


Asian Perspectives and Evidence  
on Health Promotion and Education



Takashi Muto
Toshitaka Nakahara
Eun Woo Nam
Editors

Asian Perspectives  
and Evidence on Health 
Promotion and Education



 

Editors
Takashi Muto, M.D., Ph.D.
Professor
Department of Public Health
Dokkyo Medical University  
School of Medicine
880 Kitakobayashi, Mibu-machi
Shimotsuga-gun, Tochigi 321-0293, Japan
mutot@dokkyomed.ac.jp

Toshitaka Nakahara, M.D., Ph.D., M.P.H.
Professor
Department of Public Health  
and International Health
Graduate School of Medicine
Kyoto University
Yoshida-Konoe-cho, Sakyo-ku  
Kyoto 606-8501, Japan
nakahara@pbh.med.kyoto-u.ac.jp

Eun Woo Nam, Ph.D., M.P.H.
Professor
Healthy City Research Center
Institute of Health and Welfare
Yonsei University
234 Maeji-ri, Heungup-myun
Wounju-si, Gangwon-do 220-710
Republic of Korea
ewnam@yonsei.ac.kr

ISBN 978-4-431-53888-2 e-ISBN 978-4-431-53889-9
DOI 10.1007/978-4-431-53889-9
Springer Tokyo Dordrecht Heidelberg London New York

Library of Congress C

© Springer 2011
This work is subject to copyright. All rights are reserved, whether the whole or part of the material is 
concerned, specifically the rights of translation, reprinting, reuse of illustrations, recitation, broadcasting, 
reproduction on microfilm or in any other way, and storage in data banks.
The use of general descriptive names, registered names, trademarks, etc. in this publication does not 
imply, even in the absence of a specific statement, that such names are exempt from the relevant protective 
laws and regulations and therefore free for general use.
Product liability: The publishers cannot guarantee the accuracy of any information about dosage and 
application contained in this book. In every individual case the user must check such information by 
consulting the relevant literature.

Printed on acid-free paper

Springer is part of Springer Science+Business Media (www.springer.com)

ontrol Number: 2010940982



 



v

Preface

This is a collection of papers written by eminent participants at the First Asia-
Pacific Conference on Health Promotion and Education with the main theme “Asia-
Pacific Perspectives and Evidence on Health Promotion and Education: Sharing 
Experiences, Efforts, and Evidence,” held in July 2009 in Chiba, Japan. This con-
ference was organized by the Northern Part of the Western Pacific Region of the 
International Union of Health Promotion and Education (NPWP/IUHPE) and the 
Japanese Society of Health Education and Promotion. Approximately 1 000 people, 
mostly from Asian countries, participated in this conference, and about 500 papers 
were presented.

Globalization, industrialization, and information technology, which have con-
tributed to improve our health, have also caused many health problems from mental 
health issues to lifestyle-related disease among both younger and older people. To 
cope with these health issues, health promotion and health education are desper-
ately needed. To convince policy decision makers to invest in health promotion and 
health education programs, it is necessary to show evidence for the effectiveness of 
such programs. This is in line with Evidence-Based Medicine (EBM), and health 
promotion and health education professionals are expected to construct evidence-
based health promotion and education programs and practice based on these 
programs.

Such evidence has been accumulated in recent years, but most has come from 
the United States and European countries. There are marked differences between 
Western and Asian countries with regard to the social, economic, and cultural envi-
ronment. If we want to improve the health status of our region, we must apply 
programs specifically for Asian people. Therefore, we must generate and accumu-
late our own evidence based on Asian perspectives.

This book includes five parts. Part I deals with Asian ideas and activities on 
health promotion and education. Nine unique ideas or activities that originated 
from and are practiced in Asian countries are presented in this part. Part II is 
about Asian perspectives on health promotion and education. In this part, nine 
chapters deal with concepts or ideas that originated in Western countries from the 
standpoint of Asian researchers and practitioners. Part III, IV and V are on Asian 
practices and evidence on health promotion and education in terms of, respec-
tively, settings: community, workplace, school and hospital; lifestyles: diet, exercise, 
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smoking, drinking, and stress management; and diseases: hypertension, diabetes, 
and cardiovascular disease.

To the best of our knowledge, this book is the first comprehensive work to deal 
with activities in Asian countries regarding health promotion and education. We 
believe that, by reading this book, Western as well as Asian readers will be able to 
gain Asian perspectives and evidence regarding health promotion and education.

Takashi Muto
Toshitaka Nakahara

Eun Woo Nam
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Abstract Human health is a phenomenon of cultural and historical action and reaction 
with nature. Every society has its own system of health care that is reflected by its 
history and culture. In Asian societies there are three notional and cultural bases 
of human health preservation: Indian medical thought, Chinese medical thought, 
and Islamic medical thought. In Asian culture the idea of health is generally based 
on the recognition that human beings and nature exist in harmony. Asian medical 
thought aims at acquiring a power of self-preservation or adjustment, which strives 
to restore any disturbance within the constitution or state of individuals. More fun-
damentally, Asian health thoughts and practices include a process of self-cultivation. 
Such ideas are confirmed through the development of social and cultural aspects 
of each society. Influential religions in Asian societies, e.g., Hinduism, Buddhism, 
Confucianism, and Taoism, involve a culture of self-awareness and self-evolution. 
Under these religious doctrines, people increasingly tend toward restraint of mate-
rialistic desire, living with an attitude of self-cultivation, leading eventually to the 
establishment of self-fulfillment and dignity. A typical case exists in the historical 
and cultural philosophy of health in Japan through the evolution of the concept of 
Yojo (meaning regimen or diet). This chapter intends to clarify the structure of Yojo 
from the historical viewpoint of health promotion and education.

1  Introduction

It is clear that man is essentially a culture-building animal, and it is therefore 
impossible that a human being should develop outside the precondition of its culture. 
Similarly, human health is a phenomenon of cultural and historical action and 
reaction with nature. Every society has its own system of health care, reflected by its 

T. Takizawa (*) 
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history and culture. Hughes [1] pointed out the relationship between health and a 
culture in a human society as follows:

 1. In any society, practices relevant to public health are generally neither wholly 
“magical,” nor “empirical” or scientific; they are a mixture of both orientations, 
and often may be simply habitual.

 2. The relation between the state of public health of any group and its way of life 
are reciprocal.

 3. In “primitive” societies the health of the public is a continual and encompassing 
concern of the entire group, which recognizes few boundaries in protecting itself 
from disease or threat of disease.

 4. A person’s health is a function of an entire life situation.

Hughes’ explanation has universality as the theoretical basis of contemporary public 
health. The concept of public health in contemporary societies is also constructed on the 
combined variables of social structures, life experiences of the people, and their 
cultural behaviors.

In Asian societies there are three ideal and cultural bases of human health pres-
ervation: Indian medical thought, Chinese medical thought, and Islamic or Greco-
Arab medical thought. The Indian medical idea is based on ancient Hindu medical 
culture (e.g., Ayurveda) and Yoga philosophy and its practice. Ayurveda and Yoga 
philosophy incorporate cognition of the deep relationship between elements of life, 
body, and soul. Chinese medical thought has been adopted has gained prominence 
worldwide. Much of the philosophy of traditional Chinese medicine derives from 
the philosophy of Taoism and Buddhism, and reflects classical Chinese thought 
(e.g., Zhôh Yi) that the life and activity of individual humans have an intimate rela-
tionship with their environment on all levels. Islamic or Greco-Arab medical 
thought is called Unani (Yunani) medicine. Unani means “Ionian” or “Greek”: 
Islamic medicine has been formed under the influence of Greco-Roman medicine 
as represented by Hippocrates and Galen. Asian medical thought has spread world-
wide along with its various philosophical aspects on the recognition of life, body, 
nature, and the relationships between these entities.

2  Characteristics of Asian Health Thought

Features of Asian medical thought are summarized here by focusing on traditional 
Chinese medicine, Unani medicine, and Yoga philosophy.

2.1  Traditional Chinese Medicine

The origin of traditional Chinese medicine is couched in legend. In a famous 
episode a legendary emperor, the Yellow Emperor Huangdi, asked some physicians 
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about daily living, health, and medicine. The dialogues between them became a 
book called Nei Jing: Suwen (Inner Canon: Basic Questions), and represents the 
basic theory on the cause of disease, diagnostic procedures, and therapeutics. On 
the other hand, during the Han Dynasty (202 bc–220 ad), Zhang Zhongjing, who 
is known as the “Hippocrates of China,” wrote his “Treatise on Cold Damage,” 
which contains diagnostic and therapeutic knowledge about infectious disease such 
as influenza, typhoid, and malaria. “Inner Canon” and “Treatise on Cold Damage” 
are fundamental classics of traditional Chinese medicine.

Traditional Chinese medicine is largely based on the philosophical concept that 
a human body is a small universe with a set of complete and sophisticated intercon-
nected systems, and that those systems work in balance to maintain the healthy 
function of the body. The balance of yin and yang is considered with respect to qi 
(meaning “breath,” “life force,” “spiritual energy,” or a mixture of these). Traditional 
Chinese medicine proposes a unique model of the body, notably concerned with the 
meridian system. Unlike the Western anatomical model that divides the physical 
body into parts, the Chinese medical model is more concerned with the function of 
nature. Wood, fire, earth, metal, and water are called the Five Phases in nature 
(gogyo) and are considered as important factors in creating the universe. Because 
of the correlational recognition between nature and the human body, the therapeutics 
of traditional Chinese medicine involve natural herbal therapy using various plants, 
parts of animals, minerals, and other materials. They also incorporate nonmedicinal 
therapies such as dao ying (one of the Taoistic skills, which is a combination of 
self-massage and exercises with deep breathing), massage, acupuncture, and moxi-
bustion. Thus, the assumption of traditional Chinese medicine is for health and 
longevity to be maintained by an integrated body as a small universe in relationship 
with nature as a larger universe.

2.2  Unani Medicine

Unani or Greco-Arab medicine succeeded ancient Greek medicine, which developed 
in Arabian culture. The fundamental framework of Unani medicine consists of the 
four-humor theory of Hippocrates, which supposes human health by preserving the 
balance of four humors: blood, phlegm, yellow bile, and black bile. The humors are 
assigned temperature, i.e., blood implies hot and moist, phlegm is cold and moist, 
yellow bile means hot and dry, and black bile is cold and dry.

This reasoning is similar to the recognition of human physiology in traditional 
Chinese medicine. The basic philosophy of Unani medicine is that the body, composed 
of matter and spirit, is regarded as a whole because harmonious life is possible only 
when there is a suitable balance between the bodily and spiritual functions. Unani 
medicine was formulated by the famous Islamic scholars Hunayn ibn Ishãq, 
Rhazes, and Ibn Sînã. They described that for maintaining human health we need 
to control several factors of daily life: air, food and drink, exercise and rest, sleeping 
and waking, excretion, spiritual factors, and so forth.
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2.3  Yoga Philosophy

Yoga is an ancient Indian knowledge of the body that dates back more than 5 000 
years. The word “Yoga” came from the Sanskrit word yuj, which means “to unite 
or integrate.” The aim of Yoga is to unite a person’s own consciousness and the 
universal consciousness. The master of Yoga is called a Yogi. Ancient Yogis had a 
belief that in order for man to be in harmony with himself and his environment, he 
had to integrate the body, the mind, and the spirit. For these three factors to be 
integrated, emotion, action, and intelligence must be in balance. The Yogis formu-
lated a way to achieve and maintain this balance through exercise, breathing, and 
meditation. In Yoga, the body is treated with care and respect because it is the primary 
instrument in man’s work and growth. Yoga exercises improve circulation, stimulate 
the abdominal organs, and put pressure on the glandular system of the body, which 
can generally result in better health. Breathing techniques were developed based on 
the concept that breath is the source of life.

Generally speaking, the main schools of Yoga are divided into six branches: 
Hatha Yoga or Yoga (Hatha Yoga is the most popular branch of Yoga), Bhakti Yoga 
(popular in India), Raja Yoga (known as “royal Yoga”), Jnana Yoga (dealing with 
mind and intelligence), Karma Yoga (which values the practice of voluntary service), 
and Tantra Yoga (giving priority to the technique of sexual communication). Yoga 
comprises not only physical activity or meditation but also the entire life style, 
including social behavior. The great Yoga master (guru) Patanjali integrated some 
of the important methods of Yoga. These are (1) yama or improvement of social 
behavior; (2) niyama or improvement of personal behavior; (3) physical posture; 
(4) breath-holding practices; (5) controlling the sense organs; (6) contemplation; 
(7) meditation; and (8) attainment of super-consciousness. Yoga is the thought and 
the practice of human constitution by a method of self-improvement of the body, 
the mind, and the spirit.

3  The Significance of Asian Medical Thought  
in Health Promotion

The concept of health throughout the Asian cultural region is universal as regards 
recognition of the harmony between human beings and nature. The Asian recogni-
tion of health and medicine is contradictory to Western ideas on health and the 
body: it considers the human being as God’s creation, exercising control over 
nature and achieving health as a complete entity. Asian medical reasoning aspires 
to acquire a power of self-preservation or adjustment, which strives to restore any 
disturbances within the constitution or state of individuals. As proposed by tradi-
tional Chinese medical thought, the Asian idea of health and medicine sets great 
importance on the realization of human health by obeying natural principles.

More fundamentally, Asian health concepts and practices include the element of 
self-cultivation. These ideas are confirmed through development of the social and 
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cultural aspects of each society. Influential religions in Asian societies, for example 
Hinduism, Buddhism, Confucianism, and Taoism, involve a culture of self-awareness 
and self-evolution. Under such religious doctrines, people tend toward restraint of 
materialistic desire, living with an attitude of self-cultivation and leading toward the 
ideal of becoming a fulfilled person. Moreover, Asian medical thought harbors an 
analogy between the function of the human body and social structure. For example, 
Nei Jing (Inner Canon) describes the human anatomy in terms of the roles of various 
public officials who serve their emperors in maintaining a sound society. Another 
passage says “the sages do not treat those who have already fallen ill but rather 
those who are not yet ill. They do not put the state in order only when revolt is 
underway but before an insurrection occurs.” Thus it is considered that social health 
is profoundly related to personal health, and personal health follows on from a 
regular life style following moral and ritual rules and, above all, manifesting righ-
teousness, humanity, and compassion. The main characteristic of these Asian medical 
and health ideas is the comprehensiveness regarding health, human development, 
culture, and society. The historical and cultural development of health in Japan 
provides a typical example.

4  The Japanese Experience: The Concept of Yojo  
and the Origin of Yojo-ron (Theory of Regimen)

The most important concept of health care in Japanese culture is Yojo. Yojo is the 
idea and concept of nourishing vitality or a regimen for daily life in Oriental culture. 
It is a traditional concept that has influenced people to attempt to improve their 
health and overall quality of life in Asian societies. The concept of Yojo is based on 
the philosophy of Lao-Zi, Lieh-Zi, Zhaung-Zi, and Meng-Zi, mixed with certain 
elements of Taoism. Various publications on theories of Yojo were created in 
ancient and medieval China under the title of Yojo-ron (Theory of Yojo) and many 
others. “Essay on Nourishing Life” (Yangsheng lon) written by Xí Kāng, “Embracing 
Simplicity” (Baopu Zi) written by Ge Hong, and “Nourishing Spiritual Nature and 
Prolonging Bodily Life” (Yangxing Yanming lu) represent publications of Yojo-ron 
in ancient China. Some Yojo-ron thought was imported into Japan from China 
between the seventh and tenth centuries. Numerous Japanese scholars of medicine, 
such as Mononobe, Fukane, and Tamba, referred to the ancient Chinese texts of 
Yojo-ron. In medieval Japan only a few publications on Yojo-ron were produced. 
During the Edo Period (1603–1867), however, publications on Yojo-ron gradually 
increased in number, and there were two intervals during the Edo Period when 
publications on Yojo-ron were especially numerous.

The first such period was during the Genroku and Shotoku eras, between the 
latter half of the seventeenth and the beginning of the eighteenth century. The most 
significant work on Yojo in Japan, “Lecture on Yojo” (Yojo-kun), by Ekiken Kaibara, 
was written during this period. The book was an attempt to clarify the variety of 
interpretations and experiences on Yojo at that time and their relationship with the 
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concept of self-improvement in the Edo Period. The second peak came in the first 
half of the nineteenth century, during the Bunka, Bunsei, and Tempo eras. The 
number of publications related to Yojo-ron in this period comprises about 40% of 
all the works on Yojo that appeared in the Edo Period.

The major philosophical and scholarly categories of Yojo-ron in Japan were 
divided into three patterns [2]. The first could be called Confucian Yojo-ron, further 
divided into two subcategories: the series of Gosei-ha and Koi-ho. The second 
major category is Taoistic Yojo-ron, the most traditional kind of Yojo-ron. The third 
is the best described category, consisting of various points of view that appeared in 
the middle of the Edo Period, including Koku-Gaku (Japanese classical literature) 
and Sekimon-Shin-Gaku (which was advocated by Baigan Ishida), as well as Western 
science (mainly Dutch medicine or Ran-Gaku).

4.1  Content of Yojo-ron in the Edo Period

Dominant issues in Yojo-ron were divided into 15 categories: diet, art of exercise, 
mental control, restraint of sex, art of breathing, selection of doctors, care of sense 
organs, sleeping, ablution, ware sanitation, morals, domestic economy, human relations, 
education, and self-culture. Above all, diet was the most important issue. Questions 
about the best foods for one’s health were the primary concern in every period. Other 
issues such as body exercise, mental control, and sexual restraint were considered 
after dietary habit. An interesting issue was the concern about selection of one’s 
doctors or medicines. Even though many writers of Yojo-ron were doctors, they criti-
cized the prescriptions of those whom they considered corrupt contemporary peers. 
Here one can see the strident conflict that existed among the specialists.

In the Bunka, Bunsei, and Tempo eras, the issues of Yojo-ron not only included 
matters of physical and mental health but also various others regarding the general 
quality of life such as morality, domestic economy, culture, and education. 
However, other health-related issues including longevity and absence of diseases 
simultaneously decreased in importance. In addition, principles of Yojo such as 
self-restraint and austerity in daily behavior were liberalized. These trends indicate 
a basic shift in Yojo-ron from a focus on self-discipline to a focus on coordination 
and quality of life.

4.2  Sociocultural Aspects in Yojo-ron

Some works on Yojo-ron in the first half of the nineteenth century emphasized the 
importance of social aspects for human health and well-being. Takusai Mizuno, the 
author of “Explanation of Yojo” (Yojo-Ben), described the necessity of two catego-
ries of Yojo. The first was Nai-Yojo (internal regimen) and the second Gai-Eisei 
(external protection). Nai-Yojo emphasized self-restraint, especially in relation to 
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eating and sexual behavior, and encouraged exercise and maintenance of mental 
stability. Gai-Eisei encouraged familiarities of married couples and friendship in 
order to decrease mental stress caused by quarrels. In addition, Gai-Eisei incorporated 
moral lessons and traditional approaches for self-improvement or self-cultivation. 
Mizuno intended to foster individual well-being through the awareness of the social 
and cultural environment and attention to its various aspects.

As mentioned previously, in the latter half of the nineteenth century the social 
environment was considered as a cause of disease. Why did the people of nineteenth-
century Japan believe that the cause of disease lay in the condition of social and 
human relationships? This question is difficult to answer. We can, however, assume 
that people who practiced Yojo intended to decrease mental stress caused by inter-
personal conflicts by harmonizing with their social environment. There was a gen-
eral perception that mental stability brought health and longevity. In other words, 
seeking health and longevity through Yojo meant the preservation of one’s mental 
stability, which led to self-improvement. This twofold approach (maintaining a calm 
mind and seeking a social environment conducive to mental stability) was the main 
feature of the concept of Yojo in the late Edo Period.

4.3  Yojo-ron in the Meiji Period

In 1868, Edo Bakufu (the Tokugawa Shogunate) fell and a new government was 
established by a political power that supported the Emperor. This change, popularly 
known as the Meiji Restoration, brought various changes in the legal, social, eco-
nomic, and cultural domains. Medical and health care systems were radically trans-
formed through the adoption of modern European medical education and health 
care systems. During the early period when the Meiji Government endeavored to 
fashion Japan into a strong military nation, a form of Chinese medicine known as 
Kampo, which prevailed in Japan, came to be viewed as an inadequate type of 
medicine for a military nation. Kampo was an individual-oriented system of medi-
cine that aimed to balance the internal organs of the body. Therefore it could not be 
successfully implemented on the level demanded by a large army. Kampo could not 
satisfy the need for mass quarantine, and most of all for surgery, which was 
demanded for a war.

Since the majority of Yojo-ron in the Edo Period was also based on the theory and 
methods of Kampo, it was powerless in controlling communicable diseases and treating 
those who were wounded in war. In the early Meiji Period, Sensai Nagayo became the 
director of the Bureau of Hygiene. He adopted the concept of Eisei instead of Yojo for 
personal health care. Nagayo obtained the word Eisei from the Chinese classic 
Zhaung-Zi. The term Eisei quoted by Nagayo differed from the concept in Zhaung-Zi; 
Eisei as used by Nagayo dealt with the health of masses or community, and implied 
the protection of individual health within the group. It was a multidisciplinary art that 
involved civil engineering, construction, architecture, statistics, police, and sociology, 
in addition to medicine.
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Texts of Eisei were published in the early Meiji Period under the title of Eisei-ron. 
Koretoshi Ogata, a surgeon general and the second son of Koan Ogata (one of the 
pioneers of modern Dutch medicine in Japan), wrote a text on hygiene titled “New 
Theory of Hygiene” (Eisei-Shinron) in 1872. Subsequently a number of texts on 
hygiene were published under the titles Eisei-Shinron and Eisei-Shinpen (“New 
Text of Hygiene”).

Despite the adoption of modern scientific medicine imported from Western coun-
tries, books on Yojo-ron continued to be published after the Meiji Restoration. Various 
texts on Yojo were published under the title of Yojo-Shinpen (“New Text of Regimen”) 
or Yojo-Kunmou (“Enlightenment on Regimen”). The coexistence of Yojo-ron and 
Eisei-ron is a fundamental characteristic of the history of Yojo in this period. The 
number of publications on both Yojo-ron and Eisei-ron increased in 1879.

4.4  Characteristics of Yojo-ron in the Meiji Period

There were many concerns of Yojo-ron in the Meiji Period, including diet, clothing, 
bathing, dwellings and architecture, exercise, breathing fresh air, the function of the 
nervous system, the importance of fresh water and water supply, sleeping and rest, 
prevention of infectious disease, and sexual desire and sexual intercourse. The 
content of Yojo-ron in the Meiji Period had three dimensions: personal health, sani-
tation of daily life, and environmental control. Eisei-ron in this same period was 
similar to Yojo-ron; however, Eisei-ron focused more on public affairs than Yojo-
ron. In Yojo-ron, the principles of restraint of appetite and self-control (which were 
inherited from pre-modern Yojo-ron) still remained. For example, Yorinori Toki, the 
surgeon general of the army, wrote the text “Enlightening Lecture on Regimen” 
(Keimo Yojo-kun), positing that: “Overeating will cause the suppression of stomach 
and indigestion. You must not eat too much. And you must not confuse the enjoy-
ment of taste and satisfaction of appetite.” Other texts on Yojo also included admo-
nitions similar to this quotation.

In general, the perception of pathology in Yojo-ron and Eisei-ron in the Meiji 
Period was based on the hypothesis that various external “poisons” (Doku) (natural, 
biological, and chemical) invaded the human body. The proposed method of preventing 
disease was to protect the human body from the infiltration of poisons. Therefore, 
environments where such poisons were present were strictly controlled. The venti-
lation of rooms and protection of the water supply were especially emphasized in 
order to prevent various forms of pollution.

In 1879, the epidemic of cholera in Japan was extremely serious: more than 
100 000 deaths were recorded. As a result, the epidemic influenced the content of 
Eisei-ron. After the epidemic, the Japanese government created numerous regulations 
for prefectures, which were introduced to the text of Eisei-ron. Due to the cholera 
epidemic, the main focus of health care was shifted from self-restraint as recom-
mended in Yojo-ron to protection of one’s body against the invasion of ditsease. 
This also meant a change in the perception of pathology, with a shift in emphasis from 
the internal environment to the external environment. The emphasis on  controlling the 
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external environment was gradually extended to Yojo-ron. Therefore, the difference 
between Yojo and Eisei became ambiguous after this period.

5  Thoughts on Yojo and Social Ideology

Although the approach to personal health care in Yojo-ron during the Edo Period 
succeeded in the Yojo-ron of the Meiji Period, the principle of Yojo and Eisei were 
extended to include the affairs of society and state. Shigeru Ito, who was a doctor 
and became the mayor of Hirosaki city and member of the House of Representatives, 
wrote an essay on Yojo-ron titled “The Philosophy of Yojo” (Yojo Tetsugaku). Ito 
earnestly stated in his writings that the government had to perform the “Yojo of the 
state” (Kokka no Yojo). This concept for individuals was based on an idea realized 
by a principle similar to personal health and “the health of the nation.” Shinpei Goto, 
a doctor and the director of Bureau of Hygiene, originated the theory of health care 
and health administration for the fulfillment of Fukoku Kyohei (national prosperity 
and strength) in one of his main works “The Principle of Hygiene for the State” 
(Kokka-Eisei-Genri) with the backing of strong political power. The basic principles 
of Yojo-ron during the Meiji Period were based primarily on social Darwinism and 
a theory of social evolution. They were, however, still tied to traditional Confucian 
thought. This combination demonstrates the ideological characteristics of Yojo-ron 
during the latter half of Meiji Period. Goto and Ito referred to and quoted theories of 
social Darwinism. The concept of social Darwinism was widespread in Japan after 
the middle of the Meiji Period. The notion that the strong prey upon the weak was a 
feature of social Darwinism. Under this theory, it was thought that the health of 
individuals was linked to promotion of the national economy and an increase in mili-
tary strength. Social Darwinism in Yojo and Eisei included an aspect that human 
health was looked upon as “capital of the nation.” The concept of external environ-
ment in Yojo and Eisei during this period had political implications due to the influ-
ence of imperialism because Japan had to defend itself from other countries. The 
logic was contained in the model of epidemic prevention.

The change in the traditional concept of Yojo to the modern concept of Eisei was 
not only a change of terminology but a fundamental change in the ideas on health 
care in Japanese society, as follows: from internal environment to external environ-
ment, from vitalization to protection, from individual to association, from synthesis 
to peculiarity, and from self-control to governmental control. These changes influ-
enced the creation of a public health policy and socialized medicine in Japan from 
the Meiji Period through the first half of the Showa Period.

6  Conclusion

Throughout the history of Yojo, its principles and content were modified to suit the 
sociocultural situation during each historical period. In this process, the relationship 
between individuals and the environment was considered not only naturalistically 
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but socioculturally. The primary concern of Yojo-ron was how health and longevity 
could be increased with the effort of the individual. People trusted Yojo-ron to show 
them how to refine all aspects of their life, and they believed this would improve 
their health. Thus Yojo-ron became an art of refined living. Under this point of view, 
the fundamental aspect of the art can be divided into six principles.

 1. Self-control and self-improvement
 2. Dialogue with desire
 3. Moderation
 4. Generalization and integration
 5. Naturalization and cultivation
 6. Identification with the true essence of life

Michel Foucault, the famous modern philosopher, in his main work “The History 
of Sexuality” (Histoire de la Sexualité), mentioned the essence of regimen in 
human life as follows [3]:

Regimen should not be understood as a corpus of universal and uniform rule; it was more 
in the nature of a manual for reacting to situations in which one might find oneself, a trea-
tise for adjusting one’s behavior to fit the circumstance.

In short, the practice of regimen as an art of living was something more than a set of pre-
cautions designed to prevent illnesses or complete their cure. It was a whole manner of 
forming oneself as a subject who had the proper, necessary, and sufficient concern for his 
body. A concern that permeated everyday life, making the major or common activities of 
existence a matter both of health and of ethics. It defined a circumstantial strategy involving 
the body and the elements that surrounded it; and finally, it proposed to equip the individual 
himself for a rational mode of behavior.

Foucault’s description implied a close relationship between regimen and self-
evolution. It is apparent that Yojo (regimen) comprises the whole art of human life. 
Therefore, the existence of Yojo-ron implies that health care should be integrated 
with the entire realm of self-development. Yojo is a very interesting and important 
cultural asset to humanity, and offers an ideal foundation for health promotion and 
“health culture activities” in contemporary societies.
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Abstract This chapter attempts to develop a curriculum and instructional model 
for life education as the basis of suicide prevention. Suicide has become an urgent 
problem in Taiwanese society as well as in the international community. The “Life 
education” model is proposed as the foundation for suicide prevention. By integrating 
the theories of the experiential learning circle, affective education, life skills, shared 
experience, and traditional Confucianism, a curriculum and teaching model known 
as the Shared-experience Life education and life skills Instruction Model (SLIM) 
has been developed. The SLIM model is anticipated to serve as a reference for basic 
education in suicide prevention.

1  Instruction

1.1  The Statistical Perspective on Suicide

From the statistical perspective, suicide and homicide rank high in the ten leading 
causes of death in Taiwan. According to the statistics for Taiwan in 2008, suicide 
is the ninth leading cause of death in the overall population of Taiwan, the second 
leading cause of death among 15- to 24-year-olds, second only to accidental injuries, 
and the 11th leading cause of death among youth of 14 years old. Homicide and 
suicide are the fifth and the tenth leading cause of death in young people aged 
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1–14 years [1]. These statistics highlight the importance of “life education” for 
young people. Life education is the primary prevention policy for suicide and self-
injury in Taiwan. To date there has been much discussion about the content of life 
education, though somewhat less discourse on how it should be taught.

1.2  Life Education in Taiwan

Life education has been incorporated into the high school curriculum as an open 
course since 2006. There are eight open courses of Life Education in the high 
school curriculum: Introduction to Life Education, Philosophy and Life, Religion 
and Life, Death Education, Moral Reflection and Choice, Ethics of Sex and Marriage, 
Ethics of Life Science and Technology, Personality Integration, and Spiritual 
Development. However, the life education curriculum for junior high and ele-
mentary school has not as yet been set up. The teachers in junior high and 
 elementary school are encouraged to integrate life education into all other subjects’ 
instruction.

The content of life education has been discussed extensively. Sun examined and 
interpreted the concept, suggesting that the content should cover three areas: the 
doctrinal and religious philosophy of life, basic and applied ethics, and the integra-
tion of personality and emotional education [2]. Chang considered that the nature 
of death as well as the experience of funerals and the grieving process can facilitate 
deep reflection by the individual on the relationship between the self and others, 
society, nature, and even the universe. One can examine the ultimate meaning and 
value of life, face death positively, overcome fear and anxiety regarding death, and 
further embody the meaning of life [3, 4].

Chang’s study proposed that the curriculum content of life education in the 
junior high school could be divided into five categories: (1) Education of People 
with Self, (2) Education of People with Others, (3) Education of People with the 
Natural Environment, (4) Education of People with Society, and (5) Education of 
People with the Universe [3, 4]. Such a classification overlapped highly with the 
categories of the existing 9-year curriculum system in Taiwan. Huang interpreted 
life education as having five major orientations: (1) religious-orientated life educa-
tion, (2) physical health-oriented life education, (3) career-oriented life education, 
(4) life and moral education-oriented life education, and (5) death education, or 
thanatology-oriented life education [5].

In Taiwan, the so-called 9-year curriculum system for elementary school and 
junior high school students has been constructed and divided into seven learning 
domains. For each learning domain the competence indicators are designed by 
educational committee members. Huang and Chang used questionnaires and focus 
group interviews to develop the core concepts, curriculum objectives, and capacity 
indicators of life education [6]. Core concepts and competence indicators include: 
(1) four competence indicators of religion, belief, and human life; (2) 18 capacity 
indicators of physical and mental health education; (3) six capacity indicators of 
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career education; (4) 19 capacity indicators of ethical and moral education; and 
(5) 12 capacity indicators of death education.

In 2001, the Taiwan Ministry of Education started the “Health Promoting School 
Program.” In accordance with the World Health Organization (WHO), the Ministry 
of Education and the Department of Health listed six categories for health 
 promotion in schools: the health policies of the school, the physical environment of 
the school, the social environment of the school, community relations, life skills, 
and health services. Regarding the category of Life skills, in 2004 the United 
Nations Children’s Fund (UNICEF) and the WHO classified life skills into the 
three core contents of (1) communication and interpersonal relations, (2) skills of 
decision making and critical thinking, and (3) skills of coping and  self-management. 
Life skills education is an important aspect of life education.

2  The Model

2.1  Objectives

For this chapter an attempt was made to develop a curriculum and instructional 
model for life education to serve as the basis of suicide prevention.

2.2  Methods

To develop the curriculum and instructional model for life education, a literature 
review of the theory of the experiential learning circle, affective education, life 
skills, shared experiences, and traditional Confucianism were integrated into the 
model construction.

2.3  Results

2.3.1  Experiential Learning Circle

Kolb pioneered the famous experiential learning circle, which includes the four 
elements of (1) concrete experience, (2) observation and reflection, (3) forming 
abstract concepts, and (4) testing in new situations [7, 8]. Kolb and Fry suggest that 
the experiential learning cycle can begin from any one of the four elements, but has 
to ensure the continuous spiral that often starts from the action of concrete experi-
ence [9]. In Kolb’s theory a person makes connections between concrete experience 
and forming abstract concepts, as well as between testing in new situations and 
observation and reflection [7].
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2.3.2  Distance of Sensation and Shared Experiences

Kondo, the president of the Japan Life Education Research Association, promotes 
shared experience theory, which states that emotions, anxiety, despair, and death 
should not be experienced alone [10]. The accumulation of “my emotional experi-
ence shared with someone” makes one feel “I am not a person alone,” thus resulting 
in the acceptance of “It will be fine just as how I am” and further self-acceptance.

Kondo also refers to the “sensation distance” in his book. An 8-year-old girl 
being carried by her mother spoke of “a smell of mother’s flavor.” Presuming this 
was the odor of sweat or perfume, her mother asked “what flavor?” The child 
replied: “a gentle feeling, a good and comforting smell, soft and reassuring.” Smell 
is one of the five senses, only able to be utilized if close enough to the target object; 
it is proposed as the secret of “spiritual touch.” The shortest “distance of sensation” 
is taste, followed by touch, smell, hearing, and sight.

2.3.3  Affective Education

Affective education is the foundation of life education. Chung indicated in his 
theory of affective communication that the nature of affective education is based on 
rational and emotional integration [11]. The teaching model of the communication 
of the rational and emotional is as follows: Events experience → Sensory → Emotion 
revealing and sensibility → Rational reflection and communication → Integration of 
rational and emotional sensibility → Toward the beauty of life (appreciation and 
forgiveness) and toward the ethics of life (respecting and caring).

2.3.4  Confucian Life Education [12]

The purpose of education is to make people holistic human beings whose abilities are 
well developed and coordinated. A human’s abilities can be divided into inside and 
outside abilities: physical on the outside and mental on the inside. Mental ability can 
be further divided into three parts: knowledge, emotion, and will. Education can also 
be divided into three sectors: intellectual, moral, and esthetic (i.e., affective) [13].

Huang analyzed the Confucian view of “holistic education,” which includes 
three dimensions: (1) body and mind in one; (2) the success of self and all others 
in one – blend harmoniously and grasp thoroughly the human, natural, and cultural 
world; and (3) unity of the heavenly and the human [12].

In “Mencius: Gaozi Part I,” Mencius said that noblemen view things from 
“mind” and villains view things from “body.” Bodily eyes and ears do not think, 
thus are easily cheated by and attracted to external phenomena. In Chap. VI of 
Daxue by Zhu Xi, he states that man achieves the “mind control of body” and 
“body and mind in one” through self-cultivation.

The second dimension of holistic education refers to the success of self and 
all others in balance. Confucius suggested, “by helping others succeed, you will be 
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able to achieve success.” Tetsuo explained that the self in Confucian thought is 
a “self-awareness of subjectivity.” The individual and society is a continuum, and 
the point is how to expand self-success to social success. Mencius stressed that 
human beings are born with “mind,” which is expressed as four beginnings of 
“sense of compassion,” “sense of shame and evil,” “sense of modesty and yielding,” 
and “sense of right and wrong.” In “Mencius: Dedication Part I.1,” he stated that 
“people who harbor these four beginnings should grow and develop them.”

“The sense of compassion is benevolence. The sense of shame and evil is righ-
teousness. The sense of modesty and yielding is right. The sense of right and wrong 
is intelligence.” Citing from Shangshu, Mencius establishes continuity between 
“emperor hearing, emperor observing” and “people hearing, people observing.” 
Any ruler who breaks such continuity should be reprimanded as a dictator.

“Mencius: Dedication Part I.1” mentions that a saint also has his limitations in 
pursuing the heavenly order. “The third dimension of ‘holistic education’ is to 
respect the dignity of nature and humanity.” The foundation of “holistic education” 
is based on the awakening mind [12].

2.3.5  The Meaning of Life [14]

“Seeking a will to meaning” is the objective of logotherapy. Unless the subject is 
helped to see reasons behind the pain that seems to be meaningless, his or her will 
to live will be insufficient. Mental health is founded on a degree of tension between 
“have achieved already” and “should have to complete” or “what is” and “what should 
be.” A dangerous misconception in mental health is that the concept of “balance” is the 
most important requirement.

As life is definitely interesting, our task is to “find” its meaning. In 1929, Frankl 
developed three types of value (or three possibilities) in order to find the meaning 
of life: doing a singular thing that represents an achievement or a creation; experi-
encing an encounter with another person; or facing destiny, such as contracting 
cancer – even in this case one is still be able to give meaning to life, transforming 
suffering into the capability of human achievement.

The meaning of life may be changed. According to logotherapy, we can use 
three different ways to find meaning: (1) through the creation of tasks, (2) through 
realizing the value of life, and (3) by suffering. Obviously, the first way represents 
merits or achievements, while the second way involves the experience of some-
thing, such as the nature of work or culture; or through an experience with another 
individual, such as love, one may find the meaning of life.

2.3.6  SLIM: The Shared-Experience Life Education and Life Skills 
Instructional Model

Having integrated the above-mentioned experiential learning circle, affective 
education, theoretical foundation of the meaning of life, and Confucian thought, 
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a teaching model can be constructed: the Shared-experience Life education and life 
skills Instruction  Model (SLIM), shown schematically in Fig. 1.

3  Discussion

Life education is intended to help people develop coordination of sense and sensation 
as well as to help them be aware of meaning in their life. Nietzsche stated, “he who 
has a ‘why’ to live for can bear almost any ‘how’.” Victor E. Frankl, master psychia-
trist of the search for meaning, often asked his patients with severe pain, “why do you 
not commit suicide?” Some patients answered they wished to stay alive for their 
children, while some responded that their talents were yet to bear fruit. By using such 
delicate questioning and thoughtful analysis of modern existence, Frankl was able to 
help sorrowful patients redefine their meaning and responsibilities [12].

Having integrated the experiential learning circle and affective education into 
the SLIM model, both theories focus on cultivating the coordination of sense and 
sensation, then experiencing life anew.

Fig. 1 SLIM: The Shared-experience Life education and life skills Instructional Model (designed 
by Ya-Wen Huang)
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Regarding education, both Confucius and Mencius, as well as other ancient 
Confucian scholars, emphasize mostly the development of “mind” capability in 
value judgment, and the establishment of a theoretical basis of “mind” dominating 
“body.” The SLIM model also integrates the Eastern Confucian thought of mind 
dominating body and the Western experiential learning elements of Kolb’s “observation 
and reflection.” The mind is for thinking. Mencius emphasizes that the “mind” of a 
“large field” possesses the capability of “thinking,” while “organs of ears and eyes 
from the body” of the “smaller field” do not. He then said in “Dedication Part I,” 
“the nature of a nobleman is based on the roots of benevolence, righteousness, rites, 
and intelligence in mind.” Therefore, in the SLIM model, “the roots of benevolence, 
righteousness, rites, and intelligence in mind” becomes the core value for the element 
of “Rational reasoning and reflection.”

Scientifically based evidence of the positive effect of the SLIM model, based on the 
Preschoolers’ Peer Interaction Curriculum [15] and the Self-Esteem Curriculum [16], 
have been published. A study based on use of the SLIM model to structure a drug 
abuse prevention strategy model for elementary schools has been carried out [17].

4  Conclusion

Suicide has become an urgent problem in Taiwanese society as well as in the inter-
national community. Solutions to this problem require that all interested parties 
devote themselves to create and develop counter-measures. The author suggests 
that “life education” is the foundation for education in suicide prevention. To 
provide a curriculum and a way of teaching life education, the Shared-experience 
Life education and life skills Instruction Model (SLIM) has been developed from 
multiple theories of the experiential learning circle, shared experience, affective 
education, life skills, the philosophy of life, and Confucian thought.
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Abstract Most Japanese schools of all levels have one or more Yogo teachers 
instead of school nurses. Yogo teachers are special licensed educators who sup-
port children’s growth and development through health education and health ser-
vices. They promote the principles of health in all areas of educational activities 
in schools as defined by the Japanese Association of Yogo Teachers’ Education 
in 2003. According to the school health and safety law, every school must have 
a health room where students can receive both physical and emotional care. The 
Yogo teachers maintain the health room. In Japan, health education at school 
consists of two types of education, namely health instruction and health guidance. 
At present, Yogo teachers generally work with children, teachers, parents, and 
the community within their role of coordinating and promoting health at school. 
Yogo teachers design, implement, and improve health education programs as well 
as advocate environmental action plans that foster a healthy physical, mental, and 
social environment at school.

1  Definition of a Yogo Teacher

Yogo teachers and school nurses share a number of similar duties in schools; 
however, Yogo teachers are educators, not nurses. A Yogo teacher is a special 
licensed educator who supports children’s growth and development through health 
education and health services. These teachers promote the principles of health in all 
areas of educational activities in schools, as defined by the Japanese Association of 
Yogo Teachers’ Education in 2003.

Most Japanese schools of all levels have one or more Yogo teachers instead of 
school nurses. Each school has a health room where a Yogo teacher is based (Figs. 1 
and 2). Although they may work full-time in the school, they are not homeroom 
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Fig. 1 Health room

Fig. 2 Bed in the health room



23The Yogo Teacher, Health Room, and Health Education at School

teachers and do not have regular scheduled classes. As stated in the school education 
law, Yogo teachers are considered as required staff, while school nurses are 
uncommon.

2  Licensing

To practice, Yogo teachers must have a Yogo teacher license, while school nurses 
must have a registered nurse license. The Yogo teacher’s license has three levels: 
second class, first class, and special class. The first-class and special-class licenses 
are recommended for Yogo teachers. Despite the differences in licensing, the 
salaries tend to be the same regardless of the license a Yogo teacher may hold.

At present, about 30% of Yogo teachers also have a registered nurse license. The 
percentage of Yogo teachers with a nursing license is increasing because more and 
more universities and nursing programs now offer the Yogo teacher license.

3  Yogo Teacher Training

3.1  Courses

Many courses and types of training are available for prospective Yogo teachers 
(Fig. 3). Some training programs are based at teacher training institutions and oth-
ers at nurse training institutions. Special class licenses are obtained through 
Masters’ courses at 50 universities. As of 2009 there are 102 universities that offer 
first-class license courses. Special 1-year vocational courses are available, though 
rare, for persons interested in also acquiring a Yogo license after obtaining a nurse’s 
license.

Twenty junior colleges offer second-class license courses (2 years), but it is quite 
difficult to become a Yogo teacher. However, as a community health nurse one can 
apply for and obtain a second-class license if desired.

3.2  Curriculum for Student Yogo Teachers

The curriculum for student Yogo teachers is determined and restricted by the teachers’ 
licensing law of the Ministry of Education, Culture, Sports, Science and Technology 
of the Japanese Government. This law was established in 1949. The curriculum 
originally consisted of seven categories based on nursing education at that time: 
Hygiene and Public Health Hygiene including Preventive Medicine, School Health, 
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Nutrition, Anatomy and Physiology, Pharmacology, Microbiology and Immunity, 
and Mental Health and Nursing including practice in hospitals and first aid. In 
1998, the Categories of Pedagogy of Yogo (School Health Nursing) and Health 
Consultation Activity were added.

3.3  Core Curriculum

Recently, nursing education was reformed and a new core curriculum was devel-
oped. This included a revised curriculum for Yogo teachers. A group of university 
teacher training schools developed the new core curriculum for student Yogo teachers, 
as shown in Table 1.

The numbers of students needing medical attention in schools is increasing. For 
example, aspiration-tube feeding and urethral catheterization are becoming more 
common in schools for children with special needs. Yogo teachers are required to 
administer this type of medical care.

Since the roles of Yogo teachers are expanding, extension of the training course 
for the student Yogo teacher to 4 years or more is also under discussion. The new 
proposed core curriculum for student Yogo teachers must be argued among research-
ers, educators, and Yogo teachers before being approved and implemented.

Fig. 3 How to get a Yogo teacher’s license
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4  Roles of Yogo Teachers

The Yogo teacher’s roles include everything that is listed in Table 2. While first aid 
is an everyday job of Yogo teachers, their primary role is that of an educator so they 
are not responsible for direct medical care. For instance, they do not administer 
pills to students.

The health management role involves planning and managing physical and 
medical examinations. Each year between April and June, students in all Japanese 
schools must have physical and medical examinations (the Japanese school year 
starts in April at schools). The Yogo teacher must plan, prepare, conduct, and evalu-
ate these physical and medical examinations.

Yogo teachers, along with school pharmacists, are responsible for environmental 
health and hygiene. However, as most school pharmacists are part-time employees, 
Yogo teachers play a vital role in these activities.

Regarding mental health, many junior high schools employ only a part-time 
school counselor, so many students also visit the health room to talk about their 
emotional or personal problems. The Yogo teacher is also expected to care for students 

Table 1 Main concepts of the core curriculum for the Yogo teacher

Fundamental science for Yogo practice
 Understanding of children in the process of growth and development
 Understanding of factors related to children’s growth and health
Theory and practice of Yogo
 Basics
 Theory and practice of Yogo and school health activity
 Teaching practice
Fundamental science for Yogo (school health nursing) practice
 Understanding of children in the process of growth and development, e.g.,
  Understanding the process of human life and growth/development
  Understanding the mechanisms of the body and the process of growth/development
  Understanding the variation of conditions, disorders, and disease change
 Understanding factors that promote children’s growth and health, e.g.,
  Concept of growth and health
  Children’s life related to growth and health
  Children’s environments related to growth and health
  Yogo teacher’s activities and social resources
Theory and practice of Yogo (school health nursing)
 Basics, e.g.,
  Fundamentals of Yogo teachers as educators
 Theory and practice of Yogo (school health nursing) and school health activities, e.g.,
  The process of Yogo activities
  Health education, health promotion, school nursing, first aid
 Teaching practice

Research Committee of Yogo Department, A university group of teacher training schools, 2004
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who cannot attend classrooms because of mental health or other problems. School 
counselors are needed in on cases where students have serious problems.

The aim of the Ministry of Education, Culture, Sports, Science and Technology 
of the Japanese Government is to promote the “integration of intelligence, virtue, 
and body.” It expects schools to play a vital role in realizing this aim because all 
children attend school and thus schools are an ideal place for promoting the health 
of the entire population of Japan (Kouchiyama Asako, Yogo-teachers at Private 
Schools in Japan).

However, one major problem in schools is bullying, and this leads to the conse-
quent difficulty of maintaining school attendance. The Yogo Teacher’s Society in 
Tokyo conducted research in 1992 and found that the percentage of children who 
preferred not to go to class but rather stay in the health room of a school was 
18.4% in 1 120 elementary schools and 27.6% in 510 lower secondary schools 

Table 2 Role of a Yogo teacher

First aid (Fig. 4)
Care for students with illnesses
Health management
Physical and medical examinations (Fig. 5)
Environmental health and hygiene
Health consultation and counseling activities
Health education
Care for students who cannot come to class etc.

Fig. 4 First aid (Yogo teacher checks child’s eyes)
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(Sumi Shishido: Yogo Teacher Problems and How to Solve Them). The Yogo 
teacher  supports children with mental problems (e.g., bullying) in the health room. 
The health room can be an oasis for some children. The Yogo teacher also organizes 
the school health committee that consists of children, parents, community members, 
school doctors, and school staff.

5  Health Education

5.1  The Framework of School Education in Japan

Kindergartens admit children aged 3, 4, or 5 years and provide them with 1- to 
3-year courses. It is compulsory to attend both an elementary school and a lower 
secondary school or to attend a special education school for a period of 9 years 
from the age of 6–15. In principle, to enter any school beyond the compulsory 
school level, one is required to pass an entrance examination. There are three 
types of upper secondary school courses: full-day, day/evening, and correspon-
dence courses. Full-day courses last 3 years, while both day/evening and corre-
spondence courses last 3 years and more [1].

Curriculum standards for elementary and lower secondary schools are pre-
scribed in the courses of study issued by the Ministry of Education, Culture, Sports, 

Fig. 5 Yogo teacher tests child’s eyesight
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Science and Technology. The Ministry decides the courses of study on the basis of 
 recommendations from the Curriculum Council, which is composed of teachers, 
researchers, and other persons of learning and experience. The courses of study 
provide the basic framework for curricula, the aim of each subject, and the aims and 
content of teaching at each grade.

The courses of study are revised by the Ministry of Education, Culture, Sports, 
Science and Technology in Japan every 10 years to meet changing needs and condi-
tions. Revised courses of study were issued on 2008. One unit of school hour is mea-
sured as 45 min for elementary schools and 50 min for upper secondary schools [1].

5.2  Health Education at School

In Japan, health education at school consists of two types of education: health 
instruction and health guidance. Health education is also included in course time 
allotted to comprehensive learning.

5.2.1  Health Instruction at School

At present, the role of health educator is taken on by the homeroom teacher in ele-
mentary schools, while in junior high and high schools this role is assumed by Yogo 
teachers. Health instruction is a subject taught in physical education classes or health 
and physical education classes, according to study course. About 10% of physical 
education class time is used for health instruction in elementary schools, and 55 h of 
health instruction are allotted to upper secondary schools in the course of study.

Most health and physical education teachers are good physical education 
instructors but are not so good at teaching health. Yogo teachers are school health 
specialists, so health education is more suitable for Yogo teachers. As of July 1998, 
a Yogo teacher who works for 3 years or more is allowed to teach health at his or 
her school without the need for a health teacher’s license (Fig. 6).

