1877 159 12 112 35
1882 626 (330) 296
1892 576 (198) 378
1897 624 3 156 465
1902 746 4 151 591
1907 807 5 101 691
1926 3,429 (1,680) 1,749
1930 3,716 (1,683) 2,033
1935 4,625 (1,814) 2,811 35,772 18,066
1940 4,732 (1,647) 3,085 36,416 20,290
1945 645 (297) 348 6,607 3,660
1950 3,408 383 572 2,453 43,827 21,380
1955 5,119 425 1,337 3,357 51,349 24,773
1960 6,094 452 1,442 4,200 59,008 27,020
1965 7,047 448 1,466 5,133 64,524 28,602
1970 7,974 444 1,388 6,142 68,997 29,911
1975 8,294 439 1,366 6,489 73,114 32,565
1980 9,055 453 1,369 7,233 77,611 38,834
1985 9,608 411 1,369 7,828 78,927 45,540
1990 10,096 399 1,371 8,326 80,852 52,216
1995 9,606 388 1,372 7,846 87,069 58,407
1996 9,490 387 1,368 7,735 87,909 59,357
1997 9,413 380 1,369 7,664 89,292 60,579
1998 9,333 375 1,369 7,589 90,556 61,651
1999 9,286 370 1,368 7,548 91,500 62,484
2000 9,266 359 1,373 7,534 92,824 63,361
2001 9,239 349 1,375 7,515 94,019 64,297
2002 9,187 336 1,377 7,474 94,819 65,073
2003 9,122 323 1,382 7,417 96,050 65,828
2004 9,077 304 1,377 7,396 97,051 66,557
2005 9,026 294 1,362 7,370 97,442 66,732
2006 8,943 292 1,351 7,300 98,609 67,392
2007 8,862 291 1,325 7,246 99,532 67,798
2008 8,794 276 1,320 7,198 99,083 67,779
2009 8,739 275 1,296 7,168 99,635 68,097
2010 8,670 274 1,278 7,118 99,824 68,384
2011 8,605 274 1,258 7,073 99,547 68,156
2012 8,565 274 1,252 7,039 100,152 68,474
2013 8,540 273 1,242 7,025 100,528 68,701
Source: 1875-1937: AAnnual Report of Public Healtho |, Ministry of Internal A
1938-1952: AAnnual Report of Public Healtho |, Ministry of Health and
From 1953 on: i SuraofeyMedi c al Il nstitutionso , Statistics and I nformation

(Note)

The figures in parentheses indicate the total number of public sector medical institutions.

Detailed Data 1 Changes in Number of Hospitals by Establishing Organization and Number of Beds

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Total 9,187 9,122 9,077 9,026 8,943 8,862 8,794 8,739 8,670 8,605 8,565 8,540
National 336 323 304 294 292 291 276 275 274 274 274 273
Public medidaktitutions 1,377 1,382 1,377 1,362 1,351 1,325 1,320 1,296 1,278 1,258 1,252 1,242
Social insurance organizati( 130 129 129 129 125 123 122 122 121 121 118 115
Medical corporations 5,533 5,588 5,644 5,695 5,694 5,702 5,728 5,726 5,719 5,712 5,709 5,722
Private 954 838 760 677 604 533 476 448 409 373 348 320
Others 857 862 863 869 877 888 872 872 869 867 864 868
20-99 beds 3,726 | 3,667 | 3,616 | 3,558 | 3,482 | 3,391 | 3,339 | 3,296 | 3,232 | 3,182 | 3,147 3,134
100-299 beds 3,862 | 3,860 | 3,855 | 3,865 | 3,862 | 3,875 | 3876 | 3875 | 3,882 | 3,877 | 3,882 3,873
300-499 beds 1,110 1,110 1,125 1,118 1,120 1,123 1,111 1,106 1,096 1,090 1,087 1,083
500+ beds 489 485 481 485 479 473 468 462 460 456 449 450
Source: iSurvey of Medical I nst it ulepadmestOoMinistBrs Secretaiat,iMelsw and | nf or mati on

43



DEICIEIEMEICWAI Changes in Number of Hospitals by Hospital Type

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Total 9,187 | 9,122 | 9,077 | 9,026 | 8,943 | 8,862 | 8,794 | 8,739 | 8,670 | 8,605 | 8,565 | 8,540
Psychiatric hospitals 1,069 | 1,073 | 1,076 | 1,073 | 1,072 | 1,076 | 1,079 | 1,083 | 1,082 | 1,076 | 1,071 | 1,066
Tuberculosis sanatoriu 2 2 2 1 1 1 1 1 1 1 1 Ya
General hospitals 8,116 | 8,047 | 7,999 | 7,952 | 7,870 | 7,785 | 7,714 | 7,655 | 7,587 | 7528 | 7,493 | 7,474
Source: i Sur vegdiod al I nstitutionso, Statistics and I nformation Departmen

DEICICOEMEICICIIN Changes in Number of Beds by Bed Type and Number of Beds per Hospital

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Total 1,642,593 | 1,632,141 | 1,631,553 | 1,631,473 | 1,626,589 | 1,620,173 | 1,609,403 | 1,601,476 | 1,593,354 | 1,583,073 | 1,578,254 | 1,573,772
Psychiatric beds 355,966 | 354,448 | 354,927 | 354,296 | 352,437 | 351,188 | 349,321 | 348,121 | 346,715| 344,047 | 342,194 | 339,780
Infectious disease beds 1,854 1,773 1,690 1,799 1,779 1,809 1,785 1,757 1,788 1,793 1,798 1,815
Tuberculosis beds 17,558 14,507 13,293 11,949 11,129 10,542 9,502 8,924 8,244 7,681 7,208 6,602
Long-term care beds 300,851 | 342,343 | 349,450 | 359,230 | 350,230 | 343,400 | 339,358 | 336,273 | 332,986| 330,167 | 328,888 | 328,195
General beds 966,364 | 919,070 | 912,193 | 904,199 | 911,014 | 913,234 | 909,437 | 906,401 | 903,621 | 899,385| 898,166 | 897,380
Number of beds per hospit 178.8 178.9 179.7 180.8 181.9 182.8 183.0 183.3 183.8 184.0 184.3 184.3
Source: 0 Sur vegdiodal I nstitutionso, Statistics and Information Departmen

(Note) 1.For 2002, long-term care beds include long-term care beds and transitional former groups of long term care beds.
2.For 2002, general beds include general beds and transitional former other beds (excluding transitional former group of long
term care beds).

Detailed Data 4 Changes in Bed Utilization Rate and Average Length of Stay by Bed Type

Bed utilization rate
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Total 85 84.9 84.9 84.8 83.5 82.2 81.7 81.6 82.3 81.9 81.5 81.0
Psychiatric beds 93.1 92.9 92.3 91.7 91.1 90.2 90.0 89.9 89.6 89.1 88.7 88.1
Infectious disease beds 2.5 2.4 2.6 2.7 2.2 2.2 2.4 2.8 2.8 2.5 2.4 3.0
Tuberculosis beds 45.3 46.3 48.6 45.3 39.8 37.1 38.0 37.1 36.5 36.6 34.7 34.3
Long-term care beds 94.1 93.4 93.5 93.4 91.9 90.7 90.6 91.2 91.7 91.2 90.6 89.9
General beds 80.1 79.7 79.4 79.4 78 76.6 75.9 75.4 76.6 76.2 76.0 75.5
Longterm carbeds for nursing ca| é é é é 94.1 93.9 94.2 94.5 94.9 94.6 93.9 93.1

Average length of stay
2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Total 37.5 36.4 36.3 35.7 34.7 34.1 33.8 33.2 325 32.0 31.2 30.6
Psychiatric beds 363.7 | 348.7 338.0 | 327.2 | 320.3 | 317.9 | 3129 | 307.4 | 301.0 | 298.1 291.9 284.7
Infectious disease beds 8.7 8.7 10.5 9.8 9.2 9.3 10.2 6.8 10.1 10.0 8.5 9.6
Tuberculosis beds 88 82.2 78.1 71.9 70.5 70 74.2 725 715 71.0 70.7 68.8
Long-term care beds 179.1 172.3 172.6 172.8 171.4 177.1 176.6 179.5 176.4 175.1 171.8 168.3
General beds 22.2 20.7 20.2 19.8 19.2 19 18.8 18.5 18.2 17.9 175 17.2
Longterm care beds for nursing é é é é 268.6 | 284.2 | 292.3 | 298.8 | 300.2 | 311.2 | 307.0 | 308.6
Source: O Hospi t al Re mardt d ,n f Dtrartaits toinc Depart ment , Mi ni sterd6s Secretariat,

(Note) 1. For 2002-2003, long-term care beds include long-term care beds and transitional former groups of long-term care beds.
2.For 2002-2003, general beds include general beds and transitional former other beds (excluding transitional former groups of
long-term care beds).
3. The figures for March 2011 only include only the reported number of patients for 11 institutions (one in Kesen medical district,
one in Miyako medical district of Iwate Prefecture, two in Ishinomaki medical district and two in Kesennuma medical district of
Miyagi Prefecture, and five in Soso medical district of Fukushima Prefecture) due to the effect of the Great East Japan
Earthquake.
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[Overview of Nat Disease Sandtoainnss@mddational Hospital Organization, etc. |

Overview of NationalHans enés Di s earsandSlatiormltHogpital Organization, etc.

[National Hansen's Disease Sanatoriums]

(1) 1,718 persons are admitted in 13 NationalHans en 6 s Di s ansaionBider{aa of Mayil, 2015).
(2 National Hansendosmspiroeade ®amnatl gr iHansends di sease aftereffects anit
lifestyle diseases for those as a result of aging.

(Reference) Number of facilities (as of the end of May 2015)

Classification Number of faciliti¢ Number of persons admi
National Hansen's Disease Sanatoriums 13 1,718
* The number of persons admitted is of May 1, 2015.

Classification Number of faciliti¢  Students quota (person
Training schools for nurses (National Hansen's Disease Sanatoriums) 2 100

[National Hospital Organization]
(1) National Hospital Organization is an independent administrative agency establishedandbased on the fAAct on the Na
Organi zation, I ndependent Administrative Agencyo (Act No. 191 of 2
(2) National Hospital Organization utilizes nationwide hospital networks and provides examination, treatment, clinical study, education,
and training in an integrated manner for medical care requiring risk management and active contribution by the government, medical
care in the area of safety net that is not always implemented by other establishing entities, and medical care for 5 diseases and 5
businesses with regional needs taken into consideration.