Yogo teachers provide health education in a number of ways. They may work 
with classroom teachers or other school professionals or they may teach alone. They 
may also work with the physical education teachers to integrate and coordinate the 
health education lessons in those classes. Yogo teachers teach health instruction in 
cooperation with homeroom teachers or physical education teachers.

5.2.2  Health Guidance

Health guidance is conducted during extracurricular activities such as classroom 
activities, student council, club activities, and school events. The total amount of 
class time for health guidance is unclear.
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5.2.3  Comprehensive Learning Time

Since April 2002, the elementary schools and junior high schools nationally have 
been using the new courses of study, which aim at educating students to acquire the 
rudiments firmly in tandem with the cultivation of the “zest for living” based on 
them. This includes the ability to learn and think independently by and for them-
selves [1]. During the time set aside for comprehensive learning, each school can 
choose its own curriculum, but this often includes welfare and health education. 
From 2011 comprehensive learning will comprise about 70 h during a school year.

6  Health Promotion

At present, Yogo teachers generally work with children, teachers, parents, and the 
community within their role of coordinating and promoting health at school. Yogo 
teachers design, implement, and improve health education programs as well as 
advocate environmental action plans that foster a healthy physical, mental, and 
social environment at school.

The school health and safety law was enforced on April 1, 2009, building on the 
school health law that had been established in 1958. In this new law, health counsel-
ing and health guidance are revised to fit current children’s mental and physical 
conditions. The key person in implementing this is the Yogo teacher, and 

Fig. 6 Health education conducted by Yogo teacher
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 collaboration with teachers, physicians, dentists, pharmacists, and other personnel 
in school is emphasized. Although the Japanese government does not specifically 
mention health-promoting schools in the new school health and safety law, this 
basic idea seems to have been adopted [2].
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Abstract A new strategy on prevention and control of noncommunicable 
 lifestyle-related diseases focusing on metabolic syndrome, comprising mandatory 
health assessment and a lifestyle modification advice program aimed at reducing 
obesity, was undertaken in 2008 by health insurers for the 40–74-year-old insured 
population, in accordance with a new law of health care access for the aged 
enforced in 2008. In the standard Health Assessment and Lifestyle Modification 
Advice Program, the risk is stratified in four determined by the results of health 
checkups and questionnaires. Accordingly, health information, motivational advice 
on lifestyle modification, and an active Intensive Lifestyle Modification Program 
are offered depending on individuals’ assessed health risk. The Ministry of Health, 
Labor and Welfare of Japan estimate that the percentage of the population who 
would need support offered by the new program is 36.4% of 40–64-year-old males 
(11.8% motivation support, 24.6% Intensive Lifestyle Modification Program), 
27.6% of 65–74-year-old males (motivation support only), 16.2% of 40–64-year-
old females (10.2% motivation support, 6.0% active support), and 15.2% of 
65–74-year-old females (motivation support only), i.e., approximately twice as 
many males as females.
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1  Introduction

Japan was ranked best in the world for longevity, disability-adjusted life-years, 
and quality-adjusted life-years in the World Health Report 2000. In striving to 
achieve a still healthier nation, Japan has been conducting a population-based 
national health promotion strategy known as “Health Japan 21” (Kenko Nippon 
21) since 2000, which consists of 70 targets in seven fields, following on from 
the First Japan Health Promotion Activity (1978) and the Second Health Promotion 
Activity (1988). Also, Japan has conducted several strategies for the prevention 
and control of noncommunicable diseases through secondary  prevention activ-
ity, such as periodical health checkups; screening for  hypertension, diabetes, and 
dyslipidemia; and use of electrocardiograms and chest X-rays to assess indi-
viduals’ health risk for cardiovascular diseases such as stroke and  ischemic heart 
disease.

The Ministry of Health, Labor and Welfare conducted a systematic registration 
to offer this opportunity to the whole populations. Insurance providers have thus 
offered checkups for noncommunicable lifestyle-related diseases based on the 
Health Insurance Law, employers have provided employees with physical checkups 
based on the Industrial Safety Health Law, and local municipal authorities have 
conducted checkup regimes for citizens aged 40 years or over based on the Laws 
of Health and Medical Service for the Aged.

Historically, Japan has successfully conducted primary and secondary prevention 
measures for the prevention of stroke, mainly of hemorrhage type caused by poor 
diet and hypertension, which was the leading cause of death from 1960 until 1980. 
Nonetheless the most recent results of interim assessment of Health Japan 21 show 
an increase in the number of diabetic patients and borderline obesity (in males, 
20–60 years old), a decrease in intake of vegetables, and a decline in walking on a 
daily basis.

A new mandatory health assessment and lifestyle modification advice program 
focusing on metabolic syndrome was begun in 2008 by health insurers for the 
40–74-year-old insured population and their dependents in accordance with a new 
law of health care access for the aged enforced in 2008. In the standard Health 
Assessment and Lifestyle Modification Advice Program the risk is stratified in 
four ranks, determined by the results of physical checkups and questionnaire. 
Accordingly, depending on individuals’ assessed health risk, they are offered 
health information, motivational advice for lifestyle modification, and an Intensive 
Lifestyle Modification Program.

The Ministry of Health, Labor and Welfare has estimated the percentage of 
the population needing support offered by the new program to be 36.4% of 
40–64-year-old males (11.8% motivation support, 24.6% active support), 27.6% 
of 65–74-year-old males (motivation support only), 16.2% of 40–64-year-old 
females (10.2% motivation support, 6.0% active support), and 15.2% of 65–74-year-
old females (motivation support only), indicating the number of males to be about 
double that of females.
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2  Outline of Measures for New Lifestyle-Related  
Diseases   in Japan

According to the interim summary of the “Orientation of Lifestyle-Related Diseases 
Measures in the Future” initiated by the Health Science Council Community-Based 
Health Promotion Nutrition Task Force (September 15, 2005) [1], the following are 
the future tasks for the control of lifestyle-related disease.

Improvement in the method of determination of potential diabetic patients and •	
their lifestyle modification advice
The need for evidence-based assessment and modification advice•	
Improvement in quality of health assessment and lifestyle modification advice•	
Proposals for concrete national health strategies and programs•	
Development of a data management system to monitor current situations and •	
measure evaluations

For overall improvement it is necessary to foster the measures and meet the issues 
above with new methodology, building upon the outcomes of past activities. The 
summary also points out the importance of the population approach [2], which 
applies these measures across the whole of Japan. Thus the orientation of the promo-
tion of health care and nutrition relies on an effective combination of the population 
approach and a high-risk approach anchored in health assessment and guidance.

The contents of this summary are reflected in the expert commission for the 
New Health Assessment and Lifestyle Modification Advice Program [3] held in 
July and August, 2005, arranged by Ryozo Nagai, the director of University of 
Tokyo Hospital.

2.1  Lifestyle-Related Diseases Measure Based on Health 
Insurance Reform

The government and ruling parties committee on Health Insurance Reform held on 
December 1, 2005 announced the measures for lifestyle-related diseases as the 
action plan for Health Insurance Reform.

Clarification of insurers’ role regarding prevention of lifestyle-related diseases•	
Development of efficient and effective mandatory assessment and guidance for •	
the insured and their dependents
Standardization of efficient guidance as a national program•	

Based on Health Insurance Reform, insurers are required to provide 40–74-year-
old insured persons and their dependents with assessment and lifestyle modification 
advice. The purpose of the measure (or policy) is to decrease by 25% patients and 
potential patients with lifestyle-related diseases such as diabetes and by 2015 as 
compared to 2008, and to control the increase in (or save on) health care spending 
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in the mid and long term. To accomplish these purposes, insurers must conduct 
efficient assessment and offer lifestyle modification advice. Therefore, the important 
tasks are development of a standardized program, systematic management of data, 
and establishment of a baseline for commissioned works.

In 2008, based on the Law of Healthcare Access for the Aged, which followed 
and revised the aim and purpose of the Law of Health and Medical Services for the 
Aged and the Health Promotion Law, a new health assessment and lifestyle modi-
fication advice program and several measures for lifestyle-related diseases was 
initiated for the insured population and their dependents who are 40–74 years old, 
headed by insurers as responsible organizations.

3  Standardizing Health Assessment and Lifestyle  
Modification Advice Program

The expert committee on metabolic syndrome held in April 2005 (headed by Yuji 
Matsuzawa, the director of Sumitomo Hospital) determined the concept of meta-
bolic syndrome and the diagnosis criteria. To address diabetes and its potential 
patients, it was decided that it was necessary to develop a new standardized health 
assessment and lifestyle modification advice program, implementing the new 
concept of metabolic syndrome.

Intensive work on a detailed study of a standardized health assessment and life-
style modification advice program, data management, and the baseline for commis-
sioned works was conducted by the committee in 2006, headed by Shigeru 
Hisamichi, the manager of hospitals in Miyagi prefecture. A provisional plan was 
proposed for the program. Later In April 2007, the committee announced its plan 
for the standardized program building upon preparatory measures conducted in 
Chiba, Toyama, Fukuoka, and validations of related study groups.

At this stage, the committee revised the plan in order to implement the new 
concept of evidence-based metabolic syndrome. Also, they initiated implementa-
tion of the criteria to stratify patients into four ranks according to the degree of risk 
factors with regard to lifestyle-related diseases. It was recommended that appropriate 
advice such as information services, motivational support, and active support be 
provided for patients. Especially for potential diabetics, the advice on lifestyle 
improvement would be emphasized. In this program, “specified health guidance” 
includes both motivational support and active support.

3.1  The Components of Health Checkups

For this new assessment system, the components of a checkup are chosen in order 
to determine whether patients have lifestyle diseases such as diabetes and metabolic 
syndrome and related conditions (Table 1).
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The new assessment system for the determination of metabolic syndrome intro-
duced measurement of abdominal circumference. Blood pressure is to be measured 
according to the averaged value of double measurements. In addition, the procedure 
of blood pressure measurement should conform to the “Cardiovascular Preventive 
Handbook” (Hoken-Dojin-sha) [4] published by the Japanese Association for 
Cardiovascular Disease Control (JACD).

3.2  Selecting and Ranking the Patients

In the new advice program, the patients are ranked according to their risk factors for 
lifestyle-related diseases. After determination of ranking, patients are provided with 
advice comprising the components Information Service, Motivational Advice for 
Lifestyle Modification, and the Intensive Lifestyle Modification Program (Fig. 1). 
The Information Service for maintenance and improvement of health or appropriate 
lifestyle is offered to those who have no risk factors. Motivational Advice for 
Lifestyle Modification is offered to those who have a few risk factors. For those who 
have multiple risk factors, physicians, public health nurses, and registered dietitians 
would aggressively conduct the Intensive Lifestyle Modification Program (3–6 month 
assignment) and support participants in improving their lifestyle, including factors 
such as physical activity, diet, and smoking cessation (Table 2).

Specifically, the participants noted in step 1 are those who have a waist circum-
ference above standard (male 85 cm, female 90 cm) or who have a body mass index 
higher than 25 kg/m2. Participants are considered as step 2 if they have risk factors 
regarding blood sugar, lipids, and blood pressure, and if they are smokers. For step 3, 
patients are classified according to the results of steps 1 and 2.

Table 1 Components of the health checkup program

1. Required items
Questionnaire (history of drugs, smoking, etc)
Physical measurement (height, weight, body mass index, AC)
Physical examination
Blood pressure
Blood test

Lipids (triglyceride, HDL cholesterol, LDL cholesterol)
Blood sugar (FBS or HbA1c)
Hepatic function (GOT, GPT, g-GTP)

2. Detailed items
Electrocardiogram
Fundoscopy
Anemia test (RBC count, hemoglobin, hematocrit)

Conducted for a condition determined at a physician’s discretion 
AC abdominal circumference, HDL high-density lipoprotein, LDL 
low-density lipoprotein, FBS fasting blood sugar, GOT glutamate 
oxaloacetic transaminase, GPT glutamate pyruvate transaminase, 
g-GTP gamma-glutamyl transpeptidase, RBC red blood cells
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In step 4, patients in step 3 who correspond to any of the following are offered 
only motivational support, considering the priority of specified health guidance:

 1. Patients who are already affected by lifestyle-related disease and have been on 
medication should not be included this program over again.

 2. Younger elderly patients (65–75 years) who need the Intensive Lifestyle 
Modification Program are to be offered Motivational Advice for Lifestyle 
Modification.

Table 2 Intensive Lifestyle Modification Program: list of intervention 
points

Support type Time Points

Interview and consultation 5 min 20
Group working 10 min 10
Phone call A (consultation) 5 min 15
Phone call B (only encouragement) 5 min 10
e-mail A (consultation) Interactional sequence 40
e-mail B (only encouragement) Interactional sequence  5

Fig. 1 Classification of participants for the Lifestyle Modification Program

 • Waist circumference   M  85cm, F  90cm → Case(1)
• Waist circumference   M<85cm, F<90cm, but Body Mass Index 25 → Case(2) 

1) Fasting Plasma glucose    FPG100mg/dl    and/or    HbA1c 5.2% 
2) TG and HDL                 TG150mg/dl      and/or    HDL  40mg/dl
3) Blood pressure            SBP130mmHg   and/or    DBP85mmHg
4) Smoking   (counted only for those who have 1 risk or more from 1)-3) )

Case (1) Additional risks at Step 2 
                        2     Intensive Lifestyle Modification program 
                        1=       Motivation Up Advice for Lifestyle Modification 
                        0=       Information Service 
Case (2) Additional risks at Step2 
                        3      Intensive Lifestyle Modification program 
                       1or 2     Motivation Up Advice for Lifestyle Modification 
                        0=       Information Service

Step 1

Step 2

Step 3
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4  Lifestyle Modification Program

Three programs for lifestyle modification are provided by health insurers based on 
a standardized program developed by the Standardizing Health Assessment and 
Lifestyle Modification Advice Program committee.

 1. Information Service

Target: Those with fewer risk factors
Aim: To deliver information to prevent lifestyle-related diseases
Contents: General information on health and metabolic syndrome

 2. Motivational Advice for Lifestyle Modification (once)

Target: Premetabolic syndrome (MetS)
Aim: To motivate pre-MetS individuals to lose weight in order to prevent pro-

gression of MetS
Contents: Feedback on individual results of health checkup; give information about 

MetS; encourage patients to set goals to be achieved in 6 months; make 
plans that can be implemented, such as diet and/or physical exercise and/
or quit smoking

 3. Intensive Lifestyle Modification Program (3–6-month course)

Target: Metabolic syndrome, pre-Mets + smoking habit
Aim: To help patients to reduce visceral fat and to acquire self-control skills
Contents: Basic plan for Motivational Advice for Lifestyle Modification and 

Intensive Lifestyle Modification Program, with 180 Points or more dur-
ing 6 months (Table 2)

5  Preliminary Calculation of Persons Who Would Need 
Support Offered

Table 3 shows the 2004 estimation of persons who would need support offered, as 
calculated by National Health and Nutrition Examination Survey by the Ministry of 
Health, Labor and Welfare and the Strategic Measures Program for Metabolic 
Syndrome. According to this survey the number of patients needing support would 
be 36.4% 40–60-year-old male patients (Motivational Support 11.8%, Active 
Support 24.6%), 27.6% 65–74-year-old male patients (Motivational Support only), 
16.2% of 40–64-year-old female patients (Motivation Support 10.2%, Active 
Support 6.0%), and 15.2% of 65–74-year-old female patients (Motivational Support 
only). The estimated number of males is double that of females.

To meet the purpose of the program, which is to decrease the number of affected 
patients to the national targeted value for 2011, each insurer should develop the 
system to conduct efficient assessment and lifestyle modification advice in line 
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with the health consultation rate and completion rate for support programs for the 
insured and their dependents, or with an evaluation figure based on (potential) 
patients with metabolic syndrome.

Patients will be encouraged to realize their health status based on the results of 
health checkups, and be further encouraged to understand the relationship between 
lifestyle (diet, exercise, and so forth) and bodily function and metabolism. 
Therefore, an effective program would enable patients to change the habits that lead 
to lifestyle-related diseases. The assessment of the measures for lifestyle-related 
diseases including health checkups and support programs for the insured and their 
dependents should be conducted objectively by using data such as those given 
above, database registration, consultation rate, completion rate of support programs, 
and the improvement rate for metabolic syndrome.

Further, to enable patients to maintain healthy lifestyles after finishing the support 
programs, it is important to support patients by utilizing a population-based 
approach for various resources.

6  Conclusion

In the future, insurers will be in charge of conducting health assessment and 
 lifestyle modification advice based on a new standardized program. Since it is 
 estimated that a great number of people would become involved in this new 
 program, it is assumed that outsourcing to private companies would be encouraged. 
Therefore, it is crucial that an effective program be developed to encouraging 

Table 3 Estimation of persons who need Lifestyle Modification Program

Age (years)

Motivational advice  
for lifestyle 
modification (%)

Intensive Lifestyle 
Modification  
Program (%)

Total 
(%)

Male
40–64 11.8 24.6 36.4
65–74 27.6 – 27.6
40–74 15.5 18.8 34.3
Female
40–64 10.2  6.0 16.2
65–74 15.2 – 15.2
40–74 11.5  4.5 16.0
Male and female
40–64 11.0 15.2 26.2
65–74 21.0 – 21.0
40–74 13.4 11.5 24.9

Estimated by National Health and Nutrition Examination Survey 2004 by 
the Ministry of Health, Labor and Welfare and Strategic Measure Program 
for Metabolic Syndrome
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patients to improve their lifestyles and to establish an appropriate evaluation 
 system. Within this new system it is also important to pay attention to aspects of 
metabolic syndrome (Table 4).
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Abstract To contribute to health promotion and education (HP&HE) ideas and 
theories from Asia, each Asian country should analyze its unique way of life/health/
culture and related challenges, and offer new approaches to solve the latter, thereby 
opening up new potential for HP&HE. In this paper, Japanese HP&HE was identi-
fied as facing three challenges: (1) a confused understanding of health caused by 
its unique language structure, (2) a top-down mentality, and (3) group awareness. 
To cope with these, the author has adopted a new approach of sensory-awakening, a 
process involving subjects becoming aware of their senses and everyday life environ-
ments. Blindfolded walking was identified as an effective means of substantiating 
sensory-awakening. Two workshops were designed under this new approach, and 
the potential contribution of sensory-awakening to HP&HE discussed. Considering 
the rich tradition of valuing human senses through everyday life in Asia, further 
research is needed in each setting.

1  Introduction

East Asian countries, such as Japan, Korea, and China, have already established 
their global presence economically and politically. In the area of health promotion 
and education (HP&HE), however, most ideas and theories still originate in Western 
countries [1]. These are then imported by East Asian countries, and consumed as-is 
without adding any new dimensions. Despite this fact, these ideas and theories of 
Western origin do not fully explain the health-related mindset of East Asian peoples. 
Moreover, taking Western-born ideas on board does not mean that East Asian countries 
lack the potential to develop their own original HP&HE methods. Their rich 
sociocultural background can be considered a new HP&HE resource. In this paper, 
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the author focuses on the Japanese background of HP&HE, and proposes a new 
approach to HP&HE in Japan.

2  Characteristics of Japanese Health-Related Mindsets  
as Challenges

According to my (M.M.) experience as an HP&HE specialist, I can pinpoint the 
following three challenges reflecting HP&HE trials in Japan:

 1. Challenges related to the unique language structure, which leads to a confused 
understanding of health

 2. Challenges based on a top-down mentality, which suppresses the bottom-up 
movement of HP/HE

 3. Challenges from group awareness; which suppresses health-related individuality

2.1  Challenges Relating to Language Structure

How to define health is a core issue of HP&HE. In Japan after World War Two the 
definition of health was officially integrated as that of the World Health Organization 
(WHO) constitution [2]. Today, every major textbook and dictionary adopts the 
WHO definition of health. However, the official definition does not necessarily 
agree with people’s understanding of the same [3]. In fact, a traditional understanding 
of health is reflected in people’s understanding health [4], while the Japanese 
language structure [5] further complicates the situation.

The Japanese writing system uses three main scripts: Kanji, ideographs from 
Chinese characters; Hiragana, phonetic language used for native Japanese words; 
and Katakana, phonetic language used for foreign loan words.

Most major elements of daily life are expressed by Kanji. Even today, 1945 
Kanji are officially permitted to be used. When some new ideas and/or words are 
imported from overseas, Japanese authorities (authorized scholars and/or govern-
mental officials) seek suitable Kanji to express them. In many cases, certain Kanji 
are selected and applied to express the word. Recently, the process of seeking suit-
able Kanji has been unable to keep pace with the increasing numbers of new words 
[6]. In these situations, instead of seeking Kanji, Katakana is used.

When the WHO constitution written in English was translated into Japanese 
in 1948, the Kanji KEN-KOU, which had been popular since the mid-nineteenth 
century [7], was used to express “Health.” However, as “Well-being” was a new 
concept for Japanese, suitable Kanji were sought, and Kanji such as AN-NEI [3], 
FUKU-SHI, or RYOU-KOU [8] were adopted. However, none of these words entered 
the standard vocabulary to express well-being in Japan. Recently, the phonetic 
expression of “UERU (well)-BE (be)-INGU (ing),” using phonetic katakana expression, 
has become more popular.
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When the Ottawa charter of health promotion [9] was declared in 1986, finding 
an appropriate translation again became a big issue for the Japanese language. The 
most popular translation was achieved by splitting the term into “Health” and 
“Promotion.” For each word separately, a set of Kanji were already in popular use 
such as KEN-KOU and ZOU-SHIN [7]. Therefore, “Health Promotion” was trans-
lated as KEN-KOU ZOU-SHIN. In most government documents, KEN-KOU 
ZOU-SHIN is announced as equivalent to the notion of Health Promotion [10]. 
However, the term KEN-KOU ZOU-SHIN was already in use in Japan to mean 
“increase of physical and mental health” [11], even half a century before the dec-
laration of the Ottawa Charter. Therefore, it is often unclear whether KEN-KOU-
ZOU-SHIN really means the new concept of health promotion as declared in the 
Ottawa Charter. The difficulty of translating the entire Ottawa Charter in detail 
into Japanese complicates the situation. Among the key concepts of the Ottawa 
Charter, the following three were most difficult to translate: “advocate,” “enable,” 
and “mediate.” As a result of pursuing appropriate Kanji, SHOU-DOU, NOURYOKU-
FU-YO, and CHO-TEI were adopted [12]. However, these expressions are neither 
common nor rigid, even among health-related professionals. Therefore, explana-
tory notes are usually added, and Katakana phonetic expressions of ADOBOKEITO, 
ENN-AIBURU, and MEDIEITO are also used [12, 13].

The use of Kanji KEN-KOU-ZOU-SHIN to express the emerging new concept 
of health promotion inevitably has a valued traditional meaning in addition to that 
originally assigned. It should not be forgotten that all the terms previously cited as 
difficult to translate, such as “well-being,” “advocate,” “enable,” and “mediate,” are ideo-
logical words that explain states of humanity and human relationships. Therefore, 
because of these unique language situations, the Japanese understanding of health 
promotion tends to value the traditional medical–biological notion of personal health 
and prevention, and overlook the humanistic/democratic dimension.

To overcome this challenge, restoring humanistic/democratic dimensions in 
viewing health is essential.

2.2  Challenges Relating to Top-Down Mentality

Top-down mentality has contributed to Japan’s rapid modernization [14] during the 
twentieth century. Even today, this top-down mentality tends to be linked with 
health-related domestic competition and authorization. In Japan, national govern-
mental policy making guides the major stream of thought and opinion about health 
promotion [10]. After the WHO declared the Ottawa Charter, the national govern-
ment accepted health promotion as a national policy, and in 2000, the Japanese 
Ministry of Health, Labor, and Welfare (JMHLW) started Healthy Japan 21 [10], 
a national health promotion plan including 70 targeted values. When the local planning 
process started after Healthy Japan 21, this was organized as a kind of competition, 
and by 2006 all 47 prefectures and 1 001 municipalities out of a total 1 859 followed 
with similar planning. In 2007, however, because of the nation’s unfavorable 
 5th-year outcome [15] of health promotion trials, JMHLW suddenly shifted its interest 
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from initial health promotion ideas to more focused schemes of preventing metabolic 
syndrome [16], with all municipalities following suit. Such swift policy change is 
meaningful for tackling the nation’s difficulties in terms of rapid aging and ever-
increasing medical expenditure. However, by prioritizing national policy over people’s 
autonomy, Japanese people often have difficulties in recognizing well-being [17], 
despite having the longest average life span in the world.

2.3  Challenges Relating to Group Awareness

Autonomy and individuality are important features of people living in Westernized 
demographic societies. Although an over-emphasis on individualism is criticized 
as a Eurocentric aspect of health promotion, autonomy and individualism are gen-
erally considered to be the starting points of health promotion. However, in Japan, 
maintaining harmony has been valued over autonomy and individuality [18]. 
In intimate group settings, harmony with daily life takes precedence, and people 
show delicate awareness of their surroundings [19]. In daily life, people value the 
pleasures of the five senses. When they practice various traditional art forms such 
as Japanese gardening, flower arranging, and the tea ceremony, delicate awareness 
is shown [18,19]. In larger group/public settings, however, Japanese people tend 
to become more concerned about maintaining harmony within society, and prioritize 
harmony with other people/society over harmony with daily life.

According to the author’s observations, the Japanese health promotion movement 
encourages a similar group mentality for people. At a local level, a group mentality 
is observed in people’s attitudes involving suppressing expressions of their unique-
ness. In typical Japanese local group-based settings of health education/promotion 
at schools, workplaces, and the community, participants do not remark individually 
regarding their health and related issues, even if a leader encourages them to do so. 
They look at each other, and usually say nothing until someone breaks the silence. 
Even after this initial break, only a few participants join in and make remarks.

To cope with this challenge, encouraging people’s sensitivity to daily life and 
their personal opinions is important.

3  Sensory Awakening as New Directions of HP&HE

In Japan, the typical health promotion movement [10] usually starts from (1) defining 
health, extends to (2) publicizing national policy/health objectives, and ends by 
(3) letting people accept informed choices of personal goals toward better health. 
As already stated, this process of Japanese HP&HE faces certain challenges:  
(1) a confused understanding of health, (2) a top-down mentality, and (3) group 
awareness. Regarding Japanese health education, both teachers and learners are 
eager to obtain knowledge and related elements to change their behavior. 



44 M. Moriyama

However, the Ottawa Charter [9] states that “Health is created and lived by people 
within the settings of their everyday lives; where they learn, work, play and love.” 
This statement clearly indicates the importance of everyday experience as a 
primary source of HP&HE. Therefore, based on my past educational trials,  
I adopted a constructivist’s perspective [20] of learning health from everyday life 
experiences, and started learning activities using senses.

Sensing and reflecting one’s own health and well-being is an important starting 
point of health education. Sensing and learning one’s own health status and well-
being and those of others is important not only for health promotion but also for 
healthcare professionals’ education and social work education [21], because health-
care and social work professionals are expected to have sympathy and understand-
ing for people with various states of health, including those living with disease, 
infirmity, and disability. Since the 1990s, working as a instructor in a Japanese 
medical school, I have been seeking meaningful humanistic educational settings for 
medical students, and have encountered the concept of the constructivists’ perspective 
[20] of service learning [22], with special reference to sensory experiences accom-
panying blindfolded walking [23]. The latter activity used to be basic training from 
mobility trainers to assist blind people to move about safely indoors and out. 
In 1997, with the help of Mr S. Yamada (low vision care specialist) and Mr K. 
Nagahata (soundscape researcher), I organized a task force to apply blindfolded 
walking to medical education, and started a 3-day exercise for medical students to 
simulate and learn the social and physical conditions of the visually impaired. 
When blindfolded, participants are initially deprived of vision [24], the most domi-
nant sense in the ongoing information-oriented society. However, over time they 
become aware of other senses: aural, olfactory, and touch, as well as their surround-
ing environments. Mr Yamada has already noted, recorded, and named such a 
change as “sensory awaking” [25]. Starting from Mr Yamada’s findings, the task 
force accumulated further observations [26]. In these blindfolded walking trials, 
each blindfolded subject is usually paired with another sighted subject as a helper 
for safety and communication. In this paired situation, the awareness process 
extends to include not only one’s hidden senses but also those of the other subjects 
and related human relationships. The task force finally named this all-embracing 
awareness process “sensory-awakening.” [26].

The following example shows students’ notes after blindfolded group-walking:

Student A:

I was afraid to walk when I was in the front line of blindfolded students. After 
walking for some time, I realized that I had started to use the echo of my voice to 
understand the atmosphere and characteristics of the space in which I was 
walking.

Student B:

When I was walking, I started to sense more vividly on tiptoes to find some barrier 
on the floor. When I went to the fourth floor, I noticed a slight odor of some chemical 
substance from the entrance to a space.
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The following example show students’ notes after blindfolded paired walking, 
passing a corridor under two conditions: (1) with eye mask (blindfolded); (2) without 
eye mask (sighted).

Student C:

(1)  “It took time for me to accept my blindfolded situation guided by my friend. It 
was not easy for me to fully trust my partner as a guide, and I felt some anxiety.”

(2) “When I guided my blindfolded partner, I did not feel any anxiety because 
I could see. However, at the same time, I felt my partner’s fear. If my partner 
trusts me, he can probably walk without difficulty.”

Student D:

(1) “When I put my hand on my waist and touched the wall of the corridor, I got 
some relief. However, I still felt anxieties over some protruding objects located 
above or below my waist along the corridor.”

(2) “When I guided my blindfolded partner, I did not feel that I was walking too fast. 
However, based on my blindfolded partner’s response, I regretted having walked 
too fast.”

There are many blindfolded walking settings (such as walking alone or within a 
group in a room, walking in a hallway, paired walking in an open space, in a town 
district, etc.), in each of which a unique sensory-awakening process followed.

4  Sensory Awakening as a Core HP&HE Program

Despite the favorable results of blindfolded walking as basic education for medical 
students, I was slow to adopt it as an HP&HE program, because in the vertically 
divided administrative structure of Japanese society, the scope of the service learning 
discipline did not encompass other disciplines, including HP&HE. However, 
reflecting the traditional Japanese culture of valuing five senses, sensory-awakening 
is expected to open a new dimension of HP&HE. Therefore, I adopted it as a core 
program of the latter, and set the following educational approach:

Approach 1: Learning through awakening senses; letting participants discover, notice, 
and utilize their hidden senses to feel and explore their well-being and their living 
environments.

Based on my educational research experience, I added the following two 
approaches to enhance self-reflection and face-to-face communication.

Approach 2: Learning through mapping and integrating [27]; by letting participants 
think and reflect daily individual events, and construct an overview of events to 
attain an overall picture of their daily lives and health.

Approach 3: Learning through sharing and connecting with other people’s health statuses; 
by allowing participants to be freed from their personal understanding of daily life, 
and letting them sense and understand other individuals’ unique ways of life [28].
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5  Two Workshop Designs for HP&HE

I compiled these three approaches with the help of the task force, and developed 
workshop designs for both ordinary healthy participants as well as those with dis-
abilities. Two cases of workshops are shown as examples.

5.1  Workshop for Healthy Participants, Using  
Blindfolded Walking

This design was constructed by adopting approaches 1 and 3. On July 20, 2009, a 
simplified version of blindfolded walking was attempted as the subprogram of a 
workshop at the first HP&HE Asia Pacific Conference. Participants were paired, 
and sighted participants guided those blindfolded. After instructions, the partici-
pants left the conference room and walked along the second floor of the conference 
center for about 20 min. When 10 min had elapsed, the partners swapped roles and 
continued. After walking, the participants returned to the room, exchanged their 
findings/experiences, and discussed the use of senses in Asian culture.

The chief organizer of this workshop, Dr. Oga, described the significance of this 
workshop as follows [29]:

In this workshop, through guided activities, participants will have a fun and peaceful 
opportunity to use their hidden sensory abilities to explore their unique internal body–mind 
state and their body–mind contact in the world, followed by reflecting and sharing. By 
reconnecting with their unique bodies and minds, participants may find benefits personally 
for promoting their own health.

Another organizer of this workshop, Dr. Mock, described the background to the 
workshop as follows [29]:

Many of us, working as health professionals in Asia-Pacific societies, have been socialized 
to view health through the narrow lens of biomedical professional culture. However, in our 
everyday lives, we have experiences of healthful practices that are based on our senses and 
subjective feelings.

5.2  Workshop for Sensory Disabled Participants,  
Using Touch Sense

In the workshop design cited above, normal subjects wear eye masks, and while 
blindfolded take part in a sensory-awakening process. Subsequently, if the subjects 
are already deprived of one or two major senses while disabled, does sensory-
awakening still have some significance related to HP&HE?

To investigate the potential of sensory-awakening in a deprived situation, I prepared 
the following workshop design by adopting approaches 1, 2, and 3:
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To consider and reflect the uniqueness of daily life, I utilized Tactile Two-
Dimensional-Mapping (Tactile-TDM). TDM is a visual mapping procedure intended 
to reflect one’s own life by using a two-dimensional framework, and Tactile-TDM 
is a modified mapping procedure using tactile senses [30].

On February 1, 2009, a workshop to reflect daily life and health was organized 
in Koriyama City, Japan. The chairman was a person with multiple impairments of 
vision and hearing. Among the 30 participants, four had multiple impairments of 
vision and hearing, six had visual impairments, and one had a hearing impairment. 
The remaining participants were families or helpers with normal vision and hearing. 
By the use of Tactile-TDM, all participants externalized, communicated, and shared 
their health-related views of their lives [31].

In this trial of Tactile-TDM, all participants realized their uniqueness of health 
and life. In today’s Japan, sensory impairments are still considered to reflect a 
deprived health status. However, this time none of the participants mentioned any 
deprivation of their lives and health, but all mentioned the latter as characteristics. 
Therefore, the uniqueness of sensory status as well as that of life is considered a 
key factor in understanding the uniqueness of health.

6  Conclusions

In the first part of this chapter I identified three characteristics of the Japanese health-
related mindset as challenges: language, mentality, and awareness. Among these 
three, language structure in particular represents a core of culture, and one of the 
unique aspects of the Japanese language comes from the usage of Kanji, ideographs 
from Chinese characters. In this respect, not only in Japan but also in other East Asian 
countries such as Korea, Mongolia, and Vietnam, similar challenges might have been 
observed when Western-born HP&HE theories or ideas were imported and accepted 
in each country’s domestic language structure and domestic health perspective.

As a global movement, health promotion is dominated by Western philosophies 
of evidence-based health sciences as well as social sciences. However, health 
promotion is expected to mobilize societies as well as individuals, while fully 
considering diversities of cultures and societies. To understand the everyday lives 
of people living in East Asian countries, including Japan, the idea of sensory-awakening 
is expected to function as a new gateway to increase people’s awareness of their 
bodily functions, feelings, environments, human relationships, content of awareness, 
and/or awareness itself.

Recently, historical mental ideas rooted in everyday life in Asia, such as tai chi, 
Zen meditation, incense, and use of herbs, have been re-evaluated in the fields of 
neuroscience and educational science. Further studies are needed to seek a more 
meaningful way for HP&HE in Asia, fully respecting people’s uniqueness and 
autonomy of sensing everyday life and finding their health and well-being.
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Abstract The 6th Global Conference on Health Promotion held in Bangkok in 2005 
proposed the following three points as key issues of health promotion in Thailand: 
(1) make the promotion of health a core responsibility for all government depart-
ments, (2) make the promotion of health a requirement for good corporate practice, 
and (3) make the promotion of health a key focus of communities and civil society. 
The 7th Global Conference on Health Promotion, held in Kenya in October 2009, 
reflected the following five sectors for current health promotion in Thailand: (1) com-
munity empowerment, (2) health literacy and health behavior, (3) strengthening health 
systems, (4) partnerships and intersectoral action, and (5) building capacity. As 
indicated in the Nurses of the Community Project in Thailand, six essential systems 
were identified to increase involvement and build ownership of the Nurses of the 
Community program (NOC). Key success, including (1) strong and active memo-
randum of understanding among key actors at the implementing level, (2) guidelines 
and strategies to make every system practical, (3) the systems of NOC require intri-
cate designs supported by long-term community-based research and development, 
and (4) options for policy development at both national and local levels, is vital for 
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NOC retention. In Thailand, the widespread growing interest in strengthening local 
community infrastructures, institutions, networks, and capacities reflects at least four 
influencing strategies, which sustain community strength in the country. Based on 
the Japanese experience, it is expected that these policies and programs will develop 
in the future into the integrated approach of primary care (by the nurse practitioner), 
health promotion, national health insurance, and care insurance.

1  Health Status Concerning Health Promotion in Thailand [1]

The Kingdom of Thailand is situated in continental Southeast Asia and is part of 
the Indo-Chinese Peninsula, covering an area of 514 000 km2. It is the third largest 
country among the Southeast Asian nations. The population of Thailand is 62.83 
million (2007). Most Thai people are Buddhists (94.5%).

1.1  Life Expectancy at Birth

In 2004, the life expectancy at birth of Thai people was 70.3 years. During 1964–2006, 
Thai life expectancy at birth increased from 55.9 to 69.9 years for males and from 
62.0 to 77.6 years for females. The World Health Report 2003 revealed that in 2002, 
Thailand’s average healthy life expectancy (HALE) was 60.1 years: 57.7 for males 
and 62.4 for females.

1.2  Infant Mortality

In Thailand, the infant mortality rate (IMR, per 1 000 live births) rapidly declined 
from 84.3 in 1964 to 40.7 in 1984 and to 11.3 in 2005–2006.

1.3  Causes of Death

The principal cause of death was disease of the circulatory system (18.6% of all 
causes), more than half of which were due to cerebrovascular diseases; the second 
leading cause was cancer and tumors (16.2%), half of which were liver/bile-duct 
and lung cancers; the third leading cause was infectious disease (15.5%), most of 
which was human immunodeficiency virus (HIV) infection, particularly among 
teenage and young adult males, followed by tuberculosis; and the fourth leading 
cause was external among children and youths (12.4%), i.e., road traffic accidents 
associated with motorcycles.
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1.4  HIV/AIDS

The HIV/AIDS epidemic in Thailand originated in homosexual males during the 
period 1986–1987.It then spread to injecting drug users, female commercial sex 
workers (CSWs) and male sex seekers, and to families. The reduction in HIV trans-
mission in the heterosexual group during 1995–1996 was a result of intensive 
health education campaigns among the high-risk groups, coupled with the 100% 
condom-use campaigns among female CSWs.

It is estimated that in 2020 cumulatively there will be 1 250 000 HIV-infected 
individuals in Thailand (70 000 children), and of these, 1 100 000 will die and only 
157 000 will survive. Each year there will be 8 000 new HIV infections (500 chil-
dren) and 16 500 new AIDS cases (1 500 children), and 18 000 deaths.

1.5  Heart Diseases, Diabetes, and Hypertension

The 2003–2004 health examination survey on Thai people revealed that the preva-
lence of hypertension had risen from 5.4% in 1991 to 11.0% in 1996 and to 22%, or 
10.1 million individuals, in 2004. The diabetes prevalence rose from 2.3% in 1991 to 
4.6% in 1996 and 6.9%, or 3.2 million individuals, in 2004. The hospital admission 
rate of heart diseases per 100 000 population rose from 56.5 in 1985 to 109.4 in 1994 
and to 618.5 in 2006. The hospital admission rate of cancer per 100 000 population 
rose from 34.7 in 1994 to 124.4 in 2006.

1.6  Relationship Between Risk Factors and Health Problems

A study on major burdens of diseases of Thai people conducted in 1999 and 2004 
by the International Health Policy Program, using 15 leading risk factors for males 
and females, revealed that alcohol abuse and unsafe sex were the cause of burden 
of disease among males, and unsafe sex and high body mass index were the cause 
of burden of disease among females (Table 1).

An analysis of risk factors for cardiovascular diseases among Thai people aged 
35–59 revealed a rising prevalence of people with high blood cholesterol, high 
blood sugar, overweight, and obesity (Table 2). Bangkok residents, both males and 
females, had the highest prevalence of overweight and obesity, while the population 

Table 1 Disability-adjusted life years (DALYs) of Thai population

DALYS in males 2004 (%) 1999 (%) DALYs in females 2004 (%) 1999 (%)

1. Alcohol abuse 13  9 1. Unsafe sex 9 11

2. Unsafe sex  9 16 2. Hypertension 6  6
3. Smoking  9  8 3. High body mass index 6  6
4. Nonuse of helmet  6  6 4. High cholesterol 3  3
5. Hypertension  5  5 5. Nonuse of helmet 2  2
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in the north had the lowest. The residents in municipal areas had higher overweight/
obesity prevalence as compared with rural residents.

1.7  Tobacco Consumption

The number of smokers is high. In 2006, Thai people smoked an average of 87.6 
packs/person/year, rising from 71 packs/person/year for 2001–2002. The propor-
tion of cigarette smokers was 20.3% in 2006. Males smoked 9.0–10.6 cigarettes per 
day on average. In Thailand, approximately 42 000 people die each year from 
smoking-related illnesses.

1.8  Alcoholic Beverage Consumption

Alcohol use rose from 721.8 million liters in 1988 to 1604.3 million liters in 1997, 
and in 2006, alcohol use rose to 2479.7 million liters. The Food and Agriculture 
Organization estimated that the amount of alcohol consumed per capita per day of 
Thai people in 2000 was ranked highest, 13.59 liters/person/year, compared with 
France (13.31), the United States (9.08), Japan (6.26), and the Philippines (3.33 
liters/person/year).

During the 10-year period 1996–2006, the proportion of female drinkers rose in 
all age groups, particularly those aged 15–19 years, increasing from 1.0 to 2.9%. 
In 2006 the government proposed an alcohol consumption control law to the 
National Legislative Assembly in order to ban alcohol advertisements in all kinds 
of media, and to ban the sale of alcohol to anyone younger than 20 years.

1.9  Substance Abuse

The narcotic most widely used is methamphetamine. The serious concern is an 
increase in the number of students taking drugs, especially stimulants or metham-
phetamine, escalating from 0.2% in 1985 to 1.5% in 1999. The ABAC-KSC 
Internet Research Institute estimated that in 2001, 6.2% of students exhibited drug 

Table 2 Changes and prevalence of cardiovascular disease risk factors in Thai people aged  
35–59 years (Population adjustment for 2000)

Risk factor
1st Health survey  
(1991–1992)

2nd Health survey 
(1996–1997)

3rd Health survey  
(2003–2004)

Cholesterol (mg/dl) 189 198 207
Blood sugar (mg/dl)  87  92 100
Body mass index  

(BMI) (kg/m2)
 22.8  23.8  24.6

Overweight (%)  20%  25%  38%
Obesity (%)  5%  8%  10%

Source: [13, 14]
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use behavior. The government implemented the war on drug policy in 2001, and the 
Office of the Narcotics Control Board estimated that the proportion of drug users 
had declined from 16.4% in 2001 to 6.9% in 2003.

1.10  Sexual Behavior

The rate of condom use during sex with a female CSW increased from 25% in 1989 
to 97.9% in 2006. However, of course people also have sex with others who are not 
CSWs. A survey conducted by the Institute for Population and Social Research 
(2006) reveals that 67% of male teenagers and 44% of female teenagers (18–19 
years old) in Bangkok have already had sex; their average age at the first sexual 
encounter was 15.5 years in males and 16.5 years in females.

2  The 6th Global Conference on Health Promotion  
in Thailand

The “Bangkok Charter for Health Promotion in a Globalized World” was agreed at 
the 6th Global Conference on Health Promotion, held in August, 2005, and three 
points are key issues of health promotion in Thailand.

2.1  Make the Promotion of Health a Core Responsibility  
for All Government Departments: Support for Policy 
Recommendations and Measures for Health Promotion

To promote legal and social measures in minimizing negative impacts and preventing 
youths from alcohol consumption, the government has issued rules banning adver-
tisements of all alcoholic beverages on all radio and television stations during 
05:00–22:00 h beginning 1 October, 2003 [2].

2.2  Make the Promotion of Health a Requirement  
for Good Corporate Practice

2.2.1  Campaign on Exercise for Health

There are in total 35 532 health promotion (with exercise) clubs and 47.3% of 
people aged 6 years and over exercise 30 min every day and at least 3 days a week 
(the target is 50%) [2].
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2.3  Make the Promotion of Health a Key Focus  
of Communities and Civil Society

2.3.1  Establishment of the Health Promotion Fund

Public sector agencies and nongovernmental organizations (NGOs) collabora-
tively advocated establishment of the Office of the Health Promotion Fund or 
Thai Health, as an independent public agency, responsible for holistically 
promoting healthy behaviors and environment. In November 2001, The 
Health Promotion Fund Act was proclaimed and the Thai Health Promotion 
Fund was extracted from 2% of earmarked taxes from alcoholic beverages and 
tobacco [2].

2.3.2  Health Promotion for Particular Age Groups [2]

 School-Age and Youth Groups

In addition to implementing projects on health status monitoring and dental health 
promotion among primary and secondary schoolchildren, the MoPH, in coopera-
tion with the Ministry of Education, has launched the Health-Promoting Schools 
Project, aimed at making each school a starting point for physical and mental 
health promotion for schoolchildren and the community. In 2003, out of 29 377 
schools participating in the project, 12 372 schools (42.1%) met the criteria for a 
health-promoting school.

 Elderly Population Group

The Senior Citizens Council of Thailand under the Patronage of HRH the 
Princess Mother has been serves as a focal point for 7 000 senior citizens asso-
ciations and clubs throughout the country. In August 2002, a joint statement of 
senior citizens networks was made, specifying that they will support health pro-
motion among Thai elders in order that they will be able to take care of their own 
health and lengthen and enhance their quality of life in society. A pilot project 
on health-promoting monasteries is being implemented in 24 wats (Buddhist 
monasteries) to encourage religious organizations to take part in the develop-
ment of health and environment especially for the elderly. The Elderly Act of 
B.E. 2546 (2003) has been enacted. Section 11(1) states that an elder has the 
rights to health protection/promotion and support from medical and health 
services.
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Mental Health Promotion

 Establishment of Mental Health Crisis Centre

The MoPH has set up a mental health crisis centre aimed at providing 24-h assis-
tance and advice to people with critical problems. Networks for health crisis 
counseling have been set up at a regional level in 11 agencies.

Promotion of Community-Based Mental Health Program

The MoPH has promoted the prevention of mental health problems in communities 
by encouraging community members to take care of their own mental health condi-
tion, using village health volunteers as core persons in each community. This project 
has been implemented in 620 villages and communities in 31 provinces.

3  Current Health Promotion in Thailand

The 7th Global Conference on Health Promotion, in Kenya in October 2009, closed 
with the declaration of the Nairobi Call to Action, reflecting the five sectors of cur-
rent health promotion in Thailand (1, community empowerment; 2, health, literacy, 
and health behavior; 3, strengthening health systems; 4, partnerships and intersec-
toral action; 5, building capacity for health promotion).

3.1  Strengthening Health Systems Through National Health 
System Reform

In 1970s and 1980s, a policy on health services to rural areas was under way. 
District hospitals and subdistrict health centers were established all over the country, 
and the primary health care strategy was adopted to promote people’s participation 
in health services. In 1992, the Health Systems Research Institute (HSRI) Act was 
enacted. At the 1996 technical conference on health reform organized by the HSRI, 
“A New Strategy for System Development,” preparation for reforms of several 
health systems was discussed. In a book entitled System Reforms for Health,  
Dr Prawase Wasi  commented on the need for health system reform, based on the 
use of knowledge and the management for social movement, creation of a system 
for all concerned to participate in the reform process, research on major trends that 
affect health, research aimed at creating the value of health and health indicators of 
society, research aimed at promoting and supporting the culture of health, evaluative 
research on health service systems, reform of the health service system, promotion 
of civil society for health, and research for drafting a national health law or a health 
system reform bill.
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Reform of the national health system began when the government issued the 
regulations of the Prime Minister’s Office on National Health System Reform of 
2000 and enacted the National Health Bill, having an ad hoc agency under the Health 
Systems Research Institute (HSRI). The drafting of the National Health Bill to be 
used as a principal law on health used a participatory approach involving all sectors 
in society so that Thai people across the nation could participate in drafting the Bill; 
the drafting process was also used as a tool for joint learning in Thai society [2].

3.2  Strengthening Health Systems and Community 
Empowerment Through Partnerships and Intersectoral 
Action, Building Capacity for Health Promotion  
(Khanitta Nuntaboot)

3.2.1  The Nurses of the Community Project in Thailand [3–5]

Background

In Thailand’s current situation where the work of nurses has been considered one 
of the main strategies to enhance quality in health promotion and the community 
health care system, a continuous shortage of nurses has always been critical. One 
of the major issues of health resource development in Thailand, especially for the 
community health care system, has always been how to get highly qualified nurses 
to work in rural areas. The project entitled “Nurses of the Community” was devel-
oped and has been conducted over a decade as one of the major projects in strength-
ening the health system, particularly at the community level.

Objectives

This project aims at investigating how the community is empowered through nursing 
training. It explores how nursing educational institutes work with local administrative 
organizations, LAOs, in establishing essential infrastructures for community strength-
ening, through nurses of the community – the NOC program. The NOC represents 
nurses who are locals, who receive support from their own LAO to study in the Nursing 
Program at the collaborated faculty/school of nursing, who participate in learning activi-
ties jointly designed by the collaborated community hospital and the faculty/school of 
nursing, and after graduation work for the LAO for community health improvement.

 Underlying Values and Principles

The NOC project helps to mobilize community skills and resources, especially 
human capital, and apply them in a way that achieves changes in the improvement of 
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health care. Project actions in community strengthening include (1) ownership and 
partnership building and strengthening, (2) leadership development among leaders 
and NOCs, and (3) capacity building of the key actors. Decentralization of public 
administration has a great impact on community strengthening. The presence of 
sustained efforts from LAOs to increase involvement and partnership among 
members of a community and other key actors underpins the achievement of common 
objectives in self reliance.

Knowledge Base/Evidence Base

To improve chances of rural retention of health manpower, strong evidence is 
linked to a number of interventions including education. Rural experiences support 
NOC in bridging four gaps: the needs of health services and community-based 
actions for health, effective use of multisectoral efforts in improving community 
health and people’s well being, limited access of LAOs to support for community 
strengthening, and community-based nursing education that increases the chances 
of graduates working in community health.

 Context of Intervention/Project/Work

In 2002, the Faculty of Nursing Khon Kaen University started with 12 LAOs and 
ten community hospitals in the Northeast and expanded to four more universities in 
2006 when the first batch graduated and returned home to work. From 2007, at least 
500 students are being recruited each year in 28 institutes.