(Reference) Number of hospitals (as of October 1, 2014)
Institutions Number dfospitals| Number of beds
National Hospital Organization 143 54,820

[National Research Center for Advanced and Specialized Medical Care]
(1) National Research Centers for Advanced and Specialized Medical Care compose of 6 research-type national research and
development agency established by shifting from National Centers for Advanced and Specialized Medical Care to non-public officer
type independent admi ni st r aNatiornaEResearch and Devedopnuent dgemcy to Gaey GutResearch on
Advanced Specialized Medical Serviceso (Act No. 93 of 2008)
(2) National Research Centers for Advanced and Specialized Medical Care conduct comprehensive and unitary surveys, research and
development of technology as well as providing medical treatment associated with such diseases and training for specialized
medicalpr of essi onals on diseases with a gr e aerebral apppiexytandocardigp disegsése 6 s he al

(Reference) Number of hospitals (as of January 1, 2015)

) L . Number o Number
National Center Specialized diseases, etc. hospitals| of beds
National Cancer Center Cancer and other malignant neoplasm 2 1,025
National Cerebral and Cardiovascular Center Cardiovascular diseases, cardiac diseases, cerebral apoplexy, 1 612
hypertension
National Center of Neurology and Psychiatry Mental diseases, neurological diseases, muscular diseases, 1 474
mental retardation and other developmental disorders
National Center for Global Health and Medicine Infection diseases and other disé@sesational medical cooperat 2 1,353
for developing countries.
National Center for Child Health and Development Child health and development (pediatric care, maternity, paternal 1 490
medicine, etc.)
National Center for Geriatrics and Gerontology Geriatrics and gerontology (senile dementia, osteoporosis, etc.) 1 383
(Reference) Number of facilities (as of January 1, 2015)
Classification Number of faciliti¢  Students quota (person
National College of Nursing (National Center for Global Health and Medicine) 1 430

* |nstitution names were made after April 1, 2015.

[Japan Community Health care Organization]

(1) Japan Community Health care Organization is an independent administrative agency established and based on fAct on the Japan
Community Health care Organization, I ndependent Adm(Act Nos #1of2005).v e Agencyo

Japan Community Health care Organization has a wide variety of medical functions from emergency to rehabilitation. Also, one of
the main traits of Japan Community Health care Organization is that about half of the hospitals under Japan Community Health care
Organization have long-term care health facilities for the elderly. Through utilization of such facilities and collaboration with regional
medical personnel, as an organization having nationwide facilities, it provides a wide variety of services seamlessly ranging from
emergency to recovery rehabilitation to care for health and deals with securing regional medical and comprehensive care services. It
especially specializes in 5 diseases, 5 businesses and rehabilitation, house care, etc. which are necessary in medicine and care in
regional communities.

(2

—

(Reference) Number of facilities (as of the end of March 2015))

Classification Number of faciliti¢ Number of beds
Hospital 57 16,230

Classification Number of faciliti¢  [Admissiocapacity]
Long-term care health facilities 26 2,479

Classification Number of faciliti¢ [Student capacity]
Nursing School 7 885
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| Medical Professionals

Number of Doctors, etc.

The number of doctors and dentists are increasing every year. As of December 31, 2012, there are 303,268 doctors and 102,551

dentists.

Number of

Medical Professionals

A Doctors
A Dentists
A Pharmacists

Source: i Sur vey of
Secretariat, MHLW

Physicia

Source: Health Policy Bureau, MHLW (2013)

A Physical therapists (

A Occupational therapis

A Orthoptists

A Speech |l anguage heari

A Orthotists

A Clinical radiologic t

A Medical technicians

A Clinical engineers

Source: A Survey of Medical
Department, Minister's Secretariat, MHLW
* Full-time equivalent numbers

A Dental hygienists

A Dental technicians

A Massage and finger pr

A Acupuncture therapist

A Moxibustion therapist

A Judo therapists

Source: A Report on Rdini ine sH

Department, Minister's Secretariat, MHLW

A Emergency medical tec

A Public health nurses
A Midwives

A Nurses 1,
A Assistant nurses

303,268 persons
102,551 persons
280,052 persons
ists and

ns, Dent

58,535 persons
36,395 persons
103,913 persons
372,804 persons

P6T,620.8 persons
t35,427.3pErsons
6,818.7 persons
nld,456.7persoaxp i st s
138.0 persons
e40,108.9Dpersogs st s
62,458.5 persons
20,001.0 persons

I nstitutions and

108,123 persons
34,613 persons
09,308 persons
$00,881 persons
s99,118 persons
58,573 persons

herapists

eattlon and Services

h3i,56¢ pesans

Source: Health Policy Bureau, MHLW (as of December 31, 2009)

kpartmerd, dinistdr's

Hospital

20120,

2012

Report

Statis
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Changes in Number of Doctors
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PEICUELEEI:-Wl Changes in Number of Dentists
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DEIEIELEEIERI Changes in Number of Pharmacists
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DEICTECADEICR M Changes in Number of Nursing personnel

(1,000 persons)
Lo 1571.6
1,550
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Source: Health Policy Bureau, MHLW

DEIEIEWADEICRI 7th Projection of Estimated Supply and Demand for Nursing Personnel

The A7th Projection of Esti mated S prgpprédyn Dacendber QG Orestimdtedfthatdemdndfos i ng Per
nursing personnel will reach approx. 1.501 million while supply will be approx. 1.486 million in 2015.
Based on the HAAct on Assurance of Work Forces of dbubseqensbascnd Ot her
guidelines based on the said Act, comprehensive efforts have been made to improve quality, secure training capacity, promote
reemployment, and prevent unemployment.
(Unit: person, regular employee-equivalent)

Category 2011 2012 2013 2014 2015
Demand prospects 1,404,300 1,430,900 1,454,800 1,477,700 1,500,900
[1] Hospitals 899,800 919,500 936,600 951,500 965,700
[2] Clinics 232,000 234,500 237,000 239,400 242,200
[3] Maternity clinics 2,300 2,300 2,400 2,400 2,400
[4] Home-visit nursing care stations 28,400 29,700 30,900 32,000 33,200
[5] Long-term care insurance facilities 153,300 155,100 157,300 160,900 164,700
[6] Social welfare facilitidsoime service facilities (excluding 19,700 20,400 20,900 21,500 22,100
[7] Nursing schools, etc. 17,600 17,700 17,700 17,800 17,900
[8] Health centers and municipal facilities 37,500 37,600 37,800 38,000 38,200
[9] Offices, research institutions, etc. 13,800 14,000 14,100 14,300 14,500
Supply prospects 1,348,300 1,379,400 1,412,400 1,448,300 1,486,000
[1] Number of persons employed at the beginning of 1,320,500 1,348,300 1,379,400 1,412,400 1,448,300
[2] Number of persons newly graduated and empl 49,400 50,500 51,300 52,400 52,700
[3] Number of persons reemployed 123,000 126,400 129,600 133,400 137,100
[4] Reduction in number due to retirement, etc. 144,600 145,900 147,900 149,900 152,100
Difference between demand and supply prospects 56,000 51,500 42,400 29,500 14,900
(Demand prospects/supply prospects) 96.0% 96.4% 97.1% 98.0% 99.0%

(Note) The sums of breakdown items, etc. may not equal the total due to rounding.
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Conforming Rate to the Statutory Number of Doctors and Nurses Designated in
the Medical Care Act and Sufficiency Status (Results of FY2012 On-Site Inspection)

Detailed Data 1 Regional Conforming Rates

(Unit: %)
Region ] g Hokkaido Hokuriku ; Rl A
T i Nationwide T Kanto oelhTr Tokai Kinki Chugoku Shikoku Kyushu
Doctors 93.6 86.1 96.6 90.4 95.5 97.3 93.7 90.9 94.4
Nurses 99.0 99.1 98.2 98.7 99.6 98.6 99.5 99.3 99.6
Detailed Data 2 Nationwide Achievement Status
Hospitals with insufficient Hospitals with sufficient
Total
number of doctors number of doctors
Hospitals with
sufficient 7,494 (92.2) 497 (6.1) 7,991 (98.3)
number of nurses
Hospitals with
insufficient 112 (1.4) 19 (0.2) 131 (1.6)
number of nurses
Total 7,606 (93.6) 516 (6.3) 8,122 (100.0)

(Note) The figures represent the number of hospitals (excluding dental hospitals) and the figures in parentheses represent the

percentage.

(Explanation of terms)
Numeri cal

Numben af doctatssand nurses to be deployed at hospitals designated by the Medical Care Law.
A Conf or mi ng"Pereentage of hospitals satisfying the designated number of doctors/nurses" in "hospitals for which on-site

investigation are conducted".

A Suffici ent Ofihosgitalsfdr which an-site investigation are conducted, those satisfying the numerical standards are
counted as "sufficient" and those not satisfying the numerical standards are counted as "insufficient".
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| Provision of Medical Function Information

Creation of Medical Function Information Provision System

Enforced April 1, 2007

to collect the information and provide it to the public in an understandable manner (a similar system is created with pharmacies)

5‘ Create a system to obligate medical institutions to report certain information on medical functions to prefectures and prefectures
U

1 |

Medical Function Information Provision System :

| |

f Obligate managers of medical * Provide collected information on internet, etc.

SR : in an understandable manner

i institutions to report certain : . ) :

= ; : " ] .+ Consultation and guidance by medical safety
i information on medical functions. |

support centers, etc.

Prefectures

Medical institutions
‘_
“—
Residents

« "Certain information” can be viewed at medical institutions '
p Obl!gat!on to make efforts !n actively.providing accgrate and proper information . ]
i = Obligation to make efforts in appropriately responding to the consultation from patients, etc.

(1) Name (2) Establisher (3) Managers (4) Adress (5) Phone number (6) Specialized treatment
i (7) Date of treatment (8) The number of beds by type (notified and approved)

c |

% ! [All information other than basic information]
i € | (1) Matters regarding management, operation, and services (accessing methods, ability to cope with foreign language,
-g medical expenses, etc.)
i ‘2 | (2) Matters regarding services and medical cooperation system (specialists [*limited to those that are advertisable]),

g facilities, types of diseases and treatments that can be handled, availability of in-home medical care, availability of

8 . second opinion, regional medical cooperation system, etc.

(3) Matters regarding achievements and results of medical care (medical safety measures, measures against hospital

‘ infection, implementation of critical paths, medical information management system, information disclosure system,
booed availability of analysis on treatment results, number of patients, average length of hospital stay, etc.)

Provision of documented explanation at the time hospitalization (Medical Care Act) (revised in 2006)

[} Legally establish in the Medical Care Act that managers of hospitals and clinics formulate, issue, and explain treatment
plans at the beginning/end of hospitalization.

[Overview of the revised system]

NS

/Obliqation to provide treatment plans at the beginning of hospitalization

\

* Managers of medical institutions are obliged to prepare, issue, and appropriately explain treatment plans describing treatments
to be provided to patients during hospitalization.
* In so doing, managers are obliged to make efforts in reflecting knowledge of medical professionals of hospitals/clinics and

(Items to be described in the treatment plan)

i 4 Name, date of birth, and gender of the patient

¢ Name of a doctor or dentist who is in charge of providing treatment to the patient

i 4 Specify disease or injury that caused hospitalization and main symptoms

4 Plans for providing examinations, surgeries, medications, and other treatments during hospitalization

i 4 Other items designated by the Ordinances of the Ministry of Health, Labour and Welfare :

B s e e e e e e e e e e /

9 * In so doting, managers are obliged to make efforts in cooperating with health care, medical care, and welfare service providers.

Obligation to make efforts in providing recuperation plans at the end of hospitalization )

* Managers of medical institutions are obliged to make efforts in preparing, issuing, and appropriately explaining recuperation
plans describing matters regarding required health care, medical care, and welfare services after discharge.

[Effects] * Improved information provision to patients « Improved informed consent + Promotion of team medical care
* Enhanced cooperation with other medical institutions (so-called adjustment function for leaving hospital)
* Promotion of evidence-based medicine (EBM), etc.
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Expansion of Matters that can be Advertised
with the Revision of Advertisement Regulations (Medical Care Act)

&)
0« With regards to regulation of matters that can be advertised under advertiserment regulation system, the system has
been revised such that items with certain charactenstics are grouped and regulated comprehensively as "matters
regarding ..." instead of listing individual matters one by one as conventionally done.
= Substantial relaxation of advertisement regulation
* Revision from direct penalties to indirect penalties in case matters that are not advertisable are advertised
U e
Backgrounds and
| Conents of sdvesksement | | Systom beforo revision ___ @amm_) RevisedSystem
Matters that Matters regarding tems with certain j |—-"’ Matters regarding ftems wah certain
characteristics are regulated characteristics are regulated
can be € | ) Shiais
advertised (Examples) ) (Exoand ' that { ples)
* Matters regarding facilities, - Expand content; can + Matters regarding faciities,
equipments, and employees be advemsed amed at equipments, and employees
* Matters regarding contents of | supporting people in + Matters regarding contents of
medical care to be provided | making medical choices medical care to be provided
* Matters regarding management | | + Matters regarding managemeant
and operation L ! and operation
Matters that T £ Prefecturas handie the cases + Orders to discontinuelrechfy advertisements
cannot be Ponslios (*) are imposed directly fvough adminisirative quidance [P | + Penalies (% are mposed indirectly for
advertised ] J violating orgers
> N
Faise Penalties are imposed directly "'mm”“" Penalties are imposed directly
advertisement | inappropriate advertsements

* imprisonment with wark for @ term not exceeding § months or a fine not exceedng ¥300,000

[Example of relaxed advertisements)

'+ Specialities of medical professmals Photographs and visual i images of facilities and medical professionals + Treatment pcln:ies
. » General name/development code of investigational drugs + Offerred treatments and its contents in understandable manner i

- » Matters regarding medical devices, etc
\ (' These rm‘onnanon howmr must be in awordanoe wnh Iaws regulauons and gundeines)
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| Medical Care Plan

Overview of Medical Care Plan

1. Purpose
Establish a system for providing high quality and appropriate medical care efficiently by realizing continued medical care in
communities through promoting a division of roles and cooperation of medical functions.

2. Contents

Medical Care Plans

» * Cancer \,
Medical cooperation system D « Cerebral apoplexy '
by disease, service, or home 3 » Acute myocardial infarction
medical care % « Diabetes
€ « Mental disorders
Secure medical . Emelrgency medical care
professionals . Med!cal care !n case of disasters
« Medical care in remote areas
2 » Perinatal medical care
I ; * Pediatric medical care
D (including pediatric emergency medical services)
Secure medical safety = * |n addition to the above, other types of
medical care that are recognized
necessary by prefectural governors are
included.
Goals for establishment of Home medical care
medical facilities

» Long-term care beds and
general beds

Set in secondary
medical districts: 344
areas (April 2013)

Standard number of beds

« Psychiatric hospital beds
* Tuberculosis hospital beds
« Infectious disease hospital beds

Set in prefectural
districts

Community Health Care
Visions

- Advanced acute phase

function

- A cute phase function
- Recovery phase function
- Chronic phase function

Set in Area of
Community Health Care
Vision

| (Ingeneral, Secondary

area for medical service
providing system)

Scopes of individual services are set according to

actual situations in respective regions

3. Status of standard number of beds and number of existing beds
{As of April 2013)

Classification Standard number of beds Number of existing beds
Long-term care beds
and general beds Ll N2l
Psychiatric hospital beds 310,510 340,470
Tuberculosis hospital beds 4377 6,777
Infectious disease hospital beds 1,899 1,776




NI EMEIEE Standard Number of Beds in Prefectural Medical Care Plans and Number of Existing Beds
(As of April 1, 2013)

Public General beds and kegn care bed{ Psychiait hospital bed Tuberculosis hospital b Infectious disease hospital
o | st smourcemeni Mmoo St umper oSG | mbr o] SO o SE] umber o
sl e beds existing bed beds existing bed beds existing bed P existing bed

1 | Hokkaido Mar. 29, 2013 21 59,648 77,373 18,967 20,108 143 359 98 94
2 | Aomori Apr. 30, 2013 6 11,320 13,041 3,870 4,511 60 66 32 20
3 | lwate Mar. 29, 2013 9 11,157 13,889 4,220 4,454 30 137 40 40
4 | Miyagi Apr. 1,2013 4 17,174 18,576 5,021 6,388 62 62 28 28
5 | Akita Mar. 29, 2013 8 8,791 11,580 3,839 4,152 38 58 36 30
6 | Yamagata | Mar. 29, 2013 4 10,150 11,338 3,373 3,817 34 30 20 18
7 | Fukushima | Apr. 5,2013 7 15,351 20,386 6,478 7,236 60 134 36 36
8 | Ibaraki Apr. 2,2013 9 17,890 25,216 5,770 7,444 60 128 48 48
9 | Tochigi Mar. 29, 2013 6 12,140 16,195 4,779 5,224 65 115 32 26
10 | Gunma Mar. 29, 2013 10 16,998 18,841 4,419 5,207 66 69 48 48
11 | Saitama Mar. 29, 2013 10 42,707 47,910 13,345 14,495 137 191 85 40
12 | Chiba May 5,2013 9 48,482 48,325 12,949 12,936 114 218 59 58
13 | Tokyo Apr. 1,2013 13 95,627 | 104,140 21,956 23,221 398 563 130 124
14 | Kanagawa | Mar. 29, 2013 11 59,985 60,572 12,958 13,889 166 166 74 74
15 | Niigata Apr. 5,2013 7 21,051 21,863 6,490 6,850 41 100 36 36
16 | Toyama Mar. 29, 2013 4 10,235 14,339 3,080 3,365 82 86 20 20
17 | Ishikawa Apr. 1,2013 4 9,910 14,608 3,656 3,816 62 92 18 18
18 | Fukui Mar. 29, 2013 4 6,471 9,001 2,116 2,342 22 48 20 20
19 | Yamanashi | Mar. 28, 2013 4 6,144 8,449 2,345 2,468 20 50 20 28
20 | Nagano Mar. 28, 2013 10 17,801 19,067 4,861 4,977 42 74 46 46
21| Gifu Mar. 29, 2013 5 14,552 17,094 3,294 4,118 95 137 30 30
22 | Shizuoka Mar. 29, 2013 8 34,126 31,939 6,946 7,021 108 178 48 48
23 | Aichi Mar. 29, 2013 12 51,195 54,809 12,554 13,031 218 256 74 70
24 | Mie Mar. 29, 2013 4 13,612 15,756 4,120 4,786 60 54 24 24
25 | Shiga Apr. 1,2013 7 10,279 12,706 2,345 2,373 73 77 34 32
26 | Kyoto Apr. 2,2013 6 24,786 28,796 5,728 6,376 300 300 38 38
27 | Osaka Apr. 3,2013 8 67,263 88,397 18,318 19,025 514 577 78 78
28 | Hyogo Apr. 1,2013 10 54,082 53,523 10,938 11,411 178 211 58 54
29 | Nara Mar. 29, 2013 5 13,747 13,890 2,800 2,863 50 60 28 13
30 | Wakayama | Apr. 16, 2013 7 8,496 11,484 1,850 2,336 27 73 32 32
31 | Tottori Apr. 1,2013 3 5,665 6,813 1,729 1,966 21 34 12 12
32 | Shimane Mar. 29, 2013 7 7,885 8,443 2,369 2,376 16 33 30 30
33 | Okayama Mar. 29, 2013 5 21,172 21,991 5,356 5,674 76 216 26 26
34 | Hiroshima | Apr. 1,2013 7 26,284 31,512 8,174 8,984 85 155 36 24
35 | Yamaguchi | May 31, 2013 8 16,585 21,035 5,848 6,068 37 60 40 40
36 | Tokushima | Apr. 9, 2013 3 7,025 11,240 2,772 3,928 37 49 16 16
37 | Kagawa Mar. 29, 2013 5 8,886 11,984 2,943 3,459 35 123 24 18
38 | Ehime Apr. 5,2013 6 15,165 18,311 4,569 5,160 54 153 28 26
39 | Kochi Mar. 29, 2013 4 8,403 14,896 2,493 3,721 60 170 11 11
40 | Fukuoka Mar. 29, 2013 13 49,713 65,704 18,469 21,436 191 312 66 56
41 | Saga Apr. 1,2013 5 9,187 10,961 4,090 4,239 30 30 24 22
42 | Nagasaki Apr. 9,2013 8 16,185 19,501 6,844 7,955 70 143 38 38
43 | Kumamoto |Apr. 2,2013 11 19,053 25,476 7,522 8,931 54 231 48 48
44 | Oita Mar. 31, 2013 6 11,720 15,183 4,693 5,247 38 50 28 40
45 | Miyazaki Apr. 1,2013 7 11,762 13,847 5,370 5,844 26 97 32 30
46 | Kagoshima | Mar. 29, 2013 9 16,769 25,046 8,683 9,812 183 181 44 44
47 | Okinawa Mar. 29, 2013 5 10,002 12,418 5,201 5,430 39 71 26 24
Total 344|1,052,631 | 1,237,464 | 310,510| 340,470 4,377 6,777 1,899 1,776

(Note) 1.The standard number of beds is as of the public announcement date of each prefecture.
2. The public announcement date differ depending on the date of reviewing medical care plans in respective prefectures.
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| Emergency Medical Service System