Methods

Led by the Faculty of Nursing Khon Kaen University, the project develops essential 
support to 27 faculties/schools of nursing and 100 subdistricts nationwide in devel-
oping essential systems through employing three main activities: (1) knowledge 
building from participatory action research in essentials for the NOC design and 
implementation, (2) empowering three key actors to strengthen learning communities 
through actions, and (3) translating knowledge built into forms that are understand-
able by key actors and policy makers for potential policies development.

 Results and Conclusions

Six essential systems were identified to increase involvement and build ownership 
of NOC. Guidelines have been developed for key actors to undertake actions that 
are crucial for strengthening the community and health services. Major impacts 
observed include: a decreasing number of outpatients at community hospitals; 
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increasing community-based actions for health and outreach of services for 
health promotion; and most important, those elderly people who live with chronic 
illnesses, are disabled, and/or are underprivileged, have easy access to nurses. The 
incentive for the NOC is comparable to those nurses who work elsewhere in the 
country. The NOC prepares nurses as a turning point in strengthening the com-
munity and health services by encouraging active participation of community 
organizations. Key success includes (1) strong and active Memorandum Of 
Understanding among key actors at the implementing level; (2) guidelines and 
strategies to make every system practical; (3) that the systems of NOC require 
elegant designs supported by long-term community-based research and develop-
ment; and (4) that options for policy development at both national and local levels 
is vital for NOC retention.

3.2.2  Empowering Through Strengths: Community Strengthening  
in Thailand [6–8]

Introduction

Community strengthening, as one of the major strategies for health promotion, has 
been pursued intensively in Thailand over decades since Alma Ata. Based on 
selected projects that undertake actions in village subdistricts in Thailand, this 
section describes the context of community strengthening in Thailand by illus-
trating how involving sectors and organizations work with the community for its 
empowerment, and how outcomes are observed.

 Key Stakeholders and Actors as Prime Strengths  
for Community Development

A subdistrict, known as a Tambon, comprises community structures and competent 
management systems whose function is to improve the quality of life of its mem-
bers, from economic, environmental, and social, to health aspects. There are at least 
three groups of stakeholders and key actors in community strengthening in 
Thailand. The first and very important group is that of the key actors in the Tambon, 
which consists of at least four structures: (1) civil groups, households, and community 
organizations, (2) local administrative organizations, (3) community chiefs, and 
(4) all structures of related government sectors including health facilities, commu-
nity development units, schools and education development units, and so forth. 
They are vital to sustainability and accountability of all implementations from policies 
and initiatives. Functions of each of the four key actors are different but interrelated. 
The second group consists of organizations and institutes (including government 
units) that undertake actions in the community such as educational institutes, 
research institutes, and philanthropic sectors, and national and international NGOs. 
The main function of this group is to establish systems and mechanisms to facilitate 
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movement and reduce the obstacles of those key actors at Tambon level. Most local 
development carried out by such organizations comprises integrated area improve-
ments and specific vertical program activities. This group work is carried out in 
connection with both local key actors and policy makers at national level. The third 
group is policymakers at national level who are involved in making decisions for 
sustained investments to improve physical and social infrastructures. Strong links 
between the community key actors, the organizations and institutes, and the policy 
makers are crucial for sustained community strengthening. The Thai Health 
Promotion Foundation, for example, is actively involved in making such vital links 
workable.

 Actions and Process Contributing to Developing Initiatives  
and “How to” in Community Strengthening

Community strengthening nurtures integrations and cohesions of all local 
actions. Experiences in Thailand propose three categories and three steps in 
building integration and cohesion of actions for community development. The 
three categories are (1) building capacity of community groups and organiza-
tions through development of physical and social infrastructures, (2) building 
partnerships at local community level to improve coordination, enhance impacts 
and outcomes, and avoid task duplication, and (3) sustaining finance in support-
ing community-based initiatives to improve conditions and outcomes relevant to 
social, economic, environmental, and health aspects of the community and its 
members. Most community-strengthening projects undertaken in Thailand pursue 
at least three steps: (1) information sharing to identify community problems and 
resources, (2) learning practical and effective solutions for specific problems 
and issues, and (3) managing for changes to improve the practices and move-
ments of the community key actors in achieving agreed outputs and outcomes of 
improvements.

 Outputs and Outcomes of Community Strengthening Lay Strong Foundations  
for Community Systems Development

There are two categories of observable outputs and outcomes from community 
strengthening. The first illustrates a status of community strengthening that identi-
fies characteristics of a healthy Tambon and areas of work done by most projects. 
The second describes a process for community strengthening that could be seen 
through three groups of actions undertaken: (1) capacity in community planning; 
(2) local development undertaken by community key actors on building more 
physical infrastructures, identifying community problems and solutions, and par-
ticipating in mutual help and benefits sharing; and (3) embracing social actions 
through development of community ownerships, establishment of social infrastructures 
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such as capacity building, leadership development, information sharing, and volun-
teering support programs; and establishment of community-based initiatives and 
solutions.

Evidence suggests that the majority of Thai Tambons and communities are 
strengthened within the first and the second contexts mentioned above. Thai com-
munities have faced influencing conditions and frameworks concerning the issue of 
sustainability. Such factors include operating with limited social infrastructures, but 
more physical infrastructures; less utilization of local government as a focal point 
for community-based initiatives and solutions; wide gaps in links between all gov-
ernment tiers and local government, NGO programs, community groups, and net-
works, resulting in tasks being confused and repeated; and often unstable funding 
support from both national, NGO, private, and local government through vertical 
programs or integrated area development as a whole. Many also lack sufficient 
experience and systems to access resources that could strengthen their capacity for 
development of ownership and leadership, thereby improving their operational and 
implementation effectiveness in undertaking community based initiatives and 
solutions.

However, strong and competent Tambons and communities have been identified 
in various parts of the country, as learning centers for other communities and as 
pilots for development of critical mass. Their capacity is strengthened based on 
competency of community social groups and networks, and physical and social 
infrastructures that are established within their own community context through 
support from local and national government.

Conclusion

In Thailand, the growing interest in strengthening local community infrastructures, 
institutions, networks, and capacities reflects at least four influencing strategies that 
sustain community strengthening in the country.

 1. Evidence linking investment in social connectedness, social capital, and civil 
society to improvements in economic productivity, social inclusion, public 
safety, and public health, which have been integrated in most national and vertical 
programs supported by both government, private, and NGO sectors

 2. An emerging of public policies formulation and experimentation especially at 
the local level, which have been apparent throughout the process of reforms of 
main systems in the country including the administrative system of the govern-
ment sector, the health system, and the government system

 3. The practices of local government (local administrative organization) as a 
focal point of administrative framework to link social groups and networks, 
civil groups, agencies, organizations, and all tiers of government for all 
community-based development activities in balancing the well being of 
community members
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 4. Sustained political commitment and support from all political parties who form 
the government, in strengthening communities through diversity of policies and 
its implementations at the local level

Community strengthening can be successfully designed and implemented only if it 
is embedded in work and services, of all stakeholders, especially but not only by the 
government units. Through influencing strategies, opportunities are opened for ini-
tiatives and solutions in community development if sustained investment is made by 
both national and local government. The greatest dangers in the present community-
strengthening initiatives and solutions are (1) that it will underestimate the assets and 
systems needs of the specific community development programs to the detriment of 
the integrated area development actions, and (2) that it will distort the response to 
the broader community crisis in well-being by focusing on downward community 
strengthening, with the community key actors as the only critical administrative 
framework and infrastructure required.

4  Primary Health Care 2008 and the Reform of Community 
Health and Nursing System in Thailand: Integrated 
Approach of Primary Care, Health Promotion, National 
Health Insurance, and Care Insurance

Thailand’s health care system is famous for its primary health care (1970s–1980s) 
and its HIV/AIDS prevention and care system (1990s–2009). Now there is new 
movement led by nursing and community health workers to cope with an aging 
society and to promote social security structural reform, as shown in Sect. 4.2.

Health care system reforms are referred to in “PHC: Now More Than Ever” (WHO, 
2008) from the following four aspects: universal coverage, primary care, public policy, 
and leadership and government. Model projects of Khon Kaen University Faculty of 
Nursing have been implemented to strengthen the capacity of health programs by local 
government with subsequent expansion on the national scale. The projects are com-
pared with the development process of the Japanese health care system, such as the 
national health insurance system (1960–2010) and the care insurance system 
(1997–2010).

With the aging population and the resultant increase in chronic diseases and 
 disability, the reform of the nursing and health care system was initiated from the 
early 2000s in line with government decentralization. Local governments have 
increasing financial power with the economic development from 1990s onward. 
Registered nurses and public health nurses are allocated to all the municipalities. 
They provide both curative and preventive services, including health promotion run 
by the Health Promotion Foundation with the support of the taxpayer. Based on the 
Japanese experience, it is expected that these policies and programs will develop 
into an integrated approach to primary care (by the nurse practitioner), health 
 promotion, national health insurance, and care insurance in the future.
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5  Introduction of Health Care Informatics in Community 
Health Care Systems Across Japan (Katsumasa Ota)

5.1  Telemedicine

Many types of Information and Communication Technologies (ICTs) are used in 
community health care in Japan. The first ICT application was Telemedicine. 
Telemedicine, which began in the 1970s in the United States, is defined as the pro-
vision of health care service, clinical information, and education over a distance 
using telecommunication technology [9]. Telemedicine is different from Telehealth, 
which utilizes various technologies including interactive video, audio, and computer 
technologies [10]. In 1999, the term e-health came to be more popular with the 
spread of Internet-based health care delivery.

In Japan, the Wakayama Medical Association conducted the first proven test of 
telemedicine using CCTV in 1971 [11]. Then a telemedicine system was introduced 
across the whole of Japan. By 2005 the total number of hospitals and clinics using 
this system was approximately 1 700. In some cases of community health nursing, 
a telephone or a TV phone is utilized for health guidance.

5.2  Regional Medical Care Network

Today, information and communication technology has been promoted in health 
care to help share more patient information and medical information among many 
facilities in the community. The installation of an Electronic Health Records (EHR) 
system within a hospital has also been promoted across Japan. The regional medi-
cal care network changes the health care that individual hospitals and facilities 
traditionally performed discontinuously into a continuous one to meet the needs of 
patients, and then connects each function and their role.

In looking back on history, the regional medical care network of Japan moved 
ahead with the goal of “Improvement of Referral Rate,” as stated by the Comprehensive 
Review of Remuneration Paid for Medical Services of April 2000. It then expanded 
and advanced by putting emphasis on the differentiation of functions, priority of 
policy, and the promotion of the efficiency of medical systems, as set forth in the 
“Basic Policy of Renovation of Medical Service System of 2002.” This policy paved 
the way for patients to receive continuous home visiting care and various social ser-
vices [12]. A common information infrastructure is necessary to promote widespread 
information sharing about medical care with each medical institution. Also necessary 
are standardization of terminology and code sets for information sharing, as well as 
promotion of the EHR system. The report, called the Grand Design for Health Care 
Delivery System (2002), includes the sharing of medical information by the alliance 
of medical institutions as one of the goals, with the proviso that the information tech-
nology network infrastructure will be advanced.
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The Regional Medical Care Network consists of two types: (1) clinics play a key 
role, and (2) hospitals play a key role. Some well-known examples are shown in 
Table 3.

For the promotion of the Regional Medical Care Network in Japan, the practical 
sharing of EHR information through the network has already begun in many hos-
pitals and regions.

6  Health GIS and Area Studies (Shoichiro Hara)

6.1  Introduction

Area study is an interdisciplinary science that combines many disciplines in order 
to understand a particular area comprehensively. However, researchers of area stud-
ies have actually been engaged in rather narrow disciplines. Area informatics is a 

Table 3 Some examples of the active regional health care alliance network in Japan

Name
Starting  
year Region

Outline  
of the system

Community-link 
Network System 
in Osaki Citizen 
Hospital

2005 Miyagi Prefecture This system connects home 
doctors and this hospital 
using this network 
system, shares each 
function, and is enabled 
to work in smooth 
mutual cooperation

Membership of W  
(double doctor)  
for clinics and  
hospital alliance

1995  
(original 
project in 
1992)

Kanagawa  
Prefecture

82 clinics created an alliance 
with the central hospital 
in this region and receive 
referrals from it, as 
necessary

Clinic-centered  
network of  
Nagoya Medical 
Association

1985 Nagoya City This system supports 
information sharing of 
referral patients and 
treatments with the 
collaboration of  
31 member clinics

Haniwa-net 2002 Miyazaki  
Prefecture

Haniwa-net was developed in 
order to deliver effective 
medical care through a 
health information system 
linking university  
hospitals, clinics, and 
patients at home
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new paradigm of information science for area studies. It aims to integrate various 
disciplines of area studies and to create knowledge about areas by making good use 
of information science and engineering technologies. Individual health is a reflec-
tion of multiple factors, which would be better understood if many variables from 
various disciplines could be collected, integrated, and processed. Therefore, area 
informatics offers a potential paradigm for public health.

6.2  Area Informatics and Health GIS

Development and prevalence of diseases are multifactorial. Even infectious dis-
eases whose etiologies are relatively simple are subject to the relationships not only 
between personal constitution and vectors but also between physical, biological, 
and social-economic environments. If there is a pathogen in an area, the disease 
might propagate rapidly. However, if the area is well developed and/or has good 
sanitary conditions, the propagation might be suppressed. Actually, many epide-
miological histories suggest the importance of environments (e.g., [15]). 
Geographical Information Systems/Science (GIS) treats spatial aspects of events, 
and health GIS is an application of GIS that is thought to be a potential tool of 
epidemiology. Many research papers on health GIS are concerned with spatiotem-
poral relationships between environments and infectious diseases (e.g., [16–18]). 
These articles choose variables of physical environments, and are targeted at rela-
tively narrow areas. They build numerical models to estimate risk zones and to 
predict numbers of patients, and thereby achieve some progress.

However, as these models use only physical environmental variables in narrow 
areas, it is difficult to apply them across areas and times, i.e., these models are not 
suitable for comparative health research. Some articles mention the importance of 
socioeconomic variables, but their models do not include these variables (e.g., 
[19]). Other papers indicate that nonclimate factors are necessary for autoregres-
sion (time-series) models to predict the scale of epidemics (number of patients) 
precisely (e.g., [20]).

Area informatics includes not only spatial information (GIS) and time informa-
tion, but also qualitative information (e.g., socioeconomic subjects), and can provide 
wider frameworks to treat health issues comprehensively. If we want to intervene 
in health problems (e.g., health activities), we have to collect as much information 
as possible about an area (i.e., appropriate resources, economic and political situa-
tions, religion, customs, etc.) in advance, and understand the area using the knowl-
edge and experience of experts’ disciplines. This is the same paradigm of area 
studies. From the area informatics points of view, this corresponds to collecting 
various resources, organizing them into databases, comparing and analyzing data to 
select variables that can explain development and propagation of diseases, and 
assessing the effectiveness of interventions. The area informatics model is thus 
applicable to health and sustainable development.
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Abstract We developed a robot-assisted activity (RAA) program using learning 
tasks with a communication robot. The purpose of this study was to examine the 
usefulness of this RAA program for elderly people. Subjects were four women 
(aged 81.5 ± 3.1 years old) living in a geriatric health services facility. The cognitive 
ability of the participants estimated by Mini-Mental Status Examination (MMSE) 
was 23 ± 2.8 points. The RAA program consisted of reading aloud a Japanese folk 
tale and arithmetic calculation including addition, subtraction, multiplication, and 
division. Participants were asked to perform the RAA program at least once daily 
for 1 month in their private room. The communication robot (Business Design 
Laboratory, Nagoya, Japan) could talk with humans and change its facial expression. 
The time required for the RAA program was approximately 20 min. A focus group 
interview (FGI) was held for all subjects after the intervention period. Subjects 
performed the RAA program 57 ± 33 times during the intervention period. The FGI 
identified positive opinions regarding the robot such as interest in it, attachment to 
it, and pleasure obtained through it.

1  Introduction

The government of Japan estimates that in the near future, 25% of its population 
will be 65 years of age or older. As society ages, a sharp increase is expected in the 
number of elderly people with dementia. Dementia can be treated either with or 
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without drug therapy. The latter includes various approaches, such as behavioral 
therapy, cognitive therapy (reality orientation), affective therapy (reminiscence 
therapy), and stimulation therapy (learning therapy, exercise therapy, and art therapy), 
and the efficacies of these have been demonstrated [1, 2]. In recent years, learning 
therapy has been a focus of particular interest. In learning therapy, the learner com-
municates with a support person to read aloud or perform calculations, with the aim 
of maintaining and/or improving the learner’s cognitive and communication func-
tions [3]. It has been reported that these efforts activate the frontal lobe functions 
of the elderly person and prevent the deterioration of cognitive functions [3]. At the 
same time, however, learning therapy involves certain problems, in that implemen-
tation requires one-on-one interaction with a learning support person, and it takes 
too much time to implement the therapy. It is envisioned that if the learner were to 
learn on his or her own, without a support person, boredom would soon set in, and 
the learner would not continue the effort over the long term.

As one approach to solve this problem, the authors proposed the use of robots. 
Efforts have begun in recent years to use robots in extended-care facilities for the 
elderly, in the form of robot-assisted therapy (RAT) and robot-assisted activity (RAA). 
Preceding studies have examined the physiological, psychological, and sociological 
effects of these therapies on autistic patients [4], pediatric inpatients [5], and residents 
in health care facilities for the elderly [6, 7]. However, research that has looked at robot 
activities aimed at cognitive function training [8, 9] has been very limited, and further 
studies are needed. In view of this, the authors implemented learning therapy using 
sensitive communication robots instead of learning support personnel. In research by 
Kanoh et al. [10], in which robots of the same model used in the present research were 
used in recreational activities in a health care facility for the elderly, it was found that 
the elderly easily accepted the robots. Consequently, if robots that support the learning 
method are made available nearby on an ongoing basis, an upturn in the frequency of 
autonomous learning can be expected as a result of interaction between the learners 
and the robots. At the same time, however, the elderly are considered to have relatively 
little interest in machines, and it is uncertain what kind of impression the robots will 
make on members of this segment of the population, and to what extent they will actu-
ally accept the learning process with the robot. With that in mind, the present research 
was conducted using qualitative assessment to evaluate the practical application of 
learning therapy using sensitive communication robots.

2  Method

2.1  Subjects

The subjects were four elderly females (mean age: 81.5 ± 3.1 years) who were 
residents of a health care facility for the elderly in Aichi Prefecture. Their mean mini-
mental status examination (MMSE) score, which indicates the level of cognitive 
function, was 23.0 ± 2.8. Their mean Geriatric Depression Scale (GDS), which 
indicates depression in the elderly, was 4.0 ± 3.4 (Table 1).
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2.2  Sensitive Communication Robots

The sensitive communication robot (hereafter referred to as the “robot”) used in the 
experiment was the “Yorisoi ifbot” [11] (Business Design Laboratory, Nagoya, Japan) 
(Fig. 1). The robot measured 44.5 cm in height, 35.8 cm in depth, and 43.0 cm in 
width, and weighed 8.1 kg. In addition to a function that enables simple everyday 
conversation, the robot is also equipped with ten motors and 102 LEDs for the purpose 
of producing facial expressions. The motors are capable of moving the neck along two 
axes, the left and right eyes along two axes each, and the left and right eyelids along 

Table 1 Characteristic of subjects

Subject Age (years) MMSE (points) GDS (points)

A 82 19 9
B 77 23 3
C 83 25 2
D 84 25 2
Mean (SD) 81.5 (3.1) 23.0 (2.8) 4.0 (3.4)

Fig. 1 Sensitive communication robot
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two axes each. The LEDs are positioned on the head, mouth, eyes, cheeks, tear ducts, 
and ears, and each LED blinks or lights in several patterns to express feeling. These 
movements enable communication with a great variety of feeling.

2.3  Learning Content

Thirty days’ worth of learning text, which contained content to be read aloud and 
content to be calculated, was distributed to the subjects. The content to be read 
aloud consisted of typical Japanese folk tales. The experiment was implemented by 
having the robot read the text aloud one line at a time, with the subjects being 
instructed to then read the same portion aloud (Fig. 2). The amount of text read per 
day was approximately 250 Japanese characters, and the time required was approx-
imately 10 min.

The calculation portion consisted of ten problems: four one- or two-digit 
 addition problems, four subtraction problems, one multiplication problem, and one 
division problem. The calculations were done by having the robot present the problem 
and then having the subjects answer. If the subject’s response was correct, the robot 
praised the subject, while if the answer was wrong, the robot told the subject the 
correct answer (Fig. 3). When all of the calculation problems had been done, the 
robot announced the score, and the subject recorded the result in the results column 
of the calculation text. The time required was approximately 10 min.

Robots were positioned in each of the rooms where the subjects lived, and reading 
aloud and calculation were each carried out once a day, at the time of day preferred 
by the subject. Subjects were instructed to continue this for 1 month.

Please read

Long long ago, there 
was a tender elderly
couple . . . .

Long long ago, there 
was a tender elderly 
couple . . . .

Robot

Subject

Robot

Fig. 2 Reading aloud (Japanese folk tale)
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2.4  Investigation and Measurements

The number of times learning was implemented during the 1-month period was 
obtained from a usage log stored in the robot.

During the intervention period, a video camera was used to record the learning 
circumstances each week while learning was being implemented, and the degree of 
learning performance was observed and evaluated based on these videos (Fig. 4). 
Items observed with respect to reading aloud were “Grasped story content,” 
“Looked at the robot,” “Kept time with the robot,” and “Listening comprehension 
and pronunciation.” Items observed with respect to calculation were “Calculation 
ability,” “Looked at the robot,” and “Kept time with the robot.” These items were 
evaluated using three ability levels: “Able to perform well,” “Sometimes able to 
perform,” and “Unable to perform well.”

After the 1-month learning period had ended, a Focus Group Interview (FGI) 
was conducted, and the subjects’ impressions and opinions concerning the robots 
and the content of the learning material were compiled. The interview was con-
ducted in a semi-structured manner, with the principal questions being, “Impressions 
of the robot,” “Relationship with the robot,” and “Progress in learning with the 
robot.” The FGI was conducted by one moderator, with one person present to take 
notes, and was done with all of the subjects present. The time required was approxi-
mately 60 min. All of the discussion that took place during the FGI was recorded 
using an IC recorder.

Fig. 3 Arithmetic calculation

Question 1    7 + 6 = ?

Subject

13 Wrong
answer

Sorry, the 
correct answer 

is 13.

Yes No

Right !!
Excellent

Robot

Robot

Subject

Did you answer 13 ?

Robot
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The subjects’ remarks were converted to text output, and after the entire text was 
coded in a meaningful summary, items similar to the code names were grouped into 
categories and subcategories, thus creating a structure for all of the content voiced 
by the participants.

2.5  Ethics

The objective and content of the research, the fact that videos and voice recordings 
would be made of scenes where the experiment was taking place, the protection of 
personal data, and the subjects’ right to refuse or withdraw from participation were 
explained to the subjects, and written informed consent to participate was obtained 
from all subjects. Furthermore, an application to conduct the present research was 
submitted to the Ethics Committee of Chukyo University, and the approval of the 
Committee was obtained to conduct the research.

3  Results

3.1  Number of Times Learning Was Implemented

Learning sessions were carried out 57 ± 33 times during the learning period. 
However, there were times when only a session of reading aloud was imple-
mented or a calculation session was terminated before being completed, because 

Fig. 4 Subject who performing the RAA program
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of a robot malfunction or because of subject-related circumstances, and the number 
of completed sessions was 33 ± 21.

3.2  Observation of Behavior

At the point when learning was initiated, many of the subjects were evaluated as 
“Sometimes able to perform” or “Unable to perform well” for all of the observation 
items. Starting from the second week, however, there was an increase in the number 
of evaluations rated “Able to perform well” or “Sometimes able to perform” (Tables 2 
and 3). However, Subject A and Subject B were slower than the others to adapt.

Table 2 Behavioral observation of reading

Observation points Subject 2nd 5th 12th 19th 26th 30th

Understood the plot  
of a folk tale?

A × × × D  

B × × × × × ×
C D     

D      

Looked at the robot  
carefully?

A × × × × × ×
B × × × × × ×
C × D D   

D D D D   

Kept an exact timing  
of loud reading  
with the robot?

A × × × D  

B × × D D × ×
C D     

D D D    

Circle: able to perform well, upper triangle: sometimes able to perform, times: unable to 
perform well

Table 3 Behavioral observation of calculation

Observation points Subject 2nd 5th 12th 19th 26th 30th

Answered the 
question 
correctly?

A × × D D D D
B × × × × × ×
C D     

D      

Looked at the robot 
carefully?

A × × × D D D
B × × × × × ×
C × D    

D D D    

Kept exact timing of 
the answer with 
the robot?

A × × × D × D
B × × × × × ×
C ×     

D D     

Circle: able to perform well, upper triangle: sometimes able to perform, times: unable to 
perform well
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3.3  Focus Group Interview

Analysis of the opinions from the FGI produced 24 codes (Table 4). These codes 
were then grouped into a total of eight subcategories, five of which were positive 
(Interest, Familiarity, Attachment, Learning achievement, and Reminiscence), and 
three of which were negative (Problems with the robot, Irritability, and Subject’s 
ability to respond). Three categories were then extracted: Acceptance of the robot, 
Learning with the robot, and Failure to learn. Based on these results, the subjects’ 
relationships with the robots when learning sessions were implemented were sum-
marized, as shown in Fig. 5.

Table 4 Qualitative description

Acceptance of the  
robot

Interest The subject was surprised when the robot arrived in her 
room

It was the first time the subject had seen a robot directly
The subject was looking forward to being able to use the 

robot
Familiarity The robot was a toy just for the subject herself

The robot was like having a grandchild
The robot was a friend
The robot was like having a pet

Attachment The subject gave the robot a name
The subject talked freely to the robot, as though it were 

a friend
The subject felt safe and secure with the robot in the 

room
The subject experienced strong loneliness when the robot 

was gone
Learning with the  

robot
Learning 

achievement
Learning was interesting and fun
It was a good review, as the subject had not studied for a 

long time
The subject became better at calculation as time went by

Reminiscence The subject remembered classes in elementary school
Reading aloud made the subject remember school arts 

festivals
The subject enjoyed the feeling as if having returned to 

school days

Failure to learn Problems with  
the robot

The robot could not recognize what was said
The subject had to reply multiple times
The robot stopped speaking partway through the session

Irritability The subject felt provoked if there was no response
Malfunction on the part of the robot caused bewilderment

Subject’s ability 
to respond

The level of calculation was too high, and the subject 
found it difficult

The subject was unfamiliar with machines
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4  Discussion

In the present research, the authors investigated the practical application of learning 
therapy implemented by the residents of a health care facility for the elderly work-
ing together with sensitive communication robots. The results indicated that there 
were no residents who objected to the robots, and that all of the subjects actively 
engaged in the learning. The reasons, based on the contents of interviews, were 
surmised to be as follows: the subjects were interested in the robots and had expec-
tations of them, and they felt a sense of familiarity with them akin to that felt for 
grandchildren, friends, and pets. Because the robots were stationed in the rooms of 
the residents, the subjects felt increasing affection for the robots as time went by. 
As a result, the subjects began giving the robots names and talking to them more 
frequently. Moreover, the subjects felt secure when they were together with the 
robots, and felt lonely after the robots were taken away. Results similar to those of 
the present research have been reported in numerous studies conducted using com-
panion robots [6, 12]. Furthermore, learning with the robots brought opportunities 
for the subjects to remember classroom experiences from elementary school, when 
they studied the Japanese language and arithmetic, and they strove to recover and 
improve their learning abilities while enjoying the subjects they were learning on a 
daily basis. Based on the above, learning therapy using communication robots was 
judged to be relatively easy for elderly subjects to accept.

At the same time, however, there were frequent incidences in which the subjects 
were unable to learn the material well. Reasons included poor voice recognition on 
the part of the robots and deterioration in the calculation abilities of the subjects, 
among others. When they failed to learn, the subjects experienced irritability and 
bewilderment. Kanoh et al. [10] conducted recreational activities with facility resi-
dents using the same model of robot used in the present research, and pointed out 
that subjects frequently experienced dissatisfaction caused by problems with the 

Fig. 5 Relationship between the robot and subject through the RAA program
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communication abilities of the robots (speech production and voice recognition). 
Improving the communication abilities of the robots is an issue that will need to be 
addressed in the future.

The results of observation of behavior during the learning period showed indi-
vidual differences in learning performance. Specifically, Subjects A and B were 
less adept than Subjects C and D at handling the robots and less able to adapt to the 
learning. The MMSE scores for Subjects C and D were 25, which was higher than 
those for Subjects A and B. Consequently, people with an MMSE score of 25 or 
higher may be able to use learning therapy involving robots with no obstacles. 
Because the sample size was extremely small in the present research, however, 
a conclusion could not be reached regarding the relationship between cognitive 
function level and learning ability.

Because the present research was conducted at the investigatory stage of the 
practical application of learning programs, the authors did not examine improve-
ments in cognitive function. When Wada et al. [7] studied the effects of contact 
between residents in a health care facility for the elderly and pet-type robots over a 
period of 1 year, they found that the subjects’ moods improved, communication 
between the subjects and other residents was enhanced, as was communication with 
facility staff, and there was an improvement in depression. Kawashima et al. [3] 
observed significant improvement in MMSE scores as a result of learning therapy 
conducted for a 6-month period. The authors believe that studies involving long-
term interventions will be necessary to clarify the usefulness of learning therapy 
using robots in the future.

A limitation of the present research was that the cognitive function level of the 
subjects was comparatively high, meaning that the research results would not nec-
essarily apply universally. Further studies targeting subjects with a lower cognitive 
function level will be critical in the future.
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Abstract Cancer is a major health problem in many Asia-Oceania countries. As 
the number of cancer survivors and their length of survival increase, long-term 
health issues specific to this population, especially the need for lifestyle modifica-
tions, are fast emerging as a public health concern. The purpose of this chapter is to 
(1) discuss the present situation of health promotion activities for cancer survivors 
in Japan, (2) briefly review the effectiveness of lifestyle modification interventions, 
and (3) discuss the role of healthcare providers in promoting lifestyle change. 
Healthcare providers and public health researchers need to recognize that health 
promotion is no longer just for “healthy” people, but is also a vital component of 
cancer survivorship care.

1  Cancer in the Japanese Context

Cancer is a major health problem in many Asia-Oceania countries. In Japan, it has 
been the primary cause of death since 1981 [1], and the lifetime prevalence of having 
cancer is as high as 49% for men and 37% for women. Treatment outcomes for 
cancer have dramatically improved in the last decade. Based on the analysis of 
11 population-based cancer registries of patients with cancer diagnosed from 1993 
to 1996, the 5-year relative survival was 53.6% (male: 49.2%, female: 59.4%) [2]. 
Cancers with 5-year relative survival rates exceeding 70% include cancers of the 
thyroid (92.0%), testis (90.1%), skin (87.5%), breast (89.6%), larynx (78.2%), bladder 
(78.1%), and uterus (74.6%) [2]. One study reported that approximately three 
million cancer survivors lived in Japan as of 1999, and predicted that the number 
will reach 5.3 million by 2015 [3]. Although some cancers still have a poor prognosis, 
these data clearly show that we need to recognize cancer as a curable disease for 
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many, and a chronic disease for most [4]. Further attention to the survivorship aspect 
of cancer is also needed.

The trend toward increased information disclosure and informed consent in 
Japan has resulted in Japanese physicians drastically shifting their attitudes toward 
disclosing cancer diagnosis, which was previously unrevealed to patients [5–7]. For 
example, a review of medical and nursing charts in one hospital during the 1990s 
revealed that the percentage of patients to whom their cancer diagnosis was 
 disclosed increased from 27% in 1993 to 71% in 1998 [7]. Thus, the diagnosis of 
cancer is no longer a secret, and Japanese physicians discuss treatment and survi-
vorship issues openly with patients [8].

2  Health Promotion for Cancer Survivors

As the number of survivors and their length of survival increases, long-term health 
issues specific to this population are emerging as a public health concern [9]. In 
particular, the need for lifestyle modifications for cancer survivors has become 
widely recognized, as cancer is associated with long-term physical and psychological 
sequelae such as recurrence, second malignancies, cardiovascular disease, diabetes, 
osteoporosis, depression, and functional decline [4, 10]. According to the United 
States National Cancer Institute, the topic of lifestyle choices and behaviors following 
cancer treatment is “a relatively new but fast-moving focus of cancer survivorship 
research” [11]. Related research topics include the prevalence of behaviors that 
directly affect cancer risk (e.g., physical activity, smoking, alcohol use, sun exposure) 
and promote general well-being (e.g., exercise, vegetable consumption), and inter-
ventions that improve health outcomes after cancer and its treatment [11].

In Japan, cancer advocacy organizations and mass media were relatively quicker 
to take up cancer survivors’ lifestyle issues than healthcare providers and public 
health researchers. Activities that combine cancer awareness with physical activity, 
such as the “Smile Walk,” a walking event sponsored by a major newspaper company 
[12], have become increasingly visible in Japan. Many cancer support organizations 
provide seminars and classes on lifestyle changes such as “healthier diet after cancer” 
and “maintaining peace of mind,” which attract many participants. One of the rea-
sons for their popularity may be that people enjoy activities in which they can take 
the initiative, unlike medical treatments that are often received passively at 
hospitals.

3  “From Cancer Patient to Cancer Survivor”

Health promotion activities for persons with cancer became more available once the 
general public became aware of the terms “cancer survivorship” and “cancer survivor.” 
The term “cancer survivor” is increasingly replacing “cancer patient,” especially 
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among persons with cancer and their caregivers, as “cancer survivor” carries the 
connotation of an empowered and proactive being who can confront his or her 
cancer [13]. In fact, a monumental national report published by the United States 
Institute of Medicine addressing issues in cancer survivorship was titled “From 
Cancer Patient to Cancer Survivor: Lost in Transition” [14].

The term “cancer survivorship” was first introduced in a major medical journal 
by the American physician Fitzhugh Mullan, who received a diagnosis of semi-
noma at the age of 32. He wrote about his own cancer experience in The New 
England Journal Medicine in 1985 [15] and stated that, although the binary concept 
of cure versus non-cure implies two distinct courses, cancer experience is actually 
a progression of events like different seasons for most people, regardless of the 
clinical outcome. The first “season of survival,” acute survival, is actually a medical 
stage that is dominated by diagnostic and therapeutic efforts to stem the illness. 
This is the time when one can confront his or her own mortality. In the next season, 
extended survival, a patient goes into remission or has terminated basic, rigorous 
treatment to enter a phase of “watchful waiting” with periodic examination. This is 
usually a period of physical limitations; an altered body image and, perhaps, a dif-
ferent vocational role that can often make re-entry difficult at home and at work. 
Permanent survival can be roughly equated with cure; it is an evolution from 
“extended survival” into a period when the likelihood of cancer recurrence is suf-
ficiently small. However, many persons wonder whether they have finally reached 
a safety zone, as it is difficult for individuals with cancer and healthcare professionals 
alike to determine when to safely declare victory over the disease.

The seasons are a continuum and are not distinct conditions. Extended survival 
and permanent survival can be strongly influenced by how the person spends the 
previous seasons. Mullan emphasizes that the cancer experience is like a long 
journey, thus the challenge in overcoming cancer is not only to find therapies that 
prevent or quickly arrest the disease, but also to map the middle ground of survi-
vorship and minimize its medical and social hazards [15]. In this context, lifestyle 
modification has significant meaning for each person with cancer, as behavioral 
changes can affect both physical and psychological well-being, thus changing the 
course of long-term survivorship.

4  Effectiveness of Health Promotion Intervention  
for Persons with Cancer

Jones and Demark-Wahnefried conducted an extensive literature review regarding 
health promotion for cancer survivors [16]. The topics in the report included weight 
management, nutrition and diet, exercise, smoking cessation, alcohol and sunscreen 
use, complementary and alternative therapies, osteoporosis prevention, and immu-
nizations. Although controversies exist regarding the intensity, length, and timing 
of interventions as well as patients’ preferred delivery channel, many interventions 
aimed at lifestyle modifications enhanced the survivors’ quality of life, and some 
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interventions, especially physical activity, increased survival [9, 16–18]. For example, 
a prospective observational study based on responses from 2 987 female registered 
nurses with stage I–III breast cancer revealed that regular physical activity was 
associated with increased survival in this population. Compared with women who 
engaged in less than three metabolic equivalent task (MET)-hours per week of 
physical activity, the adjusted relative risk of death from breast cancer was 0.80 for 
women who engaged in 3–8.9 MET-hours per week, 0.50 for 9–14.9 MET-hours 
per week, 0.56 for 15–23.9 MET-hours per week, and 0.60 for 24 or more MET-
hours per week (P for trend = 0.004) [19]. Another prospective study of 1 490 
women with early-stage breast cancer revealed that consuming five or more daily 
servings of vegetables and fruits combined with more than 540 MET-minutes per 
week of physical activity was associated with a significant survival advantage (hazard 
ratio, 0.56) [20]. Physical activity also provided significant benefit for colorectal 
cancer survivors. In a prospective, observational study of 573 women with stage 
I–III colorectal cancer, the women who engaged in at least 18 MET-hours per week 
of physical activity had an adjusted hazard ratio for colorectal cancer-specific mor-
tality of 0.39 and an adjusted hazard ratio for overall mortality of 0.43 compared 
with those who engaged in less than 3 MET-hours per week of physical activity 
[21]. Regarding safety, the current literature provides sufficient evidence that exer-
cise is a well-tolerated intervention that physicians can recommend to their patients 
following the completion of primary therapy [22].

These findings underline that health promotion is no longer just for “healthy” 
people, but is also a vital component of cancer survivorship care. Because the cancer 
experience affects various aspects of life, health promotion for persons with cancer can 
be multidimensional; therefore, the program may seek to enhance physical, mental, 
social, and spiritual well-being. Because these aspects are interrelated, a program that 
focuses on a specific domain may subsequently have influence on other aspects.

5  YWCAEncore: A Multidimensional Fitness Program  
for Women with Breast Cancer

An excellent example of a multidimensional health promotion program is 
YWCAEncore, an 8-week program of specially designed gentle exercise, relax-
ation, support, and information for women with breast cancer [23]. The program 
was developed in the 1970s by a Young Women’s Christian Association (YWCA) 
ballet teacher and breast cancer survivor, Helen Clines Kohut. After testing its 
effectiveness with a pilot project at 30 YWCAs in the United States, YWCAEncore 
was recommended by a Review Committee of Medical and Health Consultants as 
a safe and effective program for postmastectomy women [24]. YWCAEncore was 
brought to Australia in 1983 and is now run as a national program [23]. 
YWCAEncore has also spread to Canada [24], New Zealand [25], and Japan [26].

In Japan, YWCAEncore began in 2005 at a Tokyo YWCA. Although the age-
adjusted mortality rate for breast cancer is considerably lower in Japan than in 
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European and North American countries [27], the age-adjusted breast cancer incidence 
rate calculated with population-based cancer registration data has been the highest 
among cancers afflicting Japanese women since 1994 [28]. There are approxi-
mately 40 000 cases of newly diagnosed breast cancer each year in Japan.

The YWCAEncore program at the Tokyo YWCA follows the structure of the 
original program, consisting of a 2-hour session every Saturday for 8 weeks. The 
2-hour session consists of a lecture and discussion called the “group meeting” 
(60 min), followed by studio exercise (30 min) and hydrotherapy exercise (30 min). 
The number of participants for each term is 14 persons, and the participation fee is 
20 000 Japanese yen, which is approximately equal to 200 US dollars. Women who 
have undergone breast cancer surgery more than 2 months prior and obtained per-
mission from their doctors can participate. Table 1 shows an example of the content 
of a “group meeting” for one course.

Since its initiation at the Tokyo YWCA, 198 women with breast cancer have 
participated in the program from 2005 to 2009 (personal communication with 
YWCAEncore Tokyo program coordinator, April 17, 2010). The age distribution of 
participants (30–39 years, 9.5%; 40–49 years, 31.8%; 50–59 years, 32.8%; 60–69 
years, 20.2%; and 70–79 years, 5.6%) resembles that of the breast cancer incidence 
rate in Japan [29]. Most participants have been from the Tokyo metropolitan area; 
however, some have commuted for several hours from remote prefectures. Typical 
comments by participants include: “After the program it became much easier to 
move,” “I became more psychologically stable than before,” and “Physical discom-
fort and pain have been reduced.” One woman in her 40s left the following message 
in a free description section of an evaluation sheet.

Four months after surgery, I experienced tremendous anxiety and loneliness when I faced 
the real world and long-term treatment. Then YWCAEncore supported me. When I did 
not know where to start, the program encouraged me by providing information that I 
could not get at the hospital and appropriate exercise with my peers with whom I could 
share my pain. How I enjoyed my first pool activity! What a great feeling to be hungry 
after the exercise! Now, encouraged by the YWCAEncore experience, I have joined a 
synchronized swimming class with healthy people. I cannot thank YWCAEncore staff 
enough for being so thoughtful. My experience with the program was so special. I discovered 
that I was not alone.

Table 1 An example of a YWCAEncore group meeting

Week 1 Orientation
Week 2 Healthy diet for cancer survivors
Week 3 Skin care in summer
Week 4 How to give yourself a lymph massage
Week 5 Physical care after surgery
Week 6 Free discussion
Week 7 Let’s laugh a lot! “How to change your rigid brain 

to tofu brain”
Week 8 Summary
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As her comment suggests, the program seems to be perceived by participants as 
more than just a fitness program; it provides participants with a safe environment 
to share their experiences and feelings with other women who have breast cancer. 
Such mutual support and encouragement empowers women to engage in the recovery 
process. Participants occasionally get together even after the completion of the 
program to keep in touch, and these spontaneous “alumni” meetings outside the 
official program appear to function like self-help groups.

The time-limited feature of YWCAEncore may provide a unique appeal to 
Japanese participants. An interview study with Japanese breast cancer survivors 
conducted by the author revealed that, although many women appreciated meeting 
with other breast cancer survivors, many were hesitant to join a formal cancer self-
help group because of the responsibilities and obligations to contribute to the orga-
nization [30]. YWCAEncore’s 8-week structure may provide enough time for the 
participants to get to know each other, while assuring them the freedom to “graduate” 
from the group when they are ready.

6  Role of the Healthcare Provider in Promoting  
Survivors’ Lifestyle Change

Recent studies suggest that fewer lifestyle differences exist between individuals 
with or without a cancer history than previously thought, especially among long-
term cancer survivors [9, 31–33]. However, as previously noted, health promotion 
interventions can ameliorate much of the comorbidity and functional status decline 
experienced by cancer survivors [9]. The healthcare team can play a key role in 
improving attitudes and encouraging healthful behaviors among survivors. Demark-
Wahnefried and colleagues emphasize that oncology care providers have an oppor-
tunity to help cancer survivors overcome their unhealthy habits during the so-called 
teachable moment (i.e., the educational opportunity provided by the cancer diagnosis) 
and reinforce the need for continued adherence to healthful lifestyle practices during 
follow-up visits [9]. In fact, a recent randomized controlled trial revealed that 
women with breast cancer (n = 450) who received an oncologist’s recommendation 
to exercise reported a mean increase of 3.4 MET-hours per week, compared with 
those who received standard care (P = 0.011) [34]. Subsequent analysis of the same 
study suggested that the oncologist’s recommendation boosted the patient’s confi-
dence in her ability to alter her habits, which may account for this intervention’s 
success [35]. However, oncologists are not necessarily willing or ready to offer 
guidance regarding healthful lifestyle changes. A survey of medical and radiation 
oncologists in Canada revealed that, although the majority of oncologists agreed 
that exercise was beneficial, important, and safe, only 28% had actually recom-
mended exercise during the previous month [36]. Barriers to providing recommen-
dations included lack of training in behavioral counseling, oncologists’ perceptions 
that their patients will not follow their advice, and patients’ difficulty in exercising 
during treatment. Other articles also suggested barriers such as competing treatment 
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or health concerns, time constraints, a lack of prioritization of lifestyle/behavior 
change in healthcare systems, nonavailability of insurance coverage for physical 
activity counseling, and confusion on the part of patients as to whether lifestyle 
modifications can actually improve their chance of survival [9, 17]. In fact, there is 
ongoing discussion in the United States regarding the best person to convey life-
style-related messages in a medical setting. Some believe that primary care physi-
cians are more effective than oncologists in changing survivors’ attitudes and 
behavior, because primary care physicians are more familiar with behavioral coun-
seling and more capable of performing this function [37]. Irwin points out in her 
review that physical activity counseling has not traditionally been a part of the 
cancer treatment/survivorship plan, and most oncologists do not have the training 
or resources to develop individualized exercise prescriptions for cancer survivors 
[17]. This lack of clinical skills in lifestyle change intervention among oncologists 
seems to be a universal problem. Although primary care physicians in Japan play a 
smaller role than oncologists in the long-term follow-up of cancer survivors, there 
is no doubt about the importance of involving primary care providers in disseminating 
information about lifestyle changes. Healthcare providers need to refer patients to 
brochures and health promotion intervention programs like YWCAEncore in hos-
pital settings as well as in local communities. Providing this information in the 
early stages of survival may motivate survivors with cancer to participate in health 
promotion activities in later stages. Researchers can also contribute by conducting 
needs assessment and evaluation of health promotion activities, thus improving the 
quality and efficacy of the interventions.

7  Conclusion

Mullan stated in his article that the challenge in overcoming cancers is not only to 
find therapies that will prevent or quickly arrest the disease, but also to map the 
middle ground of survivorship and minimize its medical and social hazards [15]. 
The need for information and intervention programs to promote lifestyle modifica-
tions will increase among cancer survivors and their caregivers. It is time for healthcare 
providers and public health researchers to move beyond treatment and prevention 
to optimize health for cancer survivors.
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Abstract Recently it has come to be recognized that lifestyle diseases now occupy 
high rank as a cause of mortality, therefore primary prevention has become more 
important. In particular the lifestyle, behavioral changes, and the decision-making 
skill of the patient are deeply related to cancer as well as other lifestyle diseases. 
To overcome these diseases, not only a contemporary medical model but also a 
patient-centered or lifestyle-centered model has become important. In this chapter, 
we analyze the relationship between alternative medicine and health promotion 
to attempt to find new methods of maintaining health. We examined two forms 
of alternative medicine practiced in eastern Asia: Indian-Ayurvedic medicine and 
traditional Chinese medicine (TCM). These two types of alternative medicine are 
ancient in origin and widespread even now. Analysis of these alternative medicines 
delivers important findings. First, both Ayurveda and TCM treat “universe” as 
the most important factor, followed by “energy.” Both have an “individual-based” 
approach. “Balance” is considered to be important in both theories. Finally, a 
“preventive” effect also assumes importance. The theory of alternative medicine 
is very similar to the theory of health promotion. It is expected that following 
a reassessment of alternative medicine, the possibility will arise that it may be 
introduced to the overall concept of health promotion.

1  Introduction

Up to now, neither alternative medicine nor health promotion have been used within 
the same compass. However, changes in patterns of disease epidemiology are given 
as one reason why both are assuming importance. The gradual improvement after 
World War II in people’s living conditions, including the maintenance of public 
health, has led to increased longevity of the population. Recently it has come to be 
recognized that lifestyle diseases now occupy high rank as a cause of mortality, 
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therefore primary prevention has become more important. Although Western medicine 
has brought dramatic improvements over the centuries in tackling disease, complete 
cure for all patients remains unachievable. Factors such as lifestyle, behavioral 
changes, and the decision-making skill of the patient are deeply related to cancer as 
well as the so-called lifestyle diseases. To overcome these diseases, the develop-
ment of not only a contemporary medical model but also a patient-centered or the 
lifestyle-centered model has assumed more importance. The main concepts of both 
alternative medicine and health promotion are similar. Many common features are 
apparent in both, though their respective historical development differs. In this chapter, 
I analyze the relationship between alternative medicine and health promotion to 
attempt to find new ways of maintaining health.

2  Relationship Between Alternative Medicine  
and Health Promotion

Whereas the history of alternative medicine is ancient, health promotion is a rela-
tively new concept. Regarding medical history, the legendary doctor and philoso-
pher Hippocrates (466–377 bc) provides the basis of these two ideas. In one of his 
works now called “Corpus,” it is said that health and disease are capable of expla-
nation by reasoning about nature, independently of supernatural interference. Man 
is governed by the same physical laws as is the cosmos, hence medicine must be 
an understanding, empirical and rational, of the workings of the body in its natural 
environment. In addition, Hippocratic medicine was patient-centered rather than 
disease-oriented, being concerned more with observation and experience than with 
abstractions [1]. Both alternative medicine and health promotion treat the patient’s 
decisions or feelings as an important element in recovery. The main concept of 
alternative medicine is nature and the main concept of health promotion is 
environment. The key words of nature and environment are both included in 
Hippocratic medicine. However, Hippocratic medicine did not offer answers to 
many problems of patients, so the Hippocratic ideal has come to be understood 
more as a philosophy of the doctor–patient relationship. Although much time has 
passed since the age of Hippocrates, it may still appear valid to overcome disease 
by integrating modern Western medicine with that of a bygone age.

3  Health Promotion

The idea of health promotion becomes important when considering modern-day 
health. To date the World Health Organization (WHO) has made various important 
approaches and proposals concerning health worldwide, the first of which was the 
Declaration of Alma-Ata. Here the concept of health was reconfirmed. Some 
important points from this declaration are [2]:
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 1. The Conference strongly reaffirms that health, which is a state of complete physical, 
mental and social wellbeing, and not merely the absence of disease or infirmity, 
is a fundamental human right and that the attainment of the highest possible level 
of health is a most important world-wide social goal whose realization requires the 
action of many other social and economic sectors in addition to the health sector.

 2. The promotion and protection of the health of the people is essential to sustained 
economic and social development and contributes to a better quality of life and 
to world peace.

 3. Primary health care (PHC) is essential health care based on practical, scientifi-
cally sound and socially acceptable methods and technology made universally 
accessible to individuals and families in the community through their full par-
ticipation and at a cost that the community and country can afford to maintain 
at every stage of their development in the spirit of self-reliance and self-
determination.

The first International Conference on Health Promotion in Ottawa was held in 
November 1986. It built on the progress made through the Declaration on PHC at 
Alma-Ata. The definition of Health Promotion is that Health Promotion is the pro-
cess of enabling people to increase control over, and to improve, their health. To 
reach a state of complete physical, mental, and social well-being, an individual or 
group must be able to identify and to realize aspirations, to satisfy needs, and to 
change or cope with the environment. Health Promotion Action has six means: 
(1) build healthy public policy, (2) create supportive environment, (3) strengthen 
community actions, (4) develop personal skills, (5) reorient health services, and 
(6) moving into the future [3].