Structural Chart of Emergency Medical Service

Emergency and critical care Emergency and critical care Emergency and perinatal care
(24 hours) (24 hours) (24 hotirs)
" A Comprehensive center
Emergency medical care centers Pediatric emergency and (104 centers)
(272 centers) critical care centers Regional centers for
(8 centers) (292 centers)
N \_ (Premature infants, etc.)
As of April 1, 2015 As of April 1, 2015
As of April 1, 2015
Emergency medical care requiring Pediatric emergency medical care requiring
hospitalization (holidavs and niaht hosnitalization (holidavs and niaht time)
AGroups of hospitals on rotational duty (393 regions) ApPediatric emergency medical care support programs (161 regions)
AJoint-use hospitals (11 hospitals) APediatric emergency medical care core hospitals
(28 hospitals (48 regions))

-

As of March 31, 2014

As of April 1, 2014

Primary emergency medical care
(holidavs and niaht time)

ARotational on-call system among practitioners (621 regions)
AHoliday and night time emergency patient centers (560 centers)

Primary pediatric emergency centers
(developed using the supplementary budget of FY2006)

N
As of March 31, 2014

Adult emergency patients

Telephone consultation on pediatric emergency
medical services (holidays and night time)

Pediatric emergency telephone consultation programs
(47 locations)

As of April 1, 2015

Child emergency patients
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| Medical Services in Remote Areas

Structural Chart of 11th Measures for Health and Medical Services in Remote Areas (FY2011-2015)

Establish an effective, efficient, and sustainable system that can provide medical services in remote areas mainly via prefectural support
centers for medical services in remote areas in cooperation with governments, doctors working in remote areas, facilities and institutions engaged
in medical services in remote areas, and residents of remote areas, and through studying advanced cases in other prefectures.
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Current Status of Measures for Health and Medical Services in Remote Areas

1. Efforts in plans for health and medical services in remote areas
As does the 10th plan, the new 11th plan for health and medical services in remote areas, which started in FY2011, provides that
"prefectural office to support medical services in remote areas" are established in each prefecture to continue promoting broad-based

measures for health and medical services in remote areas.

Year of investigation (once every 5 Regions with no dwost Subject population (10,000 pers
1966 2,920 119
1973 2,088 77
1984 1,276 32
1999 914 20
2004 787 16.5
2009 705 13.6

* Regions with no doctors Regions with no medical institutions in which population of 50 or more people live within a
radius of approximately 4 km from the major location of the region and it takes more than one hour one way to go to
medical institutions using ordinary means of transportation.

2. Status of Establishment

(1) Prefectural office to support medical services in remote areas (subject to assistance for operational expenses)
Scheduled to be established/operated in 40 prefectures as of January 1, 2015
(2) Core hospitals for medical services in remote areas (subject to assistance of operational expenses, facility establishment expenses,
and equipment installment expenses)
302 hospitals are designated as of January 1, 2015
(3) Clinics for medical services in remote areas (subject to assistance of operational expenses, facility establishment expenses, and
equipment installment expenses)
1,055 clinics (including National Health Insurance direct managed clinics) are established as of January 1, 2015
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| Medical Safety Measures

Overview

Medical Safety Measures

[Basic idea] Implement respective measures with great respect being paid to the viewpoint of medical safety and quality
improvement taking into consideration report of the study group on medical safety measures (June 2005).

<Key Suggestions>

[Improved medical quality and safety]

¥ Systematization of establishment of certain safety
management system in clinics with no beds, dental
clinics, maternity clinics, and pharmacies
([1]preparation of safety management guideline manual, [2]
implementation of training on medical safety, and [3] internal
report of accidents, etc.)

¥% Improved measures against hospital infection in medical
institutions
([1] preparation of guidelines/manuals for preventing hospital
infection, [2] implementation of training on hospital infection, [3]
internal report on situation of infection, and [4] establishment of
committee on hospital infection (only in hospitals and clinics with
beds))

¥ Security of drug/medical device safety
([1] clarification of responsibilities regarding safety use, [2]
establishment of work processes regarding safety use, and [3]
regular maintenance check on medical devices)

¥ Improved quality of medical professionals

% Obligation for administratively punished medical
professionals to take re-education training

<Measures>

Ya
Ya

Ya

Ya

Ya

Enhancement of medical safety management system
(revision of law in 2006, etc.)

Obligation of establishment of hospital infection control
system (revision of Ministry Ordinance in 2006)

Obligation of placement of responsible persons
regarding safety use of drugs/medical devices, etc.
(revision of Ministry Ordinance in 2006)

Work guidelines for medical safety managers and
guidelines for formulating training programs (March 2007)
Obligation for punished medical professionals to take
re-education training (revision of law in 2008, etc.)

[Thorough implementation of preventive measures
against recurrence through investigation/analysis of
causes of medical accident cases, etc.]

% Thorough implementation of preventive measures
against recurrence through investigation/analysis of
causes of accident cases

% Discussion on reporting system of medical related
deaths, investigation system of cause of medical related
deaths, and out-of-court dispute resolution system in
medical areas

[Promotion of information sharing with patients and the
public and independent participation from patients and
the public]

% Promotion of information sharing with patients and the
public and independent participation from patients and
the public

¥ Systematization of medical safety support centers

Ya

Ya

Ya

Ya

Y

Y

Ya

Y

Ya

Y

Promotion of projects to collect information on medical
accidents, etc. (from FY2004)

Provision of fAmedi @anlFy2osep f e
Model projects for investigation/analysis of deaths
related to medical practices (from FY2005)

Training projects for developing human resources to
engage in coordination/mediation of medical disputes
(FY2006)

Discussion on investigation of causes and prevention of
recurrences of deaths caused by medical accidents, etc.
(from April 2007)

Japan Obstetric Compensation System for Cerebral
Palsy (from January 2009)

Liaison Conference of Alternative Medical Dispute
Resolution Organizations (from March 2010)

Discussion on utilization of autopsy imaging for
determination of cause of death (from September 2010 to
July 2011)

Discussion on ideal no-fault compensation system that
will contribute to the improvement of medical care
quality (from August 2011 to June 2013)

Enforcement of investigation system for medical
accidents (October 2015~)

[Roles of the government and local governments on

medical safety]

¥ Clarification of responsibilities of the government,
prefectures, and medical institutions and roles of
patients and the public, etc.

% Establishment of laws and regulations, promotion of
research, and provision of financial support, etc.

Ya
Ya

Ya

Y

Promotion of Patient Safety Action (PSA) (from FY2001)
Obligation for medical institutions, etc. to make efforts in
providing appropriate consultations to patients (revision of
law in 2006)

Systematization of medical safety support centers
(revision of law in 2006, etc.)

Work guidelines for medical communication promoters
and guidelines for formulating their training programs
(January 2013)

Ya

Y

Ya

Ya

Ya

Clarification of responsibilities of the government, local
governments, and medical institutions (revision of law in
2006)

Promotion of comprehensive support projects of
medical safety support centers (from FY2003)

Research for promoting medical safety management
system (scientific research of health and welfare)
Guidelines for safety management in Intensive Care
Unit (ICU) (March 2007)

Model projects for making perinatal medical institutions
open hospitals (FY2005-FY2007)
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| Improved Quality of Doctors

History of Clinical Training System

1 1948 1-Year internship system after graduation started (1-year program necessary to be qualified for National Examination)
1 1968 Creation of clinical training system (effort obligation of more than 2 years after obtaining medical license)

U

[Issues of the conventional system]

1. Training was voluntary 5. Insufficient guidance system

2. Training programs were not clearly defined 6. Insufficient evaluation of training achievements

3. Mainly focused on straight training for specialized doctors 7. Unstable status/work conditions " part-time jobs

4. Remarkably large disparities existed among institutions 8. Heavy concentration of interns in large hospitals in urban areas

2000 Revision of the Medical Practitioners Act and the Medical Care Act (obligating clinical training)
2004 Enforcement of the new system

2010 Revision of the system

2015 Revision of the system

PR R R

Overview of Clinical Training System

1. Medical Education and Clinical Training

L Article 16-2 of the Medical Practitioners Act
Doctors to engage in clinical practice must take clinical training in hospitals attached to universities with medical training courses
or hospitals designated by the Minister of Health, Labour and Welfare for no less than 2 years.

| Medical department (6 years) | University hospitals/clinical training hospitals
Senior Prepar_atory Specialized education | Clinical training
high school  education  p. cinicg| in accordance | | Training after completing clinical training, etc.
3 years medical education Clinical clerkship | with the law
* * 4 2years * * —p
Entrance Common National Completion of Acquisition of SR
examination examination Medical clinical training certification for
Practitioners specialized
Examination doctors
Assessment
on knowledge
and skills
Age L 1 1 !
18 22 24 26

2. Basic ldeas of Clinical Training
(Ministerial Ordinance on clinical training provided in paragraph 1, Article 16-2 of the Medical Practitioners Act)

Clinical training must offer doctors the opportunity to cultivate the appropriate bedside manner and acquire basic diagnosis and
treatment abilities while recognizing the social role to be fulfilled by medicine and medical services regardless of their future specialty
so that they can provide appropriate treatment for injuries and diseases that frequently occur.

3. Status of Execution

[1] Clinical resident training facilities (FY2014) [2] Changes in enrollment status of interns (by university hospitals
and clinical training hospitals)
Clinical resident training hospitals (core type) 897
Clinical resident training hospitals (cooperative type) 1,514 Classification University | Clinical reside
University hospitals (core type equivalent) 116 hospitals | training hospitg
University hospitals (cooperative type equivalent) 19 Old system (FY2003) 72.5% 27.5%
1st year of new system (FY2004) 55.8% 44.2%

[3] Changes in enrollment status of interns (by 6 prefectures with 2nd year of new system (FY2005) 49.2% 50.8%
large cities (Tokyo, Kanagawa, Aichi, Kyoto, and Osaka) and 6th year of new system (FY2009) 46.8% 53.2%
other prefectures) 7th year of new system (FY2010) 47.2% 52.8%

10th year of new system (FY2013) 42.9% 57.1%

Classification 6 prefectures| Other prefectur 11th year of new system (FY2014) 42.8% 57.2%
Old system (FY2003) 51.3% 48.7%
1st year of new system (FY2004) 47.8% 52.2%
6th year of new system (FY2009) 48.6% 51.4%
7th year of new system (FY2010) 47.8% 52.2%
10th year of new system (FY2013) 45.5% 54.5%
11th year of new system (FY2014) 44.4% 55.6%
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Outline of 2010 System Reform

(1) Flexible Training Program
ATraining program standards are revised to offer more flexibility while maintaining the basic ideas and achievement goals of clinical
training.