Through the WHO’s world health report, a renewal of PHC is needed, from the 
reason being that rising expectations and broad support for the vision set forth in 
the values of Alma-Ata have not always been easily translated into effective 
transformation of health systems. PHC reforms today are neither primarily defined 
by the component elements they address, nor merely by the choice of disease 
control interventions to be scaled up, but by the social dynamics that define the role 
of health systems in society. According to the report, PHC reforms to be carried out 
should be categorized into four groups (universal coverage reforms, leadership 
reforms, service delivery reforms, public policy reforms). Service delivery reform 
aims to make health systems people-centered; it is meant to transform conventional 
health care delivery into primary care, optimizing the contribution of health 
services to health and equity while responding to the growing expectations for 
“putting people at the centre of health care, harmonizing mind and body, people 
and systems” [4].

Another report written by the WHO about people-centered health systems shows 
the four domains of people-centered care [5]:

 1. Individuals, families and communities
 2. Health practitioners
 3. Health care organizations
 4. Health systems
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The key characteristics of people-centered health care for health practitioners 
are as follows:

 1. Holistic approach to the delivery of health care
 2. Respect for patients and their decisions at the clinical level and respect for com-

munities at the population health level
 3. Recognition of the needs of people seeking health care and communities seeking 

better health
 4. Professional skills to meet these needs: competence, communication, mutual 

collaboration and respect, empathy, health promotion, disease prevention, 
responsiveness, and sensitivity

 5. Provision of individualized care at the clinical setting
 6. Access to professional development and debriefing opportunities
 7. Adherence to evidence-based guidelines and protocols

3.1  Policy of Japan Concerning Health Promotion

It was after the Tokyo Olympics, held in 1964, that positive measures of health 
promotion were begun on Japan. The first national health promotion measures were 
begun in 1978, followed by disease prevention programs and the system of lifelong 
medical examination. In 1988, the second health promotion measure called “Active 
80 Health Plan” was initiated.

The Ministry of Health, Labour and Welfare has been promoting the National 
Health Promotion Movement in the twenty-first Century (“Healthy Japan 21”) as 
the third health promotion measure for Japanese citizens since 2000. Healthy Japan 
21 aims “to realize the reduction of death in the prime of life, to prolong healthy 
years of life (time period in which people can live without becoming dementia or 
bed-ridden), and to improve the quality of life in order to become a vigorous society 
in which all citizens can live with good health both physically and mentally,” and 
the efforts have been made with the basic guidelines of focusing on “Primary 
Prevention” to prevent lifestyle diseases through health promotion. The basic 
actions of Healthy Japan 21 involve (1) focusing on the primary prevention, 
(2) developing the environment to support health promotion, (3) setting objectives 
and evaluating performance, and (4) propelling effective movements with diversi-
fied but coordinated implementers. In this movement, re-examining lifestyle (nutri-
tion and dietary habit, physical activities and exercises, resting and developing 
mental health, tobacco, alcohol, dental health) is needed to prolong the healthy 
years of life and improve the quality of life.

Healthy Japan 21 shows actions for the prevention of lifestyle diseases in nine 
areas: (1) nutrition and dietary habit, shokuiku – the development of dietary knowl-
edge and behavior, (2) physical activities and exercise, (3) rest and mental health 
development, (4) countermeasures for tobacco, (5) countermeasures for alcohol, 
(6) dental health, (7) countermeasures for diabetes, (8) countermeasures for 
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cardiovascular diseases, and (9) countermeasures for cancer. In “rest and mental 
health development,” lack of sleep is treated as important because it can affect the 
quality of life significantly, through causing feelings of exhaustion that lead to 
emotional instability and inaccuracy in judgment [6].

In May 2003, the Health Promotion Law was enforced to prepare a legal founda-
tion for the active promotion of health enhancement and disease prevention efforts 
by the citizens in accordance with Healthy Japan 21. This law provides that (1) the 
national government will formulate the basic policy for presenting the national 
objectives and basic directions for health enhancement; (2) local public organiza-
tions will formulate health promotion plans to propel health enhancement to meet 
the local requirements; and (3) common guidelines for health checks will be estab-
lished so that people can better utilize health checks in their health enhancement 
throughout their life, including health checkup by medical insurance insurers, 
health programs for the elderly provided by municipalities, and health checks by 
schools. The Health Promotion Law’s basic concept is that Japanese citizens strive 
for the enhancement of their own health, and the national government, local public 
organizations, health service providers, medical institutions, and other relevant par-
ties mutually relate and cooperate to support the efforts of the citizens. In the law, 
(1) policy for promoting the movement, (2) promoting distribution of information, 
(3) preparing the foundation, and (4) unified promotion of health service business 
throughout life are needed for the citizens’ health enhancement. “Promoting distri-
bution of information” includes education on lifestyle containing dietary habit, 
exercise, resting, alcohol intake, smoking, maintenance of dental health, and so 
forth. “Preparing the foundation” includes promoting scientific study and research, 
surveying national health and nutrition, promoting dietary control in specified meal 
service facilities, promoting the separation of smoking areas in public places, and 
formulating a common guideline for all health service providers on the methods for 
health checks, implementation, notification on the results, formality of health pass-
book, and so forth.

In addition, the “New Health Frontier Strategy” was initiated in April 2007. This 
aims to create a healthy nation and to extend the healthy lives of people through a 
national health promotion campaign focusing on preventive measures.

4  Alternative Medicine in Eastern Asia

This book’s approach is to discuss new ideas about health promotion and 
education gleaned from the wisdom of Asia. Historically there are various forms 
of alternative medicine in Asia, with some differences among them. However, in 
this chapter we focus on two kinds of alternative medicine based in eastern Asia: 
Indian-Ayurvedic medicine and traditional Chinese medicine (TCM). These two 
types of medicine are ancient in origin and widespread nowadays. One can find 
beneficial ideas in these alternative medicines that can be integrated with modern 
health promotion.
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4.1  Definition of Alternative Medicine

Alternative medicine is defined according to the report of the WHO as follows [7].
Traditional medicine (TM) is often termed “complementary,” “alternative,” or 

“nonconventional” medicine. “Traditional medicine” is a comprehensive term used 
to refer both to TM systems such as TCM, Indian Ayurveda, and Arabic Unani 
medicine, and to various forms of indigenous medicine. TM therapies include 
medication therapies if they involve herbal medicines, animal parts, and/or miner-
als, and nonmedication therapies if they are carried out primarily without the use of 
medication, as in the case of acupuncture, manual therapies, and spiritual therapies. 
The report states that in many developed countries popular use of Complementary 
and Alternative Medicine (CAM) is fueled by concern about the adverse effects of 
chemical drugs, questioning of the approaches and assumptions of allopathic medi-
cine, and greater public access to health information. At the same time, longer life 
expectancy has brought with it increased risks of developing chronic, debilitating 
disease such as heart disease, cancer, diabetes, and mental disorders.

4.2  Indian-Ayurvedic Medicine

Ayurveda is an ancient system of healing that has its roots in the Vedic knowledge 
of ancient India. We must go back more than 5 000 years to understand Ayurveda. 
Ayu means life or longevity and Veda means knowledge (the meaning of Ayu differs 
slightly: Porter uses” longevity,” Kayne uses “life or longevity,” and Lad uses 
“life”) [8–10]. Systematized knowledge becomes a science, and so Ayurveda is 
considered the science of life. According to this system, individual life is a micro-
cosm of the cosmos – an indivisible, unique phenomenon. In addition, basic knowl-
edge of body, mind, and consciousness is the foundation of health and happiness in 
Ayurveda. Disease is considered to be an imbalance, and its treatment involves 
diverse procedures to restore optimum function and balance.

A historical outline of Ayurveda is as follows. The teachings were orally trans-
mitted for thousands of years and then written down in melodic Sanskrit poetic 
verses known as shlokas [11]. The Caraka Samhita and the Susruta Samhita are 
important Ayurvedic texts. The Caraka Samhita is believed to have been written 
between 400 and 200 bc, and Susruta Samhita is thought to have been written soon 
after the Caraka Samhita. The Caraka Samhita is the oldest and most important 
ancient writing on Ayurveda. It presents most of the theoretical edifice of Ayurveda 
and concentrates on the branch of Ayurveda called kayacikitsa, or internal medi-
cine. Susruta Samhita presents the field of Ayurvedic surgery called salakya, meaning 
foreign body [12].

Ayurvedic philosophy is based on the samkhya philosophy of creation. The word 
samkhya is derived from the Sanskrit sat (truth) and khya (to know). Some thinking 
of the main beliefs in Ayurveda are that there is a close relationship between 
humans and the universe, and cosmic energy is manifest in all things, both living 
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and nonliving. In sankhya philosophy, there are five elements in the creation of the 
universe: Purusha, Prakruti, Mahad, Buddhi, and Ahamkar. Purusha is male 
energy. Prakruti is female energy. Mahad is universal intelligence. Buddhi is the 
individual’s intellect. Intelligence is a universal phenomenon, and intellect is indi-
vidual. Ahamkar is the ego, the feeling of “I am.” The image of three elements 
(Mahad, Buddhi, and Ahamkar) is shown in Fig. 1. The feeling of “I am” further 
manifests through three universal qualities (Sattva, Rajas, Tamas) that pervade all 
creation. Sattva is the pure essence of light, proper action, and spiritual purpose. 
Sattva is the clarity of perception. Rajas is the principle of movement. Rajas is the 
movement of perception, which becomes attention. Tamas is the principle of inertia 
and darkness. Tamas is precipitation of perception, which is experience. Without 
Tamas, there is no experience [13]. Figure 2 shows the image of the three universal 
qualities in the universe (Sattva, Rajas, Tamas).

According to Ayurveda, these three universal qualities influence both our minds 
and bodies. As a result of the influence of the three universal qualities, the five 
senses (hearing, touch, sight, taste, and smell), the five motor organs (mouth, hands, 
feet, reproductive organs, and excretory organs), and the mind are differentiated as 
parts of the organic universe.

In Ayurveda, all organic and inorganic substances are made up of the five basic 
elements: space, air, fire, water, and earth. In addition to the five basic elements, 
Ayurveda identifies three basic types of energy, or functional principles (Three 
doshas: vata, pitta, and kapha). Vata is the energy of movement; pitta is the energy 
of digestion or metabolism; and kapha is the energy that forms the body’s structure 
and holds the cells together. All people have a unique combination of vata, pitta, 
and kapha.

The cause of disease in Ayurveda is viewed as the lack of proper cellular func-
tion because of an excess or deficiency of vata, pitta, or kapha and/or the presence 
of toxins that interfere with Dosha balance.

Fig. 1 The image of three elements (Mahad, Buddhi, and Ahamkar). Central within Mahad lies 
the Buddhi. Ahamkar is a smaller circle based on the radius of the Buddhi

Mahad 
Universal Intelligence 

Buddhi 
Individual’s Intellect 

Ahamkar 
Ego: the feeling of “I am” 
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4.3  Traditional Chinese Medicine

As we know, TCM’s origin is China. TCM has spread since approximately 2700 bc. 
The definitive text on TCM is the renowned The Yellow Emperor’s Classic of 
Internal Medicine.

In brief, the features of TCM are as follows [14]:

 1. TCM relies on ordinary human sensory awareness
 2. TCM’s fundamental assertion is that contemplation and reflection on sensory 

perceptions and ordinary appearances are sufficient to understand the human 
condition, including health and illness

 3. The principles of TCM may be applied to daily life to stimulate better health 
without the presence of an illness to initiate it

The fundamental concepts of TCM are yin-yang and the five-element theory 
(Wu Xing). These two concepts explain changes in the universe and the phenomena 
of nature, including human beings. According to TCM, the universe is a whole that 
is made up of the unity of two opposite components. Yin usually represents things 
relatively inactive, descending, internal, cold, and dark; yang usually represents 
things relatively active, ascending, external, hot, and bright. The equilibrium of yin 
and yang ensures that the harmony of the body is maintained. Normally, a healthy 
person with no symptoms of illness is considered to have equilibrium between yin 
and yang [15]. According to the five-element theory (Wu Xing), the universe consists 
of five basic elements: wood, fire, earth, metal, and water. In addition, the pathogenic 
factors of TCM can be classified into three categories about patient assessment: 
external, internal, and other (neither internal nor external). The six external factors 

Fig. 2 The image of three universal qualities (Sattva, Rajas, Tamas). Sattva is vast clear space in 
the universe, Rajas is atmosphere, Tamas is the solid substance of the Earth and nature

Sattva  : vast clear space in the universe 

Rajas : atmosphere

Tamas : the body of the
planet solidity in all of
nature
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are wind, cold, summer-heat, dampness, dryness, and fire. When these factors are 
excessive, or when the defensive Qi of the human body declines, these six factors 
may cause diseases and symptoms. On the other hand, the internal factors refer to 
the seven emotions: joy, anger, melancholy, worry, grief, fear, and fright. Any of 
these emotions expressed too strongly or frequently can disturb the body process 
and cause disease.

Qi is translated as energy or vital energy, or life force. Qi refers to vital energy 
as related to human health and vitality. There are many different kinds of energy in 
the universe, e.g., electricity, solar energy, nuclear energy, hydroelectric energy, 
magnetic energy. Modern life is based on energy. Everything we do involves Qi. 
Walking, eating, laughing, crying, playing sports, working, hiking, and writing are 
all related to Qi. We cannot see the Qi in the body, but we can feel it [16]. In short, 
TCM views the human body as an energy system in which various substances inter-
act with each other to create the physical organism.

4.4  Common Features of Ayurvedic Medicine and TCM

Some pertinent and important points arise from the above-mentioned analysis of 
alternative medicine.

First of all, both Ayurveda and TCM treat “universe” as the most important factor. 
Both theories treat health as a dynamic within the universe. It has not been clarified 
as yet why humanity originated in this universe, but it is a fact that we exist within it. 
Table 1 is a comparison of the basic elements of Ayurveda and TCM. Each has five 
elements, and of these elements there are three common ones (fire, earth, water). In 
Ayurveda, fire is defined as the element responsible for governing body temperature 
and the process of digestion, absorption, and assimilation of food. On the other hand, 
in TCM fire is dry, hot, ascending, and moving, and fire is related to the heart, houses 
the mind, and dominates the blood and vessels. In Ayurveda, the element of water is 
necessary in the human body for assimilation and for maintaining electrolyte balance. 
In TCM water is wet, cool, descending, flowing, and yielding, and it contains great 
potential power awaiting release. Finally, the solid structures of the body are derived 
from the element earth, and earth also contains the inorganic substances that constitute 
the mineral kingdom in Ayurveda. By contrast, in TCM earth is productive, fertile, 
has potential for growth, and provides a sense of ease, well-being, and completeness. 

Table 1 Basic elements

Ayurveda TCM

Space Wood
Air Fire
Fire Earth
Water Metal
Earth Water
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Through these comparisons we can attribute different meanings to each theory, but 
both theories respect the relationship between human and nature.

The second common feature in Ayurveda and TCM is “energy”. As mentioned, 
in addition to the five basic elements of the inorganic universe, Ayurveda identifies 
three basic types of energy. There are three doshas: vata, pitta, and kapha. They are 
forces of energy, patterns, and movements, not substances and structure. In TCM 
theory, everything that happens in the universe is regulated by different movements 
of energy, and energies in the universe and in our bodies are always interacting and 
affecting one another, simultaneously rising up, sinking down, expanding, solidifying, 
and connecting. In addition, meridians or channels are energy highways that carry 
Qi in TCM. Qi is the energy that underlies everything in the universe. Qi refers to 
the various types of bioenergy associated with human health and vitality.

The third common feature is that both are “individual-based” approaches. 
In Ayurveda, we are endowed with a certain genetic code and unique psychophysi-
ological constitution, which is determined by the proportional combination of vata, 
pitta, and kapha of our biological parents. This constitution is called an individual’s 
prakruti. It governs the individual’s responses to events and life circumstances, both 
mental and physiological. TCM can be classified into three categories: external, 
internal, and other (neither internal nor external). The six external factors are wind, 
cold, summer-heat, dampness, dryness, and fire. According to these factors, patient 
assessment is done based on an individual basis.

The fourth common feature is that the “balance” is considered to be important 
in both theories. In Ayurveda, body, mind, and consciousness work together in 
maintaining balance. To learn how to balance the body, mind, and consciousness 
requires an understanding of how vata, pitta, and kapha work together. In TCM, a 
balance between the Yin organ network and the Yang organ network of the body 
characterizes the body in a healthy state; an unhealthy state is characterized by an 
imbalance between the Yin and the Yang organ networks in the body.

The last common feature is that a “preventive” effect assumes great importance. 
Both theories focus on preventing malady and maintaining health. Ayurveda has 
been called the “science of life”; that is, the Ayurvedic approach to the body, mind, 
and consciousness is able to improve health and prevent disease. TCM, if not com-
pletely eliminating the disease, values that patients often have improved well-being 
and less difficulty managing their illness. According to TCM concepts, wellness 
and prevention are closely linked.

5  Integration of Health Promotion and Alternative Medicine

Through analysis of alternative medicine, one discovers that the theory of alterna-
tive medicine is very similar to the theory of health promotion. Their principles fit 
the concept of health promotion. The common five key words of Ayurveda and 
TCM are (1) universe, (2) energy, (3) individual-based, (4) balance, and (5) prevention. 
If one changes “universe” to “nature” and “energy” to “environment,” all of these 
key words are common to the important elements of health promotion.
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In his book, Chopra recommends utilization of Ayurveda to maintain health 
[17]. He states that Ayurveda gives us the tools to intervene at quantum level. 
Ayurveda reveals how freedom from sickness depends on contacting our own 
awareness, bringing it into balance, and then extending that balance to the body. 
Mind, body, and behavior are consistently packaged together in subtle ways that are 
revealed only by knowledge of the doshas. To know our own body type enables us 
to evolve to a more ideal state of health. Ayurveda aims to lift every aspect of life 
to a higher level. Personal relationships, work satisfaction, spiritual growth, and 
social harmony are all linked to mind and body very intimately; therefore, they can 
be influenced through one treatment, if knowledge goes deep enough.

In Japan today, lifestyle diseases including cancer occupy the highest rank of the 
causes of mortality. To overcome disease, we must improve lifestyle and eliminate 
the risk factors that lead to diseases. A people-centered PHC model should be an 
aspiration at this time. According to research by O’Beirne et al., family physicians 
in are generally agreed that psychological, social, and spiritual aspects are impor-
tant determinants of health, and also agreed on reasons why cancer patients use 
complementary therapies [18]. Their study indicated that incorporating patients’ 
values into clinical decision-making leads to improved satisfaction. According to a 
Japanese national study of cancer patients, more than 40% of cancer patients have 
used complementary therapies [19].

Ayurveda and TCM are historically of differing origin, but comprise many common 
features. On undertaking a program of health promotion, much can be learned from 
such alternative medicine. It is expected that following an overall review of alterna-
tive medicine, it will be incorporated into the planning strategy for health promo-
tion. The integration of health promotion and alternative medicine should therefore 
come about in the near future.
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Abstract Key players in the health promotion policy in the northern part of the 
Western Pacific Region are usually the governments and their related nongov-
ernmental organizations (NGOs). As NGOs the International Union for Health 
Promotion and Education and its branch in the northern part of the West Pacific 
(IUHPE/NPWP) are supportive of governmental work on health promotion. 
Nowadays health promotion is gradually linking with health, medical, and welfare 
services to act against lifestyle-related diseases in the middle-aged and elderly 
population from the viewpoint of prevention, early detection, and health guidance.

1  Role of International Union for Health Promotion  
and Education

The International Union for Health Promotion and Education (IUHPE) was created 
in 1951, and for almost 60 years it has worked to advance health promotion and to 
achieve equity in health globally. Operating as a nongovernmental organization 
(NGO), it gathers professionals from across the world and from different disci-
plines. Membership consists of institutional members and individual members.

The main tasks of the IUHPE are to encourage and to facilitate exchanges of 
thought and dialog on health promotion and education through conferences and 
media, and to provide technical expertise in the fields of public policy, research, 
advocacy, capacity building, training, and practice on health promotion and educa-
tion. Its mission is to promote global health and well-being and to contribute to the 
achievement of equity in health between and within countries of the world. Its goals 
are an improved state of health and well-being of populations throughout the world; 
greater equity in health between and within countries of the world; effective alliances 
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and partnerships to produce improved health promotion outcomes; broadly accessible 
evidence-based knowledge and practical experience in health promotion and health 
education; excellence in policy and practice for effective, quality health promotion; 
and high levels of capacity in individuals, organizations, and countries to undertake 
health promotion and health education activities.

The strategies applied by the IUHPE to achieve its mission are to advocate for 
health and health promotion, to build the knowledge base of health promotion, to 
develop professions and techniques, to advance the quality of policy and practice, 
to build project networks and partnership, to develop capacity globally, regionally, 
and locally, and to organize short courses, conferences, and training.

The IUHPE’s Global Headquarters is in Paris, France and its Global Board of 
Trustees (BoT) consists of 40 globally elected members, representatives of Trustee 
Member Organizations, Regional Vice Presidents, and Regional Directors. Its 
Executive Committee consists of President, Global Vice Presidents, and Regional 
Vice Presidents. The President at present is David V. McQueen (USA) and Global 
Vice-Presidents are 11 BoT members in charge of Advocacy, Administration, 
Capacity-Building, Education & Training, Communications, Conferences, Finance & 
Internal Control, Scientific Affairs, Strategy & Governance, Institutional Affairs & 
Partnerships, and World Conference. Regional Vice Presidents are regionally 
elected and Regional Directors are designated by Regional Presidents. The regions 
are Africa (AFRO), Eastern Mediterranean (EMRO), Latin America (ORLA), 
Northern Part of the Western Pacific (NPWP), South East Asia (SEARB), North 
America (NARO), South West Pacific (SWP), and Europe (EURO).

The IUHPE provides a forum for the analysis of health promotion contributions 
at all levels – local, national, and international – to network and create or strengthen 
integrated, multidisciplinary, and multisectoral partnerships for health promotion 
development, implementation, and management; to promote discussion and 
exchange of effective programs and methods of intervention and evaluation in 
health promotion; and to address challenges and opportunities for health promotion 
research, policy development, and good practice.

The core issues recognized by the IUHPE are (1) sustainable environment and 
health (what are the inter-linkages between urbanization, environmental  degradation, 
environmental justice and health development?), (2) equitable and sustainable 
health development (can equity and sustainable development be achieved through 
health promotion action on societal determinants?), and (3) participatory  governance 
(what local and global partnerships do we need to strengthen health and sustainable 
development?). The conferences organized IUHPE explore how a health promotion 
approach can support integrated agendas for equity, health, and sustainable 
 development within or across one or more of the subthemes: territorial change and 
urbanization, environmental change, social and cultural change, and global and 
national economic challenges.

The description of this section is based on the Homepage of the IUHPE (www.
iuhpe.org) [1], the materials provided by the headquarters of IUHPE, and the 
 experiences of the author [2].
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2  IUHPE/NPWP (IUHPE Branch of the Northern Part  
of Western Pacific Region)

IUHPE/NPWP is one of the branches of IUHPE. The President of IUHPE/NPWP 
at present is Toshitaka Nakahara (Professor, School of Medicine, Kyoto University, 
Japan), who was elected in 2004 and became IUHPE vice president for NPWP. His 
second term lasts until 2010, when the World Conference on Health Promotion is 
taking place in Geneva, Switzerland. Regional Director is Masaki Moriyama 
(Professor, School of Medicine, Fukuoka University, Japan). Liaison Offices are 
located in Japan, Korea, and Hong Kong (Pearl River Region). It has a Regional 
Committee, which is an official executive committee. The activities of IUHPE/
NPWP are reported on the IUHPE homepage (http://www.iuhpe.org/uploaded/
About%20us/Activity_reports/IUHPE_AR_08.pdf) [2, 3]. It has held general 
assemblies in Tokyo several times, and in 2009 it organized the First Asia-Pacific 
Conference on Health Promotion and Education in collaboration with the Japanese 
Society of Health Education and Promotion. There are about 800 participants from 
27 countries who participated, and about 500 presentations were given.

IUHPE/NPWP covers the area of China, Japan, Korea, Mongolia, and Singapore. 
As these countries have their own peculiar cultures and languages, communication 
sometimes has been quite difficult. However, the recent development of the Internet 
and frequent transportation has enabled us to exchange information much more 
easily. These countries have now the concrete administrative structures in charge of 
health promotion. In the case of Mongolia Dr J. Dondog and colleagues, through a 
personal communication (Dondog et al., 2009, New challenge of the health promo-
tion policy in Mongolia, personal communication), reported that capacity building 
for health promotion is focused on developing appropriate and sustainable infra-
structure and finance for health promotion. The government of Japan has supported 
the program named “PROLEAD” for leaders to promote health, and they estab-
lished the Health Promotion Fund (HPF) in Mongolia along with Thai Health, 
supported by the WHO Western Pacific Region, in 2007. The source of the HPF is 
an annual allocation of the state budget for HPF as well as a 2% excise tax on 
tobacco. The Board of the Foundation comprises the Minister of Health, key people 
from the Ministry of Health and Ministry of Finance, and representatives of NGOs 
and media agencies. The most important issue facing Mongolia’s HPF lies in the 
lack of strategic goals and objectives.

3  Importance of Collaboration of Service Providers  
for the Development of Health Promotion

In the aging society, the dominant type of disease among the population has 
changed from acute infectious disease to chronic degenerative disease. Today, 
services operating to prevent diseases caused by inadequate lifestyle, medical 
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treatment for the acute stage and recovery stage of diseases, medical treatment at 
home, and prevention of disease in the elderly whose care needs accumulate 
should be united when they are delivered to the people. When the health care 
 services, the medical care services, and the welfare services are working for the 
people, organizations and care providers should collaborate with each other to 
offer seamless services under the umbrella of cooperation with the other social 
resources in the community.

The health services, the medical services, and the welfare services have 
 developed individually and separately within each country. However, the  importance 
of their collaborative provisions for the elderly has been recognized as the average 
life span of the population has lengthened. The same phenomenon was observed at 
those times when birth rates were rising and the population was growing. At that 
time the maternal and child health services, pediatric care services, and child 
 welfare services were combined and systematized. Today the health and medical 
care and welfare services for the aged and the middle-aged population should be 
combined and systematized in the community, especially from the viewpoint of the 
prevention of lifestyle-related diseases.

This development in society has been accelerated by changes in the administration 
system of the service providers, e.g., the change of the function of public health 
centers, the transfer in management of financial resources from government to 
medical insurers, the change in the system of medical care, and the change of the  
health care system toward provision for the middle-aged and aged generations.

In Japan, the services for older people who are in greater need of health care 
previously handled by municipal government were transferred to the nursing 
care insurance sector in 2006, and in 2008 the fundamental health checkup  provided 
by the government for the middle-aged and the aged was transformed into the 
 special health checkup and health guidance provided by health insurers under the 
enactment of the Law of Ensuring the Medical Care for the Aged. Under these 
changes, health insurance became the main provider of funds for health services 
and medical services, while the municipality still carried out the early detection and 
prevention services for cancer under the enactment of the Health Promotion Law. 
Since 1983, when the Health Services Law for the Aged came into being, the 
municipality or the municipal health centers had been the main performer of these 
prevention services for the aged and the middle-aged, so these changes have been 
quite drastic.

Local government should also work as a provider of health insurance for those 
who are not in employment. In the organization of the municipality, the prevention 
services section and the health insurance section should collaborate with each other, 
especially in the execution of the special health checkup and health guidance. In 
this way the recipient of the health checkup could at the same time undergo cancer 
screening in the municipal health center. The operation would be effective only if 
there was a seamless transfer of information between the organizations in charge of 
the special health checkup and health guidance and education.

The main target of the special health checkup and health guidance for the middle-
aged and the elderly is metabolic syndrome, which is characterized by obesity, 
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hypertension, hyperglycemia, and hyperlipemia. Therefore this activity is based on 
the high-risk approach, which should be used in conjunction with a population-
oriented approach, very important from the viewpoints of primary prevention of 
disease and maintaining overall health in the population.

In the collaboration of the health activities in the community and in the work-
place whose target is the working generation, the municipality works in collabora-
tion with the labor authority, the chamber of commerce and industry, the medical 
association, the nutritionists’ association, the community workers’ association for 
nutrition improvement, the physical trainers’ association for health and exercise, 
and so forth, in order to undertake measures against metabolic syndrome and to 
promote such practices as improving diet, taking exercise, reducing tobacco 
 consumption, and maintaining mental health.

Nowadays the strengthening of the social base for the protection of health 
is becoming ever more important while the key persons in the community, in 
collaboration with the authorities concerned, continue the struggle to combat 
lifestyle-related diseases.
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Abstract Social determinants of health are understood to be largely responsible 
for health inequities worldwide – between and within regions, countries, cities, 
towns, neighborhoods, and communities. Actions on social determinants of health 
for health equity should take a multipronged approach with a significant emphasis 
on multilateral, intersectoral collaboration and community engagement. While we 
are in dire need for making immediate collaborative efforts at health systems and 
public policy levels to eliminate the health equity gap caused by social determi-
nants of health, community-based participatory research (CBPR) is recognized 
internationally as a strategy to address social determinants of health with bottom-
up, partnership-building, and capacity-building action approaches. This chapter 
discusses CBPR as a promising approach to address social determinants of health 
and issues associated with CBPR applications in Asian contexts.

1  Social Determinants of Health and Health Inequity

1.1  International Discussions on Social Determinants of Health 
and Health Inequity

Our world has seen a remarkable advancement in health and well-being overall in the 
past several decades, but people have experienced this change to different degrees 
depending on where they live and work. Such varying degrees are observed between 
regions, countries, cities, and even within communities and neighborhoods [1, 2].

The social conditions and circumstances that are influenced by unequal distribu-
tion of resources and power and that influence people’s health are termed social 
determinants of health [3, 4]. Internationally known social determinants of health 
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include income, housing, urban or rural residence, education level, occupation, 
work conditions, unemployment, health care system and access, social support, 
social network, and social exclusion and isolation. A body of literature has been 
compiled on the social determinants of health, maintaining a number of key factors  
at multiple  levels in human society. Among the models and classifications of social 
determinants of health, Table 1 shows those that are often cited.

It is widely understood that social determinants of health influence health out-
comes at individual, community, and society levels, functioning as a main causal 
factor for health inequity between and within countries regardless of their economic 
and developmental status. When people are exposed to social determinants of 
health differentially depending on where they live and work, their health outcomes 
and status of well-being become different. Such exposure to social determinants of 
health is much more of a systems and societal matter than a matter of personal 
selection. Stress process models are used to describe health and health inequity in 
association with social and environmental stressors such as life events and circum-
stances [9, 10].

1.2  Recent Recommendations

To address social determinants of health worldwide, the World Health Organization  
(WHO) has announced three major recommendations. The WHO Commission of 
Social Determinants of Health (CSDH) recommends: (1) improving daily living 
conditions; (2) tackling the inequitable distribution of power, money, and resources; 
and (3) measuring and understanding the problem and assessing the results of action 
[1, 4]. Further in their recommendations the CSDH emphasizes the importance of 
early childhood development and education, gender equity, and support for healthy  
aging. Quality housing, fair employment and work conditions, social protection and 
security, a universal health care system, and health financing are also stressed in the 
recommendations as important aspects of social determinants of health. Coherent 
policies and governance that consider health and health equity as priority issues are 
instrumental in improving social determinants of health and sustaining the improve-
ment efforts for health equity. The CSDH urges leadership in public and private 
sectors, multilateral system development, community empowerment, and data accu-
mulation in efforts to address health inequity. Indeed, intersectoral partnership, com-
munity and system empowerment, and community-based participatory approaches are 
recognized as significant, innovative approaches to address social determinants of 
health and health inequity [3, 11–15].

In the United States, the National Institutes of Health (NIH) Science of 
Eliminating Health Disparities Summit was convened in 2008 to generate rec-
ommendations for health disparities research. The recommendations stress 
health disparities research: to focus on social determinants of health; to enhance 
collaboration; to promote effective and sustainable partnership models; to 
strengthen infrastructure and capacity for health disparities research; and to 
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incorporate media outreach and communication for research dissemination [16]. 
Of particular emphasis are the overwhelming burden of health disparities, the 
critical importance of partnerships and collaborations to address health dispari-
ties, the need for health disparities research capacity and training opportunities, 
and partnership with media to disseminate health disparities research findings. 
They also call for a paradigm shift of integrating translational (i.e., translating 
scientific information to applicable strategies, testing and implementing the 
strategies, and disseminating research findings), transformational (i.e., develop-
ing a new paradigm or making a fundamental change in philosophical position 
for health disparities research), and transdisciplinary (i.e., an integrative team 
approach of blended disciplines for health disparities research) approaches for 
health disparity research [17].

2  Community-Based Participatory Research  
as a Promising Approach

2.1  Community-Based Participatory Research

Community-based participatory research (CBPR) and CBPR partnerships are rec-
ommended as promising approaches to address social determinants of health and 
health inequity [18–21]. CBPR core principles go along with the direction of 
CSDH’s three recommendations in that: (1) CBPR starts with community health 
issues that community constituencies face in their daily living and find important 
for their health and well-being, then CBPR subsequently pursues solutions to these 
issues in community-organized participatory partnership efforts; (2) community 
organizing and empowerment are the process and outcome of CBPR, in which 
intersectoral collaboration and collective actions are essential and therefore actively 
facilitated; and (3) CBPR is action-based research, in which collaboration with 
academia is formed and monitoring and evaluation are carried out with scientific 
rigor. Also, CBPR is recognized as a novel approach for translational [21, 22] as 
well as for transdisciplinary research [17] to address social determinants of health 
and health equity.

CBPR is different from traditional “community-placed” or “community-targeted” 
research [23, 24] that views community as a setting or location for health intervention 
research. Community members in CBPR are not mere survey respondents, campaign 
audience, or intervention program participants. Rather, community members in 
CBPR are main partners in developing, implementing, managing, and evaluating 
health interventions and research. The nine principles of CBPR suggested by Israel 
and colleagues [25, 26] are based on the core values of equal partnership, mutual 
respect, colearning, empowerment, and sharing (Table 2).

In CBPR, community members and groups are respected as experts of community 
contexts, issues, assets, and aspirations, while public health researchers and authorities 
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are experts of health care and research. CBPR begins with a health issue selected by 
community members that is important and meaningful for the community instead of a 
topic predetermined by health authority external to the community. The research is then 
a process of communicating the implication of the community-selected issue and find-
ing potential solutions in collaborative efforts of community partnerships involving 
community residents, community-based organizations, local health authorities, public 
health and health care services, academics, and so on. This process is a learning experi-
ence for all engaged partners as well as a process of empowerment and capacity building. 
Through the CBPR process, which is cyclical and iterative, community partners become 
competent in: finding community-relevant issues and solutions; developing capacities 
for critical consciousness, problem solving, and partnership building; establishing 
community ownership of CBPR process and outcomes; and subsequently building 
sustainability of community initiatives developed by CBPR.

2.2  Evidence of CBPR Application

In the western hemisphere, CBPR has gained recognition from academia, health 
authorities, and funding agencies in the past decade or so, as it is a research orien-
tation and methodology that engages communities, academics, health care and 
public health professionals, and government agencies for effective and sustainable 
community health programs to improve health equity [18, 20, 21, 27, 28]. There 
are numerous CBPR programs and partnerships reported in the public health 
literature, particularly from North America, several of which discuss CBPR prin-
ciples and partnership approaches to address social determinants of health and 
health inequity [9, 10, 21, 24, 29–32].

CBPR is, however, relatively new in public health research and practice in Asia. 
Besides the discourse on the needs and significance of CBPR in public health 

Table 2 Community-based participatory research (CBPR) principles

1 CBPR recognizes community as a unit of identity, defined by a sense of identification, 
common interests, and mutual needs

2 CBPR builds on strengths and resources within the community
3 CBPR facilitates a collaborative, equitable partnership in all phases of the research, 

involving an empowering and power-sharing process that attends to social inequalities
4 CBPR fosters colearning and capacity building among all partners
5 CBPR integrates and achieves a balance between knowledge generation and intervention for 

mutual benefit of all partners
6 CBPR focuses on the local relevance of public health problems and ecologic perspectives 

that recognize and attend to the multiple determinants of health
7 CBPR involves systems development using a cyclical and iterative process
8 CBPR disseminates results to all partners and involves them in the dissemination process
9 CBPR involves a long-term process and commitment to sustainability
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research and practice, a limited number of cases of CBPR application in Asia is 
reported in the international research literature from groups based in Taiwan [33], 
Thailand [34, 35], and Iran [11, 36], among others. This CBPR research outside of 
North American contexts is mostly conducted on an individual project basis. Since 
the way CBPR unfolds in practice differs by specific local contexts and existing 
community relationships, it should be noted that CBPR may not follow a uniform 
path in each application under different contexts and systems. As a promising strategy 
to address social determinants of health for health equity, CBPR needs to be tried 
and examined for factors and conditions to achieve its optimum application in 
Asian contexts and systems.

2.3  CBPR Challenges

While CBPR has gained acceptance as a research paradigm in public health, it still 
faces a few challenges, such as issues of community identity, participation, and 
evaluation.

Living in the same area does not warrant a shared identity as a community 
 member when people experience social isolation and the level of social cohesion is 
low. When it is difficult to identify a community with a sense of connection and 
shared identity, community participation is something too much to ask for. In mar-
ginalized communities that are affected more by social gradient contributing to 
health inequity, community members who are most influenced may not have the 
luxury of participating in CBPR when they have competing needs for making a 
living or attending to children. Meanwhile, participation may lead to another chal-
lenging issues of control and power within a partnership as the structure and system 
develop in CBPR partnerships. Involving a number of partners from diverse back-
grounds with different stakes at varying levels in a society can produce dilemmas 
with the needs for satisfying different reward systems. Difficulties of communica-
tion among diverse partners and building trust in the partnerships are also challenging 
matters at times.

The process- and action-oriented nature of CBPR makes it difficult to fit it into 
a traditional research and evaluation design. Being process-oriented over a long 
period, CBPR is time- and labor-intensive. Therefore, CBPR can develop its full 
potential as action research when supportive systems are provided for research 
development, management, administration, and evaluation.

2.4  Applying CBPR in Asian Contexts

Application of CBPR in Asian contexts requires a research platform that accom-
modates the unique characteristics of CBPR. First of all, CBPR is a time-intensive 
effort that needs substantial time for community partnerships to develop and to 
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process community health issues influenced by social determinants of health. 
Multi-year funding support is necessary for CBPR to evolve, in consideration of the 
importance of ongoing processes as much as that of outcomes in addressing social 
determinants of health.

Another critical part of the platform for CBPR application is the nature of the 
existing public health system within which CBPR is to be applied. In societies 
where public health efforts are performed mostly in a top-down manner, CBPR may 
encounter challenges in having to deal with predetermined health priorities rather 
than identifying priorities in the community through broad community member 
participation. Moreover, it may not be easy to find community-based organizations 
or other types of community partners when public health initiatives have mostly 
been formed in public sectors.

CBPR is certainly a bottom-up approach, but this does not necessarily mean that 
it conflicts with a top-down system. In fact, tackling social determinants of health 
identified in CBPR cannot be possible without support and action at systems level. 
Improving housing conditions of urban residents, for example, involves housing 
management, construction, housing policy, mortgage and tax issues, law, environ-
ment protection, hygiene, safety and security, sewage, fire code, consumer activities 
and rights, to name a few. Grassroots efforts may reach limits in dealing with the 
housing condition issues locally on their own, and interdepartmental and intersec-
toral collaboration among those related organizations and agencies are critical in 
resolving the issues. Without such a coordinated systems approach of bottom-up 
CBPR and top-down policies, regulations, and programs, community-based partici-
patory efforts may encounter hopelessness or blaming. In a public sector where 
systems for budget, personnel, and operation of component departments exist in 
divergent streams, interdepartmental collaboration may be a task by itself. Health 
equity and social determinants of health are not the sole responsibility of the local 
health department or national ministry of health but a shared responsibility of several 
related departments and agencies, if not all. Therefore, efforts to address social 
determinants of health for health equity should be coordinated in systems approaches 
instead of it being seen as an independent task of a health authority. Baum, referring 
to a “nutcracker effect,” states that addressing social determinants of health for 
health equity should be a coordinated effort of “top-down political commitment and 
policy action with bottom-up action from communities and civil society groups” [37] 
in which CBPR can take a leading role for the bottom-up action.

Last but not least, CBPR should be incorporated in the training of health 
professionals and advocated at community and policy levels. In the United 
States, CBPR is recommended as one of the core competencies that health pro-
fessionals should be trained to build [38]. By contrast, in Asia, CBPR is still a 
new, unfamiliar research paradigm. Agreeing to the notions of CBPR and recog-
nizing CBPR as a strategy to address social determinants of health for health 
equity is one thing, but implementing CBPR is another. As much as CBPR 
implementation is a time-intensive process, it takes time and experience to 
become competent to perform CBPR. Achieving health equity by addressing 
social determinants of health is a journey, and CBPR as part of the journey is 
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also a long-term method. Therefore, actions should be taken immediately to 
invest in training and advocacy for CBPR.

2.5  CBPR Implementation Models

While a substantial body of literature exists on CBPR principles and CBPR partner-
ship building, there are relatively few models that guide CBPR implementation 
process. Considering that CBPR is not a household name in public health in Asia 
quite yet, it might be helpful to introduce a step-by-step model for implementing 
CBPR. Schultz and colleagues [39] describes the CBPR process in the following six 
phases: (1) naming and framing the problem; (2) developing a logic model and plan 
for achieving success; (3) identifying research questions and methods; (4) docu-
menting the intervention and its effects; (5) making sense of the data; and (6) using 
information to calculate and make adjustments.

Another six-step model [40, 41] begins with a phase to prepare for CBPR and gain 
buy-in for participating in CBPR among potential partners including community resi-
dents, community-based organizations and groups, public agencies, academics, and 

Table 3 Six-step model for CBPR implementation

Step Tasks

1 Entry into 
community

– Preparation and training
– Identification of community partners
– Introductory meeting with community members to decide 

conducting CBPR in partnership
– Memorandum of agreement signed
– Operational structure and principles developed
– Regular meeting schedule determined

2 Issue identification – Brainstorming of community health issues
– Free listing of the identified issues

3 Issue prioritization – Voting on the identified issues to set a priority
– Agreement on the top priority issue

4 Strategy development – Discussion on the effect of the top priority issue
– Review of previous efforts on the issue and existing programs
– Utilization of a social-ecological model for strategic planning

5 Implementation – Setting up action plans and timeline to implement the 
strategies per social-ecological level

– Task assignment among community partnership members
– Utilization of community networks and partnerships to 

implement the action plans
– Checking the timeline
– Debriefing after each action step for process evaluation
– Completion of all action steps

6 Transition – Evaluation of accomplishments
– Transition to a new priority issue and repeat the steps 3–5
– Transition to institutionalization
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healthcare organizations. Then in step 1, “Entry into community,” an agreement is 
reached by partners to collaborate in CBPR; a memorandum of agreement is signed 
by partners involved; and partnership structure and operational principles are deter-
mined by the partners. Step 2 is for “Issue identification,” in which participating 
members identify community health issues of concern through the nominal group 
process. The nominal group process continues to step 3, “Issue prioritization,” to set 
a priority among the issues identified in step 2. In step 4, “Strategy development,” 
participants elaborate on the top priority issue selected in step 3 to discuss: how the 
priority issue affects health and health equity in the community; what has been done 
about the priority issue in the community; what needs to be done in order to resolve 
the priority issue; and what assets and challenges the community has to face the prior-
ity issue. The discussion is then summarized in a social-ecological framework to lay 
out action plans to be implemented at multiple levels, such as, individual level, fam-
ily or group level, organizational level, community level, and policy level. These 
levels are identified differently depending on the nature of the priority issue and 
community context. A stepwise social-ecological model (shown in [40, 41]) can be 
used as a visual planning tool for this task. Step 5 in this model is for 
“Implementation” of the strategy developed in step 4. Community members assign 
tasks among themselves for strategy implementation and monitor the implementation 
process regularly. Community networks and partnerships are fostered in steps 4 and 
5 in collaborative processes to develop and implement solutions for community 
health. Once tasks are completed and the priority issue is addressed, the next step 
is for “Transitioning” to a new priority issue after conducting an evaluation for 
steps 1 through 5. Therefore, step 6 can be transitioning back to steps 2 or 3 to 
identify the next issue of priority while repeating the six-step process iteratively. 
Or, step 6 may be used for transitioning to the next level of operation, where the 
community sustains the community-based participatory efforts over an extended 
time as their own initiative is institutionalized in their system. The process of this 
six-step model is summarized and presented in Table 3.

3  Conclusion

Actions on social determinants of health require multipronged, multilevel 
approaches. Community involvement and empowerment, leadership development 
in public and private sectors, multilateral system development, coherent policies 
and governance, intersectoral collaborative partnership, and research and commu-
nication are all crucial components of such multipronged, multilevel approaches. 
CBPR receives recognition as collaborative community action research that can 
incorporate many of such multilevel approaches. Although CBPR has gained some 
status in the United States, it is a relatively new research approach in Asia. Due to 
the unique characteristics of CBPR that differ from those of conventional research 
design and methods, systems-level support is necessary for CBPR to unroll in 
Asian contexts.
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Abstract The purpose of this paper is to introduce various types of studies from 
Japan and abroad on the Sense of Coherence (SOC) as a stress-coping ability, 
and to make suggestions for the development of intervention strategies aimed to 
strengthen SOC. The first intervention program aimed to strengthen SOC was 
developed by Langeland’s research team in 2007. There are three distinctive 
characteristics of their program. First, the program strongly emphasizes that 
participants increase their awareness of their own potential, both internal and 
external resources, and their ability to use them. Second, it emphasizes the talk 
therapy style by the nurse group leader as a facilitator. They are expected to treat 
participants with respect and unconditional positive regard. Third, participants’ 
daily experience is used for the topic and material of the program. The Chronic 
Disease Self-Management Program (CDSMP) in Japan, which the authors have 
studied, also strengthened participants’ SOC. This can be explained by the fact 
that CDSMP has the same characteristics as the Langeland program. Studies on 
workplace conditions that can enhance workers’ SOC are extremely important, 
as they suggest the possibility of changing the work environment, in addition 
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to the attempt to directly change workers. These studies have suggested that 
the workplace with greater job discretion, good communication, a supportive 
atmosphere, and respect shown to workers is likely to enhance workers’ SOC. 
Qualitative studies are also found to be extremely important for the develop-
ment of intervention strategies. These can vividly describe what SOC is, how it 
can change, and under what conditions and experience. The knowledge gained 
from such studies can be of immediate use for practice and care policies.

1  Purpose

Based on the two major works by Antonovsky [1, 2], we understand Sense of 
Coherence (SOC) as follows. SOC is a concept that, in the face of stressors, pro-
vides one with a sense of comprehensibility, manageability, and meaningfulness 
toward daily realities and life in general. In other words, it refers to a feeling or 
belief that the world is coherent or somehow makes sense. This sense is not a 
simple subjective feeling or preconception, but is something firmly based on 
one’s perspective on and interaction with life. SOC helps us better deal with con-
stant stressors in life. It not only helps us maintain our health but also can trans-
form these stressors into the sustenance for our growth as a human being. Its function 
as an ability to cope with stress is extremely important, as it eventually enables us 
to live a positive life.

Doubtless, SOC is essential in one’s life. However, development of SOC has 
been considered to begin during the early formative period of one’s life and to be 
completed by adulthood or before maturity. It has been believed by some researchers 
that SOC is fixed after adulthood. The purpose of this chapter is to discuss various 
possibilities and directions of developing intervention methods that effectively 
restore or enhance SOC, focusing particularly on methods that can change SOC 
even after one reaches 30 years old.

The most important clues to the development of SOC-enhancing methods 
should arise from an examination of other intervention studies. It is also neces-
sary to review studies that investigate SOC as a dependent variable that can be 
retained, enhanced, or lowered, and to explore its relationship with other rele-
vant variables. For the discussions in this chapter, both quasi-experimental, 
longitudinal studies and cross-sectional studies are introduced, although the lat-
ter studies are not quite capable of proving clear causal relationships. Some 
qualitative studies are included as well, since they can describe and capture 
patients’ various problems in light of the SOC concepts and the Salutogenesis 
model. These studies are offering significant implications for future practice and 
intervention. However, no SOC research has yet included a systematic, compre-
hensive literature review. The scope of literature included in this chapter is not 
exhaustive, but is based on what was available at hand. The authors apologize 
for this limitation.
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2  Problems of Theories on Improvement of SOC  
During Adulthood

Antonovsky has presented an epoch-making theory by developing the idea of SOC 
and making it a measurable concept. However, questions and doubts have been 
raised with regard to its possibility of enhancement and restoration during adult-
hood. These questions are believed to stem from his hypothesis that SOC becomes 
fixed by the age of 30 years, which we consider is the only overplay in his theoretical 
formulation.

Let us look at Chap. 5 of his second major work, Unraveling the Mystery of 
Health: How People Manage Stress and Stay Well [2], titled “How the Sense of 
Coherence Develops over the Lifespan” [2]. In this chapter, all discussions refer to 
the formation and development of SOC during one’s early 20s, except for a sen-
tence in the second paragraph of the fourth section starting from “Adulthood,” 
where he states, “it is in the period of early adulthood, I believe that one’s location 
on the SOC continuum becomes more or less fixed” [2].

In the fifth section, “Dynamics of the SOC” [2], Antonovsky maintains that SOC 
developed by early adulthood stabilizes and remains at level, and that one rarely expe-
riences life situations that enhance the level of SOC afterwards. Even the life experi-
ences which appear to have enhanced one’s SOC would simply be an insignificant 
trigger in most cases, he says.

However, we believe that there is little ground for this view. It also contradicts 
with what he argues in the sixth section, “The Possibility of Intentional 
Modification” [2]. In this section Antonovsky states that more possibilities of plan-
ning for the enhancement of SOC will be opened if practitioners can “facilitate a 
long-lasting, consistent change in the real-life experiences that people undergo,” or 
if they can “have a good deal of control over the client’s life situation over a long 
period.” Furthermore, his statement in the last paragraph of the sixth section clearly 
points to a direction of research on SOC [2]:

The most significant ongoing experiments that demonstrate the possibility for intentional 
modification of the SOC are those taking place in a number of Scandinavian industrial 
plants … insofar as they focus on the nature of work groups, the search for potential, the 
control over process, and so on—and all in a national context, as expressed in legislation 
…—these experiments provide what I see to be the very best promise for positive modifi-
cation of the SOC.

Despite these statements, his hypothesis of “SOC becoming fixed by the age of 
30” has had a pervasive impact in the research community. During the first decade 
after 1987 when his second major work was published, most papers introducing 
SOC had no reference to the possibility of enhancement and restoration after 
30 years of age, and simply introduced the view that SOC would become fixed.

In the last 10 years, an increasing number of published papers has examined 
SOC as a dependent variable. It seems that the understanding of SOC has gradually 
been freed from this hypothesis. However, there still is a serious shortage of good 
studies that directly evaluate intervention methods aimed to strengthen SOC or 
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studies with a longitudinal research design which, by examining factors relating to 
SOC enhancement or restoration, can verify causal relationships. More of these 
studies will need to be conducted in future.

3  Results of Cross-Sectional Studies on SOC-Related Factors 
Found Encouraging for Future Practice and Policy

Results of cross-sectional studies on SOC-related factors have been limited to the 
demonstration of statistical associations between two different variables. However, if 
the conditions and characteristics of various groups with a high or low SOC are suf-
ficiently explored, the findings will help the target and practice to be better focused 
and efficiently developed. Some factors can be more thoroughly examined as possible 
causes for a different SOC level. Results of these cross-sectional studies on factors 
affecting the SOC level can be useful for the development of intervention methods that 
aim to enhance SOC. Three cross-sectional studies we have conducted are introduced 
here. We also hope to suggest their implications for future intervention strategies.

The study by Tsuno and Yamazaki [3] has reported that there are different factors 
affecting the SOC level according to the sociocultural characteristics of areas of 
residence. The factors related to SOC scores of 167 urban and 156 rural residents 
aged 30–59 years were examined. In both types of area, self-efficacy and the scope 
of support network were positively associated with SOC. Area-specific factors 
significantly affecting SOC were the education level and the economic status for 
urban residents, and for rural residents the intention to settle in the current area and 
the frequency of direct contacts with relatives were found significant.

A study targeting over 280 hemophiliac patients with medically induced human 
immunodeficiency virus (HIV) infection was conducted in 1998. Two years before, 
in 1996, the reconciliation of a suit against the Japanese government was reached 
10 years after the outbreak of the medically induced HIV disaster, following which 
the government started to provide relief work. It was a time when Japanese society 
had to urgently grasp the needs and desires of these victims. The simple correla-
tions with SOC were seen as follows [4]. Of psychological and socioeconomic 
variables, the presence of a spouse, work, and a feeling of being financially com-
fortable, the scope of emotional support network, and reasons for living (such as 
enjoyment and support in life), called ikigai in Japanese, showed strong positive 
correlations with SOC. On the other hand, a tendency to restrict socialization with 
others because of the anxiety about discrimination had a negative correlation. In 
terms of physical variables, self-related health had a positive correlation, and the 
frequency of bleeding and physical symptoms had a negative correlation. These 
findings suggest that the SOC level is significantly affected by the presence or lack 
of coping resources.

A study on 87 male hemophiliac patients who responded to a questionnaire 
survey both in 1998 and in 2005 produced longitudinal data [5]. The only factor that 
significantly affected the negative change in SOC that occurred during the period of 
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7 years between 1998 and 2005 was the presence of a liver disease. Those who had 
a liver disease were likely to weaken the SOC.

There were also variables that significantly correlated with SOC, both in the 
patient’s average level of and change in each variable during the period of 7 years. 
Significant correlations were found between the average level of SOC and the average 
levels of other corresponding variables over the 7-year period. Changes in SOC and 
the changes in other variables were also significantly correlated. For health-related 
variables, mentally ill health expressed as General Health Questionnaire score was 
negatively correlated with SOC. Regarding daily living variables, economic insecurity 
and the number of voluntary restrictions on behaviors stemming from the anxiety 
about discrimination in life were negatively correlated with SOC, but correlation 
between the amount of enjoyment and support in life and SOC was positive.

In recent years, liver disease has become the greatest source of uncertainty and 
anxiety for patients regarding their health and future life. This probably indicates 
that various anxieties including economic anxiety and anxiety about discrimination 
has threatened their SOC and that ikigai, a sense of having reasons for living, has 
strengthened their SOC. However, it is not yet clear whether anxiety and ikigai are 
located outside SOC, or in fact are components of SOC. The causal relationship 
between anxiety and ikigai and SOC needs to be further explored. We believe that 
the results of analysis of these correlations could be useful for practical applications 
to support patients.

4  Suggestions for Research on Workplace Conditions  
to Enhance Workers’ SOC and Intervention Methods

Unfortunately, no evaluation studies of intervention methods to enhance workers’ SOC 
have been found in Japan or abroad. However, there are several cross-sectional studies 
conducted for the purpose of exploring workplace factors affecting the level of SOC. 
In recent years, longitudinal studies that aim to examine how workers’ SOC is affected 
by the change of workplace environment and conditions have been published.

4.1  Examples of Cross-Sectional Studies

Holmberg and colleagues [6] collected cross-sectional data from 1782 male workers 
in rural areas of Sweden to examine correlations between each worker’s SOC and 
psychosocial factors related to workplace environment. The sample had a some-
what atypical composition: 57% of 1782 subjects were farmers, 61% self-employed, 
and 18% civil employee white-collar workers. The analysis was done by controlling 
for various composition characteristics. SOC showed a strong negative correlation 
with “job demand,” one of the two major components of the work characteristics 
model by Karasek and Theorell [7], and showed a strong positive correlation with 
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“job control,” “job discretion,” or “decision latitude.” “Job insecurity” also showed 
a strong negative correlation with SOC.

According to the cross-sectional research by Takeuchi and colleagues [8], the 
SOC of nurses who had multiple roles of mother and wife was higher among those 
with larger job discretion. This study added a new finding to the widely recognized 
result by Holmberg et al. [6]: those who evaluated their workplace to be a family-
supportive work environment had higher SOC, and those who had more work-to-
family conflicts had lower SOC. Job demand showed no correlation at all with 
SOC, a result different from the study by Holmberg and colleagues [6].

It is important to note that these correlations between SOC and various psychoso-
cial factors at workplace have limitations. Both variables are expressed through self-
reporting and therefore, it is possible that the correlation is revealed more strongly 
than in reality. Furthermore, in evaluating the causal relationship between them, it is 
possible that perceived work environment affects SOC, or the strong SOC affects 
work environment itself or its perception. There is no denying that cross-sectional 
studies are not able to determine causal relationships. However, these findings have 
positive implications for future research and development of intervention methods.

4.2  Example of a Longitudinal Study

One of the longitudinal studies that have now reached publication comprises the 
research on workers’ SOC by Feldt and colleagues [9]. This group investigated 
SOC’s possible mediating role in the process by which the psychosocial and envi-
ronmental characteristics of the workplace influence the workers’ well-being. 
Questionnaire surveys were conducted in 1995 and 1996, targeting male and female 
workers of four organizations in Finland: a paper mill, a bank, a supermarket, and 
a social health section of local government. The data of 219 workers who responded 
to both surveys were analyzed by structural equation modeling. At the beginning of 
the 1990s, Finland was undergoing a serious recession, and rationalization of industry 
through redundancy and cost-cutting were rampant.

The analysis by Feldt et al. [9] proved the mediating function of SOC. We would 
like to re-examine this result from the perspective of how the level and the change 
of psychosocial and environmental characteristics influenced SOC within a period 
of 1 year. First of all, those who worked in an environment with a feeling of higher 
sense of job security were more likely to maintain a high SOC. Those who perceive 
that their work environment was friendly or supportive and where colleagues were 
willing to offer help were also likely to have a high SOC. Furthermore, those who 
felt that it became easier to receive feedback, support, and honest opinions from 
their superiors during the 1-year period from 1995 to 1996 showed enhanced SOC.

However, although this longitudinal study repeatedly proved strong correla-
tions between SOC and perceived work environment, it has the same weakness 
and limitations as in the aforementioned cross-sectional studies. That is, it still 
fails to verify the causal relationship.
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4.3  Suggestions for Intervention Methods

We wish to make two suggestions with regard to possible intervention methods.
First, the aforementioned studies all seem to stress the importance of dealing 

with the situation or the environment of each individual rather than the importance 
of work itself to the individual worker. As in many other intervention studies in the 
health and medical field, the research on SOC intervention programs has so far 
focused on the development of educational and support programs that aim to 
strengthen SOC on an individual level. Therefore, the research has primarily 
attempted to evaluate the program as a whole or its outcome. However, we believe 
that it will be especially important from now on to deal with the group or organiza-
tional environment such as the individual’s workplace and space of living, while 
another approach would be to try to directly change SOC. These two approaches 
are equally important and should be used in a consistent way.

Second, work environmental factors and conditions mentioned in these studies 
refer to what Antonovsky called GRRs, or generalized resistance resources. It is 
believed that enrichment of GRRs enhances workers’ comprehensibility, manage-
ability, and meaningfulness. In other words, it leads to the enhancement of SOC.

More specifically, increasing job discretion, preventing the demands of a job from 
growing too big and from damaging a sense of manageability, are considered impor-
tant. As for psychosocial environmental factors, establishing supportive relationships 
with superiors and colleagues, creating an organizational environment with job secu-
rity, as well as creating a workplace full of respect toward workers as characterized 
in a “family supportive work environment” are all considered important.

These studies have drawn intense interest from both workers and employers. 
This is probably because good work and organizational environment is expected 
not only to improve workers’ health, but also to improve their morale and produc-
tivity. It may also be because the costs appear relatively reasonable in relation to the 
expected profits. Our current research projects are also pursuing the same themes.

5  The SOC-Enhancing Program Developed by Langeland  
for People with Mental Health Problems

People who have experienced traumatic life events, chronic illness, or incurable 
diseases need support for their recovery, social rehabilitation, and life recon-
struction. In the latter half of the1990s, a new type of program intended to 
strengthen the resources and coping abilities of these individuals came into 
being. The various new concepts and theories generating from this movement 
include “empowerment” [10], “positive psychology” [11, 12], “resilience” [13], 
and “salutogenesis” [1, 2].

At the start of the twenty-first century Langeland, a Norwegian PhD in nursing, and 
her colleagues developed a new intervention program for people with mental health 
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problems, based on the theoretical framework of salutogenesis [14]. The purpose of 
this program was to enhance coping capabilities and the SOC of those who suffer from 
mental health problems.

In 2006, Langeland’s team presented the outcome evaluation of this program, 
which targeted 110 male and female mentally ill patients with a randomized control 
trial (RCT) [15]. The program lasted for 19 weeks, offering a 1.5-h session each 
week. The outcome evaluation study proved the effect of strengthened SOC. 
However, while the effect was significant immediately after the program was com-
pleted, it was found to have declined after 6 months. Nevertheless, these investigators 
developed the world’s first program of this kind, which should therefore be consid-
ered highly valuable. Despite the small sample of subjects and the difficulty of 
measuring symptoms of people with mental problems, it succeeded in proving the 
effect of SOC enhancement. Although previously there had been a few intervention 
studies on the effect of SOC, this was the first to evaluate the intervention program 
whose main purpose was defined as enhancing or recovering SOC.

In 2007, Langeland’s team published a paper describing how to structure and 
implement the intervention program as well as explaining its basic ideas and theories 
[14]. Few papers have so thoroughly explained theories and contents of the program 
as this one. Furthermore, it is the first paper in the world that introduced the detail 
of the intervention program that aims to strengthen SOC. Here we introduce part of 
the Langeland theoretical basis and intervention program.

5.1  Theoretical Basis of the Program Development

Langeland’s team used Antonovsky’s salutogenesis and its core concept, GRR, as the 
most important theoretical basis for the development of the SOC-enhancing program. 
Other theories used for the program included “one theory of social support” [16], 
“Rogers’ experience of person-centered therapy” [17], “Bandura’s self-efficacy 
theory” [18], “narrative therapy,” and “interventions drawn from solution-focused 
therapies” [19]. All of these theories were useful in interpretation of the saluto-
genesis theory and construction of program contents.

Langeland and colleagues described the target subjects of the program as “people 
with various, relatively stable, mental health problems who are able to have a dia-
logue and live in the community but need support from the health system” [14]. The 
main purpose of the intervention was clearly stated as “to increase participants’ 
awareness of their potential, their internal and external resources, and their ability to 
use them, and thus to increase their SOC, coping, and level of  mental health” [14].

Langeland’s group highly valued the style of group talk therapy. The interactions 
among participants including mental health nurses as group leaders are reciprocal 
and characterized by mutual, egalitarian relationships, and a therapeutic dialogue 
is expected to arise. This group method is based on the beneficial effect drawn from 
symbolic interactionism [14] (p. 280).
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The group leader is described as an expert who creates an interactional atmo-
sphere where participants can actively exchange free conversations. The group 
leader is also expected to “convey unconditional positive regard by respecting that 
the participants are experts on themselves and their unique situations and experi-
ences, including their pain, suffering, and concerns” [14].

5.2  Program Content and the Method

The topics to be covered in the program are based on the theoretical support dis-
cussed earlier. They are divided into five themes and three specific topics on average 
that participants are expected to learn [14].

The five themes are:

 1. Health as a continuum
 2. The story of the participant
 3. Health-promoting (salutary) factors
 4. Stress and strain as potentially promoting health
 5. Active adaptation

As for three specific topics under each theme, taking the third theme as an 
example, it includes three topics [14]:

 3.1. Extending coping resources
 3.2. Paying attention to what is currently functioning well in participants’ lives and 

asking questions to increase the awareness of resources
 3.3. Generally promoting resistance resources, especially Social Support and Self-

Identity, focusing on Action and Choice by Participants

Langeland et al. also explained the structure of the program and each session 
[14]. The program is made up of 16 sessions. Each session is divided into two parts 
with a break in between. In part I, participants are encouraged to talk about their 
feelings. A topic for the group discussion is chosen from what is presented by the 
participants, and free dialogue is exchanged on the topic. In part II, participants are 
expected to talk freely about the homework assigned to them in the previous session. 
New homework is assigned for the next session, and participants are asked to talk 
about their experiences relevant to the assignment.

As an example, the outline of the second session is given here [14].

Part I: Topic: How to cope with such feelings as boredom, loneliness, and 
sadness.

Goal:     Accepting and taking into account various natural feelings. Being aware of 
what happens when these feelings decrease and other feelings occur.

Part II:   Homework: What are you doing in everyday life with which you feel 
comfortable? What do you need to actualize your wishes or needs?

Goal:  Increasing awareness of activities that create good experiences and being 
aware of needs to actualize more of this.
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Langeland et al. concluded the significance of developing this program as 
follows [14]:

This article shows one way of using salutogenic therapy principles in an intervention pro-
gram for promoting SOC and coping. The theoretical framework, the salutogenic therapy 
principles, and the program outlined here may guide mental health nurses to ask questions 
differently and interpret individuals’ experiences with reference to their health potential. 
The theory also could be used to develop other interventions to promote a stronger SOC, 
coping, and mental health.

6  Implications of SOC Enhancement Experienced  
by Participants of the Chronic Disease  
Self-Management Program in Japan

6.1  A New Type of Patient Support Program

In the late 1980s, Lorig and colleagues [20] at Stanford University developed a 
Chronic Disease Self-Management Program (CDSMP), which would help chroni-
cally ill patients to live a positive life despite the presence of their disease. By 2005, 
the program had spread to more than 20 countries. Its effectiveness has been veri-
fied and widely accepted. The program was introduced to Japan for the first time in 
2005, which led to the establishment of the Japan Chronic Disease Self-Management 
Association. In 2006, workshops (WS) of CDSMP started to be organized all over 
Japan.

The CDSMP is different from conventional patient educational programs in 
three ways. First, patients of different types of chronic diseases attend the same 
WS together. Second, WS are led not by the professionals, but the lay leaders 
(called “leaders”) who are patients themselves or patients’ family members. 
They go through the necessary training to be certified as the leaders. The lay-
person approach makes it possible to create an atmosphere where participants’ 
independence and autonomy is more respected and they can engage in more 
active interactions. Third, the focus is on the idea of “how to live well with the 
disease” as described in the WS text [21] rather than on changing the behavior 
of participants.

The CDSMP lasts for 6 weeks, offering a 2.5-h WS each week targeting approx-
imately ten participants. Participants are recruited through the website of the Japan 
CDSM Association and a snowball sampling by the Association’s certified leaders. 
According to the Association’s WS textbook, under the guidance of two leaders, 
participants are expected to learn (1) to control their treatment process after 
 discussing it with staff and understanding their treatment policy, (2) to control their 
social life by leading an ordinary working and family life with disease, and (3) to 
control their feelings by confronting and dealing with anxiety and frustration 
accompanying the disease.
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6.2  CDSMP and the Enhancement of SOC

The Japan CDSM Association requested us to conduct an outcome evaluation 
study. Since CDSMP is not so widely spread in Japan as yet, we decided to create 
a before–after comparative design to evaluate the outcome of the program. The 
outcome indicators included some of the items developed by Stanford University 
such as self-efficacy, SOC as a stress-coping ability, and life satisfaction.

The program was started between 2006 and 2008. The follow-up questionnaire 
survey was conducted at three points after the start of the program: 3 months, 
6 months, and 1 year. The participants were 183 chronically ill patients. The 
changes in outcomes that happened before and after the program were examined. 
Of standard indicators of outcome evaluation studies, significant changes were 
found in self-rated health, cognitive coping with symptoms, self-efficacy in coping 
with health problems, and reduction of health distress, at all three measurement 
points [22]. This result was consistent with previous studies. The change in self-
efficacy was found to be significant only at the 6-month and 1-year survey point. 
The improvements in SOC and life satisfaction were also found to be significant at 
the 3-month and 6-month point. Even though they were no longer significant after 
1 year, they still maintained a higher level than the level measured before the pro-
gram started.

One month and a half after the program finished, or at the 3-month follow-up 
survey point, participants were asked to evaluate their own changes. Some said, “I 
have come to be able to accept things calmly,” or “I feel supported by meeting others 
with similar problems.” In all outcome items, 70–80% of participants gave positive 
evaluations. What is particularly interesting is that those who strongly perceived 
positive change about themselves and their own lives were more likely to enhance 
their SOC and life satisfaction. In particular, the enhancement of SOC was highly 
correlated with statements such as “I feel relieved,” “I have come to feel I can do 
things little by little, or don’t have to push myself,” and “I have come to think positive 
about everything” [22].

6.3  What Strengthens SOC?

The possible reasons for participants’ strengthened SOC are found in the theory 
of modeling or the helper therapy principle. In other words, they meet other 
patients sharing experiences, and find someone they feel like modeling after, or 
they feel helped by helping others. Through this process, their self confidence and 
self-esteem, and a sense of manageability and meaningfulness – components of 
SOC – are restored or enhanced, which probably has led to the overall enhancement 
of SOC.

The CDSMP has two factors in common with what Langeland emphasized when 
developing the SOC-enhancing program. One is that the intervention program 
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should emphasize interactions among participants and learning and talking in a 
group. Another is that concrete skills, such as coping with symptoms and feelings 
as well as various problems in social life and daily living, are introduced in the 
program. These two aspects seem to have positively influenced participants’ SOC.

However, there are different views and interpretations with regard to which spe-
cific element of the intervention program has had an effect and in what way it has 
resulted in strengthening SOC. In recent years, a few papers have been published in 
Scandinavian countries reporting that relatively traditional intervention programs, 
though their main purpose was not necessarily to enhance SOC, resulted in the 
enhancement of SOC [23, 24]. Unfortunately, none of these papers mentions possi-
ble mechanisms of how SOC is enhanced. We can at least infer that these programs 
emphasize the effect of individual interventions rather than interactions among 
patients. For example, Fernros and colleagues [23] advocate a holistic approach with 
mind–body integration therapy. Budh and colleagues [24] emphasize the application 
of cognitive behavioral therapy to educational, cognitive, and behavioral interven-
tions, and tries to create a comprehensive and multidimensional program.

Lastly, we would like to raise one question. The enhanced SOC tended to decline 
in 6 or more months after the program was completed in both our study on CDSMP 
and the study by Langeland et al. We believe it is important to examine whether this is 
just a coincidence, or whether it implies some kind of common principle. We can prob-
ably infer that it is desirable for participants to repeat taking CDSMP after 1 year.

7  Implications of Qualitative Studies on SOC

There are a number of quantitative studies that explain what SOC is. For example, 
people with higher SOC are found to be less likely to get depressed or sick. Even 
if they become ill, they are more likely to restore their quality of life or to recover 
from depression quickly. Predictable validity of SOC as a stress-coping and health-
maintaining ability has been verified in many studies. There are also more than a 
few papers on quantitative cross-sectional studies and interventions, as introduced 
in this chapter.

One of the reasons for us to become interested in qualitative studies on SOC is 
that they can illustrate what the components of SOC really are, namely, a sense of 
comprehensibility, manageability, and meaningfulness, and how these are changed 
by people’s situations and experiences. Even most excellent quantitative studies 
would not be able to describe these aspects.

SOC is a stress-coping ability of a human being. It resides inside the person. The core 
of the integration is hidden inside and cannot be observed from the outside. However, it 
is mobilized constantly when the person faces stressful situations and events or, more 
broadly put, when the person lives a life. Qualitative studies on SOC enable us to read 
and observe this process. If we can more precisely understand what SOC really is and 
how it changes through different situations and experiences, it will be extremely useful 
to the development of effective intervention programs aimed to strengthen SOC.
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Here we introduce three qualitative papers with clear implications for practice. 
Two of them were written in English and were retrieved through Cumulative Index 
to Nursing and Allied Health Literature (CINAHL). One of them is a Japanese 
paper by Fujishima and colleagues [25].

Bremer and colleagues [26] interviewed nine patients who suffered heart failure 
outside the hospital and later recovered. Their responses were analyzed with a 
phenomenological method. The study described in concrete verbal expressions 
how patients’ SOC and its components had been damaged by heart failure, and 
how their SOC was eventually restored. We believe that SOC in this case can be 
also expressed as “a feeling that their situation makes sense.” It also described how 
these patients came to discover happiness and meaning in their newly gained life. 
Clearly, the study presents an important implication for the care of people who 
have restored their life: Understanding their experience of recovery from heart 
failure and finding what is needed to make their life happy after the recovery will 
be crucial in provision of better care.

Engstrom and colleagues [27] interviewed nine former intensive care unit (ICU) 
patients who were once on the verge of dying. A qualitative analysis revealed an 
important meaning in former ICU patients’ reviewing their ICU journal and how it 
was related to their SOC. The ICU journal is recorded by the ICU staff and the 
patients’ close relatives. They report that the journal helped the patients restore 
their SOC during the time when they were close to death. At the same time, they 
warn that a special consideration for patients will be needed, as it was painful and 
difficult for them to read the journal.

The paper by Fujishima and colleagues [25] describes how people with unrup-
tured intracranial aneurysm (UIA) had recovered from the terrible shock and fear 
of diagnosis and had come to live a healthy and active life by following up on them 
for 1–3 years. It vividly describes the process of their restoring and regaining a 
sense of comprehensibility, manageability, and meaningfulness. Fujishima et al. 
also stated that the concept of SOC and the various theoretical inquiries into the 
model of salutogenesis will be extremely useful in creating appropriate support 
programs that bring patients back to heath.

8  Summary

This chapter is not exactly a thorough review paper of intervention studies. Intervention 
studies with the purpose of restoring and strengthening SOC have just been started by 
Langeland’s team, and therefore their program was covered in detail.

Studies on workplace conditions to enhance workers’ SOC as well as our study 
on enhancement of SOC experienced by participants in the CDSMP were introduced. 
We consider the former studies are important, as they suggest that SOC can be 
enhanced by changing the environment rather than the individual. The only exam-
ple of the latter type of studies was our study. There have been numerous studies on 
intervention programs that strengthened SOC even though it was not their main 
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purpose. However, only our study discussed specifically what aspects of the inter-
vention program might be working.

We hope this paper is a unique contribution to the future development of inter-
vention programs. Our suggestion to explore the possibility of enhancing SOC after 
adulthood is also new. It is our sincere wish that this chapter will be considered useful 
to various attempts to develop programs aimed to restore and strengthen SOC.
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Abstract Social capital is a feature of social organizations such as networks, 
norms, and social trust, and is important for health promotion. Life expectancy and 
standard mortality ratios of selected causes of death have a significant association 
with cohesion or autonomy by municipality in Japan. It would be useful to under-
stand Japanese cultural key concepts related to social capital such as en, yui, or 
jichi-kai. Nonprofessional disaster volunteer activities are also one of the unique 
features of social capital in Japan. The population approach is an effort to reduce 
risk for the entire population. It can be categorized as (1) social, (2) physical, and 
(3) informational environment building. My study has revealed that municipalities 
with health committee activity had significantly higher participation and detection 
ratios for cancer screening. Tobacco tax as well as fat, soda, and snack taxes have 
been introduced as powerful population approaches. Finally, I would like to pro-
pose an international tax to obtain revenue for health promotion world-wide.

1  Concept of Social Capital

Social capital is a feature of social organizations such as networks, norms, and 
social trust, which facilitate coordination and cooperation for mutual benefit [1]. 
Hanifan [2] described social capital in his paper in 1916, and the concept has been 
discussed for a long time in the social sciences. Kawachi et al. [3] revealed the 
relationship between social capital and health. Today social capital is regarded as 
one of the key concepts for health promotion. The definition of social capital is now 
being debated. Although social capital sometimes overlaps with ideas of social 
network or social support, it also includes other important components.
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Many conceptual and empirical studies have been conducted about social capital in 
the United States and European countries. The detailed features of social capital 
depend on the social culture of each country or region. Therefore, investigation of 
social capital from Asian perspectives is very important. Research on social capital has 
been growing in Japan [4–6] and other Asian countries.

In one study on social capital in Japan, I described an ecological study entitled 
“Social capital and mortality among municipalities in Japan” in the first Asia-
Pacific Conference on Health Promotion and Education (APHPE) [7]. The aim of 
the study was to reveal the relationship between social capital and mortality in 
municipal units in Japan. A mail survey was conducted for half of all the randomly 
selected municipalities in Japan. The complete survey consisted of two independent 
surveys: one for the disaster preparedness section of municipal offices, and the 
other for the municipal social welfare associations. The questionnaire included two 
questions about social capital: Q1. How strong is the cohesion among community 
residents? (cohesion 1, weak to 4, strong). Q2. Do residents tend to be dependent 
on the municipal government to solve various problems? (autonomy 1, dependent 
to 4, autonomous). Mean values of the two surveys were used. Life expectancies 
and standard mortality ratios (SMR) for various causes of death in municipalities 
were obtained from the Ministry of Health, Labour and Welfare, Japan. Multiple 
linear regression analyses were used to adjust the proportion of aged and log popu-
lation size. Response rates were 92.0% for municipal offices and 88.5% for social 
welfare associations. Means (SD, n) were 2.76 (0.49, 675) for cohesion, and 1.83 
(0.42, 669) for autonomies. Adjusted regression coefficients (b) of cohesion were 
0.16 (P = 0.02), −4.18 (P < 0.001), −4.58 (P = 0.005), and −2.25 (P = 0.28), while 
those of autonomies were 0.17 (P = 0.02), 0.23 (P = 0.85), −5.47 (P = 0.001), and 
−4.91 (P = 0.02) for life expectancy, cancer SMR, cardiac disease SMR, and cere-
brovascular disease SMR, respectively. Although several limitations should be kept 
in mind, social capital might have a preventive effect against mortality among 
municipalities in Japan.

2  Cultural Key Concepts Related to Social Capital in Japan

To investigate unique features of social capital from an Asian perspective, it would 
be useful to know the historical and cultural key concepts related to social 
 capital. En is a kind of spiritual connection and one of the important types of 
social capital. En is originally a Buddhist term meaning indirect causation or fated 
connection, whereas in means direct causation. A major en consists of chi-en, 
ketsu-en, and sha-en. Chi-en is community social capital among people living in a 
certain area, where chi means place. Ketsu-en exists among family or relatives, 
where ketsu means blood. Sha-en exists among people in a company or an organi-
zation, where sha means company. Chi-en has been especially important for peo-
ple in rural areas due to the need for various cooperative farming. Sha-en was 
important particularly for people born in rural areas who moved to urban areas to 
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find employment in the late twentieth century, because most companies adopted a 
lifetime employment policy at that time. The sha-en mentality is similar to an 
aspect of bushido that originated in the 1300s. The president or organization 
ensures lifetime employment and status, and employees remain loyal to the 
organization.

Yui and moyai are historical forms of mutual aid in Japan. As I have mentioned, 
people, especially farmers, helped each other in agricultural work or building 
neighbor’s houses as chi-en, yui or moyai. Although yui and moyai are used almost 
interchangeably, the original meanings are slightly different. Moyai is aid among 
people who are naturally connected, while yui is aid among people who are con-
nected by an agreement. These concepts are described in the literature of the 
Kamakura Period around the 1200s, so their origin may well be earlier. Although 
the system has disappeared from most regions of Japan, the fundamental idea of 
mutual aid exists to a degree even today. Some welfare program nonprofit organiza-
tions use the words in their names.

On the basis of yui and moyai, Japanese governments have traditionally offi-
cially encouraged the formation of neighborhood associations, that is, tonari-gumi, 
chonai-kai, or jichi-kai. Although the activity of these associations has been 
decreasing with the increase in social mobility and frequent moving, most com-
munities in Japan have an association even today. The associations function not 
only as mutual aid groups but also as branches of the local government. Local gov-
ernments often disseminate information through leaflets using the association, 
including health promotion circulars.

Mujin and tanomoshikou are rotating savings and credit associations, which are 
kinds of yui and moyai for the specific purposes of financing. Their origin is thought 
to be earlier than the 1200s. Although they have nearly disappeared from Japan, they 
survive in some regions. Mujin associations are still active in Yamanashi Prefecture. 
The modern mujin shifts the purpose from financing to social gatherings while main-
taining a nominal financing function. Even the younger generation tends to form 
new mujin, typically with classmates after graduation. Kondo et al. [8] have shown 
that participation in mujin has a positive association with functional capacity among 
older adults. In Okinawa Prefecture, a similar system exists and is known as moai.

Fushin is cooperative building work. Its origin is a Zen Buddhist term meaning 
cooperative work by believers. The term is used not only for Buddhist-related work 
but also other building work. A typical cooperative work is building the framework 
of a community member’s house, renewing a thatched roof, and maintenance of 
waterways. Subsequently, the term was used simply to mean building and construc-
tion. In the mid to late Edo Period (1700s–1800s), the government established fushin 
as public enterprises to boost the economy, or provide relief work for the poor.

Giri and ninjyou are key Japanese terms in understanding decision-making 
related to the social behavior of Japanese. Giri originally referred to the ethics of 
Confucianism, or the sense of social obligation. One should accept the request of a 
person not only that previously helped him/her, but also with en. The target of giri 
tends to be his/her superior. Ninjyou means human feeling or human nature. The 
targets of ninjyou are sometimes family members or one’s inferiors. One often faces 
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a conflict between giri and ninjyou when he/she has to make a decision of what/
who has priority. Although Westerners also face similar conflicts, the tendency of 
the decision may differ by culture.

Enryo means reserve, hesitation, or respect. Japanese traditionally do not claim 
their full range of rights. One with enryo has been regarded as beautiful. I have a 
hypothesis that enryo is one of the hidden reasons for the high healthy life expec-
tancy among Japanese people despite low medical expenditure. Although research 
has been conducted on the role of some of the above concepts in health promotion, 
more effort is warranted to investigate the unique cultures and systems in Japan and 
other Asian countries.

3  Nonprofessional Disaster Volunteers

Japan has been affected by many disasters, especially earthquakes. One of the 
unique features of social capital in Japan is nonprofessional disaster volunteer 
activity. The largest recent disaster was the Hanshin-Awaji Great Earthquake in 
1995. The magnitude was 7.3. More than 6 000 people died, 40 000 were injured, 
and 300 000 displaced. At that time, more than one million nonprofessional disaster 
volunteers gathered in the stricken area to help victims. Since that earthquake, 
many have volunteered to assist in each disaster. Disaster volunteers consist not 
only of those from unaffected areas but also the victims themselves. Volunteers help 
prepare meals for victims or clear away broken furniture or goods from victims’ 
houses. Some volunteers interact closely with the victims to maintain their mental 
health, or provide hygiene instruction to prevent infectious diseases [9, 10]. Health 
promotion activities for preparedness and response to disasters are an important 
field that requires further research.

4  Population Approach

The population approach is an effort to reduce risk for the entire population, while 
the high-risk approach tries to reduce risk only for people at high risk. Geoffrey 
Rose indicated the importance of a population approach [11, 12]. If only part of a 
population has a risk factor, the high-risk approach is suitable. On the other hand, 
when the risk factor is homogeneous within a population, the population approach 
is necessary. Rose stated that the modern form of the population approach is to alter 
some of society’s norms of behavior. The strengths of the population approach are 
that they are radical, powerful, and appropriate.

The population approach was emphasized in “Health Japan 21,” completed 
by the Japanese government in 2000. Most public health professionals now 
recognize the importance of the population approach, but what should be done 
on a practical level as the population approach is not clear. I have categorized 
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the population approach in the current situation in Table 1 [13]. The first category 
is building the social environment. Examples of enacting laws include legal 
control of environmental tobacco smoke, mandatory food labeling of nutritional 
facts, various environmental pollution regulations, and food or environmental 
hygiene regulations. For economic incentives or deterrents, tobacco taxes and 
subsidized health promotion services are widely adopted. One good example of 
the social system is “health promotion partnership restaurants,” which indicate 
the nutritional contents of each menu item and provide a healthy food menu. 
Another example is community organizations for health promotion. The second 
category is building the physical environment. Artificial environments include 
walking or cycling paths and sports facilities. I propose that we abandon escala-
tors in public places to encourage the use of stairways with the proviso that an 
elevator should be provided for the disabled and elderly. Natural environmental 
measures include stopping global warming to prevent an increase of tropical 
diseases such as malaria. Planting special types of Japanese cedar that produce 
less pollen to prevent pollinosis has been tried. The best example regarding 
everyday goods was the popularization of refrigerators, which led to the reduc-
tion of salt intake and a decrease in cardiovascular disease mortality. If an 
artificial salt, similar to sweeteners, was invented, salt intake would decrease 
dramatically. Useful examples include distributing body weight scales, body fat 
scales, home sphygmomanometers, pedometers, and various notebooks for 
recording health data. The third category is building the informational environ-
ment. Public relations (PRs) include leaflet distribution and a municipal maga-
zine. A circulation notice is a board with clipped information tabs that is 
usually passed around in neighborhood associations in Japan. Campaigns are 
strategic PRs using mass media, including TV commercials. Entertainment 
such as health festivals or walking rallies is a type of campaign. Health educa-
tion programs and word-of-mouth communication are also important informa-
tional environments. Developing novel population approaches and verifying the 
effectiveness of programs are important means to improve health promotion.

Table 1 Categories of population approach in the current situation

(1) Building social environment
– Enacting laws
– Economic incentives or deterrents
– Social system

(2) Building physical environment
– Artificial environment
– Natural environment
– Everyday goods

(3) Building informational environment
– Public relations
– Campaign
– Health education
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5  Population Approach by Municipalities in Japan

I published a study describing an effective population approach for a cancer screening 
program [14]. A mail survey was conducted for all municipalities in Japan from 
February to August 2009. The questionnaire included items on various population 
approach practices by the health sectors of municipalities. Cancer screening result 
data were obtained from the Report on Local Health Services and Health Services 
for the Aged FY2007 conducted by the Ministry of Health, Labour and Welfare. 
Multiple regression analyses were applied, and screening participation proportion 
(for stomach cancer screening) and the ratio of any kinds of cancer detection by 
screening (and further examination) per 10 000 target population (logarithm trans-
formed ratios were used because it seemed to yield Poisson or log-normal distribu-
tion) were set as dependent variables to adjust confounding variables. The response 
rate was 77.1% (1 385/1 796) for the mail survey. The proportion of municipalities 
with various population approaches were as follows: health committee activity 
57.5%, self-selected volunteer activity 75.5%, PRs by municipal magazine 95.4%, 
PRs by audiovisual media 48.3%, PRs by local newspapers 26.2%, leaflet distribu-
tion to all households 67.5%, neighborhood news bulletins (a circulated notice) 
37.8%, leaflet inserts in newspapers 8.3%, street distribution of leaflets 4.7%, leaf-
lets placed at municipal offices 38.1%, and any leaflet distribution 94.5%. 
Municipalities with health committee activity (volunteers selected by each small 
community) had a significantly higher participation proportion (3.33%) and higher 
detection ratios (1.12). Those with leaflet distribution to all households (not only 
about cancer screening but any health issue) and with leaflet distribution by any 
method also showed a higher proportion and ratio. Although further study is needed 
concerning other health practices, outcomes, and synergistic effects, the health 
committee activity and some methods of leaflet distribution may be effective for 
improving the cancer screening participation proportion and cancer detection ratio. 
These practices might also be important for improving the participation proportion 
in the metabolic syndrome screening program.

6  Taxation for Population Approach

As prescribed in the World Health Organization Framework Convention on Tobacco 
Control (WHO FCTC), a tobacco tax is an effective measure to prevent tobacco 
use. Following the success of the tobacco tax, fat, soda, and snack taxes have been 
introduced. Brownell et al. [15] reported that 33 states in the United States have 
sales taxes on soft drinks (mean tax rate, 5.2%). If most of the tax can be used for 
health promotion programs, the revenue is large. However, the current tax rate is 
too small to affect consumption. Duffey et al. [16] estimated that an 18% sales tax 
for soda or take-away pizza would result in a roughly 56-kcal decline in daily total 
energy intake among young to middle-aged adults. The level of the tax should be 
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discussed from the standpoint of behavior modification effect and fund raising for 
health promotion.

In most nations, public health professionals face difficult budget shortfalls or 
budget cuts for health promotion. The fundamental cause of budget shortages is low 
revenue. Many multinational corporations and rich people are moving from nation 
to nation seeking an advantageous economic environment including taxation level –  
a tax haven. Many nations compete to reduce the level of corporate taxes and other 
taxes to prevent businesses from moving away. From public health and an anti-
health inequality perspective, small government and a policy of complete self-
responsibility are not adequate.

From the current international situation, I would like to propose the enforcement 
of an international tax: a tax imposed on international finance transactions, trading, 
or other international industries; each nation would collect the tax under the aus-
pices of the United Nations. Setting a minimal tax level via an international frame-
work would also be effective. The revenue should be mainly used for health in 
developing countries, as well as for health promotion in developed countries.

I think that taxation and regulation by law is the most powerful population approach. 
Public health professionals should learn more and discuss these matters with poli-
ticians and taxation and legal professionals, to assure health promotion for everyone.
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Abstract Korea undertook the enactment of the National Health Promotion Act 
in 1995. The National Health Promotion Act was a milestone for initiating a 
national and local health promotion program in Korea. The Korean government 
has been developing a national license system on health education in 2010 as an 
enforcement ordinance of the National Health Promotion Act 2003. The Korean 
Government also founded a Tobacco Tax System in which all proceeds are 
diverted to the Health Promotion Fund. Those who provide health promotion and 
health education services should be properly qualified. Therefore it is important 
to develop programs to train health education specialists. The Healthy City project 
was started in 2004, centered on four autonomous regional entities (Changwon 
City, Wonju City, Seoul and Jingu, and Busan). This is a project that started at 
a local government level; as of April 2010, 55 cities are pursuing the project to 
build a health-oriented city. Participation in the new public health fields through 
conducting Healthy City projects can, in this regard, be a new kind of public health 
movement in Korea.

1  Introduction

1.1  Background

Korea undertook the enactment of the National Health Promotion Act in 1995. 
The National Health Promotion Act was a milestone for initiating a national and 
local health promotion program in Korea. Since then, local government and 
health centers have been developing and providing health promotion programs 
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for the community [1]. For the community health program to have an effect, it is 
important to understand the key issues related to health education and the role of 
health education personnel. The Korean government has been developing a 
national license system on health education in 2010 as an enforcement ordinance 
of the National Health Promotion Act 2003. The Korean Government also 
founded a Tobacco Tax System in which all proceeds are diverted to the Health 
Promotion Fund (KHPF). Those who provide health promotion and health educa-
tion services should be properly qualified. Therefore it is important to develop 
programs to train health education specialists [2, 3].

The Republic of Korea is in an exceptional situation: the country has one of 
the largest funds for health promotion globally. However, many hurdles have 
been encountered while trying to spend the money in an efficient and sustain-
able way, mainly due to the country’s limited health promotion capacity. 
Scholars and politicians are now realizing the urgent need to assess the strengths 
and weaknesses of Korea’s health promotion capacity. Health promotion capacity 
mapping could be an important tool in Korea, if two things are realized: first, if 
the tool not only looks at the façade but also behind it, and second, if the 
“mappers” have a good understanding of the tool and of health promotion [4]. 
Only then can the results of the mapping exercise serve as a catalyst to change 
old structures.

The Healthy City project was started in 2004, centered on four autonomous 
regional entities (Changwon City, Wonju City, Seoul and Jingu, and Busan). This 
is a project that started at a local government level; as of April 2010, 55 cities are 
pursuing the project to build health-oriented cities (http://hc.hp.go.kr).

This chapter summarizes and discusses the results of health promotion capacity 
mapping in Korea, and highlights some of the challenges of a capacity mapping 
exercise and also the healthy cities projects.

1.2  Data Collection

One of the capacity mapping tools used was HP-Source. The construction of 
HP-Source.net was funded by the European Commission and is now coordi-
nated at the University of Bergen in Norway [5–8]. HP-Source.net is now a 
comprehensive database of health promotion policies, infrastructures, and 
practices, as well as political, economic, and practical aspects of health pro-
motion (www.hp-source.net). Information for the following categories has 
been collected: formulation of policy; evaluation of policy; monitoring, sur-
vey, and research; implementation; professional workforce; professional asso-
ciations; and funding. National and sub-national level data were obtained from 
published and unpublished documents and reports, from reliable Internet sites 
of relevant official agencies, and through informal interviews with government 
officials from the Ministry of Health and Welfare (MOHW) and with public 
health experts.
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2  Results

General characteristics of the Republic of Korea and a background of health 
promotion and Healthy City project at the national level are shown in Tables 1 and 2, 
respectively.

2.1  Policy Formulation

The MOHW has the final responsibility for health (promotion) policies. Scholars 
from universities or research centers [especially the Korean Institute for Health and 
Social Affairs (KIHASA)] are commissioned by MOHW to research specific topics 
and to assess their public health relevance. The MOHW reviews the research report 
and if the topic is considered relevant, an “advisory group” is established to assist 
in formulating the policy. Public health-related scholars were involved in the for-
mulation of the Health Promotion Act, which was passed in 1995 (Table 3).

An important point of reference of this Act was VicHealth, the Health Promotion 
Foundation in Victoria, Australia. The Korean Health Plan 2010, which is the white 
paper on health promotion in Korea, was published in 2002. Other frequently used 
English names of the health plan include National Health Promotion Plan, National 
Health Objectives, and Healthy Korea 2010. The health plan is based on the 

Table 1 General characteristics of Korea

Indicator Korea

Population (million, 2009)a 497
GDP per capita (intl $, 2008)a 27 647
Life expectancy at birth (male/female, years, 2008)a 79.9 (76.5/83.3)
Healthy life expectancy at birth (male/female, years, 2007)b 71 (68/74)
Total health expenditure per capita (Intl $, 2007)b 1 688.0
Total health expenditure as % of GDP (2007)b 6.3
Type of health insurance coverage of health insurance National Health Insurance 

(100%)

Source: a Bureau of Statistics, Republic of Korea (http://kosis.kr); bWHO World Health Report 
2009, WHO SIS (WHO Statistical Information System), http://apps.who.int/whosis/data; 
OECD, Country statistical profiles 2009, http://stats.oecd.org

Table 2 Background and main initiatives of health promotion at the national level

Background Health Promotion Act 1995 (in theory based on the WHO Ottawa  
Charter for Health Promotion)

Korea Health Promotion Fund, 1996
Current initiatives New Health Plan 2010 (also called Health Objectives 2010/Health 

Promotion Plan 2010)
National Healthy Cities Movement (from 2004)
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concept of “Healthy People 2010” of the United States. Twenty-seven public 
health-related scholars were involved in the formulation of the “Health Plan” [9]. 
Priority areas include, for example: the reduction of tobacco smoking and the con-
sumption of alcohol, an increase in the levels of physical activity, and healthy nutri-
tion. Other objectives are related to the management of chronic disease, for example 
diabetes mellitus, arthritis, cerebrovascular and cardiovascular disease, and dementia 
[10]. The Korean government published the New Health Plan 2010 after mid-term 
evaluation in 2005 [11].

The Healthy City project was started in 2004, centered on four autonomous 
regional entities. This is a project that started at a local government level and as of 
2010, 55 cities are pursuing the project to build healthy communities. Also, central 
government has operated a healthy city forum to develop a healthy city program 
since 2007, has developed a healthy city accreditation system since 2008 [1], and has 
classified the types of Korean Healthy Cities and produced developmental strategies 
for Healthy Projects by types where a Healthy City would be promoted. A Healthy 
City guideline has also been developed in cooperation with the Yonsei Healthy City 

Table 3 Formulation of health promotion policies and legislation

National level

Sub-national level 
(provincial/
metropolitan)

Sub-national 
level (local/small 
city/district)

Type of document 1.   New Health Plan 2010 
(Government white 
paper)

2.   National Health 
Promotion Act 
(Legislation)

Regional Health 
Promotion Plan 
(Action plans)

Community 
Health 
Promotion 
Plans 
(Action 
plans)

Responsible body 1.  MOHW
2.  MOHW

Provincial Government Public health 
centers

Key policy 
recommendations/
statements

(i)    National Health 
Objectives (24 goals and 
169 objectives)

(ii)  Mandates provincial 
and local governments 
to implement: nutrition, 
physical activity, 
antismoking, anti-
alcohol projects/provides 
legal basis

For the Health Promotion 
Fund/contains anti-
smoking regulations/
legal basis for an 
accreditation system for 
health educators  
(by 2009)

Contains the long-term 
work plan and 
province-specific 
action areas (priority 
areas)

Healthy City

Contains the 
work plan and 
city-specific 
action areas 
(priorityareas)

Healthy City

Based on the Ottawa 
Charter

Yes (in theory) Yes (in theory) Yes (in theory)

Source: Ministry of Health and Welfare, New Health Plan 2010
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Research Center [11]. In 2010, the government nominated eight Health Friendly 
Local Governments to promote the Healthy City project.

2.2  Evaluation of Policy

From 2005, mid-term evaluation of health promotion policies and the results were 
able to be communicated from the local and provincial levels to the national level. 
Information about the evaluation of health promotion is summarized in Table 4.

The KHPF evaluates 16 Regional Centers for Health Promotion (RCHP). 
The offices of the recently created RCHP evaluate the local health promotion 
plans, developed by the MOHW. The projects are funded by the KHPF and 
include only four topics, namely the promotion of healthy nutrition, the promo-
tion of physical activity, and anti-tobacco and anti-alcohol projects. On the 
other hand, the provincial (metropolitan) government evaluates the local 
“Community Health Promotion Plans,” which are implemented by the public 
health centers.

The mid-term evaluation of the Health Plan 2010 took place in 2005. 
International experts from the Centers of Disease Control and Prevention in the 
United States were invited to provide guidance in revising and partially rewriting 
the Health Plan 2010 [12]. One of the weak points of the health plan was that it 
did not propose strategies on how the National Health Objectives could be 
reached [13].

Table 4 Evaluation of health promotion policy, programs, campaigns, and projects

National level
Sub-national level  
(provincial/metropolitan)

Sub-national level 
(local/small city/
district)

Final  
responsibility

MOHWF RCHP (For HP projects 
funded by the KHPF)

Provincial government (for 
projects funded by the 
provincial government)

Public health 
centers (for 
locally funded 
projects)

Evaluation 2005/2010 (Evaluation  
of the National 
Health Plan 2010)

Yearly for individual  
projects

Yearly for 
individual 
projects

Development  
of tools

KHPF and MOHW 
developed a 
guideline for 
planning and 
monitoring of HP 
projects.

Provincial government  
(for the local level 
projects)

Not available

Source: Ministry of Health and Welfare, New Health Plan 2010
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2.3  Monitoring, Survey, and Research

Research institutes, including for example the KIHASA, the KCDC (Korea Center 
for Disease Control and Prevention), and universities, conduct health promotion 
research and development. Since 1997 the Health Promotion Fund calls for propos-
als once a year and provides financial support to health promotion research projects 
[14]. A government subsidy was provided to a total of 607 projects for health 
improvement during the past 10 years. Research areas included 191 cases on gen-
eral research pertaining to increases in health (31.5%), 160 cases on acting on 
everyday habits to improve health (26.4%), and 40 cases pertaining to the environ-
ment that help to improve health (6.6%) [15] (Table 5).

Key research areas include:

Promoting habits to ensure health in everyday life (smoking, drinking, diet, nutrition, 
physical exercise)

Illness prevention and control (cancer, chronic illness, oral cavity sanitation, mental 
sanity)

An environment to support health (safety, damage, healthy city, environment sanitation, 
health equity)

General matters pertaining to an increase in health (policy, legal system, strategy 
development, infrastructure expansion, etc.)

2.4  Implementation

Overall, the MOHW is responsible for supporting and overseeing the implementa-
tion of the National Health Plan 2010. It is difficult to grasp the full scope of the 

Table 5 Monitoring, survey, and research

National level
Sub-national level 
(provincial/metropolitan)

Sub-national level 
(local/small city/
district)

Researcha KIHASA
KHIDI
KCDC
Universities

Universities
Regional Development 

Institute (e.g., 
Seoul Development 
Institute)

Universities
In general research 

does not 
originate from 
the local levels

Systematic 
monitoring  
and reporting 
of public 
healthb

KCDC (yearly survey)
KIHASA (regular health 

survey)
Korean Statistical Office 

(vital statistics)
National Health Insurance

Cooperation

Community Health 
Survey (yearly) by 
KCDC

Community Health 
Survey by KCDC

Source: a Ministry of Health and Welfare, New Health Plan 2010; bNam JJ, Nam EW et al. (2004) 
Guidelines for health promotion program at the national, regional and local level. Korea Institute 
for Health and Social Welfare
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“implementation” of health promotion programs [16]. The MOHW implements 
nationwide health promotion campaigns, including for example an anti-smoking 
campaign, and campaigns to reduce alcohol consumption and encourage physical 
activity. The MOHW supports national and local bodies in achieving the national 
health objectives. The sub-national levels develop health promotion work plans, 
which follow the general guidelines of the national level [10]. At the local level the 
Public Health Centers and their branch offices are the key players in implementing 
health promotion [17]. Also, the KHIDI (Korean Health Development Institute) 
and KFDA (Korea Food and Drug Agency) cooperate with the MOHW for 
the promotion of health and safety. Table 6 shows details of health promotion 
implementation.