AAiCompul sory coursesodo comprise of internal, emergency, andamdommuni

gynecol ogy, and psychiatry are i ncl uhtealcourses afe seleetad foi traieingc ompul sory

ATraining periods are no less than 6 months for internal medicine, no less than 3 months for emergency medicine , and no less than 1
month for community medicine.

ATraining programs are available for those who wish to become obstetricians or podiatrist (hospitals with 20 or more recruitment quotas
for internship).

(2) Reinforcement of standards for designation of core clinical training hospitals
ARequirements for designation of core clinical training hospitals includes the annual number of inpatients being 3,000 or more and
placement of 1 or more preceptors for each of 5 interns, etc.

(3) Revision of recruitment quotas for internship

AEstablishment of a limit on the total number of recruitment quotas that reflects the number of training applicants and the limit of
recruitment quota in each prefecture for conducting appropriate regional arrangement of medical interns.

AA recruitment quota of each hospital is set after taking into consideration the actual results of accepting of interns in the past and
dispatching doctors, etc. and making necessary adjustment with the prefectural limit.

(4) Provision for the review
AProvisions of Ministerial Ordinance on Clinical Training shall be reviewed within 5 years from the enforcement of Ordinance, and
necessary measures to be taken.

Outline of 2015 System Reform

(1) Appropriate core clinical training hospitals
A Appropriate core clinical training hospitals are clearly defined as those having an environment capable of training for most of the
achievement goals and having overall management of, and responsibility for, interns and training programs.

(2) Appropriate clinical training hospital groups
AGroups consist of those capable of forming various abilities related to frequently occurring diseases, etc.
AThe geographical coverage of a hospital group is basically within the same prefecture and secondary medical district.

(3) Cases required for core clinical training hospitals
ANewly applied hospitals with the annual number of inpatients being less than 3,000, but 2,700 or more that are deemed capable of
providing high-quality training, are assessed through on-site evaluation for the time being.

(4) Career development support
A Smooth interruption/resumption of clinical training according to various career paths, including pregnancy, childbirth, research, and
study abroad, etc.

(5) Revision of recruitment quota setting

AReduction of the percentage of recruitment quotas for internship applicants (from approx. 1.23 times (FY2013) to 1.2 times for the time
being (FY2015) and 1.1 times towards the next revision)

APartial revision of the calculation formula for the upper limits of prefectures (the aging rate and the number of doctors per unit
population are newly considered)

AThe actual results of dispatching doctors of university hospitals, etc. is considered when setting a recruitment quota for each hospital.

(6) Responses to regional limits and strengthening of roles of prefectures

ALimits are included to enable a prefecture to adjust the quota for each hospital within the upper limit of the prefecture with
consideration given to regional limits and the actual results of dispatching doctors, etc.

ANecessary reviews will be made within 5 years after the enforcement of this revised system.
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Re-education Training for Administratively Punished Doctors, etc. (Medical Practitioners Act, etc.)

L

From the viewpoint of securing safe, secure, and high quality medical care for the public,
administratively punished doctors, etc. are obliged 1o take re-education training to reconfirm their

professional ethics and medical skills for providing competent and reasonable medical care.

~ [Administrative punishments] doctors, dentists, pharmacists
/ Q Suspension of medical practice public health nurses, midwives, nurses

Q Admenition Assistant tak ducation iraini
; ; * Assistant nurses & re-aducaton raning
(Q Re-licensing} / by the crder of governor.
4

| |
[

Suspension of medical practice

[ Subjected professions:

I
\/1*:_7_& Order to take ic-:dﬁ:zathnm
Punishable re-education training | (Ethical training) training is recorded
by the Minister of 5 3
in medical books

* One cannct become a
manager at hospital,
ete. until re-aducation
training is completed

Completion of
re-aducation training

acts | Health, Labour and
Welf hnical traini
AN

* Period and contenis of re-education training vary according
to the details and causes of administrative punishment.
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| Medical Corporation System

Outline of Medical Corporation System

/—{ 1. Purpose of the system I

1 Corporate bodies based on the Medical Care Act. The system was created by the 1950 revision of the Medical Care Act.
1 Enabling administrative bodies of medical care service programs to become corporate bodies without losing the non-profit
status of medical practices.

[Around the time of the system establishment] Granting continuity of administration of
Reducing the difficulties of administering medical medical institutions

institutions by private persons 7 . - . . —
(aiming to make fund collection easier) - Securing stability of regional medical care

/—{ 2. Establishment I

1 Associations or foundations based on the Medical Care Act.
1 Prefectural approval
(An organization opening a medical institute in more than 2 prefectures shall obtain approval from a governor at
its main address.)
(Number of corporations)
A Medical corporations 50,866 (as of March 31, 2015)
Of which 50,480 are associations (9,453 without contribution and 41,027 with contribution) and 386 are foundations.
* Medical corporation without contribution
A Medical corporation for which the ownership of residual assets in the event of dissolution is stipulated to be the
government, local governments, or other medical corporations without contribution, etc. and exclude individuals
(investors).
A The revised Medical Care Act of 2006 limits newly established medical corporations to be those without contribution. The
existing medical corporations, however, shall voluntarily transfer while applying the previous provisions.
L A Social medical corporations 248 (as of April 1, 2015)

ﬁi 3. Operation

1 In addition to medical practices (operation of hospitals, clinics, and health service facilities for the elderly, etc.), associated
practices related to public health and social welfare, etc. are allowed.
1 Medical corporations certified as social medical corporations may engage in profit-making practices for the purpose of
appropriating the profits to the administration of hospitals, etc.
1 Dividend of surplus is not allowed.
* Social medical corporations
A Established by the 2006 revision of the Medical Care Act as medical corporations with high public interest that take roles
of providing emergency medical care and medical services in remote areas while utilizing high vitality of the private sector.
A Must meet the requirements such that family corporation members are excluded from being officers, etc. and limiting the
ownership of residual assets, in the event of dissolution, to the government and local governments, etc.
A Exempt from corporation tax on medical and health practices. Exempt from fixed assets tax on hospitals/clinics that
engage in practices for securing emergency medical care, etc.
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(3) Health Promotion/Disease Measures

| Health Centers, etc.

Overview

Activities of Health Centers

Health centers are front-line comprehensive public health administrative institutions that offer both personal and objective health
services. Personal health services include broad-based services, services requiring specialized technologies, and services requiring
team work of various health care professionals. In addition, health centers provide required technical assistance for health services

provided by municipalities.

Health centers are established in 365 locations in 47 prefectures, 102 locations in 71 designated cities, and 23 locations in 23

special wards under the Community Health Act (As of April 1, 2014).

<<Personal health service areas>>

<Measures against infectious diseases>

<Measures against AlDS/intractable diseases>

<Measures for mental health>

<Measures for maternal and child health>

Health checkups, reporting
emergence of patients, etc.
Non-regular health checkups
of Tuberculosis, preventive
vaccination, home-visit
guidance, controlled medical
examination, etc.

(Infectious Diseases Act)

AIDS individual counselling
programs (including free
anonymous examination), AIDS
consultation

(AIDS guidelines)

Medical consultation of
intractable diseases, etc.
(Outlines of infectious disease
neasures)

Identification of current
situation regarding mental
health, mental health and
welfare consultation, home-visit
guidance of mental health,
office works regarding medical
care and protection, etc.
(Mental Health and Welfare Act)

Home-visit guidance for
premature infants, providing
medical aid for premature
infants, etc.

(Maternal and Child Health Act)

<<Objective health service areas>>

<Food sanitation>

Providing business license for
restaurants, supervising

Health centre administration council
Directors of health centers (doctors)

business facilities,guidance, etc.
(Food Sanitation Act)

<Environmental health>

Providing business license,
notification, on-site
investigation, etc.

(Act on Coordination and
Improvement of

+Health risk management

+ Technical support/advice for municipalities

+ Adjustment between municipalities

+Formulation/promotion of regional
health/medical care plans

<Medical care inspection, etc.>

On-site investigation of
hospitals, clinics, medical

490 health centers
365 inprefectures 102 in designated cities
23in special wards

Doctors

Dentists

Environmental Health Industry,
Entertainment Places Act,
Public Bath Houses Act, Inns
and Hotels Act, Barbers Act,
Cosmetologists Act, Laundries
Act)

Pharmacists

Veterinarians
Midwives

Nurses

Dietitians

Physical therapists
Occupational therapists

Public health nurses

Clinical radiologic technologists

Medical social workers

Certified psychiatric social workers
Laboratory-medical technologists
Medical technologists

Food sanitation inspectors
Environmental sanitation inspectors
Registered dietitians

Dental hygienists
Abattoir inspectors,

corporations, dental clinics,
clinical laboratories, etc.
(Medical Care Act, Dental
Technicians Act, Act on Clinical
Laboratory Technidians, etc)

<<Planning, adjustment, etc.>>

Publicity

etc

Dissemination and
enlightenment
Health statistics
Health consultation

* |n addition to the activities above, health centers provide licenses for opening pharmacies (Pharmaceutical Affairs Act ), take custody
of dogs to prevent the spread of rabies (Rabies Prevention Act), and accept applications for opening massage clinics, etc. (Act on
Practitioners of Massage, Finger Pressure, Acupuncture and Moxacauterization, etc.).

61



Changes in Number of Health Centers

FY 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005| 2006 | 2007 | 2008 | 2009 | 2010| 2011 | 2012| 2013 | 2014

Total number of | 500 | 41 | 594 | 502 | 582 | 576 | 571 | 549 | 535 | 518 | 517 | 510 | 494 | 495 | 495 | 494 | 490
health centers

Prefectures 490 | 474 | 460 | 459 | 448 | 438 | 433 | 411 | 396 | 394 | 389 | 380 | 374 | 373 | 372 | 370 | 365
Cities 137 | 136 | 108 | 109 | 111 | 115| 115 | 115| 116| 101 | 105 | 107 97 99 | 100 | 101 | 102
Special wards 36 31 26 24 23 23 23 23 23 23 23 23 23 23 23 23 23

Source: Health Service Bureau, MHLW
(Note) The number of clinics is as of April 1 of each year.

Detailed Data 1 Number of Full-time Medical Personnel at Health Centers by Occupation

Occupation Number of personnel
Person

Doctors 751
Dentists 87
Pharmacists 2,777
Veterinarians 2,227
Public health nurses 7,998
Midwives 53
Nurses 156
Assistant nurses 12
Radiology technicians, etc. 528
Medical technologists, etc. 794
Registered dietitians 1,117
Dietitians 125
Dental hygienists 320
Physical/occupational therapists 97
Others 10,829
<Included in the upper column>
Medical social workers 55
Mental health welfare counselors 1,156
Nutrition counselors 1,011

Total 27,871
Source: iReport on Regional Public Health Services and Health Promotion

Information Department, Minister's Secretariat, MHLW
(Modified by Health Service Bureau) (as of the end of FY2013)

DELICICIEME\:-WAI Changes in Number of Public Health Nurses
(Unit: person)

FY1998 FY1999 FY2000 FY2001| FY2002 FY2003| FY2004| FY2005 FY2006| FY2007| FY2008 FY2009 FY2010 FY2011 FY2012 FY2013
Municipalities | 15,355| 15,366| 15,643| 15,856| 16,004| 15,908| 15,629| 15,315| 14,519| 14,483| 14,498| 14,613| 14,179| 15,015| 14,753| 14,920

Designated Citil 157 4 450| 4584 4,696| 4907 5047 5281 5524 5563 5604 50964 6094 608l 6280 6256 6,564
special wards

Subtotal 19,522| 19,816| 20,227| 20,552 20,911| 20,955| 20,910 20,839| 20,082| 20,087| 20,462| 20,707| 20,260| 21,295| 21,009| 21,484
Prefectures 4,620 4,535| 4,481 4,439| 4,311| 4,242 4,178 4,014| 3,935 3,889 3,800 3,737 3,640| 3,689 3,659| 3,603

Total 24,142| 24,351| 24,708| 24,991| 25,222| 25,197| 25,088 24,853| 24,017| 23,976| 24,262| 24,444| 23,900| 24,984| 24,668| 25,087

Source: FY1998: AReport on Regional Public Health Serviceso, Statistics

FY1999-2007: A Report on Regional Publ i c Hedlotrh tS$her vAigceedso , a nSdt aHd sslttitc sS
Department, Minister's Secretariat, MHLW

FY2008 onward: i Re por t on Regional Public Health Services and Health
Department, Minister's Secretariat, MHLW

(Note) The figures for FY2010 do not include some municipalities in lwate Prefecture (Kamaishi City, Otsuchi Town, Miyako City, and

Rikuzentakata City), clinics and municipalities in Miyagi Prefecture apart from Sendai City, and some municipalities in

Fukushima Prefecture (Minamisoma City, Naraha Town, Tomioka Town, Kawauchi Village, Okuma Town, Futaba Town, litate

Town, and Aizuwakamatsu City) due to the effect of the Great East Japan Earthquake.
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| Measures against Hepatitis

Basic Act on Hepatitis Measures

Basic Act on Hepatitis Measures (Act No 87 of 2009)

et of measures against hepatiis

+ To stipulate basic principles for measures against hepatitis,

+ To clarify responsibifities of the government, local governments. medical insurers, citizens, and doctors, etc
* To formutate guidelines concerning prometion of measures aganst hepatits; and

* To comprehensively promote measures against hepatitis by stipulating basic articles for them

" Promotion of prevention and | [ Promotion of equalization of medical | ; Measures mus!
L early detection J . services for hepatitis patients, etc. | be taken with
« Prevention of hepatitis + Training of doctors and other medical professionals to acquire | x:lsmon
+ Quality improvement of hepatitis examinations,  the expertise ‘ Neats 1o the
elc + Establishment and improvement of medecal institutions gm rights of
+ Financial support for medical care expenses on hepatitis patients | patients and
= . . Seu.mg opportuni@es for hepatitis care elimination of
L Research promotion ] + Establishment and improvement of systems for cofiecting and discrimination
; providing information on hepatitis care, etc. | against them
Formulation of basic measures against | — [ Response to cirthosis and |
hepatms J “' '.‘ s 9 liver cancer o]
N Eeiabd | Basic measures —
B Tho Conml for Promotion Establish / \ A : o {® Creation of an
| of Hepattis Measures -_»4— f \ gl \ against hepatitis environment for J
-Repraw::msofhepabm Advice / §§ \! & Afeiibatmens \_ improved treatment level
M‘B‘u, 3 | ® Reviaw \
* The medical profession engaged ~ Requestfor | __é E / :vaysste:sast /® Review the patient
n hepatitis care documents, etc) o'g ‘l NG / 2 support system as
\ / = Revise if necessary -
« Parsons with olevant knowledge § necessary taking into
and experienca '. ; f consideration the
(" Relevant adminstriative | " Discussion | = | \ J situation of medical
L mm \I ‘l \. treatments >,
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Outline of Basic Guidelines on Hepatitis Measures (formulated on May 16, 2011)

i ™
1 The basic direction to take in promoting the prevention of hepatitis and hepatitis-related medical care
t Promoting measures in cooperation between the relevant 1 Making efforts via financial support for anti-virus treatment
parties, including hepatitis patients themselves, is important. and evaluating the results is necessary.
* Developing a system for and promotion of receiving hepatitis t Promoting comprehensive research, including
virus examinations is necessary. hepatitis-related medical care, is necessary.
* Promoting the development of a liver disease treatment ' Disseminating/enlightening appropriate knowledge on
cooperation system according to regional characteristics is hepatitis is necessary.
necessary. * Providing consultation support and information for hepatitis
@ patients and their families, etc. is necessary. Y
'Y a4 B
2 Matters concerning measures to take in preventing 7 Matters concerning promotion of research and
hepatitis development of medicine to use hepatitis-related
! Disseminating appropriate knowledge in thereby preventing medical care
new infections and discussing ideal hepatitis B vaccinations ! Facilitating research and development of drugs, including
Isnecessary;: ) those for hepatitis-related medical care, etc., promoting
p < clinical trials and clinical research, and prompter evaluations,
3 Matters concerning improvement of a system to use | b negaseay
|mplement|ng hepatitis examinations and their p N
capabilities 8 Matters concerning public awareness and

! Disseminating that everyone should have at least one dissemination of information concerning hepatitis
hepatitis virus examination, developing a system that enables and matters concerning respect for the human
those who wish to have one to do so, and verifying their riahtsiof hepatits satients ete
effectiveness Is necessary. 9 P P S

\ /| * Dissemination/enlightenment on encouraging people to
e 3 - 5) receive hepatitis virus examination consultations, preventing

4 Matters concerning securing of a system to use new infections, and preventing unjust discrimination against

providing hepatitis-related medical care hepatitis patients, etc. is necessary.

* Developing a system that enables all hepatitis patients to \ /
recelve continued appropriate hepatitis-related medical care f R
and encouraging people to have an examination is 9 Other important matters concerning the promotion
nesessany; Z of hepatitis measures

4 Y| ! Enhanced support for hepatitis patients and their families,

5 Ma tters co ncerning development of human reso urces etc. is necessary.
for the prevention of hepatitis and hepatitis-related + Provision of further support for hepatic cirrhosis and liver
medical care cancer patients.

* Establishment of a system for hepatitis measures to be taken

3 i . . . 1 . .
Developing human resources that have knowledge on according to the actual situation of the pertinent region is
preventing hepatitis infections and those that can then lead expected.
them to the appropriate hepatitis-related medical care after 1 The effort to appropriately respond using the appropriate
an infection has been discovered is necessary. J| knowledge in thereby enabling all people to be aware of their

p \ own hepatitis infection status and preventing unfair
6 Matt ; d h discrimination against hepatitis patients, etc.
4 er's ‘concem'ng SUlVeyS.anarescarcinon t Regularly examining and evaluating the efforts of the

hepatitis respective implementing bodies in the future and reviewing

! Evaluating and verifying research achievements and the guidelines, if necessary. In addition, regularly reporting
conducting research that will be the basis for the status ofe‘fforts mad‘e.to the Council for Promotion of
comprehensively promoting hepatitis measures is necessary. gl Measures against Hepatitis.

>
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| Health Promotion Measures

History of National Health Promotion Measures

1st National
Health Promotion
Measures (FY

(Basic concept)

1. Lifetime health promotion
Promotion of primary
prevention of geriatric
diseases

2. Promotion of health

promotion measures

through three major

elements (diet, exercises,

and rest) (special focus on
iet

(Outline of measures)

(1) Lifetime health promotion
Establishment of health checkups and a complete
health guidance system from infants and small
children through to the elderly

(2) Establishment of health promotion bases
Establishment of health promotion centers,
municipal health centers, etc.

A Securing sufficient human resources, including

public health nurses and dietitians

(Guidelines, etc.)

A Dietary guidelines for health
promotion (1985)

A Report on nutritional content
labelling for processed food (1986)

A Announcement of a weight scale
diagram and table (1986)

A Report on smoking and health
(1987)

Health Promotion
Measures (FY

nurses
(3) Dissemination and enlightenment of health

1978-1988) diet) (3) Dissemination and enlightenment of health
promotion
A Establishment of municipal health promotion councils
A Promoting the use of recommended dietary
allowances
A Nutritional content labelling for processed food
A Conducting studies on health promotion, etc.
etc.
(Basic concept) (Outline of measures) (Guidelines, etc.)
1. Lifetime health promotion (1) Lifetime health promotion A Dietary guideli
2. Promotion of health Enhanced health checkup and guidance system promotion (by individual
promotion measures with from infants and small children through to the elderly characteristics: 1990)
the focus on exercise habits (2) Establishment of health promotion bases A Guidelines for nutrition information
as they are lagging behind Establishment of health science centers, municipal labeling for meals eaten outside
the other two of the three health centers, health promotion facilities, etc. home (1990)
elements (diet, exercise, A Securing sufficient manpower such as health fitness A Report on smoking and health
2nd National and rest) instructors, registered dietitians, and public health (revised) (1993)

A Exercise and Physical Activity
Guidelines for Health Promotion

(FY2000-2012)
(National Health
Promotion in the
21st Century
(Health Japan 21))

standards and promotion of
health promotion measures
based on assessments

. Creation of social
environments to support
individuals' health promotion

w

health guidance with a focus on metabolic syndrome
for insured persons/dependents aged 40 or older by
Health Care Insurers (from FY2008)

(3) Cooperation with industry
Further cooperation in voluntary measures of
industries

(4) Human resource development (improving the quality
of medical professionals)

A Improved training for human resource development
in cooperation between the government,
prefectures, relevant medical organizations, and
medical insurance organizations

(5) Development of evidence-based measures
Revision of data identification methods to enable
outcome assessments etc.