Table 6 Implementation at the national and sub-national levels

National level
Sub-national level 
(provincial/metropolitan)

Sub-national level 
(local/small city/
district)

Implementation 
of national 
HP policy

MOHW
KHPF (A guidebook 

was published in 
2005 to help sub-
national levels plan 
and implement HP 
projects)

Metropolitan 
government (e.g., 
Division of Health 
Promotion in 
Seoul)

Public health centers

Facilitation of better 
HP practices

KIHASA, KHIDI, KCDC, 
KFDA

Universities and colleges
NGOs

NGOs

Creation of HP 
materials

HPDC, KHPF, 
KFDA, KCDC and 
professional societies 
(e.g., KNS)

Korean Anti-Smoking 
Association

RCHP, RKFDA
NGOs
Universities

Public health centers
NGOs

Networking KHPF, KHIDI, HPDC, 
KIHASA

RCHP
Healthy city alliance
Healthy cities steering 

committees
Healthy lifestyle 

advisory groupsa

NGOs

Public health centers
Healthy city alliance
Healthy cities 

steering 
committees

Healthy lifestyle 
advisory groupsa

NGOs
Planning and 

implementing 
programs and 
campaigns

KIHASA (HPDC), 
MOHW

RCHP
Metropolitan 

governments 
(e.g., Healthy City: 
Seoul)

NGOs

RCHP
City governments 

(e.g., Seoul and 
other “healthy 
cities”)

Public health centers
NGOs

a Every province/district must have a Healthy Lifestyle Advisory Group (this is mandated through 
the National Health Promotion Act)
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2.5  Professional Education in Health Promotion  
and Professional Associations

2.5.1  Legal System Based on Health Promotion and Education

Korea has over 20 health sciences-related academic courses at the undergraduate 
level and over 28 MA (Master of Arts) or MPH (Master of Public Health) courses. 
Furthermore, over 10 PhD courses in the health sciences field are offered by uni-
versities. Also, the Korean Association of Public Health Administration and the 
Korean Association of Health Education introduced the Health Education Specialist 
system in 1999 [16]. In March 2010 the Korean Government started a national 
license system for Health Education Specialists (class I, class II, and class III). The 
legal backing for the license system is the National Health Promotion Act (http://
healthguide.kihasa.re.kr).

The National Health Promotion Act was enacted in 1995, and was partially amended 
on February 29, 2008, Law No. 8852. It was enforced on December 15, 2008.

Article 12-2 (Issue of Health Educator’s License)  The Minister of Health and 
Welfare can issue a health educator’s license to those who have professional knowl-
edge of national health improvement and health education (amended on February 
29, 2008).  The grade of the health educator specified above  shall be divided 
into 1–3 and the details of the qualifications of each grade and the process of issu-
ing a license shall be determined by a Presidential decree. Those who want to get 
a license of 1st-grade health educator shall pass the national examination.  When 
issuing a health educator’s license in accordance with above , the Minister of 
Health, Welfare and Family Affairs can collect some fees in accordance with the 
Minister’s degree. [(Amended on February 29, 2008) This article was first enacted 
on September 29, 2003.] Article 12-4 (Employment of Health Educator) the nation 
and a local self-autonomous entity shall recommend the corporations or the organi-
zations related with the national health promotion activities specified by a 
Presidential degree to employ a health educator. (This article was first enacted on 
September 29, 2003.)

2.5.2  Classification of the Health Educator

The MOHW amended and announced the Enforcement Ordinance of the National 
Health Promotion Act in 2008. The health educator will be classified into 1st, 2nd, 
and 3rd grade, and the examination will be given more than once a year. In particu-
lar, the national examination for health educators will be given first in 2010. For the 
1st-grade health educators, development and evaluation of health programs, meth-
odology of health education, and management of health businesses will be tested. 
For the 2nd grade, health education, health science, development and evaluation of 
health programs, methodology of health education, survey methodology, management 
of health business, health communication, and health and medical laws will be the 
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subjects for the examination. For the 3rd grade, health education, health science, 
development and evaluation of health programs, and health and medical laws will 
be the subjects for the examination.

2.6  Healthy Cities Project

2.6.1  Analysis of Healthy City Plan

As of 2009, Nam et al. [11] analyzed the Healthy City Projects, which Korea’s 
Healthy Cities are promoting, in order to classify them and analyze the plans which 
each Si, Gun, and Gu have [18]. The study first targeted 38 cities that have full 
membership in the Korea Healthy Cities Partnership, collected the plans of 30 cities 
among 34 cities excluding four cities that have full membership in the Korea 
Healthy Cities Partnership (collection rate: 88.2%), to classify the types of Healthy 
Cities by their project names. Classified types were established through a meeting 
with the research team and the Division of Health Policy in the MOHW in Korea. 
The volume of the plans varies from 6 pages to 459 pages, consisting of reports 
mainly prepared from 2006 to 2009. Thirty cities have developed and promoted 
903 projects in total.

2.6.2  Characteristics of Healthy Cities by Type

Table 7 lists the characteristics of healthy cities by type and the number of projects 
in the healthy cities of Korea: 161 projects belong to type 1 (healthy life practice 
type), which is followed by type 3 (sanitation and environment improvement type; 
120 projects), type 5 (health equity improvement type; 78 projects), type 2 (setting 
approach type; 58 projects), type 4 (healthy transportation type; 48 projects), and 
type 6 (health industry innovation type: 29 projects). The results therefore show 
that Korea promotes health improvement type projects the most (Fig. 1).

The Health Promotion program spearheaded by the Korean Central Government 
has been actively developing, and the Healthy City Project led by the local autono-
mous entities has also been actively promoted since 2004. A Healthy City is one in 
which the health and well-being of the citizens was considered as the most impor-
tant thing in the decision-making process of the city. While the Health Promotion 
program focuses on changing the “health behavior” of the people, the Healthy City 
Project, a policy to improve the existing inequality of public services, deals with 
more essential health factors and requires political support as well as a new 
organization.

The Alliance for Healthy Cities (AFHC), centered in the Western Pacific 
Region and supported by the Western Pacific Regional Office of the World Health 
Organization, was inaugurated in October 2003. Forty-eight Korean cities are full 
members of the AFHC and three research centers are associate members, and 
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120 member cities from Western Pacific Region countries joined with AFHC in 
2009. Also, in Korea, more than 40 cities joined with the Korean Healthy City 
Partnership (KHCP), supported by the Korean Government and formed in 2006.

Table 7 Characteristics of healthy cities by type and the number of projects

Type Characteristics
No. of 
projects

1.   Healthy life 
practice type

Cities that put emphasis on the projects of no-smoking, 
moderation in drinking, sports, and nutrition

161

2.   Setting 
approach type

Cities that work on the projects in physical places  
and living sites, such as towns, schools, working  
places, hospitals, restaurants, and markets

58

3.   Sanitation and 
environment 
improvement  
type

Cities that put emphasis on the improvement of sanitation  
and environment, such as air control, water quality  
control, waste control, formation of parks/greens/ 
tree-lined streets, and correspondence with  
climate changes

120

4.    Healthy 
transportation  
type

Cities that put emphasis on the projects of welfare traffic,  
safe traffic, healthy traffic, green traffic,  
and convenient public traffic system

48

5.    Health equity 
improvement  
type

Improvement of equity for weak classes, and support 
and stability for welfare, residence, and living of 
the handicapped, the low-income class, children, 
adolescents, women, and the aged

78

6.    Health industry 
innovation type

Cities that put emphasis on the regional specialization 
projects related with health tourism and health

29

Source: Nam et al. 2009 [11]

Fig. 1 Number of projects by type (Korean Institute for Health and Social Affairs, 2009)
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2.7  Funding

The budget for health promotion in Korea is abundant and is clearly the strongest 
part of Korea’s health promotion capacity. The Health Promotion Act set the stage 
for the KHPF, which was created in 1995. The fund is financed through earmarked 
tobacco taxes. Article 22 of the Health Promotion Act is the legal basis of the provi-
sion of financial resources to health promotion programs through the fund. The 
KHPF is the primary financial source for health promotion programs at national 
and sub-national levels [19]. When tobacco taxes designated for the Health 
Promotion Fund were first collected in 1996, only 0.002 US$ (1 000 Korean 
Won = 1 US$) were collected per 20 cigarettes. In 2002, about 0.15 US$ were ear-
marked for health promotion per pack of cigarettes, compared to about 0.354 US$ 
in 2005. The tremendous increase in the Health Promotion Fund’s budget is shown 
in Table 8. However, it must be said that until 2002 only about 17.8% of the fund 
was actually allocated to health promotion activities. The remaining 82.2% went to 
the National Health Insurance (NHI). As of 2009 this changed, and now about 
43.8.0% of the budget goes to health promotion activities (KIH).

3  Discussion

According to the results of HP-Source, health promotion capacity in Korea is well 
developed. Actually, the resulting “map” of health promotion capacity is quite 
impressive for a country that embarked on health promotion only 10 years ago. 
However, the positive results raise some questions about the utilization of capacity 
mapping tools.

General limitations of measuring health promotion capacity, which became evi-
dent in this mapping exercise, also resulted from varying comprehension of health 
promotion terminology, which has previously been suggested by Ebbesen [20]. 
Subjectivity also posed a difficulty, which has become apparent when comparing 
results of respondents from academia and from government officials. Academics 
tended to portray the situation as much more critical. Problems, especially for 
non-native English-speaking countries, include misunderstandings and conceptual 
misinterpretations of health promotion due to cultural and language barriers.

Last but not least, the complex nature of health promotion makes it a challenge 
to measure capacity. A lot of research has focused on community capacity [21–23]. 
It is important that the assessment of national capacity for health promotion draws 
on the experience of the community level, not only regarding the components of 
capacity but also regarding the methods of assessing capacity. The importance of a 
“facilitated dialogue” or workshop approach in assessing community capacity has 
been emphasized [22]. Numerous researchers have suggested a combination of 
quantitative and qualitative methods to assess community capacity. Based on the 
experience of the capacity mapping exercise in Korea, this also applies at the 
national level.
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The image of Korea is admirable according to the health promotion capacity 
map. However, what is needed at the current level of health promotion development 
in Korea is a more “fine-tuned” map, a map that looks behind the facade and that 
shows speed bumps, construction sites, radar traps, and one-way streets. To produce 
such a map, a combination of methodologies is unavoidable. Obviously, more 
resources (time, manpower, skills, money) are required, and such resources are 
often limited. However, initial investments in capacity mapping followed by invest-
ments in capacity building are key to help strengthen capacity in Korea and to help 
spend the abundant money available for health promotion efficiently and 
sustainably.

The Health Promotion Act preceded the Korean Health Promotion Fund, which 
was created in 1995. The Republic of Korea is emerging as a model of success in 
preventing lifestyle-related illness and death. Participation in the new public health 
fields through conducting Healthy City projects can, in this regard, be a new kind 
of public health movement in Korea.
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Abstract The Alliance for Healthy Cities is an international network of cities and 
organizations aiming at protecting and enhancing the health of city dwellers. 
It was founded by following the global movement of Healthy Cities and scaling 
up this movement in the Western Pacific Region of the World Health Organization. 
To cope with the adverse effects of an urban environment on health, the network 
encourages information sharing within cities and between cities, both nationally 
and internationally. This network emphasizes learning from diversity; city-to-city 
exchanges; exchanges of experiences in various sectors/levels; sharing practical 
procedures; learning from communities; recognition of, and learning from, good 
practices and progress; sharing evidence based on actual practices and scientific 
evaluation; linking global and local agendas; and international activities to expand 
capacities in local settings. Evaluation by the members of this network was car-
ried out to identify progress in cities, the advantages of being part of a network, 
measures to strengthen Healthy Cities initiatives, and areas for research by taking 
advantage of a network of Healthy Cities. Activities of the network have expanded 
the interests of various stakeholders at the local, national, and international levels, 
and have involved government, academic, community, and private sectors.

1  Background to the Foundation of a Network of Healthy 
Cities: The Alliance for Healthy Cities

The Healthy Cities projects were first instigated in the late 1980s as a collaborative 
effort between the World Health Organization (WHO) and individuals motivated to 
make their cities healthier places in which to live. In addition to some European and 

K. Nakamura (*) 
International Health, Graduate School of Tokyo Medical and Dental University,  
Secretariat of the Alliance for Healthy Cities, Yushima 1-5-45, Bunkyo-ku,  
Tokyo 113-8519, Japan 
e-mail: nakamura.ith@tmd.ac.jp

A Network of Healthy Cities in Asia  
and the Pacific: The Alliance for Healthy Cities

Keiko Nakamura 



156 K. Nakamura

North American cities, a number of cities in countries within the Western Pacific 
Region, i.e., Australia, Japan, and New Zealand, had also joined this movement by 
the early 1990s [1]. In September 1992, the Western Pacific Regional Committee 
endorsed the WHO initiative to promote urban health development activities in the 
region. Regional and global Healthy Cities activities in the 1990s tested how 
Healthy Cities projects can be implemented in cities in Asia, which includes both 
resource-rich countries and those with more limited resources [2].

By 1998 pilot projects, guidance on the ground, and capacity building programs 
for cities in Asia led to more than 150 cities in the Western Pacific Region address-
ing health as a central issue in urban policy [1]. This concept of including health 
issues in the area of urban policy has been well accepted. The idea of wide-ranging 
determinants of health, which make differences in health and the quality of life of 
people in cities, was supported by a number of academic works [3–5], and the 
acceptance of this idea facilitated intersectoral collaboration for health and devel-
opment. Both learning and sharing of experiences have been facilitated by the 
publication of case studies by the WHO, the compilation of a Healthy Cities proj-
ects databases, research and training by the WHO Collaborating Centre for Healthy 
Cities, regional guidelines for developing Healthy Cities projects published by the 
WHO, and study visits.

The Alliance for Healthy Cities (AFHC) was founded following the recommen-
dation of a WHO regional consultation on Healthy Cities in October 2003 [6] and 
learning from the efforts of Healthy Cities worldwide. The AFHC is an interna-
tional network with the aim of protecting and enhancing the health of city dwellers. 
The AFHC consists of a group of cities and other organizations that attempt to 
achieve the goals outlined above through the Healthy Cities approach. Its members 
include local governments, national agencies, nongovernmental organizations 
(NGOs), academic institutions, organizations from the private sector, and interna-
tional agencies [7].

2  Structure

The members of the AFHC include local governments, national agencies, NGOs, 
academic institutions, organizations from the private sector, and international agen-
cies. Municipal and other local governments are recognized as full members, while 
the others are recognized as associate members. The number of members has grown 
from ten cities gathered at the first organization meeting in October 2003 to 135 by 
30 September 2009. Members come from Australia, Cambodia, China, Japan, 
Republic of Korea, Malaysia, Mongolia, the Philippines, Singapore, and Vietnam. 
Membership is granted following recognition by the Steering Committee upon com-
pliance with (a) payment of the membership fee and annual dues; (b) submission of 
an information sheet; and (c) submission of documentation [(1) a written policy state-
ment in support of Healthy Cities; (2) future vision and goals; (3) a profile of the city 
(baseline data) and (4) analysis of priority health problems]. These requirements are 
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mandatory, and further developments are expected based on these fundamental 
 elements. The AFHC Charter defines Healthy Cities as cities that are continually 
creating and improving the physical and social environments and expanding the com-
munity resources that enable people to mutually support each other in performing all 
functions of life and in developing their maximum potential. All member mayors and 
representatives sign up to the AFHC Charter, which outlines the vision of its mem-
bers built on the experiences of Healthy Cities in the region.

3  Activities of the Network

The activities of the AFHC have five major objectives as defined in the charter: 
(1) to strengthen Healthy Cities initiatives and encourage the development of inno-
vative plans and programs to improve the quality of life and address health chal-
lenges associated with specific settings and communities; (2) to share experiences 
in improving the quality of life and addressing common health problems among 
members; (3) to recognize and promote outstanding practices and innovations 
within Healthy Cities; (4) to mobilize and optimize the use of all available resources 
to promote and support the adoption of the Healthy Cities approach among cities 
and other communities in the Western Pacific Region and other regions; and (5) to 
develop new knowledge and technology in collaboration with the academia, univer-
sities, and centers of learning and to package technical resources for the improve-
ment of planning, implementation, and evaluation of Healthy Cities.

The General Assembly and Conference, an international meeting for AFHC 
members and others, are organized once every 2 years to achieve the first and sec-
ond objectives of the AFHC. Preparations toward international meetings are used 
to strengthen Healthy Cities initiatives in many cities and countries. The confer-
ences provide excellent opportunities to share diverse experiences in cities reported 
by stakeholders and people from multiple sectors.

While AFHC members contribute to the running and organization of these inter-
national mutual exchange opportunities, the Convenor City of the Conference, 
elected by AFHC members based on proposals from the cities, makes wide-ranging 
efforts for advocacy, fund-raising, capacity building of internal staff members, 
expansion of community works, as well as making its own financial contributions. 
Holding a General Assembly and Conference encourages the acceptance of Healthy 
Cities initiatives in the host city and in countries or sub-country areas to which the 
host city belongs. Past experience has shown that the preparations toward AFHC 
conferences provide opportunities to achieve a broader understanding of Healthy 
Cities by those involved in the city, and facilitate the introduction of Healthy Cities 
guidelines and case studies in the local language and local context.

Chapters of AFHC are organized at the country, sub-country, and intercountry 
levels and are approved by the General Assembly upon the recommendation of the 
Steering Committee. AFHC Chapters support the goals and objectives of AFHC by 
advancing information sharing among members of individual chapters, promoting 
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membership expansion, disseminating information regarding Healthy Cities in the 
respective regions, advocating advancement of Healthy Cities, and encouraging 
international partnership.

At present, there are five active chapters: the Japan Chapter (since April 2005), 
China Chapter (since May 2005), Korean Chapter (Korean Healthy Cities 
Partnership, since September 2006), China Hong Kong Chapter (since September 
2007), and Australian Chapter (since September 2007). The chapters have a range 
of activities and financing models. Individual chapters develop feasible and 
efficient programs to advocate Healthy Cities, institutionalize the efforts in cities, 
and expand the network initiatives.

4  Evaluation by the Members of the Network

A questionnaire was distributed to the members of the AFHC in October 2009. 
Progress in cities, the advantages of being part of a network, measures to strengthen 
Healthy Cities initiatives, and the areas for research were identified. Reports from 
32 cities, organizations, and individuals were analyzed.

4.1  Progress in Cities

People working for local governments of member cities of the AFHC reported 
progress in health and environment based on the measurement of various indica-
tors. Numerical progress in the living environment and population health was iden-
tified. Not only health outcome indicators but also improvements in infrastructure 
involving improved roads, bridges, water supply, healthy environments, green 
space, enforcement of traffic laws, and the establishment of a health care waste 
management system are such examples. Progress in environmental quality, such as 
air quality and quality of water supply provision, municipal waste management, 
and road conditions were recognized.

In terms of social improvements, the city’s population has benefited from 
improved health services with more private and government hospitals/clinics, and 
improvement in the levels of care being offered in those hospitals and clinics. Also 
there has been construction of a number of parks and green spaces to encourage 
activities associated with healthier lifestyles, in addition to designating certain parts 
of the city as “Parks and Green” areas.

Organizational structure developed to implement Healthy Cities plans and 
activities was acknowledged as major progress. Steering organizations in individual 
cities, interdepartmental committees, and intersectoral (citizens, academics, profes-
sional organizations) working groups formed were regarded as progress by the 
Healthy Cities programs. Healthy Cities facilitate a strategic planning cycle. The 
member cities review existing policies, projects and programs, and incorporate 
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them into their strategic planning. The Healthy Cities concept and approach as well 
as discussion of social determinants of health are reflected in the master plan, 
long-term plan, mayor’s annual plan, socioeconomic development plan, and other 
strategic policy plans of a city. Local, state, and national coordination has been 
encouraged. Some cities have developed means of collaboration between cities and 
national agencies.

Various initiatives facilitated actions in cities. Activities to tackle major health 
issues and determinants of health are carried out in almost all member cities. These 
programs and activities are publicized within the communities and the activities are 
designed to broaden the public’s understanding regarding health, determinants of 
health, and the Healthy Cities approach. Awareness of health promotion and Healthy 
Cities has been raised. Enhancements of awareness of a broad definition of health, a 
concept of public health and Healthy Cities, social determinants of health, and fol-
low-up actions have been well disseminated. A conceptual framework on improve-
ments in services to all citizens was shared among city officers and citizens.

The Healthy Cities approach encourages cooperation between health and non-
health sectors [8]. Coordinators or coordinating sections of the Healthy Cities 
program facilitate the presentation of the goals and strategies of a healthy city to 
stakeholders and decision makers, and it is widely recognized that an intersectoral 
approach to health and well-being is invaluable. Many citizens participate in health 
promotion programs, and a great deal of progress has been made in community 
engagement in the activities. Community engagement in the process of assessment 
is also noted.

4.2  Taking Advantage of Being Part of a Network

In addition to the progress associated with the adoption of the Healthy Cities 
approach, member cities have benefited in many ways from being part of the net-
work of the AFHC. Table 1 shows a summary of advantages of being part of a 
network, as reported by cities, organizations, and individuals.

By joining the AFHC and learning about the Healthy Cities planning process, a 
number of member cities have gained capacities to work for long-term development 

Table 1 Advantages from being part of a network: report of members of AFHC

Enhanced knowledge and skills for long-term development programs
Enhanced understanding on diversity in international society through exposure to international 

experiences
Enhanced understanding of Healthy Cities and public health worldwide
Enhanced mayoral commitments by mayoral participation in international Healthy Cities 

activities
Enhanced opportunities for mutual practical learning from international experiences
Expansion of interests from various stakeholders and academia
International reputation to encourage a city to sustain a good performance
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programs through guidelines and practical examples. Participation in international 
programs by different departments from one city stimulates the work in that city. 
The international experience of city officers broadens their views on health, devel-
opment, and the Healthy Cities approach, and an “international spirit” is useful in 
developing a forward-looking city health plan. The AFHC network provides 
updated information on Healthy Cities activities and public health policies world-
wide. This information is used to upgrade cities with their own Healthy Cities 
programs. The AFHC facilitates travel by mayors of Healthy Cities to attend 
national and international meetings to share their experiences. This allows them to 
share not only the technical aspects of Healthy Cities, but also key issues regarding 
planning, the “whole-of-government” approach, and activities with community 
engagement with other mayors and professionals in related areas.

Mutual learning from concrete examples in other cities and sharing of experiences 
in local settings provide opportunities to evaluate activities in other cities and to trans-
late the experiences in one city to various settings where they may be appropriate. The 
participation of city officers, communities, and academia facilitate the development 
of plans and activities in cities to meet the following various needs of the citizens. 
Information exchange with other cities has also been shown to be useful for project 
planning or review processes in respective cities. Joining the AFHC exposes city 
officers to information about activities carried out by other member cities, and inter-
national mutual learning helps cities to obtain various levels of international technical 
assistances and enhances mutual cooperation among participating cities.

4.3  Measures to Strengthen Healthy Cities Initiatives  
Within and Beyond the Network

The roles and activities of a network expected to strengthen Healthy Cities initia-
tives in various cities and regions were funding mechanisms to cities, awards, meet-
ings and seminars, city-to-city exchange, short-term attachment of staff to other 
cities/academic institutions, publication of evidence regarding the effect of Healthy 
Cities programs, technical standards, technical support to cities, advocacy for 
Healthy Cities, advancement of political commitment, communication between 
cities and international activities, finance of a network, and activities by national 
and sub-national networks.

4.4  Areas for Academic Activities

Explorations for potential areas of academic activities in the Healthy Cities initia-
tive are still limited. Several topics have been proposed by AFHC members, as 
outlined in Table 2. There are a number of indications of the needs of academic 
work in evaluation of Healthy Cities [9], and a comprehensive view on evaluation 
activities is required [10, 11].
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Abstract Empowerment in Asian countries is a relatively new concept, and the 
manner in which it has been implemented has varied across cultural settings and 
with different groups. In this chapter we discuss the concept of empowerment, and 
then present a specific model for the process of community empowerment (the 
CASE Model, developed in Japan), as well as how empowerment has been applied 
effectively in various conditions. The stages of this model are Creation, Adaptation, 
Sustenance, and Evaluation/Expansion (CASE), and require different skills and 
steps at each stage. These are outlined in this chapter, along with critical factors 
for success in empowerment efforts in any cultural environment, whether at the 
personal, social, and/or systemic levels of community development.

1  Introduction

Empowerment in Asian countries is a relatively new concept, and the manner in 
which it has been implemented has varied across settings and with different groups. 
In this chapter we discuss the concept of empowerment, and then present a specific 
model for the process of community empowerment (the CASE Model, developed 
in Japan, see Table 1), as well as how empowerment has been applied effectively in 
various conditions [1]. 
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Table 1 Functional skills for empowerment by stage (CASE Model)

Stage Creation Adaptation Sustenance Expansion

Targets and 
strategies

Articulate 
desired 
targets for 
outcomes 
and devise 
new 
strategies 
for how 
to achieve 
them

Share the vision 
as a team and 
create logical 
and flexible 
strategies

Implement the 
strategies 
with high 
quality and 
consistency

Develop a new 
vision and 
strategies for 
new targeted 
outcomes

Processes and 
organization

Create new 
processes and 
organization 
to achieve 
outcomes

Adjust the processes 
as a team and 
design logical 
and flexible 
organizations

Implement new 
processes and 
organizations 
with 
consistency 
and flexibility

Expand new 
processes and 
organizations 
to utilize 
comprehensive 
approaches 
for complex 
situations

Evaluation Design initial 
measures for 
meaningful 
evaluation of 
targets

Adjust the measures 
as team based on 
early feedback

Conduct regular 
evaluations 
with 
established 
measures

Utilize evaluation 
results to 
expand 
empowerment 
targets and 
strategies

Information Discover 
what new 
information 
is needed to 
share targets 
and strategies 
with people

Adjust the 
information and 
communication 
for individuals, 
the team, and the 
community to use 
easily

Share important 
information 
with 
consistency 
and flexibility

Comprehensive 
use of the 
information for 
communication 
and evaluation

Effectiveness Create clear 
indicators of 
effectiveness

Adjust the indicators 
of effectiveness 
based on initial 
feedback

Pursue the 
effective use  
of resources

Expand ongoing 
effective use of 
resources for 
targets

The concept and implementation of empowerment has matured over the many 
decades of work in this area in different countries around the world. The work has 
moved from special, highly focused areas of concern (such as education) to the 
realization that empowerment can only truly occur and be sustained when it is sup-
ported at multiple levels (personal, community, and systemic). Thus, the CASE 
Model introduced and illustrated here is a useful framework for both organizing 
empowerment efforts, as well as evaluating their effectiveness. The CASE Model 
contains both elements of empowerment over time, through the four stages of 
Creation, Adaptation, Sustenance, and Evaluation/Expansion, as well as elements 
across levels of society, from the personal to the systemic. It also outlines the 
Critical Components that those involved in empowerment efforts must be mindful 
of as they work through time and across levels. In the final section of this chapter, 
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we approach the topic of empowerment from a much broader and global perspective 
in terms of which overarching skills must be utilized to ensure the success of 
empowerment work, whatever the cultural setting.

We believe that the CASE Model is applicable at local levels with individual 
small groups, even those with special interests and needs, but also at broader levels 
of community, and the most interdependent levels of national governments. And we 
must not forget to include multiple perspectives in designing and implementing 
empowerment efforts so that those who are most closely impacted by the initial 
targeted outcomes (e.g., care providers of empowered elders) are also included in 
all stages of the CASE Model. Throughout each stage of the CASE Model of 
empowerment, Creation, Adaptation, Sustenance, and Expansion, the critical com-
ponents introduced, must remain in focus and, as noted, there are specific activities 
that will most likely take place in each stage as well. Table 1 outlines these critical 
components and activities, providing a framework for anticipating future foci and 
facilitating planning processes and resource allocation decisions over a period of 
time. Together, keeping one’s focus on these activities and critical components in 
successful empowerment processes can help any community work toward the 
empowerment of their individual members, their local social community and, ulti-
mately, the global community of which we are all a part.

2  CASE Model of Community Empowerment

This section outlines the original development of the CASE Model of community 
empowerment. The four stages of the model are Creation, Adaptation, Sustenance, 
and Evaluation/Expansion. Each stage also calls for particular skills and actions based 
on the Targeted Outcome of the empowerment process (see Table 1). To illustrate how 
the model works in practice, we explore the work that was done in a small community 
in Japan that provided the basis for the development of the CASE Model.

The focus of the empowerment process was to increase longevity and improve 
health and functioning in an agricultural village in Japan. Beginning in 1991, The 
Tobishima Study sought to investigate factors associated with longevity of elders, 
with the goal of creating a health-promoting program that would maximize quantity 
and quality of life for residents. Tobishima is a typical farming community in a 
suburban area of Japan, with a population of almost 5 000. All of the residents older 
than 65 years were invited to participate and all who were capable agreed to partici-
pate. Results from 20 years of assessment of health and longevity show that greater 
social interaction and empowerment are directly correlated with longer life.

3  Empowerment in Health and Community Settings

Follow-up studies were conducted at 5 years, 7 years, and 11 years to investigate 
factors associated with longevity and life satisfaction [2, 3]. However, the goal was 
not just increased longevity but was also specifically to empower elders in the 
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community to become educated about their own health, to both create and take 
advantage of options and resources for improving and maintaining their physical 
and emotional health, so that ultimately they could take charge of their own health 
choices and activities (Fig. 1).

In Tobishima, we first needed to develop an “empowerment culture” for both 
individuals and the community to recognize the need to promote mutual help. 
By an “empowerment culture,” we mean a social and value context for developing 
empowerment. Existing cultural values are often a big impediment to overcome, 
and the idea of individual empowerment certainly was somewhat foreign to seniors 
in a culture where interdependence and family had been the foundation of society 
for their entire lives [4, 5]. But when shifts in cultural values are achieved, this can 
provide a strong means of influencing people. To alter the existing unsatisfactory 
situation, we needed to change the cultural attitudes that were perpetuating the 
unfulfilling circumstances. As a result, more community members started the pro-
cess with a more positive attitude of “let’s see how it goes.” First developing an 
“empowerment culture” helped to begin the process of promoting the community 
goals of self-care and mutual-care.

As a more practical way to organize these kinds of activities, we also offer an 
analytical worksheet that can be utilized in any empowerment process using the 
CASE Model. This worksheet articulates the Critical Components of any empower-
ment process across the three levels of empowerment – personal, community, and 
systemic. Thus, any project can maintain a clear sense of what they are working 
with, and working towards. This helps to focus multiple perspectives on common 
goals and to maintain a sense of openness with others about what is occurring (see 
Table 2).

Fig. 1 A process model for empowerment skills: Community Empowerment for Healthy Longevity

*typical rural community
with high ratio of elders

3) Contextual Factors

*community-research experts
available for consultation
*support of local authorities
*national priority for
decreasing medical costs *agricultural village near

a urban city                  
*wealthy community
*losing community ties

*reduced medical costs
*increased motivation for
health promotion 
activities                             
*increased social
participation of elders
*increased longevity of
seniors

*prolong healthy life
expectancy
*reduce medical costs
*increase residents'
satisfaction
*promote
resident-centered 
community system

*creation of Empowerment 
Center as locus of personal 
and group activities for 
health promotion
*inclusion of elders in 
planning and action                     

�

��

4) Initial Resources 2) Identified Community 1) Targeted Outcome

5) Implementation Methods 6) Evaluation Evidence



166 T. Anme and M.E. McCall

Ta
bl

e 
2 

C
ri

tic
al

 c
om

po
ne

nt
s 

of
 e

m
po

w
er

m
en

t b
y 

le
ve

l o
f 

em
po

w
er

m
en

t

 
Ta

rg
et

ed
 o

ut
co

m
es

C
on

te
xt

ua
l c

om
po

ne
nt

s
Im

pl
em

en
ta

tio
n 

m
et

ho
ds

E
va

lu
at

io
n 

ev
id

en
ce

Pe
rs

on
al

 
le

ve
l

Im
pr

ov
ed

 l
en

gt
h 

an
d 

qu
al

it
y 

of
 l

if
e

P
hy

si
ca

l 
ab

il
it

ie
s

Pe
rs

on
al

iz
ed

 h
ea

lt
h 

pr
og

ra
m

s
In

cr
ea

se
d 

lo
ng

ev
it

y
In

vo
lv

em
en

t i
n 

ho
us

in
g 

de
si

gn
 f

or
 D

ea
f

A
ct

iv
e 

D
ea

f 
Se

ni
or

 c
oa

lit
io

n 
 

in
 a

re
a

C
ol

la
bo

ra
tiv

e 
de

si
gn

/p
la

nn
in

g 
pr

oc
es

s
R

es
id

en
t s

at
is

fa
ct

io
n;

 
on

go
in

g 
pa

rt
ic

ip
at

io
n

In
cr

ea
se

 q
ua

lit
y-

of
-l

if
e 

fo
r 

fa
m

ily
 

ca
re

gi
ve

r
H

is
to

ry
 o

f 
fa

m
ily

-f
ri

en
dl

y 
so

ci
al

 
po

lic
ie

s
M

od
if

ic
at

io
ns

 to
 s

oc
ia

l p
ol

ic
ie

s 
ov

er
 ti

m
e

M
ea

su
re

s 
of

 c
ar

eg
iv

er
 s

tr
es

s 
le

ve
l a

nd
 s

at
is

fa
ct

io
n

C
ho

ic
e 

of
 d

es
ir

ab
le

/a
pp

ro
pr

ia
te

 h
ou

si
ng

So
ci

al
-w

el
fa

re
 s

ta
te

 h
is

to
ry

Fu
tu

re
 W

or
ks

ho
p 

pl
an

ni
ng

 p
ro

ce
ss

C
on

cr
et

e 
ch

an
ge

s 
in

 h
ou

si
ng

R
ed

uc
ed

 s
oc

ia
l i

so
la

tio
n 

in
  

A
us

tr
al

ia
n 

se
ni

or
s

L
oc

al
 s

up
po

rt
 o

f 
le

ad
er

s 
an

d 
so

m
e 

na
tio

na
l p

ol
ic

y 
su

pp
or

t f
or

 
in

cl
us

io
n 

po
lic

ie
s

E
st

ab
lis

hm
en

t o
f 

lo
ca

l  
co

m
m

un
ity

 n
et

w
or

ks
 f

or
 

se
ni

or
s,

 in
cl

ud
in

g 
cu

ltu
ra

lly
 

ap
pr

op
ri

at
e 

vo
lu

nt
ee

r 
se

rv
ic

es

D
ec

re
as

ed
 s

oc
ia

l i
so

la
tio

n 
an

d 
im

pr
ov

ed
 s

oc
ia

l 
re

la
tio

ns
 w

ith
 o

th
er

 
se

ni
or

s
C

om
m

un
it

y 
 

le
ve

l
A

pp
ro

pr
ia

te
 s

up
po

rt
 o

pt
io

ns
E

xi
st

in
g 

re
so

ur
ce

s
In

cl
us

iv
e/

re
pr

es
en

ta
tiv

e 
 

le
ad

er
sh

ip
A

ss
es

sm
en

t o
f 

le
ad

er
sh

ip
 

te
am

In
cr

ea
se

d 
co

m
m

un
ic

at
io

n
A

cc
es

s 
to

 tr
an

sp
or

ta
tio

n
C

ol
la

bo
ra

tiv
e 

de
ci

si
on

-m
ak

in
g 

pr
oc

es
se

s
Sh

ar
ed

 in
fo

rm
at

io
n 

ab
ou

t 
de

ci
si

on
-m

ak
in

g
In

cr
ea

se
d 

co
lla

bo
ra

tio
n

Su
pp

or
tiv

e 
ph

ys
ic

al
 e

nv
ir

on
m

en
t

R
eg

ul
ar

 c
om

m
un

ic
at

io
n 

 
st

ra
te

gi
es

A
ss

es
sm

en
t o

f 
co

m
m

un
ic

at
io

n 
su

cc
es

s
C

om
m

on
 v

al
ue

s 
an

d 
pr

io
ri

tie
s

Su
pp

or
tiv

e 
lo

ca
l a

ut
ho

ri
tie

s
C

on
si

st
en

t a
nd

 o
pe

n 
ev

al
ua

tio
n 

m
et

ho
ds

M
ut

ua
l s

up
po

rt
 s

ys
te

m
s

Sy
st

em
ic

  
le

ve
l

In
te

nt
io

na
l p

la
nn

in
g

C
ul

tu
ra

l v
al

ue
s

C
om

pl
em

en
ta

ry
 la

w
s 

 
an

d 
po

lic
ie

s
Sa

tis
fa

ct
io

n 
w

ith
 la

w
s 

an
d 

po
lic

ie
s 

by
 c

iti
ze

ns
In

te
gr

at
ed

 s
er

vi
ce

 m
od

el
s

H
is

to
ry

 o
f 

ef
fo

rt
s

Fi
na

nc
in

g 
m

ec
ha

ni
sm

N
ew

, m
or

e 
ef

fi
ci

en
t s

ys
te

m
s 

cr
ea

te
d

A
cc

ou
nt

ab
ili

ty
R

ol
es

 o
f 

go
ve

rn
m

en
t v

s 
 

Fa
m

ily
 v

s 
In

di
vi

du
al

C
os

t-
be

ne
fi

t a
na

ly
se

s
C

os
t-

sa
vi

ng
s

Se
lf

-a
ct

ua
liz

ed
 s

oc
ie

ty
 m

em
be

rs
E

xi
st

in
g 

re
la

tio
ns

hi
ps

  
be

tw
ee

n 
ag

en
ci

es
In

te
rd

ep
en

de
nt

 li
fe

sp
an

  
ap

pr
oa

ch
 to

 s
oc

ie
ty

In
cr

ea
se

d 
ef

fe
ct

iv
en

es
s 

of
 e

xp
en

di
tu

re
s



167Empowerment in Health and Community Settings

In Table 2, we outline the main points of several empowerment projects 
discussed implemented in different countries to demonstrate how the CASE Model 
can be applied. Whether the Targeted Outcome is something very specific and local 
to begin with, such as the health promotion activities or the housing design projects, 
or something at a much broader level such as the national policies, the articulation 
of those outcomes is important for all to see clearly. Contextual Factors, such as the 
level of local and national support for such efforts, may change over time as out-
comes or attitudes shift, and thus can be clarified as they unfold. In addition, 
Implementation Methods may also change over time, moving from initial work-
shops to national policies as progress is made on different levels. Evaluation 
Evidence is critical to an open sense of what information and evidence is being 
collected, for what purposes, and what the methods are for gathering data. Again, 
each of these Critical Components is at play at the personal, community, and 
systemic levels, so those must also be tracked.

For example, one can see from Table 2 that the Targeted Outcome of improved 
length and quality of life, the goal for the Tobishima project, is paired with its con-
textual component of initial physical abilities, and with its implementation method 
of personalized health programs. The evidence for evaluation at the personal level 
would be increased longevity. At community level, the outcomes would be increased 
communication among community members and a greater sense of mutual support. 
At the systemic level, outcomes would include a clear and focused intentional plan-
ning process for social services and integrated care teams and plans.

4  Factors in the Success of Any Empowerment Efforts

From a much broader perspective, though, there are several issues and factors that 
will affect the success of any empowerment efforts, no matter what the cultural con-
text. We outline these here, in the form of probing questions, in the hope that those 
involved in this work can be aware of them from the start of any process and can 
intentionally address them as best as possible to ensure the greatest success for all.

4.1  Creating a Foundation for an “Empowerment Culture”

We believe that the CASE Model demonstrates that in order to develop an 
empowerment model in the community, the effective development of a supportive 
culture is indispensable (see Table 3). “Communication,” “Motivation,” and 

Table 3 How to empower the people in the community
Communication: acceptance, understanding, contribution
Motivation: attendance, decision making
Scientific evidence: logic, validity
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“Scientific Evidence” are important elements to make real such a supportive 
culture. Communication must come with acceptance and understanding of each 
person and what they are bringing to the empowerment process, as well as 
communication of important information to people about what is happening 
during the empowerment process. Motivation must be encouraged through active 
participation and the development of an attitude that “we-can-do-it-ourselves”. 
Scientific Evidence can capitalize on the respect for logical analysis and clear 
expectations which all make it easier to understand the factors and effects 
involved in empowering people in the community.

4.2  Understanding the Cultural Context Within Which Work  
Is Being Done

A sense of personal empowerment was not a familiar one to Japanese elders, but 
one which could be discovered and nurtured through good communication and 
patient work. In contrast, the long-standing national positive attitude toward 
empowerment of older persons in other cultures, and thus empowerment work, is 
simply a focusing of those cultural values on the specific issue in their society. 
Having a clear sense of where a culture or society is, at any given time, can help 
develop appropriate methods for working in that setting.

The role of cultural values and basic human values is critical in guiding human 
actions. It is the things that we value that motivate us to participate in various 
aspects of social and community life, and that gives us each a purpose to our days. 
Keeping a focus on what people value, within their specific cultural context, will 
ensure the success of empowerment activities. This is important not just for the 
short-term goals and stages of empowerment, but for the longer-term work as well. 
Maintaining a clear sense of the values incorporated into empowerment activities 
will help sustain interest and involvement over time.

4.3  Intentionally Promoting Inclusive and Representative 
Participation at All Stages of Empowerment

It is fundamental to the empowerment processes to engage various groups of people 
in participation. One model is to think of there being five kinds of members involved 
in empowerment processes (see Fig. 2). These would include:

 (a) Coordinator: A person who takes the role of coordinating/managing the 
process

 (b)  Core member: A person who is closely involved with the plan and activities
 (c) Reference member: A person who offers professional information and technology 

if necessary
 (d)  Active member: A person who is routinely involved and active
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 (e) Surrounding member: A person who has not yet or rarely participated, but partici-
pates at times with interest or who may participate at some point in the future

It is important to create an open and welcoming environment in which all the 
members of any level feel they can have a central role anytime, anywhere, and 
move through roles as seems appropriate for them at any time. It is crucial not to 
force participation or belonging, but to make the atmosphere pleasant and naturally 
attractive. In addition, all members must feel that they can maintain a flexible 
participation style so that if they so wish, they can take the role of a core/active 
member at anytime.

4.4  Designing Programs and Policies Specifically  
and Appropriately to Address Targeted Outcomes

When engaged in empowerment processes it is crucial that the new programs and poli-
cies being developed be specific to the needs/concerns of the identified community, 
and not be driven by political or financial motivation. One danger of good intentions 
is that “professionals” arrive in a community and decide for them what is “best.” This 
must be guarded against, and the conscious evaluation of needs can assist in keeping 
focused on the needs at hand.

4.5  Utilizing Information Technology Effectively

Communication and keeping people informed throughout the empowerment pro-
cess is essential to its success. For each specific cultural context, there may be 
variations in the manner of communication, but the fundamental need for clear and 
consistent and accessible communication of information is the same. For some 
local contexts, local newspapers and flyers may be the most appropriate way to 
share ongoing information and activities related to the empowerment process. In 
other circumstances, the use of technologies such as the Internet and Web pages 
might be more appropriate. In the case of other cultures, where changes and activities 
are occurring on a national level, broader information systems such as television, 

Surrounding member

Active member 

Core member 

Coordinator 
Reference member

Outsider 

Fig. 2 Flexible and open roles for participation over time
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print media, and the Internet may be the most consistent and efficient way to share 
information. But for each setting, some consistent method must be chosen, so 
that citizens have a clear sense of where they can go to get updated and ongoing 
information.

4.6  Conducting Regular and Comprehensive Evaluations  
Using Multiple Empirical Methods

Empirical evidence makes it easier for people to accept the projected benefits of the 
project. Comprehensive scientific data, analyzed by well-established methods, con-
firm for people the merits and limitations of the project. Evidence-based results will 
give people security and confidence in the programs and, therefore, encourage con-
tinued investment in the project. Evaluation helps to clarify the effectiveness and 
value of various empowerment activities, which clarifies the meaningfulness of the 
relationships and work being developed. Evaluation may be a series of processes 
producing the desired goals, as specified by an activity outcome, information about 
costs or cost-savings, and so forth. It is vital that members clearly know about and 
understand the value of community efforts and outcomes continuously, so that con-
sistent efforts are made along the way. Evaluation can also help clarify the actual 
status of progress towards Targeted Outcomes and the prediction of future Targeted 
Outcomes and programs needed to address problems in an objective manner. 
Moreover, it is necessary to have evaluation not only by internal persons, but also by 
outsiders who can see more clearly the progress of the community in evaluation.

4.7  Providing Both Consistency and Flexibility  
in Responding to Needs

System consistency promotes confidence by community members in the function 
of the new programs and policies. Working toward consistent and common goals 
through mutual support expands the empowerment of people in the community, 
because it requires their participation to realize their goals. With consistency, peo-
ple can plan for ways in which to become involved. In addition, consistent evalua-
tion makes clear the distinction of various goals and the ways to reach them in a 
systematic manner. Realistic prospects for project outcomes, based on evaluation 
research, provide guidelines to people as to what to choose and what not to choose. 
On the other hand, system flexibility cultivates greater support in the community 
for the projects as it allows for better responses to individual needs. Flexibility 
includes adaptability to various individuals, issues, methods, and timing. Effective 
utilization of services depends on system flexibility, because people are more likely 
to use such a system. Flexibility prevents the stagnation of a single type of system 
and will promote ongoing interest in continued project development.



171Empowerment in Health and Community Settings

4.8  Demonstrating a Clear Commitment to Continuous 
Development and Sustainability

As noted previously, empowerment is not just a goal but also a process, and hope-
fully a lifelong process. As new members enter a community system – either locally 
or nationally – there must be an ongoing system of continuous development of 
empowerment activities and understanding by all, so that people can be empowered 
throughout their lives. This calls for ongoing flexibility by all involved in empower-
ment work as it continually adapts to changing circumstances and contexts and 
individuals. To sustain such efforts over time also calls for a commitment across 
multiple levels – personal, community, and systemic. Appropriate resources – staff, 
space, financial – must be committed to these efforts for them to continue. Eventually, 
such practices will become institutionalized and the “standard operating procedure” 
for individuals, systems, and societies.

4.9  Creating a Friendly and Stimulating Environment

It is possible to create in the community both a friendly and stimulating environ-
ment, namely the relaxed feeling of security that arises from being connected to, 
and empowered by and with others, and the stimulating aspects of problem-solving 
and working together collaboratively. People want to feel connected to others, but 
also to feel actively engaged in meaningful pursuits. If the personal relationships of 
individuals are strong then the whole community becomes stronger as well. It is 
reasonable to expect a bidirectional effect of personal relations and community 
activities, all leading to greater empowerment on different levels.

4.10  Developing an Underlying Empathic Orientation  
to People and Mutual Cooperation with the Goal  
of Self-Actualization

The most fundamental aspect of human experience, if we are to live together in a 
society, is empathy. Without empathy we cannot create a social system that 
appropriately supports people at all stages of life; we would simply be motivated 
by our own unique experience. Thus, empathy for others as other human beings 
is the final, yet most fundamental requirement for successful empowerment 
efforts.

Through individual empathy for one another, we can begin to build mutual coop-
eration, which is another activity that directly contributes to empowerment and 
increases public responsibility for a project. Mutual cooperation toward common 
goals requires good interpersonal communication, which will also contribute to 
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empowerment within the community. Community discussion is one of the important 
methods for enhancing empowerment, promoting the notion of empowerment as a 
social process and as an interdependent balance, according to Clark [6]. Through 
this mutual support, the environment of reciprocity will develop the confidence of 
each person to feel that they have someone to help and they are not alone. Confucius 
told us, “One who only knows it is no match for one who likes it. One who only 
likes it is no match for one who enjoys it.” Thus, we hope that all who participate 
in empowerment processes can truly enjoy the relational aspect of the experience, 
which will enhance all our lives and move us toward the self-actualized society to 
which we aspire.

5  Conclusion

While empowerment has been studied in individual situations before, this chap-
ter presents the CASE Model of empowerment that is designed to be applicable 
in all situations, in any country. Analysis of the application of the CASE Model 
in different cultural contexts shows that the four stages and skill sets can be 
seen in many countries, even though fundamental social values, or organization 
of community resources, may vary from situation to situation. The usefulness 
of this model can be seen in its effectiveness in guiding the development of 
support systems such as housing, family care, or special needs housing.
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Abstract Health communication is defined as a key strategy to inform the public 
about health concerns and to maintain important health issues on the public agenda. 
Well-designed and comprehensive health communication based on appropriate the-
ories and models including Health Belief Model, Planned Behavior Model, Stages 
of Change Model, Diffusion of Innovation, and Social Marketing will be effective 
in changing knowledge, attitudes, and social norms and behaviors among targeted 
populations. There are many effective health promotion and education programs 
adopting health communication as a strategy on various levels, from an individual 
level that of a whole society. The evidence of such programs has been accumulated. 
Theories and practices of health communication are essential and useful in carrying 
out health promotion and education effectively.

1  What Is Health Communication?

The World Health Organization (WHO) defines health communication as “a key 
strategy to inform the public about health concerns and to maintain important 
health issues on the public agenda” [1]. Ratzan also defined it as “the art and tech-
nique of informing, influencing, and motivating individual, institutional, and public 
audiences about important health issues” [2].

Health communication covers a wide range of health. “Healthy People 2010,” 
the health promotion policy of the United States, states that health communication 
can contribute to all aspects of disease prevention and health promotion, and is 
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relevant in a number of contexts including (1) health professional-patient relations, 
(2) individuals’ exposure to, search for, and use of health information, (3) individuals’ 
adherence to clinical recommendations and regimens, (4) the construction of public 
health messages and campaigns, (5) the dissemination of individual and population 
health risk information, i.e., risk communication, (6) images of health in the mass 
media and the culture at large, (7) the education of consumers about how to gain 
access to the public health and health care systems, and (8) the development of 
telehealth applications [3].