1988-1999) promotion (1993)
(Active 80 Health A Promoting the use of and revising recommended A Promoting guidelines on rest for
Plan) dietary all owancesended Pro health promotion (1994)
exercise allowance Pro A Committee report on action plan
approve health promotion facilities for tobacco control (1995)
A Action plan for tobacco control A Committee report on designated
A Promoting a system of nutrition information labelling smoking areas in public spaces
for meals eaten outside home (1996)
A Promoting cities with health oriented cultures and A Physical activity guidelines by age
health resorts (1997)
A Conducting studies on health promotion, etc.
(Basic concept) (Outline of measures) (Guidelines, etc.)
1. Lifetime health promotion (1) National health promotion campaign A Dietary guidelines (2000)
Focusing on primary Dissemination and enlightenment of effective A Committee report on relevance to
prevention, extension of programs and tools with regular revision designated smoking areas (2002)
healthy life expectancy, Dissemination and enlightenment of the acquisition A Sleep guidelines for health
and enhanced quality of of good exercise habits and improved dietary habits promotion (2003)
life with a focus on metabolic syndrome A Guidelines on implementation of
3rd National 2. Setting specific targets to (2) Implementation of effective medical examinations health checkups (2004)
Health Promotion serve as an indicator for and health guidance A Japanese Dietary Reference
Measures national health/medical A Steady implementation of health checkups and Intake (2005 edition) (2004)

A Guidelines for well-balanced diet
(2005)

A Manual for smoking cessation
support (2006)

A Exercise and Ph
Reference for Health Promotion
2006 (exercise guide 2006) (2006)

A Exercise guidelines for health
promotion 2006 (Exercise Guide
2006) (2006)

A Japanese Dietary Reference
Intake (2010 edition) (2009)

A Physical Activity Reference for
Health Promotion 2013 (2013)

4™ National Health
Promotion
Measures (from
FY 2013)
National Health
exercise
promotion (Health
Japan 21 (2™)

[Basic Concept]

1. Extension of healthy life
expectancy and reduction of
health disparities

. Lifetime health promotion
[prevention of onset and
progression of
lifestyle-related diseases,
maintenance and
improvement of functions
necessary, establishment of
social environment]

. Improvement of lifestyle and
social environment

4. Setting specific targets to

serve as an indicator for
national health/medical
standards and promotion of
health promotion measures
based on assessments.

N

w

[Outline of measures]

(1) Focusing on extension of healthy life expectancy and
reduction of health disparity

A Comprehensive promotion for lifestyle diseases and
promotion of efforts supporting areas such as
medical and long-term care.

(2) Prevention of onset and progression of lifestyle
diseases (Prevention of NCD (Non-Communicable
Diseases))

Promotion measures focused on primary prevention
of cancer, cardiovascular disease, diabetes and
COPD in addition to prevention of progression.

(3) Maintenance and improvement of necessary
functions for healthy social life.

A Promotion of mental health programs for mind, and
health of the next generation and the elderly.

(4) Development of social environment for supporting
and protecting health.

A Providing information on the activities of companies
working voluntarily on promoting health and
evaluating these activities.

(5) Improvement of lifestyle and social environment
relating to nutrition, dietary habits, physical
activity/exercise, rest, alcohol, smoking, dental and
oral health, etc.

A Promoting formulation and review of standards and
guidelines relating to all areas of lifestyle habits,
dissemination of correct awareness, and
establishment of cooperation with private companies
and organization.

Guidelines, etc.]

2013 Physical activities for healthy
life (2013

A Active Guidelined Physical

activities for healthy life (2013)
Manual for supporting
non-smoking (2nd edition) (2013)

healthy life (2014)
Japanese Dietary Reference
Intake (2015 edition) (2014)

A
A 2014 Sleeping guideline for
A
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QOutline of the Health Promotion Act

Chapter 1. General Provisions

(1) Purpose
Provide basic matters regarding comprehensive promotion of people's health and make the effort to improve public health through
implementation of measures for health promotion.

(2) Responsibilities

1. People: Improved interest and understanding of the importance of healthy lifestyle habits in being aware of one's own health status
and make the effort to stay healthy throughout life.

2. The government and local governments: Make efforts to disseminate the appropriate knowledge on health promotion,
collect/organize/analyze/make available information, promote researches, develop and improve the quality of human resources,
and provide the required technical support.

3. Health promotion service providers (insurers, business operators, municipalities, schools, etc.): Make an active effort to promote
health promotion programs for people including health consultations.

(3) Cooperation between the government, local governments, health promotion service providers, and other related entities.

Chapter 2. Basic Policies (legally establish fiHealth Japan 210)

(1) Basic policies
Basic policies for comprehensive promotion of people's health are formulated by the Minister of Health, Labour and Welfare.

Basic direction with promoting people's health

Matters regarding goals in promoting people's health

Basic matters regarding formulation of health promotion plans of prefectures and municipalities

Basic matters regarding national health and nutrition surveys in Japan and other surveillance and researches

Basic matters regarding cooperation between health promotion service providers

Matters regarding dissemination of the appropriate knowledge on dietary habits, exercise, rest, smoking, alcohol drinking, dental
health, and other lifestyle habits

7. Other important matters regarding promotion of people's health

oA ®WNE

(2) Formulation of health promotion plans for prefectures and municipalities (plans for health promotion measure to the people)

(3) Guidelines on implementation of health checkups
Guidelines on implementation of health checkups by health promotion service providers, notification of the results, a health
handbook being issued, and other measures are formulated by the Minister of Health, Labour and Welfare in supporting people's
lifelong self management of health.
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Outline of Results of National Health and Nutrition Survey 2013

National Health and Nutrition Survey

Objective: Amassing basic information for comprehensive promotion of national health in accordance with the Health Promotion Act
(Act No.103 of 2002)

Subjects: Households in 300 unit areas randomly selected from unit areas established in the Comprehensive Survey of Living
Conditions 2013 (approximately 5,700 households), and members of households aged 1 or older (approximately15,000
persons)

Survey items: [Survey on physical condition] Height, weight, abdominal circumference, blood pressure, blood tests, number of steps
taken when walking, interview (medication status, exercise)
[Survey on nutritional intake] Food intake, nutrient intake, etc., dietary situation (skipping meals, eating out, etc.)
[Survey on lifestyle] General lifestyle encompassing dietary habits, physical activities, exercise, rest (sleep), alcohol
usage, smoking, dental health, etc.

Key points of the results of the survey |

<The current situation of main lifestyle>

1 As for dietary intake, physical activity/exercise, smoking and sleep, people over 60 manage a good lifestyle while the younger
generationintheir2 0 6 s and t8ih@rave tinee [dFedtyle.

<Combination of food groups>

1 The percentage of people having 3 meals per day which includes grain; seafood, meat, eggs, soybeans (including soy processed food)
and vegetables is lower the lower the age for both men and women.

<The current situation of physical condition>

1 The percentage of obesity is decreasing women while the increase of obesity in men has been stopped since 2011. Average blood
pressure has become lower for both men and women.

<The current situation of smoking>

1 The percentage of people influenced by passive smoking is in a downward trend everywhere excluding schools and entertainment
places (home, working places, restaurants, government offices, medical institutions), compared with 2008.
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Detailed Data 1 Population Projection for Japan (Estimated in January 2012)

[Status of formulating health promotion plans in prefectures]
Already formulated in every prefecture (at the end of March 2004)

[Status of formulating health promotion plans in municipalities and special wards]

Plan to formulatg

Plan to formulatg

Planto formulate

Jokl FemmU i in FY2014 in Y205 | in FY20B0r later| N Plan
Health centelesignated citie 71 71 0 1 0 0
Special wards in Tokyo 23 23 0 0 0 0
Other municipalities 1,647 1,406 31 51 120 39
(As of January 1, 2015)
[Status of formulating health promotion plans in municipalities by prefectures]
Prefecture No. Of. ; Formulated RO FY 2014 FY 2015 e No plan
municipalities rate later

Hokkaido 175 116 66.3% 5 13 39 2
Aomori 39 39 100.0% 0 0 0 0
Iwate 32 32 100.0% 0 0 0 0
Miyagi 34 34 100.0% 0 0 0 0
Akita 24 23 95.8% 0 0 0 1
Yamagata 35 35 100.0% 0 0 0 0
Fukushima 57 40 70.2% 4 1 12 0
Ibaraki 44 38 86.4% 4 2 0 0
Tochigi 24 24 100.0% 0 0 0 0
Gunma 33 31 93.9% 0 1 1 0
Saitama 61 45 73.8% 4 5 7 0
Chiba 51 25 49.0% 1 6 8 11
Tokyo 37 28 75.7% 2 1 4 2
Kanagawa 28 24 85.7% 1 1 1 1
Niigata 29 29 100.0% 0 0 0 0
Toyama 14 14 100.0% 0 0 0 0
Ishikawa 18 18 100.0% 0 0 0 0
Fukui 17 17 100.0% 0 0 0 0
Yamanashi 27 27 100.0% 0 0 0 0
Nagano 76 64 84.2% 2 4 1 5
Gifu 41 41 100.0% 0 0 0 0
Shizuoka 33 33 100.0% 0 0 0 0
Aichi 50 50 100.0% 0 0 0 0
Mie 28 20 71.4% 0 3 5 0
Shiga 18 17 94.4% 0 1 0 0
Kyoto 25 19 76.0% 0 0 2 4
Osaka 37 34 91.9% 0 2 1 0
Hyogo 37 37 100.0% 0 0 0 0
Nara 38 34 89.5% 1 0 2 1
Wakayama 29 20 69.0% 0 0 5 4
Tottori 19 19 100.0% 0 0 0 0
Shimane 19 19 100.0% 0 0 0 0
Okayama 25 25 100.0% 0 0 0 0
Hiroshima 20 20 100.0% 0 0 0 0
Yamaguchi 18 18 100.0% 0 0 0 0
Tokushima 24 22 91.7% 1 0 1 0
Kagawa 16 16 100.0% 0 0 0 0
Ehime 19 19 100.0% 0 0 0 0
Kochi 33 32 97.0% 0 1 0 0
Fukuoka 56 27 48.2% 0 3 18 8
Saga 20 16 80.0% 0 3 1 0
Nagasaki 19 19 100.0% 0 0 0 0
Kumamoto 44 35 79.5% 2 1 6 0
Oita 17 17 100.0% 0 0 0 0
Miyazaki 25 25 100.0% 0 0 0 0
Kagoshima 42 34 81.0% 3 3 2 0
Okinawa 40 35 87.5% 1 0 4 0

1,647 1,406 85.4% 31 51 120 39

(Note) Excluding health center-designated cities and special wards.
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Detailed Data 2 Number of Patients and Deaths Related to Lifestyle Diseases

Total number of patients
(1,000 persons)

Malignant neoplasms 1,526
Diabetes mellitus 2,700
Hypertensive diseases 9,067
Heart diseases

(excluding hypertensive) 1612
Cerebrovascular diseases 1,235

Number of deaths Death rate
(Person) (Per 100,000 persons)
367,943 293.3

13,647 10.9
6,928 55
196,760 156.9
114,118 91.0

Source:

<Total number of patients> APatient Sur

(2014 preliminary data)

vey 201106, Statistics and
<Number of deaths, Death rate> AVital Statisticso, Statistics and I nformation

I nformati on

(Note) Total number of patients excludes Ishinomaki and Kesennuma medical districts of Miyagi Prefecture and Fukushima Prefecture

due to the effect of the Great East Japan Earthquake.