In health education and promotion areas, health communication encompasses 
several areas including edutainment or entry-level education, health journalism, 
interpersonal communication, media advocacy, organizational communication, risk 
communication, social communication, and social marketing. It can take many forms, 
from mass and multimedia communications to traditional and culture-specific 
communication such as storytelling, puppet shows, and songs [2]. It may take the 
form of discreet health messages or be incorporated into existing media for com-
munication, such as soap operas [2].

2  Theories and Models for Health Communication

Health communication is associated with many theories and models of health pro-
motion and education. Well-known theories and models of health promotion and 
education include the Health Belief Model (HBM), Planned Behavior Model, Stages 
of Change Model (Transtheoretical Model: TTM), and Social Cognitive Theory [4]. 
Most of them explain behavior change at the individual level and relate to health 
education and counseling for individuals. These theories and models show that 
behavior change occurs through changes in perception, motivation, and attitudes [4]. 
In the process, health communication not only contributes to communicating knowl-
edge as accurate health information, but also influences people’s attitudes, beliefs, 
and subjective norms. In the HBM, health communication such as a television adver-
tisement or a reminder from professionals is important as factors that promote action 
(cue to action) [4, 5]. In the TTM, health communication has a critical role in iden-
tification of the stages (precontemplation, contemplation, preparation, action, and 
maintenance) and provides proper information according to the stage [4, 5].

The Diffusion of Innovation Theory is one of the most important theories to dis-
seminate health information [4, 5]. This theory addresses how ideas, products, and 
social practices that are perceived as “new” spread throughout a society or from one 
society to another [4]. Rogers described the process of adoption as a classic bell 
curve, with five categories of adopters: innovators, early adopters, early majority 
adopters, late majority adopters, and late adopters (laggards) [6]. This theory helps 
health communication planners identify characteristics of each type of adopter and 
implement communication strategies that match their needs and wants.

The Centers for Disease Control and Prevention (CDC) proposed a comprehensive 
model of health communication strategies, called the “Health Communication Wheel” 
(Fig. 1) [7, 8]. In this model, health communication strategies comprise ten stages: 
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(1) review background information, (2) set communication objective, (3) analyze and 
segment target audiences, (4) identify message concepts and pretest, (5) select com-
munication channels, (6) create messages and materials and pretest, (7) develop 
promotion plan, (8) implement communication strategies, (9) assess effects, and 
(10) feedback.

“Health Literacy” is not a theory or model, but an important concept for health 
communication. It is defined as “the degree to which individuals have the capacity 
to obtain, process, and understand basic health information and services needed to 
make appropriate health decisions” [1]. Health communication aims to improve 
health literacy, and health literacy of the targeted population should be considered 
when health communication strategies are planned and implemented.

Health communication is not one theory or model, and health communication strat-
egies require the use of multiple theories and models of health promotion and educa-
tion. For effective health communication strategies, including preparing messages and 
materials, it is important to combine suitable theories and models in accordance with 
the targeted populations and health issues such as health behaviors and diseases.

Fig. 1 CDC’ Health Communication Wheel. The Centers for Disease Control and Prevention 
(CDC) proposed a comprehensive model of health communication strategies, the “Health 
Communication Wheel ,” which consists of ten stages from reviewing background information to 
feedback. From Roper [7]; with permission
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3  Social Marketing

There has been rapid growth in the use of marketing techniques in health areas [9]. 
Marketing is defined as “human activity directed at satisfying needs and wants 
through exchange processes” [10]. Health promotion and education facilitate a 
series of individual and social exchange processes, including the adoption of behavior 
and lifestyle change and the adoption of programs to improve social and economic 
conditions [11]. Thus, practitioners of health promotion and education are in the 
business of marketing.

Social marketing uses marketing techniques to influence the voluntary behavior of 
target audience members for the achievement of health benefits [4]. The term “social 
marketing” appears to have been first used by Kotler et al. in 1971 [12]. It is defined as 
“the application of commercial marketing technologies to the analysis, planning, exe-
cution, and evaluation of programs designed to influence voluntary behavior of target 
audiences in order to improve their personal welfare and that of their society” [13].

The social marketing process involves identifying an effective “marketing mix” 
of product, price, promotion, and place (“the four Ps”). Table 1 shows the concept 
of marketing mix and adaptation for health promotion and education. In addition, 
social marketing practitioners segment a larger, heterogeneous target market 
into smaller and more homogeneous subgroups. This is called segmentation. 
Then, formative research is carried out to understand the target market’s percep-
tions, needs, and wants, and “competitive analysis” to learn about the environment 
in which members of the target market are making behavioral decisions [4]. The 
social marketing process includes several stages, and the CDC Health Communication 
Wheel mentioned above is an example that systemically adopts marketing strate-
gies for health promotion and education [7, 8].

Table 1 The four Ps of the marketing mix [4, 9]

Four Ps Concept Examples

Product The right kind of behavioral change: 
includes not only the behavior that is 
being promoted, but also the benefits 
that go along with it

Brand name and reputation, 
packaging

Price An exchange of benefits and costs: 
refers to barriers or costs involved in 
adopting the behavior

Monetary cost, time, effort

Place Making new behaviors easy to do: about 
making the “product” accessible and 
convenient. It means delivering 
benefits in the right place at the 
right time

Physical distribution, number 
of type of outlets, opening 
hours, atmosphere in outlets, 
availability of public transport

Promotion Delivering the message to the audience: 
how the practitioner notifies the 
target market of the product, as well 
as its benefits, reasonable cost, and 
convenience

Advertising, sales promotion, 
publicity and public relations, 
personal selling
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The media is an essential tool for health communication, especially social 
marketing. The media includes limited reach media (e.g., pamphlets, information 
sheets, newsletters, posters, and videos) and mass-reach media (e.g., television, 
radio, newspapers, and magazines) [4]. Well-designed and well-implemented mass 
media campaigns have substantial impact. Mass media has three major useful methods: 
(1) advertising, referring to the paid placement of messages in various media 
vehicles by an identified source; (2) publicity, referring to the unpaid placement 
of messages in the media, usually in news and current affairs programs; and  
(3) edutainment, including socially desirable messages in entertainment vehicles [4].

4  Examples of Health Communication and Their Effectiveness

There have been many health promotion and education interventions adopting 
health communication for various behaviors and diseases, ranging from that in 
small communities to nationwide and worldwide. The following are examples of 
health communication strategies and evidence of their effectiveness.

 (1)  HIV/AIDS prevention. HIV/AIDS prevention is related to not only behavior 
change but also awareness of HIV/AIDS infection and the social norm for HIV. 
Thus, it is a good example for health communication and social marketing. 
Bertrand et al. reviewed the effectiveness of 24 mass media interventions in 
changing HIV/AIDS-related knowledge, attitudes, and behaviors in developing 
counties [14]. The reviews yielded mixed results, but where statistically signifi-
cant, the effect size was small to moderate. Especially for knowledge of HIV 
transmission and reduction in high-risk sexual behavior, at least half of the 
interventions showed a positive impact. Also, a review of mass media interven-
tions demonstrated their immediate and overall effects in promotion of HIV 
testing, although no long-term effects were seen [15].

 (2) Smoking prevention among adolescents. Smoking prevention by media cam-
paigns might be effective, especially for adolescents and young people. According 
to a systematic review by Wakefield et al., anti-smoking advertising can influence 
youth smoking, but the effects depend on the context of individual anti-smoking 
campaigns [16]. Also, Bala et al. reviewed the effectiveness of comprehensive 
tobacco control programs, including mass media campaigns, and found they 
were effective in changing smoking behavior in adults, but the evidence comes 
from a heterogeneous group of studies of variable methodologies [17].

 (3) 5 A Day. Health promotion and education on nutrition is one of the most popular 
fields adopting health communication strategies. “5 A Day” is a national program 
created by the National Cancer Institute (NCI) in 1991, with a simple, positive mes-
sage: “Eat five or more servings of vegetables and fruits daily for better health.” This 
key message has been repeated using a well-integrated strategy and a multitude of 
venues over the years: in-store signage and displays, produce packaging labels, 
brochures, magazine articles, and others. A survey showed the number of Americans 
claiming to eat five or more daily servings was 18% in 2004, up 50% from 2003, 
and the study found a clear link between awareness and consumption [18].
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 (4) Sun protection for skin cancer prevention. Protecting the skin from sun by wearing 
protective clothing and hats, using sunscreen, and avoiding the sun is recom-
mended as skin cancer prevention. A comprehensive intervention, “SUN 
SMART,” has been implemented in Australia and other Western countries [19]. 
The interventions are conducted in various settings such as schools, workplaces, 
and pharmacies, using multichannel communication including mass media and 
events. A review demonstrated that education and policy approaches to increase 
sun-protective behaviors were effective when implemented in primary schools 
and in recreational or tourism settings [20].

 (5) The Japanese food guide Spinning Top. One example of health communication in 
Japan is the Japanese food guide Spinning Top, “Balance Guide” [21]. It guides 
people as to what kinds and how much food they should eat each day to promote 
health. The main features of the food guide are: an illustrated symbol referred to 
as a top, a traditional Japanese toy, which is attractive to Japanese; and expression 
in quantities of a “dish” rather than the “food” format to estimate the quantity of 
food eaten in the daily diet, which people find easy to adhere to [21]. A campaign 
with the Spinning Top was begun by the national government including the 
Ministry of Health, Labour and Welfare and the Ministry of Agriculture, Forestry 
and Fisheries [22]. Awareness of the Spinning Top among the general public is 
increasing, although its usefulness and effectiveness for behavioral change has not 
been sufficiently evaluated.

 (6) Metabolic syndrome. Another example of successful health communication in 
Japan is prevention of the metabolic syndrome. The Japanese government 
started health checkups and health care advice with a particular focus on the 
metabolic syndrome in 2008 [23]. The metabolic syndrome, so-called METABO, 
has been a popular concept for the general public, and was nominated as one of 
the most popular terms in 2006. This success in terms of health communication 
might not be intentional, but this campaign is useful for health promotion, espe-
cially for obesity prevention, in the Japanese population.

5  A Theory-Based Health Communication in Japan:  
The Case of Kushima

Kushima city in Miyazaki prefecture, with a population of 22 000, is located in the 
southern part of Japan. As in other cities in Japan, a local version of Health Japan 
21 (a national health promotion policy started in 2000) called “Healthy Kushima 21” 
did not work well because of low dissemination. Therefore, the city started a com-
prehensive, city-wide project that consisted of health education and a health cam-
paign using health communication as a strategy from 2006.

The health education project had objectives in three steps based on Nutbeam’s 
model of heightening health literacy [24] and Rissel’s Empowerment Continuum 
Model [25]. The Empowerment Continuum Model differentiates between stages 
in the development of empowerment [25]. The first stage is to increase an individual’s 
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confidence to act for change. In this stage, health professionals can work with 
people individually using theories and models that guide behavior change, such 
as the Stages of Change Model (TTM, mentioned earlier) [26] and the Extended 
Parallel Process Model [27]. The Extended Parallel Process Model can be used to 
check whether or not a fear appeal might work to motivate behavior.

The second stage is to build and expand social networks involving mutual sup-
port groups, self-help, or action groups, and to provide opportunities for further 
personal development. In this stage, Social Cognitive Theory [28] may be useful to 
change knowledge, beliefs, values, and skills that affect observational learning, 
outcome expectations, and self-efficacy, and these are affected by the social envi-
ronment. Also, the Theory of Reasoned Action and Planned Behavior [29] can help 
one to understand the attitudes towards behaviors and subjective norms that influ-
ence behavioral intentions.

The third stage is to link with other groups to take wider action and ultimately 
engage in collective political or social action. In this stage, Diffusion of Innovation 
Theory [30] can be used to introduce broader concepts of health promotion. Also, 
community organization approaches [31, 32] can be useful to assist in the strength-
ening of social networks and creating community movements.

The Outcome Model for Health Promotion [24] allows the measurement of the 
effectiveness of a wide range of health promotion and education. This model illus-
trates and explains the linkages between health promotion actions, the determinants 
of health, and subsequent health outcomes. As a result, the health education pro-
gram in Kushima achieved mental and social health outcomes more significantly 
and faster than physical health outcomes.

A stomach cancer screening campaign was carried out as a health campaign 
project. This campaign was conducted based on CDC’s framework for health com-
munication [7, 8]. Although annual screening is highly recommended by the govern-
ment in Japan, the screening rate was 7.7% and showed a downward trend. According 
to Health Japan 21, the national objective of stomach cancer screening was to increase 
the number of screening examinees by 1.5-fold within 10 years. Hence, the objective 
of the campaign in Kushima was to achieve the national objective within a year. In 
2006, before the campaign, 747 citizens were screened. After the campaign, the num-
ber of screened citizens was increased to 1 278 in 2007 and 1 506 in 2008.

Kushima’s experience with a wide range of interventions and outcome measures 
can be useful for exploring the potential effectiveness of health education using 
various health communication models and theories that lead to empowerment, 
especially in present-day Japan.

6  Future Directions

Health communication practices face several problems. First, health promotion and 
education practitioners have not been sufficiently familiar with theories and strate-
gies of health communication. The practitioners must be trained and supported to 
improve their health communication knowledge and skills. Making Health 
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Communication Programs Work, published by the National Cancer Institute, is a 
good textbook for health communication practitioners [33]. Hands-on Social 
Marketing by Weinreich is a useful step guide for successful planning and imple-
mentation of health communication strategies [34]. Such kinds of textbooks and 
manuals will help health communication practitioners in communities and other 
settings.

Second, evidence of the effectiveness of health communication is required. 
Since health communication strategies are like social experiences, randomized 
controlled trials are difficult to apply. There are several systemic reviews on health 
communication interventions including media campaigns, and they show some 
evidence of effectiveness of these interventions [14–16, 35]. However, the effec-
tiveness varies depending on the targeted population and methodologies, and thus 
it is not easy to elucidate concrete evidence. Nonetheless, we should try to scientifi-
cally evaluate the effectiveness of any health communication strategies.

In addition, new information and communication technology (ICT), including 
the Internet, might be useful for health promotion and education and has been 
adopted [4]. For example, a smoking cessation program using the Internet in Japan 
delivered a high cessation rate [36]. The new ICT has great possibility for health 
promotion and education, while it might be more difficult to manage an interven-
tion and to evaluate its effectiveness.

In summary, theories and practices of health communication have recently 
become essential, and are useful to improve the effectiveness of health promotion 
and education practices. Compared with the situation in Western countries, Asia-
Pacific countries and regions lack experience in health communication. We hope 
that this chapter helps practitioners and researchers in this region to become famil-
iar with health communication in order to carry out effective health promotion and 
education.
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Abstract As health care is increasingly financed from public funding, insurers 
and the government are naturally interested in controlling health care expenditure 
over the long term through health promotion and prevention of lifestyle-related 
diseases. However, the accumulated evidence on the cost-benefit of health promo-
tion is scarce and, although it is safe to assume that any forms of intervention will 
save health care expenditures in the long run, some forms of intervention are far 
more costly than the savings they are expected to achieve. Japan launched an ambi-
tious plan to control the growth of health care expenditure through health guidance 
against metabolic syndrome, although the preliminary nationwide controlled trials 
had shown a slight inflationary effect on health care expenditure during the first 
year after the interventions. According to the projections proposed by the govern-
ment, the newly introduced Health Screening/Guidance for Metabolic Syndrome 
will prove to be cost-beneficial. Such cost-benefit will be proved when, and only 
when, the conditions of the projection prove to be right.

1  Introduction

“The first wealth is health” theorized an American philosopher, Ralph Waldo 
Emerson (1803–1882). Health may not be valued in money, but no one would deny 
that health has monetary value not only in terms of securing personal income but 
also in terms of health care expenditure. Modern health care is becoming increas-
ingly expensive beyond personal means and is increasingly financed through col-
lective measures such as health insurance.

Also, an increasing share of health care expenditure is spent on the treatment of 
lifestyle-related diseases such as diabetes. Insurers, understandably, are tempted to 
save health care expenditure through health promotion. “Prevention is better than 
cure” noted a Dutch philosopher, Desiderius Erasmus.
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Japan, with its universal health insurance system and ever-growing health 
expenditure due to aging, spearheaded the axiom of Erasmus: reducing the health 
care expenditure through health promotion. Is the attempt cost-beneficial? Or more 
bluntly: will it pay off?

2  Existing Evidence

Methodologies of economic evaluation of health programs are discussed in text-
books of health economics in Japanese [1] and in English [2]. Given the growing 
number of publications on this topic, a census of existing evidence on economic 
evaluation of health programs was conducted by Rush et al. [3], who concluded that 
“since 1990, there have been over 400 economic evaluations of health-promoting 
interventions in the peer review literatures. But relatively little is known about the 
economics of population health advocacy or interventions.”

The same is said about the world-renowned Cochrane database. The Campbell & 
Cochrane Economics Methods Group (CCEMG) appraised reviews of health 
promotion and public health-related interventions included in the database [4]. The 
CCEMG identified 186 reviews and 162 protocols relevant to health promotion and 
public health, but none of them incorporated formal economic evaluation methods. 
The authors commented that “some reviews are likely to exclude useful economics 
studies and data due to a failure to incorporate search strategies tailored to the 
retrieval of such data or use of key specialist databases.”

One systematic review of the effects of exercise on health care costs showed that 
in younger adults (ages 15–44 years) the average annual medical care costs per 
person that might be incurred as a result of full participation in sport and exercise 
(approximately 30 British pounds sterling, GBP) exceed the costs that might be 
avoided by the disease-prevention effects of exercise (less than 5 GBP per person). 
However, in older adults (³45 years) the estimated costs avoided (greater than 
30 GBP per person) greatly outweigh the costs that would be incurred (less than 
10 GBP) [5]. The investigators concluded that “with regard to health and medical 
care costs, there are strong economic arguments in favor of exercise in adults aged 
greater than or equal to 45 but not in younger adults.”

Another systematic review on primary prevention of cardiovascular disease 
included 195 articles published in 1995–2005, but only three of them were cost-
benefit analyses [6]. The reviewers state that “the relative scarcity of economic 
evaluations of broader health promotion interventions has implications far beyond 
the merely scientific ones: in a situation that has essentially all countries grappling 
with the mounting challenge of obesity and other lifestyle-related diseases. There 
is reason to doubt as to whether clinical intervention will be the most effective 
(or even cost-effective) way to tackle challenges of this kind.”

Recently researchers at the Organization for Economic Cooperation and Develo-
pment and the World Health Organization collaboratively published an  economic 
analysis of various interventions of health promotion using a simulation program 
(DisMod II) to project for as long as 100 years [7]. The results were disappointing, 
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as shown in Fig. 1. All forms of interventions did reduce health care costs related to 
the targeted diseases, but cumulative intervention costs exceeded the saving of 
health care costs. The least cost-beneficial was counseling by doctors and dieticians. 
It reduced health care costs by 36 billion dollars over the 100 years but the intervention 
cost was projected to be 540 billion dollars! The researchers commented that “com-
mon beliefs about the potential impact of preventive interventions are often based on 
simplistic assumptions, which may lead to exceedingly optimistic expectations.”

All told, existing evidence does not unanimously recommend health promotion 
as a cost-beneficial measure, at least for saving on health care expenditure.

3  Evidence from Japan

Japan conducted nationwide trials: the model project of municipal National Health 
Insurance (hereafter, the project). The project started in April 2002 with funding 
from the Ministry of Health, Labour and Welfare (MHLW) [8]. The project is 
remarkable in the following aspects:

 1. It was a nationwide project involving 33 municipalities with 59 programs, each 
for the period of 3 years

 2. Each municipality was assigned independent reviewers, many of whom were 
public health researchers

 3. Not only medical but also economic evaluation (effects on health care cost) were 
conducted

Fig. 1 Economic assessment of interventions at the population level (total financial impact of the 
interventions over 100 years) Drawn by the author using the source: [7 p. 43]
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 4. Each program was supposed to divide participants into intervention and control 
groups, enabling the reviewers to conduct controlled trials

Since all participants were insured by municipal National Health Insurance (NHI) 
and Japan’s health insurance system had a uniform fee schedule, the project provided 
an ideal opportunity to conduct a systematic review on multiple controlled trials con-
ducted under a uniform standard and criteria. Of the 33 participating munici palities, 8 
started in 2002, 11 in 2003 and 14 in 2004. All participating municipalities were 
required to submit the reports by the summer of the following year, and all reports were 
submitted by the summer of 2007. These reports from municipalities were not disclosed 
but some of the reviewers published their findings in academic journals [9–12].

A systematic review of the effects on health care expenditure was conducted by an 
independent researcher (the author of this chapter) [13] (Fig. 2). The effects on health 

Fig. 2 Pooled effect ratio of individualized health promotional programs on health care expendi-
tures by Mantel–Haenszel estimator. Source: Okamoto [13]
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care expenditure was evaluated using the method suggested by the manual published 
by the MHLW [14], i.e., comparing the change of per-capita health care expenditure 
(outpatient + pharmacy expenditure, excluding inpatient and dental expenditure) 
before/after the interventions between the intervention and control groups. 
The effects were synthesized using the Mantel–Haenzel method as recommended for 
the Cochrane systematic review [15]. The results were, as suggested by foregoing 
systematic reviews, mixed: some programs showed the reduction effects of health 
care expenditure while others showed the inflationary effects. When synthesized, the 
cumulative effect on health care expenditure was a slight inflationary effect: 4.4% 
inflation of the per-capita health care expenditure of participants compared to the 
controls during the first year after the programs were conducted.

4  Background to Japan’s Health Care Reform 2008

Japan launched an ambitious plan of health promotion against so-called metabolic 
syndrome in April 2008, called “Health Screening/Guidance for Metabolic 
Syndrome” (HSGMS). This was part of the health care reform 2008, which was 
enacted in June 2006 under the strong leadership of the then Koizumi administra-
tion. More importantly, the HSGMS was originally developed as a measure for 
health care cost containment, not purely for health promotion per se. Understanding 
the background of why the HSGMS was developed sheds new light on the cost-
benefit aspects of health promotion.

The discussion over health promotion as a health care cost-containment measure 
dates back to early 2005. The then Koizumi administration, with its strong neo-conser-
vative orientation, was keen on controlling social security expenditure and with good 
reason. The baby boomers born in the late 1940s were nearing retirement age and the 
social security expenditure including the health care cost was expected to rise rapidly. 
The Koizumi administration relied heavily on its “brain trust,” named the Council on 
Economic and Fiscal Policy (CEFP), which was created to serve as an aid to the prime 
minister in the restructuring of the bureaucratic system in 2001 [16]. The CEFP is note-
worthy in that it includes two economists and two industry representatives hand-picked 
by the prime minister with a hope that such nonelected members would provide inde-
pendent opinions free from vested interests. Those four members were to be called “the 
civilian members” of the CEFP, distinguishing themselves from elected politicians. The 
CEFP exerted a profound influence over the fiscal policy of the Koizumi and subse-
quent administration of the ruling Liberal Democratic Party (LDP).

Shortly after the CEFP was established in 2001, it surprised and then angered the 
health care community by producing recommendations based on neo-conservative 
idealism such as deregulation to permit for-profit corporations to run hospitals and 
abolishment of hospital bed control. At the CEFP meeting on 15 February, 2005, the 
civilian members presented a paper titled “Social security commensurate with 
the national economy” in which they proposed putting the “global cap” on health 
care expenditure: a measure to control the growth of national health care expenditure 
within that of gross domestic product (GDP).
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The MHLW opposed the “global cap” and instead proposed a measure to control 
health care expenditure through health promotion aimed at lifestyle-related 
 diseases, and presented at the Committee on Social Security held on 18 March a 
simulation that the health care expenditure will be reduced by 1.6 trillion yen in 
2015 and 2.8 trillion yen in 2025 through health promotion [17]. By good coin-
cidence, the joint commission representing eight clinical associations published 
the “definition and diagnostic criteria of metabolic syndrome” at the 102nd 
annual assembly of the Japan College of Internal Medicine on the 8 April, 2005 
[18]. The MHLW quickly adopted this newly created idea and developed an 
ambitious plan to be called HSGMS. The MHLW plan was finally adopted by the 
then ruling LDP and was included in the new Health Care Security for the Elderly 
Act enacted in June 2006. Concurrently, the program and menu of the HSGMS 
was developed [19].

5  Menus of the Health Guidance

Recipients of the health screening are stratified by the uniform criteria of metabolic 
syndrome. Those with one or more risk factors are stratified to “motivational inter-
vention” and those with two or more risk factors to “aggressive intervention.”

Requirement for aggressive intervention includes “an initial intake interview by 
professionally trained nurses or dieticians to develop a behavioral modification plan 
followed by continuous monitoring lasting at least for 3 months.” The intervention 
will be concluded by the final evaluation after 6 months. The initial intake interview 
is provided as either (1) an individual interview lasting at least 20 min or (2) a group 
interview involving not more than eight participants lasting at least 80 min. The 
initial intake interview must include the following:

Understanding the metabolic syndrome and the need for modifying participants’ •	
lifestyle
Explaining the demerits of continuing present lifestyle as well as merits of •	
modification
Practical guidance to change one’s lifestyle on eating and exercise•	
Support participants to develop the goals and timing for evaluation•	
Explaining how to measure one’s weight and waist size•	
Developing a behavioral modification plan (recommended formats are shown)•	

Continuous monitoring is valued by the predefined points according to the 
following menu. Overall, the continuous monitoring must provide at least 160 
points for the intervention A AND 20 points for the intervention B.

Intervention A (practical guidance for lifestyle modification)

Face-to-face counseling: 20 points/5 min with a maximum of 120 points (30 min)
Group counseling: 10 points/10 min with a maximum of 120 points (120 min)
Telephone counseling: 15 points/5 min with a maximum of 60 points (20 min)
Email counseling: 40 points/correspondence
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Intervention B (inquiring about how well the participant is complying with the plan)

Face-to-face counseling: 10 points/5 min with a maximum of 20 points (10 min)
Telephone counseling: 10 points/5 min with a maximum of 20 points (20 min)
Email counseling: 5 points/correspondence

6  Price of the Health Screening/Guidance

Japan’s universal health insurance system has a price control mechanism through 
the uniform fee schedule. However, participants in the HSGMS are not subject to 
such price control, and providers are allowed to negotiate prices with individual 
insurers. The MHLW conducts annual surveys on the prices. According to the sur-
vey by the MHLW as of December 2007, the weighted-average of the price of the 
health screening was 7 059 yen (4 196 providers), the motivational intervention 
15 138 yen (360 providers), and the aggressive intervention 33 029 yen (228 provid-
ers) [20] (Fig. 3). However, the distribution of prices is highly skewed, as shown in 
the graph. As for the aggressive intervention, the highest price was 50 000 yen.

7  Experience in the First Year

By law, all insurers are required to report anonymized individual data of HSGMS to 
the MHLW by November of the next year. The results of the first year (starting 
April 2008) were reported by the end of November 2009. The national data were 

Fig. 3 The distribution of price of aggressive intervention (as of December 2007). Source: the 
Survey on outsourcing by the Ministry of Health, Labour and Welfare
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not available as of this writing but the study group of municipal NHI conducted a 
questionnaire survey on all 1 793 municipal governments with response rate of 100% 
[21] (Fig. 4).

Municipal NHI covers the nonemployed population covering approximately 
39% of the targeted population aged 40–74 years (22.55 million), of whom 6.94 
million received the health screening (30.8%) in the first year. Of those who 
received the health screening, 768 502 (11%) were stratified to “motivational inter-
vention” and 288 715 (4.1%) to “aggressive intervention.” Eventually, a total of 
126 379 and 29 722 of each group completed the interventions, or 16.4 and 10.3% 
(overall 14.8%) of those stratified as metabolic syndrome.

All insurers are expected to increase the participation rate for the health screening 
and health guidance to 65 and 45%, respectively, by 2012 (Fig. 5). The completion 
rate of 14.8% in the first year was a far cry from the targeted goal of 45% in the year 
2012. The intensity of the aggressive intervention was 281.7 points on average.

The expected outcome is the reduction of people with metabolic syndrome by 
25% by 2015 (Fig. 6). Reduction is measured by sex-age adjusted numbers using 
the 2012 population as a reference population.

Fig. 4 Results of municipal National Health Insurance (NHI) in the first year (2008)
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Fig. 5 Goals to be achieved by 2012 of the Health Screening/Guidance for Metabolic Syndrome 
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8  Expected Effects on Health Care Cost

The effect of health guidance for metabolic syndrome on the middle to long term 
growth of health care cost was first presented by the MHLW at the Cabinet Committee 
on Social Security held on 18 March, 2005. The paper titled “On the health care 
reform” projected the growth of the national health care expenditure (NHCE), which 
was 32 trillion yen in fiscal year (FY) 2004, to 41 trillion yen (FY2010), 49 trillion 
yen (FY2015), to reach 69 trillion yen in FY 2025. When measured in terms of the 
percent of GDP, these figures translate to 6.5% (FY2004), 7% (FY2010), 8% 
(FY2015), and 9.5% (FY2025), respectively. The paper projected that the NHCE 
would be reduced by 1.6 trillion yen in FY2015 and 2.8 trillion yen in FY2025 
through preventive measures against lifestyle-related diseases such as diabetes.

The projection relied on the “Health Frontier Strategy” during the 10-year 
period (2005–2014) [22] whose set goals were (1) reduction of mortality of heart 
disease and cerebrovascular diseases by 25% and (2) reduction of incidence of 
diabetes by 20%. Based on these goals, the health care expenditure of diabetes 
(including dialysis attributable to diabetic nephropathy) would be reduced by 
10% in FY2015 and 20% in FY2025, and that of ischemic heart diseases 
and cerebrovascular diseases by 25% in both years (the projection did not 
consider the health care expenditure of cancer). The projection used the 2002 
data as a baseline. In that year, the NHCE was 31.1 trillion yen, of which life-
style-related diseases accounted for approximately 7.2 trillion yen or 23% of the 
NHCE, which was broken down as shown in Table 1 (they do not add up to 7.2 
due to rounding).

The share of lifestyle-related diseases was projected to increase to 25% in 
FY2015 and 26% in FY2025 due to the population aging. The NHCE attributable 
to lifestyle-related diseases was projected to be 12.2 trillion yen in FY2015 and 

Table 1 Disease-specific national health care expendi-
ture in fiscal year 2002 (national health care expenditure 
was 31.1 trillion yen)

Hypertension 2.7 trillion yen
Diabetes 1.4 trillion yen
Dialysis due to diabetic nephropathy 0.4 trillion yen
Cerebrovascular diseases 2.0 trillion yen
Ischemic heart diseases 0.8 trillion yen

The Ministry of Health, Labour and Welfare documents 
quote the national health care expenditure (NHCE) 2002 
as a source. However, the figures are different from the 
published data of the NHCE 2002. The figures from 
NHCE 2002 were: hypertension 1.9423 trillion yen, dia-
betes 1.119 trillion yen, cerebrovascular diseases 1.7492 
trillion yen, ischemic heart diseases 0.6947 trillion yen. 
The difference reflects pharmaceutical expenditures
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18.0 trillion yen in FY2025. If these expenditures are reduced by prevention as 
projected above, there will be 1.6 trillion yen and 2.8 trillion yen in FY2015 and 
2025, respectively (hereafter the 2005 projection).

The projection of the reduction of health care expenditure was later set back 
when MHLW published the policy on health care cost containment in March 
2008 as a framework for prefectural governments (hereafter the 2008 projection) 
[23]. The 2008 projection changed the timeline between the reduction of meta-
bolic syndrome and the subsequent reduction of health care expenditure. In the 
2005 projection, it projected the reduction of metabolic syndrome by 25% in 
2015 and assumed that the health care expenditure related to metabolic syndrome 
such as ischemic heart disease and cerebrovascular diseases would also be 
reduced by 25% in the same year (for health care expenditure related to diabetes 
it assumed reduction by 10% in 2015 and 20% in 2025). However, the 2008 
projection assumed that the reduction of health care expenditure would be 
delayed by 10 years for outpatient expenditure and 20 years for inpatient expen-
diture from the time when metabolic syndrome is reduced by 25%. This means 
that even if the number of people with metabolic syndrome is reduced by 25% 
in 2015, it would be 2025 before the outpatient health care expenditure is also 
reduced by 25%.

The policy explains that health guidance is intended for people at risk of meta-
bolic syndrome and not for those already under treatment. Therefore, health guid-
ance will not reduce the number of patients under treatment and it will take some 
time before the health care expenditure is actually reduced. If the effect of the 
reduction of metabolic syndrome by 25% needs 10 years for outpatient health 
expenditure to be reduced by 25% (2025), then the reduction of outpatient expen-
diture in 2015 will be by 1% and inpatient expenditure will be by 0.5%, respec-
tively. Both projections assume that the health care expenditure will eventually be 
reduced by 25% if the number of metabolic syndrome is reduced by 25% and the 
difference is only the timeline.

9  Cost-Benefit of Health Guidance

With all the available data, the author has attempted to project the cost-benefit of 
health guidance. The cost-benefit was analyzed in a cumulative manner during the 
period between 2008 and 2025 using the following data.

9.1  Population

The health guidance is targeted to the population aged 40–74 years and the future 
population was adopted from the middle projection by the National Institute of 
Population and Social Security [24].
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9.2  Cost of Health Guidance

The average prices of motivational and aggressive intervention were 15 138 yen and 
33 029 yen, respectively, according to the survey as of December 2009. The partici-
pating rate of health screening was adopted survey on outsourcing from the 
survey on municipal NHI as of September 2009: 30.8%. The participating rate was 
expected to increase to 65% by 2012, and it was assumed that the participating rate 
would increase incrementally to 70% in 2015 and eventually to 80% in 2025. The 
prevalence of those stratified to motivational and aggressive intervention were 11% 
and 4.1%, respectively, totaling to 15.1% (prevalence of metabolic syndrome) 
according to the municipal NHI survey. The official target is to reduce the prevalence 
of metabolic syndrome by 25% in 2015 compared with the baseline prevalence in 
2008, which translates to 8.25% and 3.1%, respectively (the prevalence should be 
age- and sex-adjusted using the population as of April 2012 as a reference popula-
tion, but such age- and sex-adjustment was ignored in this projection). It was 
assumed that the prevalence of metabolic syndrome would remain constant after 
2015. Of those stratified as either motivational or aggressive intervention, 16.4 and 
10.3% had completed the intervention. This completion rate was expected to 
increase to 45% by 2015 and was assumed to remain constant thereafter. The cumu-
lative cost for health guidance was calculated as 62.59 billion yen.

9.3  Savings on Health Care Expenditure

The 2005 projection set the saving of NHCE as 1.6 trillion yen in 2015 and 2.8 trillion 
yen in 2025. The cumulative saving was calculated assuming that the incremental sav-
ing starting from 2009. The cumulative saving through 2025 will be 29 trillion yen.

The 2008 projection declared that there would be no cost saving in the first 
5 years (2008–2012) and projected that if the rate of metabolic syndrome is reduced 
by 25% by 2015, the outpatient expenditure related to metabolic syndrome would 
be reduced by 25% 10 years later (2025) and the inpatient expenditure 20 years 
later (2035), respectively. The outpatient expenditure (including pharmaceutical 
expenditure) accounted for 53% and the inpatient expenditure 40% of the NHCE in 
2007, and the author assumed that these rates would remain constant through 2025. 
Also, the share of metabolic syndrome in the NHCE was assumed to be 25% in 
2015 and 26% in 2025, the same assumption in the 2005 projection. The cumulative 
saving through 2025 was calculated as 19.2 trillion yen.

9.4  Cost-Benefit Analysis

The cumulative cost-benefit of health guidance is presented in Fig. 7. The monetary 
value was not discounted because Japan’s economy is in deflation, and it is not 



193Cost-Benefit of Health Promotion: Will It Pay Off?

appropriate to apply standard discount rate (it is hard to find a bank deposit yielding 
5%). The cumulative cost for health guidance grows but far less so than the  cumulative 
benefit in terms of savings of health care expenditure. This is because the number of 
people who complete the health guidance is small and the number declines because 
the prevalence of metabolic syndrome is contained. Overall, if the projection of the 
long-term reduction of the health care expenditure is held true, health guidance will 
prove to be a highly cost-beneficial measure.

10  Conclusion

Japan’s ambitious plan to contain the health care expenditure through health guidance 
against metabolic syndrome will prove to be cost-beneficial when, and only when, the 
conditions on the reduction of the health care expenditure turn out to be right. 
Unfortunately, there has not been enough evidence to support this hypothesis.

Pursuant to the law, the government established a national database of HSGMS 
and health insurance claims data to monitor and evaluate the cost and benefit of 
the plan. By law, the interim evaluation must be completed in the middle year 
of the 5-year plan (2010). Cohort studies to monitor the cost-benefit of health guid-
ance will be necessary to evaluate the success of the ambitious plans in the future.

Fig. 7 Cumulative cost versus saving due to health guidance. Sources: Cost for health guidance: 
survey on municipal NHI as of September 2009; Saving (2005): Title MHLW documents pre-
sented to the Committee on Social Security on 18th March 2005; Saving (2008): The basic policy 
on health care cost containment in March 2008
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Abstract Alongside socioeconomic development and human empowerment, the 
Japanese disease pattern has been changed to the lifestyle-related diseases from 
infectious disease. Japanese life expectancy has progressed from the lowest to the 
highest among industrialized countries. To make Japan in the twenty-first century a 
healthy society equipped to enable all people to live a healthier and happier life, in 
response to these emerging health issues the Japanese Government has proposed a 
program for National Health Promotion in the twenty-first Century (“Healthy Japan 
21”), which contains objectives to be achieved by the year 2010. The purpose of 
this chapter is to make clear the effectiveness and the relevant factors of Health 
Promotion programs for the people in the town of Soyo, Kumamoto Prefecture. 
The main quantitative effects were a decrease the in premature death rate, from 
22.1% in 1988 to 15.6% in 1998, and an increase in subjective health from 48.0 to 
71.5%. Health Promotion factors arising from this study include that people should 
be given greater opportunity to participate actively in the design of health care ser-
vices and the process of their planning system, and practitioners and policy makers 
should continue the search for community-based programs that improve the quality 
of life for the elderly in Japan.
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1  Health Promotion in the Community

1.1  Health Status in Japan

1.1.1  Changing Disease Pattern

Alongside socioeconomic development and human empowerment, the Japanese 
disease pattern has been changed from one dominant in acute infectious diseases 
to one based on lifestyle-related chronic diseases. Lifestyle-related diseases such as 
cancer and cardiovascular disease are defined as the group of diseases in which 
lifestyle habits of eating, exercise, rest, smoking, drinking contribute to their out-
breaks and development.

1.1.2  Japanese Life Expectancy Among the OECD Countries

The purpose of this chapter is to make clear the differences in life expectancy at birth 
among Organization for Economic Cooperation and Development (OECD) countries 
and the 47 prefectures of Japan. We used the Data Base File (DBF) provided by the 
OECD and the Ministry of Health and Welfare and Labor of Japan (MHWL).

Japanese life expectancy has progressed from the lowest to the highest among 
industrialized countries. This achievement is the result of a national effort sup-
ported by a high level of educational, economic, medical, and public health stan-
dards. One reason attributed to the rapid increase in Japanese life expectancy after 
World War II is the considerable decrease in the number of acute diseases such as 
infectious disease.

2  Healthy Japan 21

2.1  Main Goals of Healthy Japan 21

To make Japan in the twenty-first century a society a vibrant one that enables all 
people to a live healthier and happier active life, the Japanese Government should 
strengthen our effort to pursue the agenda focusing on health promotion and primary 
prevention. With such an agenda we would be able to decrease mortality in the 
working-age population and increase the “healthy years of life” by prolonging the 
number of years of life free of disabilities such as dementia or paralysis (Fig. 1).

In response to these emerging health issues, the Japanese Government proposed the 
National Health Promotion in the twenty-first Century program (“Healthy Japan 21”), 
which contains objectives to be achieved by the year 2010 (Table 1). These objectives 
aim at addressing critical issues for our national health development, including 
lifestyle-related diseases as well as lifestyle in itself an aspect of their causes. 



201Health Promotion Activity

We suggest that these objectives be achieved through public administration by the 
central and local governments, as well as provision of sufficient and appropriate 
information on “primary prevention” for all people, with active participation and 
collaboration by various organizations dealing with health issues. In Healthy Japan 21, 
the government makes appropriate efforts in effective collaboration with such organi-
zations, enabling promotion of the national health initiative through participation of the 
general public as a primary actors [1, 2].

2.2  Main Goals of Healthy Japan 21

Achieving “healthy life” is based on individuals’ perception regarding “health” and 
individuals’ involvement in such. Supporting individuals to create one’s own health 
independently is an indispensable task if each individual is to maintain “good 
health.” The aims of the plan are to create and improve perceptions regarding health 
of all groups of people based upon their informed choices, as well as to effectively 
promote the tasks of the plan by bringing people and all health-related  organizations 
and groups together (Fig. 2).

Table 1 Seventy targeted values for the national agenda of Healthy Japan 21

1. Nutrition 2. Physical activity 3. Rest & relaxation
14 targeted values 6 targeted values 4 targeted values

4. Tobacco restriction 5. Alcohol restriction 6. Dental health
4 targeted values 3 targeted values 13 targeted values

7. Diabetes prevention 8. Cardiovascular disease prevention 9. Cancer prevention
8 targeted values 11 targeted values 7 targeted values

Fig. 1 Prevention of premature death and healthy longevity

Prevent premature death and healthy longevity

Healthy daily life Healthy life

Hospital care

More than 85Premature death

Disability

Death

New Method
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2.3  Seventy Targeted Values for the National Agenda

Planning for Health Promotion in twenty-first Century (Healthy Japan 21) has 
introduced 70 targeted values distributed among nine categories (Table 1).

3  Outcomes of the Health Promotion Program  
for the People and Promotional Factors in Soyo,  
Kumamoto Prefecture [2, 3]

3.1  Purpose

The purpose of the study is to make clear the effectiveness and the promotional 
factors of Health Promotion programs for the people in the town of Soyo, Kumamoto 
Prefecture. The presurvey was conducted in 1988 and the postsurvey in 1998.

3.2  Implementation Program

The main programs of Health Promotion programs are as follows:

 1. For promoting the Health Promotion program for the people, it is most important 
to set up the health personnel system and medical facilities.

Fig. 2 National health 
promotion in the twenty-first 
century (“Healthy Japan 21”)
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 2. Soyo town has put emphasis on the development of a comprehensive health care 
system corresponding to the needs of the elderly.

 3. Each and every sector of local government is responsible for monitoring 
the consequences of its own health policies and drawing up suitable health 
policy objectives. However, the real purpose is to improve health for all 
people in the town rather than just promoting the implementation program 
itself.

3.3  Main Outcome of the Health Promotion Program

The main effects of Health Promotion programs were as follows:

 1. The main effects can be divided into two categories: one examining quantitative 
effects and other qualitative ones.

 2. The main quantitative effects were decreasing premature death rate, from 22.1% in 
1988 to 18.2% in 1992 and 15.6% in 1998, and an increased rate of quality of life 
of elderly persons, from 48.0% in 1988 to 67.1% in 1992 and 71.5% in 1998 
(Table 2).

 3. On the other hand, a qualitative effect was to increase the status of the health 
sector among the other sectors of local government.

 4. The involvement of the health services in municipal basic planning has been 
designed so that both democratic influence and health planning can be 
strengthened.

3.4  Health Promotion Improving Factors

Some of the Health Promotion improving factors were as follows:

 1. People should be given greater opportunity to participate actively in the design 
of health care services and the process of their planning system.

 2. In developing people-oriented health technologies, priority should be given 
to the availability of lay resources and to indigenously developed health 
practices.

Table 2 Main outcome of the Health Promotion program: qualitative effects

Premature death rate is decreasing from 22.1% (1988) to 18.2% (1992) to  
15.6% (1998)

Subjective health is increasing from 48.0% (1988) to 67.1% (1992) to  
71.5% (1998)
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4  A 2-Year Prospective Study for the Aged Aiming to Promote 
“Healthy Until Death” of 16 Municipalities of Japan

4.1  Background

This study tested the predictive value of self-rated health on 2-year mortality, with 
attention focused on subjective health, instrumental activity of daily living (IADL), 
health practices, social network, and income.

4.2  Purpose

The purpose of the research is to detect the promotional factors of survival for the 
aged in 16 municipalities of Japan. Presurvey was conducted in 1998 and deter-
mined deaths recorded during 2 years until the end of June 2000, and was supported 
by Ministry of Health and Welfare.

4.3  Method and Process

Sixteen municipalities were nominated as model towns of “Healthy Until Death.” 
The total number of subjects was 30 521 60 years and older, except for inpatients 
and institutionalized patients.

With the help of the staff of the municipalities, 23 826 subjects returned their 
questionnaires to us in 1988. The response rate was 78.1%. In the end 22 167 had 
been followed for about 2 years. These subjects were surveyed in 1998 by self-
administered questionnaires regarding subjective health as well as health practices, 
and followed up for their vital status in 2000. An elderly cohort was subjected to a 
2-year mortality follow-up in order to evaluate the relationship between subjective 
health, social network, and survival probability.

4.4  Questionnaire

The main contents of the questionnaire depend on the “Life Model,” not a medical 
model. In the Life Model, subjective health life satisfaction, IADL, health practices, 
and socioeconomic factors are mainly selected.
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4.5  Analysis

Covariances including age, sex, subjective health, IADL, social network, number 
of chronic conditions, and number of medications were controlled by the Cox 
proportional hazard general linear models.

4.6  Main Results

The main results can be divided into two categories: cross-sectional survey results 
and cohort results. The main results are as follows:
 1. According to the results of the cross-sectional survey, the “healthy” rate is almost 

the same rate by age in both sexes.
 2. By using a multiregulation model, 41% of the subjective health results are 

explained by life satisfaction, IADL, and absence of diseases.
 3. By using Kaplan–Meier Survival Analysis, sex, age, subjective health, life satis-

faction, IADL, health practices, social network, and socioeconomic factors are 
statistically significant factors.

 4. Women are more likely to live longer than men without their spouse.
 5. Depending on the Cox comprehensive survival analyses, four main factors are 

pointed out as statistically significant as controllable factors in maintaining the 
survival rate for the aged: subjective health, IADL, health practices, and social 
network.

 6. Income level is not so strong a predictor of mortality, especially for women.
 7. We concluded that only the global health rating has direct predictive power for 

mortality in noninstitutionalized elderly people.
 8. Self-rating of health is found to be a useful measure of health status, which is 

highly related to a number of physical symptoms due to health problems and also 
is predictive of mortality in controlled analyses, with the greatest impact seen in 
individuals except inpatients.

4.7  Perspectives on the Future

 1. In daily life, these four main factors, namely subjective health, IADL, health 
practices, and social network would be contributory to the “Healthy Until Death” 
program for the aged.

 2. Health care professionals should be sensitive to the significance of poor self-
rated health in apparently healthy patients.

 3. In the near future, we would like to compare the prevalence of the indexes of the 
“Life Model” and to test the hypothesis that global self-ratings of health predict 
survival for the elderly in Asian countries.
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Abstract Currently in Japan, 43 446 public health nurses (PHNs) are working at 
various community settings to promote population health. The national licensing of 
the PHN is a unique system of Japan. In this chapter, the health promotion activities 
of PHNs in community settings and health problems that PHNs now confront are 
introduced. The educational system of PHN is also explained, because the system 
is changing in Japan.

1  Japan’s Health Promotion Policy and Evaluation

Currently in Japan, there are two programs being developed as part of the health 
promotion policy: “Healthy Japan 21” targeting mainly adults, and “Healthy 
Parents and Children 21” targeting mothers and their children. “Healthy Japan 21” 
started in 2000 and is scheduled for completion in 2012 [1]. It is compulsory for all 
prefectures of Japan to draft a concrete detailed plan of the policy before the final 
evaluation, which will start from 2010. Although not mandatory, 54% of munici-
palities have drawn up their own plans and are promoting them [2]. “Healthy 
Parents and Children 21” is a health promotion plan regarding the health preserva-
tion of maternal and child health, which started in 2001 and is scheduled to finish 
in 2014. Municipalities throughout Japan had already drafted a maternal and child 
health plan based on the existing Maternal and Child Health Act, thus the national 
“Healthy Parents and Children 21” policy is an attempt to revise the plan from the 
viewpoint of health promotion (Table 1).
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2  Public Health Nurses in Charge of Health Promotion

In Japan, a national license is required to become a public health nurse (PHN). 
This qualification can be attained by registered nurses who have completed at least 
6 months of study related to public health (Legal reform in 2009 of Act on PHNs, 
Midwives and Nurses now requires at least 1 year of study), after passing a 
national examination. PHNs are considered to have played a central role in plan 
drafting and plan promotion of “Healthy Japan 21” and “Healthy Parents and 
Children 21.” These PHNs mainly work in administrative organizations such as 
health centers, health promotion centers, mental health centers, community 
comprehensive geriatric care support centers, as well as in the occupational health 
setting and school health setting (Table 2). At present, out of the total working 
PHNs about 56% are employed in municipalities, 16% work in health centers, and 
8% work in an occupational health setting [3]. In various foreign countries, school 
nurses are a part of the public health system. In Japan, however, there are very few 
PHNs working in school health management because of the existence of the Yogo 
teachers system.

In drawing up the “Healthy Japan 21” plan, studies were conducted regarding 
methods to set concrete plans and target value, and health promotion ideals and 
theories (the PRECEDE–PROCEED model was studied nationwide), with the 

Table 1 Comparison of “Healthy Japan 21” and “Healthy Parents and Children 21”

 Healthy Japan 21 Healthy Parents and Children 21

Periods of the 
policy

2000–2012 2001–2014

Main target Whole nation health Maternal and child health
Obligation  

of making  
action plan

Prefecture Municipality

Emphasis area 9 areas:
1. Improvement of  

nourishment and eating habits
2. Improvement of body activity  

and exercise
3. Improvement of mental health
4. Decrease at smoking rate
5. Appropriate alcohol habit
6. Improvement of oral health
7. Diabetic
8. Cerebrovascular  

and cardiovascular disease
9. Cancer

4 areas:
1. Promoting of health education 

and strengthening of health 
strategy to adolescence

2. Improvement of safety and 
comfort concerning pregnancy 
and birth and improvement of 
fertility treatment

3. Environmental construction to 
improve health and medical 
treatment level for infants and 
children

4. Promotion of children mental 
health and decrease in uneasy 
child care of parents
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central involvement of municipal PHNs, particularly those working in health 
centers. In drafting the “Healthy Japan 21” plan, community health information 
was collected and analyzed (assessment and diagnosis of community health), 
community residents’ opinions were collected, a health promotion plan was 
drafted, and a promotion committee and an evaluation committee were set up and 
managed.