Detailed Data 3 Prevalence related to Diabetes

‘ Males (survey samples: 5,752) Females (survey samples: 8,337)
Age Strongly suspected With possibilities Strongly suspected With possibilities
g of having diabetes of having diabetes of having diabetes of having diabetes
20-29 0.6% 0.5% 0% 0.8%
30-39 1.4% 1.8% 1.1% 3.1%
40-49 5.4% 7.2% 1.7% 7.5%
50-59 12.2% 10.2% 6.2% 12.1%
60-69 20.7% 15.5% 12.6% 17.4%
70 or older 23.2% 17.7% 16.7% 20.8%
When the above figures are applied to the estimated population as of October 1, 2012, the estimated numbers nationwide are as follows:
A Those strongly suspected of having diabetes: approx. 9.5 mi
A Those with possibilities of having diabetes: approx. 11 mil

Source: "National Health and Nutrition Survey 2012", Health Service Bureau, MHLW
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Status of Exercise Habits

(%)
50

40

30

20

Source:

(Note)

49 .4

The percentage of persons with exercise habits (20 or older, by sex/age)

[ Men [ Jwomen

37.3 37.2
33.8 =
21.2
24.1
22.1
20.7
16.3 16.8 16.6
13.1 12.9
| | | | | |

Total Age 20-29 Age 30-39 Age 40-49 Age 50-59 Age 60-69 70 or older

ANati onal Health armd, NH8acé Bueau, MHILW vey 201

Persons with exercise habits: Those who have been continuing daily exercise of 30 minutes or longer at least 2 days a week

for at least a year

DEICUCHEDEICRIM Secular Trend in Distribution of Fat Energy Ratio (Aged 20 or Older)

2013 47.3 | 2.9 ‘ 27.8 2013
T [ 1

2012 51.2 | %5 | 24.4 2012
T [ 1

2011 48.2 | %5.3 ‘ %.5 2011
S o

2010 49.8 ‘ %.3 | 2.9 2010
S I

2009 51.2 | 2%.7 ‘ 241 2009
T i —

2008 55.3 ‘ 23.2 ‘ 215 2008
— T [ |

2007 50.8 ‘ 2.6 ‘ 24 6 2007
T ——

2006 53.1 ‘ 23.9 ‘ 23.0 2006
- —

2005 53.1 ‘ 2.2 | 2.7 2005
— T [ 1

2004 53.6 ‘ 23.7 | 0.7 2004

0%

20% 40% 60% 80% 100%

Source: "National Health and Nutrition Survey",
Health Service Bureau, MHLW
Fat energy ratio: Percentage of energy intake from fat

(Note)

51.2 | 2.3 | 2.5 2013| 4.0 | 25.4 | 30.6
I — I —
56.3 ‘ 2.6 | 20.0 2012| 4.8 | %.2 | 28.0
I — T [ 1
5.6 | 2.7 |21.8 2011| 4.5 | 2.9 ‘ 30.6
R i s—1 T
55,8 |23.a 2.7 2010|  44.6 %.8 | 28.5
I —| e ——
57.0 ‘23.0 20.0 2000|  46.4 ‘ %.0 ‘ 27.6
— — -
61.4 |21.1 ‘17.4 2008 50.0 ' 2.0 ‘ 2.0
— T 1 | e ——
55.8 | 23.6 | 20.6 2007 46.5 ‘ 2%.3 ‘ 2.1
—— —
59.0 ‘ 2.9 ‘18.1 2006 48.0 ‘ 2.8 ‘ 7.2
P A f— ———
58.5 ‘ 233 l18.2 2005 48.4 ‘ %.0 ‘ .6
T [ ] T [ 7
59.6 ‘ 26 | 158 2004 49.4 | 247 ‘ 2.9

0% 20% 40% 60% 80% 100%

Wome

0%

20% 40% 60% 80%

100%

|:| Less than 25% Dg

5% or more
ut less than 30

|:| 30% or mor:
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DEICTECADEICNIN Average Intake of Vegetables, etc. (Aged 20 or Older, by Sex/Age)

(e)

400

350
300

250

200

150

100

50

0

()
400

Men 350
300

250

200

150

100

50

(el

400

350
300

250

200

150

100

50

(320.3)
(283.1) (286.4) (- 1)
(232.6) (248.8) (244.9)
219.6
195.8 206.3 203.5
171.6 0.5 172.0
87.3 1.0 78.3 72.9 20,1 100.7 100.6
1 .|
Total Age 20-29 Age 30-39 Age 40-49 Age 50-59 Age 60-69 70 or older
(326.4) (323.2)
(296.4) (266.6) (294.7)
©44.8) : (261.9)
229.4 217.7
208.3 213.7
192 5 187.7 189.0
88.1 2.3 80.9 72.9 81.0 97.0 105.5
1 ]
Total Age 20-29 Age 30-39 Age 40-49 Age 50-59 Age 60-69 70 or older
(315.3)
271.6) (278.9) (288.1)
(220.8) (231.3) (230.3)
211.4
185.0 199.6 191.6
161.0 1685.3 157.3
86.6 598 76.0 73.0 79.3 103.9 9.5
Total Age 20-29 Age 30-39 Age 40-49 Age 50-59 Age 60-69 70 or older

] Bright red, green or [ ]other vegetables
yellow vegetables

Source: "National Health and Nutrition Survey 2013", Health Service Bureau, MHLW
(Note) The figures in parentheses indicate the total intake of "bright red, green or yellow vegetables" and "other vegetables
(excluding bright red, green or yellow vegetables)".

71



Percentage of Persons Skipping Breakfast (Aged 1 or Older, by Sex/Age)

(%)
35
[rotal [ ]™en [ Jwomen
30.0
30 +
27.8
26.4
25.4
25 + ]
21.1
20 | 19.5
17.8
15.715.418.0 9 18.7
B, 13.6 13.8
1.4 [
10.2
0 -l 23
8.0 -
b-] : 5.8mms o
b = 3.94.73.3
0 | | | | | | | | 1 I_ﬂ |
Total Age1-6  Age7-14 Age15-19 Age20-29 Age30-39 Age40-49 Age50-59 Age 60-69 70 or older
Source: "National Health and Nutrition Survey 2013", Health Service Bureau, MHLW
ELICIELEDEICRI Smoking Rate in Japan
(%) (%)
60
Country Men Women
@2.2) (8.4)
52.7
=08 ey e 32.4 9.7
50 S @48 | @19
4 459 6.8 Germany 348 97 3
die L c (33.3) | (26.5)
& 393 39.9 3.4 rance 3.6 | 27.4
Netherland 31.0) | 25.0)
Total etherlands | o9 1 | 991
i ‘ ital (28.3) (16. 2)
: aly
30 T, 7 : 32.8 | 19.2
- M4 00 (22.0) | (20.0)
' — 22.0 21.0
(19.9) | (5.5
20 Canada
Women 19.1 15.8
5 USA (23.9) | (18.0)
N VTR IIDE"’D\I:ZIM ol 97 44 T 21.6 | 17.4
10 o D 84 57 _ (16.6) | (15.2)
Australia 19.9 16.3
16.5 18.8
Sweden (12 8) (15 7)

1997 1998 1999 2000 2001 2002 2003 2004 20052006 2007 2008 2009 2010 2011 2012 2013

Source; WHO Tobacco ATLAS (

Source: iNati onal Nutrition Surveyo up to ZOOZﬁ%%qi%ﬁ%Q|%%%I|SU %lzélth and

Surveyo from 2003 onward N
. . . 201106 for tJamn
(Note) Definition of smoking and survey methods differ between the National (Note) The figures in parenthesesF:e
Nutrition Survey and the National Health and Nutrition Survey hence figures from WHO Tobacco ATLAS
cannot simply be compared. (2009) and the National
Health and Nutrition Survey
2010
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| Dental Health Promotion

8020 (Eighty-Twenty) Campaign

[History of 8020 (Eighty-Twenty) Campaign]

1989 [A Study Group on the Dent al Health Policy for Adduwentg ma
Campaignodo calling for the retention of 20 or more teeth

1991 |APromotion of 8020 Ca mmpajoriobjecive fordhe Desital Hygiene Week (JunendelO).

1992 {8020 Campaign promotion measure projectso |l aunched for
1996).

1993 | 8020 Campaign promotion support projects launched for smooth implementation of 8020 Campaign promotion measure
projects (until 1997).

1997 | Municipal dental health promotion projects (menu projects) launched.
2000 | Prefecture-l ed #8020 Campaign promotion special projectso | au

2006 | The results off Deéret @&lSubDiveggases (2005) 0 was published to
8020 reached over 20% for the first time since the survey started.

2011 | The Act on Advancement of Dental and Oral Health was approved.

2012 | The fABasicaMdi ngr $ heeddvancement of Dental and Oral Head

with the AAct on Advancement of Dent al and Or al Heal t ho
AiHeal th Japan 21 (second campaign)o, which pr ovriouheed byéé f
Minister.

The results of the fAiSurvey of Dental Diseases (2011)0 w

8020 reached over 40%.

2013 | The title of @ADent al Hygi ene Weeko wasd cthlaemgerdi d@droi thyDbemhl
of dental and oral health that supports the power to live i new development of 8020 Campaign throughout life i 6

[ 8020 Campaign and the fABasic Matters regarding the MARdf(econdement of LC
campaign) o]

The ABasic Matters regarding the Advancement of Dental and Oral He
July 2012, mutually harmonized and provided f urt hoefr fardaviasnicnegnetnhte opfe rt
of those retaining 20 or more teeth at age 800 and the drthdWwR2 target
dental health measures (8020 Campaign) throughout life continue to be important.

DEICIELREMEIEE Changes in Percentage of Persons Having 20 or More Teeth by Age Group

Vear A9 | 4044 | 4549 | 5054 | 5559 | 60-64 | 6569 | 70-74 | 7579 | 80-85 85+
1999 97.1% 90.0% 84.3% 74.6% 64.9% 48.8% 31.9% 17.5% 13.0% 3.0%

2005 98.0 95.0 88.9 82.3 70.3 57.1 42.3 27.1 211 8.3

2011 98.7 97.1 93.0 85.7 78.4 69.6 52.3 47.6 28.9 17.0
Source: AiSurvey of Dent al Di seaseso, Heal th Policy Bureau, MHL W
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