3  Rewarding Results of “Healthy Parents and Children 21” 
and Unpromising Results of “Healthy Japan 21”

Table 3 shows the mid evaluation of “Healthy Japan 21” and “Healthy Parents and 
Children 21.” In the evaluation of “Healthy Japan 21,” we saw an improving trend 
in the age-adjusted death rate in cerebrovascular and cardiovascular disease, and a 
halt in the rise of fat to energy ratio and female obesity. However, the number of 
people suffering from high blood pressure, diabetes, and other lifestyle-related 
diseases increased, especially among middle-aged men. Furthermore, the male 
obesity rate is increasing and the number of steps per day is decreasing. From the 
viewpoint of national health promotion, it cannot be said that the overall results 
were satisfactory. The interim report stated that in the future it is necessary to: 
(1) set clear objectives; (2) have effective cooperation with the industrial sector; 
(3) clarify the role and ensure cooperation among prefectures, municipalities, and 
health insurers; and (4) implement countermeasures to improve the quality of 
PHNs and dieticians [1].

On the other hand, when the second mid evaluation of “Healthy Parents and 
Children 21” took place in 2009, in comparison to the first mid evaluation in 2005 
the overall results were positive. Out of 67 indicators (72 items), 70.8% (51 items) 
showed improvement, and 19.4% (14 items) worsened. Over the next 5 years, items 
that will be the focus of promotion include prevention of adolescent suicide, 
strengthening efforts to deal with children’s mental problems, securing human 
resources for obstetric care and perinatal care, and further strengthening measures 
to prevent child abuse [2].

Table 2 The numbers of working public health 
nurses in Japan (31 December, 2008)

%
Total number 43 446 100

Health center 6 927 15.9
Municipality 24 299 55.9
Enterprise and business 3 524 8.1
Hospital and clinic 4 162 9.6
Others 4 534 10.4



Table 3 The mid evaluation of “Healthy Japan 21” and “Healthy Parents and Children 21”

Healthy Japan 21

Improvement items
Figure at goal  
setting point

Figure at mid-
evaluation point

Target figure 
(2012)

Age-adjusted death rate of 
cardiovascular disease  
(per 100 000 people)

57.2 56.5 –

Age-adjusted death rate of 
cerebrovascular disease  
(per 100 000 people)

110 102.3 –

Rate of overweight of women 
(40s to 60s)

25.2% 24.6% Under 20%

Unpromoting items
Rate of over weight in men  

(20s to 60s)
24.3% 29.0% Under 15%

Number of steps/day
Men 8 202 steps 7 532 steps Over 9 200 steps
Women 2 782 steps 6 446 steps Over 8 300 steps
Percentage 4.1% 5.4% Under 3.2%
Number of diabetic patients 

(estimate)
6.9 million people 7.4 million people 10 million people

Rate of hyperlipemia
Men 10.5% 12.1% Under 5.2%
Women 17.4% 17.8% Under 8.7%

Emphasis points in the future
1. Set clear objectives
2. Have effective cooperation with the industrial sector
3. Clarify the role and ensure cooperation among prefectures, municipalities, and health insurers
4. Implement countermeasures to improve the quality of public health nurses and dieticians

Healthy Parents and Children 21

Improvement items
Figure at goal  
setting point

Figure at first  
mid-evaluation  
point (2004)

Figure at second 
mid-evaluation 
point (2009)

Abortion rate in less than  
20-year-old (per 1000 women)

12.1 10.6 7.6

Smoking rate of 18-years-old 
people

Boys 36.9%,  
 girls 15.6%

Boys 21.7%,  
 girls 9.7%

Boys 12.8%,  
 girls 5.3%

Maternal mortality rate  
(per 100 000 childbirth)

6.3 4.3 3.5

Number of pediatrics (per  
100 000 child population)

77.1 83.5 89.5

Unpromoting items
Suicide rate in 15–19-year-old 

people (per 100 000 people)
6.4 7.5 8.3

Number of reported child  
abuses (Report of the  
child guidance centers)

17 725 cases 33 408 cases 42 662 cases

Emphasis points in the future
1.  Decreasing adolescent suicide
2. Strengthening efforts to deal with children’s mental problems
3. Securing human resources for obstetric care and perinatal care
4. Strengthening measures to prevent child abuse
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4  Health Center PHNs in Charge of Activities  
Promoting the Cooperation of Community  
Health and Occupational Health

Factors such as population aging, increase in the frail elderly population requiring 
nursing care, and expected increase in medical expenses prompted the medical 
structural reform to be carried out around 2003. Part of that reform called for even 
greater efforts to improve the treatment of lifestyle-related diseases and metabolic 
syndrome.

In the “Healthy Japan 21” plan, it was understood that health policy for workers 
was important because of the lack of improvement in indicators regarding male 
lifestyle-related diseases. However, occupational physicians were put in charge of 
health services for workers by the Industrial Safety and Health Act, whereas regis-
tered nurses and PHNs were not. Therefore, annual health checks were carried out 
to provide a health management service to workers, but there is a large discrepancy 
among businesses with regard to providing other health services such as health 
consultations. In particular, the health management services to workers in small and 
medium-sized businesses, which account for 87.7% overall, were insufficient [4].

One of the steps taken to make the health services for workers more effective is 
the movement promoting the cooperation of occupational and community health. 
Traditionally, labor administration and health administration were carried out sepa-
rately in Japan. Therefore, cooperation between the two organizations was not 
necessarily promising. To provide effective services to workers in the community, 
various activities were developed through the promotional activity of cooperation 
of community and occupational health. In 2004, the Guideline for promoting activity 
between community and occupational health was created. At present conferences 
have been established in 47 prefectures, and plans for establishing a conference for 
each secondary medical care zone are under way [5].

Activities to promote cooperation begins with the process of discovering orga-
nizations and key personnel concerned with the improvement of health mainte-
nance for workers, as well as getting various organizations together to exchange 
ideas about problems in their respective fields, make priorities, and set objectives 
and activity fields. It is an activity that requires complicated procedures, because 
while initiating the conferences, the objectives of the conference must be given to 
the organizations concerned, and participation must be encouraged in order to 
adjust the agenda and proceed with a meaningful discussion. At the heart of this 
activity are health center PHNs. However, due to the fact that PHNs from health 
centers are unaware of the occupational health framework, it takes some time 
before they understand the actual situation of workplaces and workers’ health, and 
to develop trust within occupational areas. Six years since this activity unfolded 
throughout the country, obtaining an understanding between related organizations 
has taken a giant step forward. Various activities in response to community health 
issues are being developed, such as smoking countermeasures, cancer checkups, 
promotion of health checks, and measures for mental well-being.
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5  Public Health Nurses Working in Municipalities to Promote 
Activities Pertaining to Prevention of Child Abuse

With respect to the number of working PHNs, those working in the municipalities 
are the largest in the group. At present, municipal PHNs are putting efforts into 
maternal and child health measures in order to prevent child abuse. In the “Healthy 
Parents and Children 21” plan, one main issue to be dealt with over the next 5 years 
is the prevention of child abuse. This is an important task from the viewpoint of 
health promotion for PHNs working in municipalities. The number of reported 
cases of child abuse has risen in these years: 17 725 cases in 2000 and reaching 
42 662 cases in 2008 (Report of the child guidance centers) [2]. The increase in 
reported cases is due to factors such as legal reform of the Child Abuse Prevention 
Act and an increase in social awareness of abuse. Even while considering these 
factors, the increase in the number of abuse cases cannot be ignored.

Countermeasures taken as primary prevention against child abuse in municipali-
ties include parental education for couples, formation of mothers’ groups for inter-
action amongst mothers, establishment of consultants regarding anxiety about child 
care, and home visits to all infants up to 4 months old. Countermeasures taken as 
secondary prevention include surveys to identify mothers’ anxiety about child care, 
conducted at 4-month and 7/8-month infant health checks, and endeavor by PHNs 
to detect mothers and children who are at risk of abuse early during home visits for 
those who did not receive infant health checks. Furthermore, some regions have 
built a system where potential cases of abuse are reported to health centers, based 
on behavior during hospitalization for childbirth.

As a tertiary prevention, 97.6% of municipalities have set up a community coun-
cil of countermeasures for children requiring aid, and relative organizations are 
engaged in development of measures for children in need of protection from abuse 
[2]. These activities are implemented by PHNs. However, with regard to abuse pre-
vention activities, specialized knowledge, sound judgment, and adaptability are 
required to meet the needs of each difficult case. Expectations for highly capable PHNs 
are certainly on the rise. In addition, the cooperation of welfare specialists and 
psychology specialists is needed to deal with mothers who commit abuse, a task that 
must be completed in the future.

6  Several Tasks Relating to the Training of PHNs

At present, 47 944 people take the national examination to become a registered 
nurse. Amongst these, 23.7% are university graduates. Then again, 12 717 people 
take the national examination to become a PHN, and of these 92.7% are university 
graduates. That is to say, the majority of PHNs complete a 4-year course at university. 
In addition, if a PHN does not have the national qualification of a registered nurse, 
they are ineligible for business practice, thus they can be considered to have a 



213Public Health Nurses’ Activities and Health Promotion in Japan

higher qualification than a registered nurse. The legal reforms of 2009 made it 
necessary for PHNs and midwives to do at least a year of study after their nursing 
degrees. With the recent major development in medical treatment, some people 
think that registered nursing education should comprise 4 years, and that PHN and 
midwifery studies should be a part of graduate school education. At present, nurs-
ing schools at universities are to make a selection out of three choices regarding 
PHN education: (1) implementing it as a 4-year undergraduate course at a univer-
sity; (2) implementing it as a 1-year course in the form of nondegree graduate 
program; (3) implementing it as a 2-year graduate course. By 2015, the education 
system of a PHN is expected to change drastically compared with our current system 
(2010). PHNs are the most important human resource in terms of public health and 
health promotion, and in order to improve their practical ability it is imperative that 
they complete graduate education after a 4-year nursing education. Accordingly, for 
PHNs who have accumulated practical experience and aspire to further improve 
their practical and research abilities, a comprehensive graduate course education is 
anticipated in the future.
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Abstract In Asian countries, the mortality and morbidity due to cardiovascular 
diseases is not lower than that of the United States and Europe, as Asia has the 
largest population in the world and consists of both developed and developing 
countries. Therefore, it is very significant that community health promotion should 
be extended in Asia. This review describes the short-item, medium-item, and long-
item evaluation of lifestyle improvement and other factors influencing the effects 
on morbidity and mortality in the last 10 years, and explores the new direction of 
further community health promotion in Asia.

1  Introduction

The World Health Organization has estimated that globally noncommunicable dis-
eases will cause over three-quarters of all deaths in 2030 [1]. Among all deaths, 
mortality from cardiovascular diseases will rise from 17.1 million in 2004 to 23.4 
million in 2030 [1]. In Asian countries, the age-standardized mortality due to 
cardiovascular disease was predicted to be higher than that in 2002, e.g., 106 per 
100 000 in Japan, 186 in Korea, 291 in China, and 428 in India [1]. Therefore, 
reductions in morbidity and mortality due to cardiovascular disease may be among 
the most important tasks of public health activity in Asia, which has the largest 
population in the world and consists of both developed and developing countries.

It is well known that cardiovascular diseases develop from arteriosclerosis based 
on an underlying disease such as obesity, hypertension, dyslipidemia and diabetes, 
and lifestyle-related risk factors such as lack of physical activity, poor dietary habits, 
smoking, and increased stress [2–7]. These lifestyle-related risk factors play a role 
prior to the development of underlying disease and promote disease progression, 
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finally leading to the onset of cardiovascular diseases. Therefore, lifestyle improvement 
through health promotion and education is considered as important in preventing 
the underlying etiology of cardiovascular diseases [8–11].

Cardiovascular risk factors were clarified by the Framingham study [2], community-
based intervention studies that were initially undertaken in the 1970s in the United 
States and Europe. Many studies such as The Stanford Five-City Project [12] and 
the Dietary Approaches to Stop Hypertension (DASH) study [13] established the 
effects on reducing blood pressure, body weight, blood lipid, and blood glucose 
levels by focusing on lifestyle changes.

After these studies in the United States and Europe in the late the 1990s, Iso 
et al. first reported on community-based education classes for hypertension control 
using a 1.5-year randomized controlled trial in Asia in 1996 [14]. Thereafter, the 
number of programs of lifestyle improvement and reduction in cardiovascular risk 
factors by community health promotion and education increased in Asian countries. 
The present review provides current evidence of community-based intervention in 
the last 10 years and indicates a new direction of research in this field in Asia. 
Using key words such as lifestyle, intervention, community, and Asian countries in 
titles or abstracts, 42 papers in the PubMed database were identified from 2000 to 
2010. Of these 42 papers, 27 studies with a nonintervention design and those where 
the number of subjects and intervention period were not recorded were excluded. 
According to the contexts of the 15 papers, they were divided into four compo-
nents: short-term, medium-term, and long-term effects of intervention, and the 
factors influencing the effects of intervention. Here, short-term effect is defined 
as that when the combination of intervention and follow-up period is less than 
6 months; a medium-term effect is for that from 6 to 12 months; and a long-term 
effect lasts for more than 12 months.

2  Short-Term Effect of Community Intervention

In 2007 Pazoki et al. [15] reported the outcomes of an 8-week lifestyle modification 
program for increasing physical activity in a total of 335 healthy women aged 
25–64 years in Bushehr Port/I.R., Iran. The participants were randomized into con-
trol and intervention groups. On the basis of a revised American Heart Association 
Physical Activity Program for Women, audio-taped activity instructions with music 
and practical usage of educational package were given to the intervention group in 
weekly home visits by 53 volunteers from local nongovernmental and community-
based organizations. Among the participants, the percentages who reported being 
active (at least 30 min of moderate intensity physical activity for at least 5 days a 
week, or at least 20 min of vigorous physical activity for at least 3 days a week) 
increased from 3.0 and 2.7% at baseline to 13.4 and 3% (P < 0.0001) at the end of 
the program in the intervention and control groups, respectively. The participants in 
the intervention group reported more minutes of physical activity per week 
(mean = 139.8, SE = 23.4) than women in the control group (mean = 40.1, SE = 12.7) 
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at week 8 (P < 0.0001). The intervention group subjects exhibited a significantly 
greater decrease in systolic blood pressure (−1.0 mmHg) than the control group 
women (+2.0 mmHg). The mean ranks for post-test healthy heart knowledge in the 
intervention and control groups were 198.9 and 135.8, respectively (P < 0.0001).

Sit et al. [16] reported the effectiveness of a community-based stroke prevention 
program in (1) improving knowledge about stroke; (2) improving self-health-
monitoring practice; and (3) maintaining behavioral changes when adopting a 
healthy lifestyle for stroke prevention. One hundred and ninety subjects in Hong 
Kong were recruited, of whom 147 (77 in the intervention group and 70 in the 
control group) completed the study. The intervention program consisted of eight 
weekly 2-h sessions, with the aims of improving the participants’ awareness of their 
own health signals and of actively involving them in self-care management of their 
own health for secondary stroke prevention. Significant positive changes were 
found among participants of the intervention group in terms of knowledge on stroke 
warning signs (P < 0.001), treatment seeking response in case of a stroke (P < 0.001), 
medication compliance (P < 0.001), and self blood pressure monitoring (P < 0.001), 
as well as lifestyle modification of dietary habits (reduction in salted food intake, 
P = 0.004). No significant improvement was found in walking exercise participa-
tion in the intervention group, yet a significant decrease was detected in the control 
group.

Koizumi et al. [17] evaluated the efficacy of lifestyle physical activity interven-
tion on improving quantity and quality of daily physical activity (DPA) as well as 
cardiorespiratory endurance in community-dwelling older women in Japan. In this 
study, 68 women (60–78 years of age) were randomly assigned to either a lifestyle 
physical activity intervention group (LIFE) or a control group. During the 12-week 
intervention, feedback based on accelerometer DPA data (number of daily steps 
[STEPS] and time spent performing daily moderate intensity physical activity 
[MPA]) was provided to each participant in LIFE every 2 weeks. Cardiorespiratory 
endurance was evaluated using the 12-Minute Walk Test (12-MW). Following the 
12-week intervention, significant group interactions were observed for STEPS, 
MPA, and cardiorespiratory endurance. The LIFE intervention increased STEPS by 
16%, MPA by 53%, and the distance walked during the 12-MW by 10%.

3  Medium-Term Effect of Community Intervention

In 2006 Noda et al. [18] evaluated the effect of a 6-month community-based health 
educational program for 155 persons aged 35–60 years with overweight or obesity 
in Chikusei-shi, Japan. The participants comprised 59 persons for an intense inter-
vention group (health checkups, dietary advice, monthly individual health educa-
tion, and exercise in sports facilities three times a week), 62 persons for a moderate 
intervention group (health checkups, dietary advice, monthly individual health 
education, and exercise in sports facilities or at home once a week), and 34 persons 
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for the control group (only health checkups). In fact, the frequency of use of sports 
facilities was 6.4 times per month for the intense intervention group and 1.9 times 
per month for the moderate intervention group during 6 months. Mean body weight 
did not change in the control group (70.6–70.9 kg, P = 0.84) but decreased in the 
intense intervention group (71.4 to 69.5 kg, P < 0.001) and the moderate interven-
tion group (69.5 to 66.7 kg, P < 0.001). Mean abdominal circumference increased 
in the control group (91.0 to 93.9 cm, P = 0.001) but did not change in the intense 
intervention group (90.1 to 90.0 cm, P = 0.29) or the moderate intervention group 
(90.4 to 88.7 cm, P = 0.39). The prevalence of metabolic syndrome (MetS) increased 
in the control group (18.2–40.0%, P = 0.01) but did not change in either of the 
intervention groups.

Oh et al. [19] examined the effects of a 6-month therapeutic lifestyle modifica-
tion (TLM) program on MetS risk factors among middle-aged and older women in 
a community in Korea. Fifty-two women (mean age, 62.7 ± 9.0 years) with MetS 
were randomly assigned to the intervention (n = 31) or control (n = 21) group. 
Compared with the control group, the TLM group showed significantly greater 
reductions in body weight (P < 0.001) and waist circumference (P < 0.001); these 
effects were sustained for 6 months after intervention.

Balagopal et al. [20] reported that a total of 703 village inhabitants in Tamilnadu, 
India, comprising adults and youths aged 10–92 years, were provided with a 
7-month community-based educational intervention on diet, physical activity, and 
knowledge improvement by trained advisers. Without a control group, the interven-
tion reduced fasting blood glucose levels of prediabetic adults by 11%, prediabetic 
youths by 17%, and type 2 diabetic adults by 25%.

4  Long-Term Effect of Community Intervention

In 2001 Gu et al. [21] described that a comprehensive community trial was imple-
mented covering 120 000 residents in five communities, including three as inter-
vention communities (IC) and two as control communities (CC), in Fangshan, a 
suburb of Beijing [21]. The main intervention program was as follows: (1) net-
work setup; (2) health education and promotion; (3) health professional training; 
and (4) detection and management of hypertensive patients. After a 9-year inter-
vention, improvements were found in the IC population versus CC (P < 0.01 or 
P < 0.05) for knowledge, attitude, and behavior regarding cardiovascular disease 
prevention, awareness of hypertension, treatment and control rates, as well as the 
quantity of dietary intake of protein, potassium, and calcium. Risk factors such as 
systolic and diastolic blood pressure, and rates of smoking and alcohol drinking 
declined in the IC population versus CC (P < 0.01). The average morbidity and 
mortality of stroke were 18.7% (P < 0.01) and 17.7% (P < 0.01), respectively, sig-
nificantly lower in the IC group than the CC group. No significant difference was 
identified in morbidity or mortality of coronary heart diseases between IC and CC 
groups.



218 Y. Haruyama

Jiang et al. [22] reported that 5-year health intervention measures for preventing 
cardio-/cerebrovascular diseases of community populations were carried out in 
Beijing, Shanghai, and Changsha urban areas, China, and then their effects were 
evaluated in terms of knowledge, attitude, and behavior levels and health-related 
behaviors of populations by quasi-trial designation. After intervention, knowledge 
and exercising were significantly influenced, next to controlling salt consumption. 
No change in smoking or alcohol drinking was found.

Iso et al. [23] conducted a 1-year randomized clinical trial with an 8-year follow-
up for 104 persons aged 40–64 years in a community in Japan. An intervention 
group (n = 51, 82% women) attended eight education classes in 1 year, while a 
control group (n = 53, 85% women) attended only two classes. Both groups were 
invited to subsequent annual surveys. Mean serum cholesterol was 0.24–0.26 mmol/l 
less in the intervention group than in the control group at both 6 months and 1 year 
(P = 0.03, each) while the proportions of subjects using hypolipidemic agents were 
0% and 6%, respectively. After the 8-year follow-up, the probabilities of using 
hypolipidemic agents and/or total cholesterol ³7.76 mmol/l were 51% in the educa-
tion group and 69% in the control group; the risk ratio in the intervention versus 
control groups was 0.62 (95% confidence interval [CI]: 0.36–1.06). The interven-
tion group had reduced intake of egg, fish eggs, butter, mayonnaise, and fatty meat 
compared with the control group at 6-month, 1-year, and 8-year follow-ups.

Haruyama et al. [24] examined the effectiveness of an intervention program 
consisting of a 6-month program including 15 sessions, with one lecture and indi-
vidual counseling, two workshops and nutrition education, and nine exercises 
sessions (total 29 h) and a 9-month maintenance program including four sessions 
of individual counseling, a workshop, nutrition education, and exercise (total 7 h) 
in Soka City, Japan. Of 549 participants, 436 (46 males and 186 females in an 
intervention group and 72 males and 132 females in a control group) completed 
the study. Changes from the baseline to 15 months were significantly different 
between intervention and control groups by gender for the following variables: the 
proportion of subjects who walked more than 6 000 steps/day (+39 vs +2% for 
males; +17 vs +1% for females), exercised more than 20 min/day and 3 times/
week (+22 vs +1% for males; +22 vs +8% for females), ate vegetables at every 
meal (+18 vs +4% for females), and consumed less salt (+9 vs +3% for females); 
changes in body weight were also significantly different (−1.0 vs −0.1 kg for 
males; −1.8 vs 0.6 kg for females). Other changes detected only in females were 
body mass index (−0.8 vs −0.3 kg/m2), systolic blood pressure (−6.6 vs 
−2.4 mmHg), and total cholesterol (−2.2 vs +1.5 mg/dl). In 2010 Fujii et al. [25] 
reported the effect of a 27-month intervention in Soka City. Multiple logistic 
regression analysis adjusted for sex, each baseline risk category, and age category 
showed that the proportion of those who were overweight or showed dyslipidemia 
risk were significantly lower in the intervention group only at 27 months (Odds 
ratio [OR] 0.43, 95% CI 0.20–0.94; OR 0.43, 95% CI 0.21–0.87, respectively) and 
the proportion of those showing diabetes risk was significantly lower in the inter-
vention group at both 15 months (OR: 0.42, 95% CI 0.18–0.97) and 27 months 
(OR 0.56, 95% CI 0.32–0.99).
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5  Factors Influencing Effect of Intervention

In 2002 Jiang et al. [22] reported that as age and education time decrease, both 
absolute and relative effects of health education improve. On the other hand, Kotani 
et al. [26] indicated that a shorter period of time to make a program more intensive 
for a twice-monthly group (for 3 months) produced more positive results in choles-
terol management than in those for a monthly group (for 6 months). The change 
rate of exercise from the “contemplation” stage to the “action” stage was signifi-
cantly higher in the twice-monthly group (76.1%) than in the monthly group 
(54.2%). The same comprehensive group-program contents on hypercholester-
olemia were delivered in a community setting. However, in 2006 Noda et al. [18] 
reported no significant difference in risk factor improvement between intense (exer-
cise in sports facilities three times a week) and moderate (exercise in sports facili-
ties or at home once a week) intervention groups.

Fujii et al. [27] found that the dyslipidemia risk was lower only in a high atten-
dance group than in a control group at 27 months (OR 0.11, 95% CI 0.02–0.51) 
among males, and that the proportion of overweight was lower only in a high atten-
dance group (OR 0.24, 95% CI 0.07–0.81) among females, with logistic regression 
analyses adjusted for age and baseline.

In general, lifestyle programs are provided for participants face-to-face by pro-
fessional staff such as nurses, nutritionists, and exercise trainers. Yajima et al. [28] 
reported on a study in which people were selected from among lay-people in a com-
munity and were designated as members of a group of “community leaders” by the 
mayor. Pazoki et al. [15] also reported that volunteers from a local community were 
recruited in their study. Meanwhile, Nakajima et al. [29] conducted a health promo-
tion program using mobile videophones to examine changes in the participants’ 
health conditions, health practices, and their subjective sense of health. Moreover, 
the videotape was used in Pazoki’s study [15].

6 Discussion

As stated earlier, a number of community health promotion and education studies in 
Asia have consistently showed some undesirable effects, much the same as in studies 
in United States and Europe. These are very important and greatly significant in 
both poor and rich resource settings in Asian countries, because the current mortality 
of cardiovascular disease in some developing countries is greater than that in 
developed countries according to the World Health Organization [1]. Therefore, it 
is interesting that the recent studies have provided evidence on a reduction in 
lifestyle-related diseases through lifestyle improvement in Asian communities.

Interesting features of these recent studies are as follows. Intervention included 
knowledge provision and behavior change through individual counseling and group 
sessions. Sessions were performed once per week or once every 2 weeks, and the 
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duration of each session was from 60 to 120 min. The total period of intervention 
was from 2 to 27 months and the most frequent duration was from 3 to 6 months. 
The longest follow-up periods were 8 and 9 years. The number of subjects in many 
intervention programs was approximately 600, except for the studies by Gu et al. [21] 
and Jiang et al. [22]; the average subject age was high, in many studies exceeding 
60 years of age, and there were a lot of female subjects in studies; however, 
randomized control trials were scarce in Asian studies. The outcomes of the interven-
tion were measured in terms of knowledge such as that of cardiovascular disease 
and stroke, lifestyle related to physical activity, dietary habits and smoking, anthro-
pometric measures, and biological markers. No studies evaluated end points of 
intervention such as onset of hypertension, dyslipidemia, diabetes, and cardiovascular 
disease, or the cost-effectiveness of community intervention.

In terms of effectiveness of different periods of intervention, recent studies 
showed that a short-term intervention mainly improved knowledge and lifestyle 
among participants; medium-term intervention had short-term effects and could 
improve anthropometric measures and biological markers; and long-term interven-
tion showed sustained effects in both the short- and medium-term. However, neither 
absolute nor relative effects of anthropometric measures and biological markers 
were greater and a dose-response relationship could not be identified between the 
effect and the period and intensity of intervention, because there are many indi-
vidual influential factors involved such as age, gender, and adherence to interven-
tion. In addition, longer intervention periods and more frequent intervention are not 
necessarily better, because community intervention is limited by budget and the 
manpower of available professional staff.

To obtain a positive effect, several measures should be taken in community-
based lifestyle modification programs in Asian countries. First, it is important to 
use large-scale and randomized control trials, and to increase the number of male 
subjects aged in their 40s and 50s. Second, more efficient and more effective pro-
grams than those in recent studies should be developed to clarify the appropriate 
format of a standard program. Third, long-term effects in terms of end points 
(e.g., the onset of obesity, hypertension, dyslipidemia, diabetes, and cardiovascular 
diseases) should be evaluated. To accomplish these goals, community health 
promotion and education programs should be continued in Asian countries, under 
the guidance of researchers, professional nurses, dieticians, and instructors of exercise, 
as well as nongovernmental and governmental organizations.
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Abstract Educational culture and changes in health indicators are the two most 
important conditions and characteristics in relation to school health in Taiwan. The 
interaction of the effects of these two factors creates challenges and opportuni-
ties for school health innovations and leadership. Prior to 2001, implementation 
of school health in Taiwan was essentially based on the model of the traditional 
school health program that consists of health services, health instruction, and the 
healthy school environment. In 2003, Taiwan began to adopt the new model of 
school health – the “health promoting school” (HPS) – to implement a variety of 
school health programs for the sake of promoting the health of students, teachers, staff, 
parents, and community residents. Even though most schools have endeavored 
very hard to upgrade the effectiveness of school health, there are still many chal-
lenges confronted by them. After describing the importance of the HPS model, 
its development, and the major components of the HPS program in Taiwan, 
22 recommendations are suggested for the improvement of the efficacy and per-
formance of school health in Taiwan.

1  Introduction

Taiwan, Republic of China (R.O.C.), is an island nation located 90 miles from the 
People’s Republic of China (P.R.C.). Taiwan covers an area of about 14 000 square 
miles. The population in 2008 was 23 million. Of the total population, 17.6% were 
children and adolescents aged 15 years or younger [1].

The growth of the economy, improvement in medical and health care, and rein-
forcement of education are the major factors that have contributed to the increase 
of life expectancy in Taiwan. By 2008, average life expectancy increased from 
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53.1 years in 1951 to 75.6 years for males, and from 57.3 years to 81.9 years for 
females [2]. During the time period between 1952 and 2008 neoplasms, cerebro-
vascular disease, and heart disease replaced gastroenteritis, pneumonia, and tuber-
culosis as the leading causes of death [3].

In Taiwan, well over 25% of the population is involved in some form of educa-
tion. The vast majority of this group consists of school children and adolescents. 
Owing to changes in value systems, social ethos, and lifestyle, children and 
adolescents are now confronted with a variety of health problems that are harmful 
to their health, such as myopia, obesity, injury, and suicide. Furthermore, rapid 
economic growth, improved world trade relationships, and international commer-
cial activities have created other health problems in Taiwan. For example, studies 
conducted by the Taiwan Bureau of Health Promotion (BHP) in the Department 
of Health (DOH) revealed that the smoking prevalence rate among junior high 
school male students was 8.5% in 2004 and 9.7% in 2006; for female students it 
was 4.2% in 2004 and 4.7% in 2006. Among high school/vocational school male 
students, it was 21.1% in 2005 and 19.3% in 2007; for female students, it was 
8.5% in 2005 and 9.1% in 2007 [4]. Based on these data, it is easy to understand 
that smoking prevention is still a tough challenge for school health professionals 
in Taiwan.

Another study, the Taiwan Youth Health Survey (TYHS), completed by the BHP 
in 2006, found that the major health problems among junior high school students 
in Taiwan were obesity, physical inactivity, improper body image, violence, physical 
fighting, injuries, insomnia, suicide, low self-esteem, smoking, drinking, betel nuts 
chewing behavior, drug abuse, and sexual behavior [5].

2  The Importance of School Health in Taiwan:  
Education and Health Contexts

The importance of school health in Taiwan is based on many factors. The two most 
important conditions and characteristics of Taiwanese society in relation to school 
health, however, are educational culture and changes in health indicators. The inter-
action of the effects of these two factors creates challenges and opportunities for 
school health innovations and leadership. In Taiwan, the Constitution provides all 
people an equal opportunity in obtaining necessary education. Since 1945, the level 
of educational expansion has increased. Primary school enrollment grew from 
98.81% in 1978 to 99.31% in 2009 [6]. In 1950, there were eight universities in 
Taiwan while in 2010 there are now 164 universities. The most direct impact of these 
changes is mass literacy, which has increased from 94.66% in 1997 to 97.91% in 
2009 [7].

Changes in health indicators have been equally important. As mentioned 
earlier, the major changes in health indicators include the change in disease 
patterns from acute, communicable diseases to chronic, noncommunicable and 
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degenerative diseases, an increase in life expectancy among residents of 
Taiwan, and more behavior-related health problems occurring among infant, 
children, and adolescents – the most vulnerable groups in the population. 
Higher rates of education enrollment of the population and the changes in 
health indicators described above imply a higher degree of importance, urgency, 
and necessity of comprehensive school health programs than ever before. 
Traditionally, school health in Taiwan is under the jurisdiction of the Ministry 
of Education (MOE) in cooperation with the DOH, the Environment Protection 
Agency (EPA), other related public sectors, and nongovernmental organizations 
(NGOs).

2.1  The Educational System

Educational policy is administered at three levels in Taiwan. At the national level, 
the MOE handles policy-making and program development. At the provincial or 
national city level, a department of education implements and promotes education 
programs. County government, the third level, administers educational programs 
through an office of education [8].

The present educational structure supports 22 years of formal study. On average, 
the entire process requires 2 years of preschool education, 6 years of primary 
school, 3 years of junior high school, 3 years of senior high school, 4–7 years of 
college or university, 1–4 years of a master’s degree program, and 2–7 years of a 
doctoral degree program.

Nine years of compulsory education, starting at the primary level and ending at 
the completion of the junior high school level, are required in Taiwan. There are 
two types of institutions above the junior high school level. These are senior high 
schools and senior vocational schools, both of which take 3 years to complete. 
Senior high schools provide the students with the opportunities to prepare for 
college. Senior vocational schools offer courses in areas such as agriculture, industry, 
business, maritime studies, marine products, medicine, nursing, home economics, 
drama, and art.

The next level of education consists of junior colleges. Junior colleges fall into 
two categories: 5-year junior colleges and 2-year junior colleges, each having a 
different set of admission requirements. Five-year junior colleges admit junior 
high school graduates while 2-year junior colleges admit senior vocational school 
graduates.

In Taiwan, teacher training programs are available at a higher educational level 
and usually last 4 years. These programs fall into two categories: (1) programs 
for training teachers of secondary education; and (2) programs for training teachers 
of primary schools and kindergartens. The former are primarily offered by “normal” 
universities while the latter are mainly provided by “universities of education.”
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University undergraduate programs require 4 years of study. Specialized 
undergraduate programs, such as dentistry or medicine, require 6–7 years, includ-
ing an internship period of 1 year. Graduate programs leading to a Master’s or 
Doctoral degree require 1–4 years and 2–7 years, respectively [9].

Figure 1 shows the current school system structure while Table 1 shows the 
enrollment by grade level for 2009–2010.

Fig. 1 The current school system in Taiwan. Source: Ministry of Education, Taiwan [9]; with 
permission
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2.2  The Ministry of Education Division/Institution  
Responsible for School Health

Under the administration of the MOE, the following divisions/institutions are 
responsible for school health programs in Taiwan.

2.2.1  School Health Council

The Taiwan School Health Council was established in 2002 with the major respon-
sibilities of forming school health policies and laws, planning school health pro-
grams and evaluation strategies, guiding the teaching of health, health services, and 
a healthful school environment, and coordinating related public and private sectors 
to promote school health [10].

2.2.2  Division of School Health

The Division of School Health was established in 2004 under the jurisdiction of 
the Department of Physical Education of the MOE. The major responsibilities 
of the Division are: (1) to carry out the school health programs for all schools; 
(2) to implement prevention projects for health issues among children and adoles-
cents, including vision care, dental care, safety education and injury prevention, 
health examination and management, tobacco control, prevention of betel nut 
chewing behavior, sexuality education and HIV/AIDS prevention, the school 
lunch program, food hygiene, health-related fitness, and communicable disease 
control; (3) to conduct an award scheme for outstanding health promoting schools 
in cooperation with the DOH; and (4) to arrange in-service training programs for 
school health personnel [11].

Table 1 Enrollment by grade level 2009–2010

No. of 
schools

No. of  
teachers

No. of 
students

Total 8 060 273 987 5 066 017
Kindergarten 3 154 16 904 182 049
Elementary school 2 658 99 164 1 593 414
Junior high school 740 51 870 948 634
Senior high school 330 35 580 403 183
Senior vocational school 156 16 585 354 608
Junior colleges 15 1 467 108 555
Universities & colleges 149 49 191 1 228 037
Special schools 24 1 738 7 145
Supplementary schools 1 067 1 488 240 392

Source: Ministry of Education, Taiwan [6]; with permission
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2.2.3  Department of Health Promotion and Health Education,  
National Taiwan Normal University

For the purpose of training health educators, the Department of Physical Education 
and Health Education was established at the Taiwan Provincial Normal College in 
1954. Three years later, the Department was divided into two divisions, Physical 
Education and Health Education. In 1959 an independent Department of Health 
Education was established. To be consistent with the more recently developed con-
cept of health promotion, the official title of the Department was changed to the 
Department of Health Promotion and Health Education (DHPHE) in 2007 [12].

The major goals of the DHPHE are to train health education teachers for secondary 
schools, to foster public health educators and administrators for communities, 
hospitals, and worksites, and to cultivate researchers and leaders. There are now 
2 138 graduates who have completed the various training programs offered (which 
include baccalaureate, masters’, and doctoral programs) by the DHPHE [13]. These 
graduates are the most important human resources in the profession of health 
promotion and health education in Taiwan.

2.3  The Health Care Delivery System

The organization of health administration in Taiwan is divided into the central level 
and the local (county and city) level. At the central level, the Executive Yuan’s 
Department of Health is the nation’s highest health administration agency. It is 
responsible for the administration of health matters nationwide as well as the guid-
ance, supervision, and coordination of local health bureaus. At the local level, each 
of the 23 county and city governments and special municipalities of Taipei and 
Kaohsiung operates a health bureau which is responsible for advancing health and 
medical operations within their respective jurisdictions. Each health bureau also runs 
health stations in urban/rural townships and health offices in remote areas. At present, 
there are a total of 25 health bureaus and 371 health stations in Taiwan [14].

Under the administration of the DOH, the two units described below are heavily 
involved in school health programs, in collaboration with the MOE.

2.3.1  Health Education Promoting Council

For the purpose of upgrading the effectiveness of health education programs, the 
Health Education Promoting Council was established in 2005. The major duties 
of the Council are: (1) to form the DOH’s health education policies; (2) to coor-
dinate and integrate health education programs within the DOH and its affiliated 
organizations; (3) to coordinate and implement the related organizations’ health 
education programs; (4) to conduct health education studies and research; (5) to 
evaluate the effectiveness of the health education programs administered by the 
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DOH and affiliated organizations; and (6) to improve international collaboration 
and communication in health education [15].

2.3.2  Bureau of Health Promotion

To provide for more effective implementation of health promotion programs and to 
consolidate the channels of command, the BHP was established by the DOH in 
2001. The Bureau has, based on periods of the life cycle, the supporting environment, 

Table 2 Major events in the development of health promoting schools

2002 1. Promulgation of the School Health Act with 29 articles
2. The MOE and DOH form a collaborative team

2003 1. The DOH publishes the “Guidelines for Health Promoting Schools”
2. The International Workshop on Health Promoting Schools in Taiwan is held 

jointly by the MOE and DOH in Taipei, Taiwan
2004 1. The National School Health Association of the Republic of China conducts the 

Health Promoting School Supervision Program under contract with the DOH
2. A pilot study for health promoting school in 50 primary, junior high, and high 

schools is conducted in cooperation with the MOE and DOH
2005 1. The Health Promoting School Supporting Network is established jointly by the 

MOE and DOH. The structure of the Network is depicted in Fig. 2
The Health Promoting School Supporting Network consists of three major domains: 

the Policy Plan, the Monitoring and Assessment System, and International 
Cooperation. Through the operation of the Teaching Resource Development 
Center, the Education and Training Center, the Health Communication and 
Media Center, the Health Promoting School Network Platform, and the 
Supervisory and Supporting Network Project, a variety of school health programs 
have been carried out for the majority of primary, junior high, and high schools 
in Taiwan. The Network is implemented for 3 years, from 2005 to 2007

2. The MOE publishes the 4th edition of the School Health Guidelines based on the 
health promoting school concept and its six domains

3. 318 primary, junior high, and high schools became health promoting schools
2006 1. 516 primary, junior high, and high schools become health promoting schools

2. The First Asia-Pacific International Conference on Health Promoting Schools is 
held in Taipei, Taiwan

2007 773 primary, junior high, and high schools become the health promoting schools
2008 1. The name of the Health Promoting School Supporting Network is changed 

to The Taiwan Health-promoting School’s Promotion Center under the joint 
administration of the MOE and DOH jointly. The Center focuses on three 
domains: guidance, marketing and networking and is implemented for 2 years, 
2008–2009

2. All the 3871 primary, junior high, and high schools become the health promoting 
schools

2009 1. An international conference entitled “2009 Taiwan Health Promoting Schools” is 
held in Taipei, Taiwan

2. A group of 19 delegates from Macau visit Taiwan with the goal of learning about 
the present status of health promoting schools

2010 1. The Taiwan Health-promoting School’s Promotion Center continues to 
implement the Health Promoting School Guidance and Supervision Program

2. The Student Health Literacy Improvement Project is launched
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data on the health status of the population, and the special needs of each age group, 
set up the Division of Health Promotion for Children and Adolescents, the Center 
for Health Education, and five other divisions. The major functions of the BHP are 
various: to actively promote the health of the population; to utilize basic health and 
other information in order to formulate health care policies addressing the specific 
needs of local communities; to strengthen primary health care; to construct a sup-
porting environment by mobilizing communities; to help the public in the self-
management of its own health through health education; and to collaborate with 
health bureaus, health stations, the community, workplaces, schools, medical care 
institutions, and other concerned organizations in order to help people develop a 
healthy lifestyle and thus to prevent and/or eliminate diseases and improve the quality 
of life [16].

In 2002, the BHP of the DOH and the MOE formed a collaborative team consisting 
of representatives from both organizations and teachers of different school levels in 
order to implement school health programs that are more effective and, therefore, 
more valuable (Table 2).

2.4  Nongovernmental Organizations Related to School Health

In addition to the public sector, NGOs also play very important role in the develop-
ment of school health. Figure 3 provides a list of the NGOs that support school 
health programs in Taiwan. Of these NGOs, the National School Health Association 
of the Republic of China (NSHA, R.O.C.) was established in 1961 for the purpose 
of assisting the government in promoting school health, conducting research related 
to school health, and training school health professionals [20].

3  Development of Health Promoting Schools  
in Taiwan (in Brief)

Prior to 2001, implementation of school health was essentially based on the model 
of the traditional school health program, which consists of health services, health 
instruction, and the healthy school environment. For the sake of upgrading the 
effectiveness of school health, the model of “health promoting schools” was adopted 
at the beginning of the twenty-first century. The major events in the development of 
health promoting schools are described in chronological order in Table 2.

Based on the aforementioned information, several features of Taiwan’s health 
promoting schools need to be discussed. First, the MOE and the DOH have devel-
oped an effective collaborative team to plan, supervise, and evaluate the effective-
ness of health promoting school programs. Second, three important international 
conferences on health promoting schools have been held in Taiwan within 9 years, 
which were highly valuable in regard of upgrading the quality of school health. 
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Third, a variety of educational materials related to school health (including 
guidelines, journals, audiovisual materials) have been produced and published.

4  The Major Components of the Health Promoting  
School Program

Based on the Guidelines issued by the World Health Organization [21], the major 
components of the health promoting schools program in Taiwan include the following 
six domains: school health policies, school health services, personal health skills 
(health education curriculum), the physical environment of the school, the school’s 
social environment, and community relationships.

4.1  School Health Policies

The actions, scope, and authority pertaining to the content of school health activities 
carried out by or through the schools are governed by school health laws and regu-
lations, organization and administration, and school health personnel. Changes in the 

Fig. 2 Health promoting school supporting network in Taiwan. Source: Ministry of Education 
and Department of Health, Taiwan [17]; with permission
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content of school health activities require support from organizations and authorities 
responsible for the above areas.

The School Health Act, promulgated in Taiwan in 2002, is the most important 
legal base for the MOE to form school health policies and for all schools to develop 

The Society of Red Cross, R.O.C. (1933) 
    Assists in injury prevention, first aid, and safety education for schools. 

Mental Health Association, R.O.C. (1937) 
    Provides consultation and training for school personnel, conducts research related 
to mental health of school children, and publishes educational materials related to 
mental health. 

Association for Prevention of Tuberculosis, R.O.C. (1958) 
    Provides TB screening and treatment for teachers and students, and promotes 
school health programs through funding from TB stamp sales. 

National School Health Association, R.O.C. (1961) 
    Provides technical assistance and in-service training for health teachers, conducts 
research related to school health programs, and publishes a professional school health 
journal and other educational materials. 

Maternal and Child Health Association, R.O.C. (1964) 
     Promotes maternal and child health through school health programs and provides
consultation and technical assistance related to maternal and child health. 

Taiwan Public Health Association (1972) 
     Promotes school health programs through Association programs and activities and
publishes a professional journal on community health and other educational materials 
related to school health.

Taiwan Health Promotion and Education Association (1979)
     Promotes health education in the school and community, provides technical 
assistance and training of health educators, and publishes a health promotion and 
education journal and other educational materials related to school health. 

John Tung’s Foundation (1985) 
     A private foundation supporting health promotion and disease prevention by 
promoting school health programs, conducting research related to smoking, mental 
health, nutrition and other health issues among teen-agers. 

National School Health Nursing Association, R.O.C. (1993)  
     Develops the school health nursing profession, upgrades the quality of school
health services, and improves students’ and teachers’ health. 

School Nurses Association of R.O.C. (1996) 
     Develops the functions of  the school health center, maintains the health of 
teachers, students and health-care workers, assists the school nurses’ professional 
progress, and improves school nurses’ rights. 

Fig. 3 The NGOs supporting school health programs in Taiwan. Source: Ministry of Education, 
Taiwan [18, 19]; with permission
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school health programs to promote the health of students, teachers, staff, parents, 
and community residents.

4.2  School Health Services

School health services play the most important role in promoting the students’, 
teachers’, and staff members’ health in Taiwan. A variety of tasks are included in 
the aspect of school health services: management of the health center/service, 
health examinations, follow-up, services for the handicapped, emergency care on 
campus, communicable disease control, and school health nursing services.

4.2.1  Management of the Health Center

Each school, from kindergarten to college, establishes a health center as the head-
quarters for providing its students, faculty, and staff members with the necessary 
health services. The health center is the site for health examinations, basic first aid 
for the injuries, observation of ill students and staff, as well as educational 
programs. Usually, the school nurse is the key person who manages the health 
center.

4.2.2  Health Examinations for Students

According to the Regulations of Health Examination for All Students issued by the 
MOE in 2003, all students must undergo health examinations when entering school 
with re-examination occurring in grades 4, 7, 10, and then again as college freshman. 
Health examinations at the primary, junior high, and high schools are arranged by 
the department of education of the local government and conducted by the 
Department of Health. For most colleges and universities, health examinations are 
conducted by contracted public or private hospitals or clinics. The examination 
includes height, weight, vision, hearing, color blindness, eyes, nose, ears, teeth, 
nutritional status, skeletal system, skin, and other items. Results from the examina-
tion are recorded on individual cards and are then logged in a computerized 
database.

4.2.3  Follow-Up

Parents of are notified when necessary treatment or remediation of students with 
health problems is required. The school nurse is responsible for contacting the 
parents to ensure that the problems have been corrected. Results of the follow-up 
are also recorded on individual cards and computerized.
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4.2.4  Services for Disabled Students

In addition to the special classes offered for disabled students, medical assistance 
is also available. Each school attempts to provide an obstacle-free campus for the 
benefit of students with disabilities. In case of injury or illness, the health coordinator, 
school nurse, teachers, and other related personnel assume the responsibility for 
providing immediate care and notifying the student’s parents.

4.2.5  Emergency Care on Campus

Emergency care in schools follows the Guidelines for Emergency Care on Campus 
issued by the MOE in 2003. Each school is required to organize an emergency care 
team that is responsible for providing immediate care and notifying parents in case of 
a sudden illness or injury on campus. The schools also need to establish close rela-
tionships with the medical facilities in the community in order to obtain medical 
assistance when it is needed.

4.2.6  Communicable Disease Control

In 2006, the new version of the Communicable Disease Prevention and Control Act 
was promulgated in Taiwan. All schools are required to follow the Act’s regulations 
that focus on preventing students, faculty, and staff members from being infected 
by any kind of communicable disease. All students, especially in the primary 
schools, are requested to show proof of required immunizations recorded on the 
health file. In case of communicable disease outbreak, both the education depart-
ment and health department are notified. The schools might be closed temporarily 
when it is necessary, based on the related laws. Students who are infected by com-
municable disease might be isolated and treated before they are permitted to return 
to school.

4.2.7  School Health Nursing Services

Based on the School Health Act, each school hires a qualified nurse to implement 
many kinds of health services on campus. The major responsibilities of the school 
nurse include assisting the school administrator in coordinating school health ser-
vice programs, managing the school health center, preparing and conducting health 
examinations and correcting defects if necessary, helping to prevent and control the 
spread of communicable disease, assisting physicians with sudden illness and other 
emergencies, serving as a temporary caregiver for students referred by teachers, 
arranging health promoting programs for school personnel, maintaining student 
health records, making home visits, and serving as a resource person for school, 
family, and community [18, 19].
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4.3  Personal Health Skills/Health Education Curriculum

The World Health Organization indicates that “Personal health skills refers to the 
formal and the informal curriculum whereby students and others gain age-appropriate 
knowledge, attitudes and understanding and skills in health which will enable them 
to become more autonomous and responsible in individual and community health 
matters” [21]. This section, however, utilizes the term “health education curriculum” 
rather than “personal health skills.”

The health education curriculum is the most extensive school health activity 
offered by the Taiwanese school system. The ethos underpinning the educational 
system is that the health education curriculum, teaching and learning, instructional 
materials, use of technology, equipment, and other resources are integral parts of 
the educational process.

Curriculum and textbook guidelines are uniform for all primary, junior high and 
high schools throughout the country. At present, Health and Physical Education 
Curriculum is a required course for all students in primary and junior high schools 
(1–9 grades). This subject is one of seven learning domains. The other six domains 
are Language (Chinese and English), Mathematics, Social Science (history, geog-
raphy, and social studies), Fine Arts (humanistic studies), Natural and Life 
Sciences, Comprehensive Activities, and Living Concerns [22]. In addition to these 
core curriculum areas of learning domains, teachers are expected and encouraged 
to integrate seven “issue areas” into the seven domains. These include information 
literacy and education, gender education, human rights education, career develop-
ment education, environmental education, home economics education, and ocean 
education [22].

Seven areas are included in Health and Physical Education curriculum: growth 
and development, food and nutrition, exercise skills, exercise participation, safe 
living, mental health, and community health. Students in grades 1 through 6 receive 
formal classroom health instruction of 40 min per week. At the junior high level, 
health education is taught by full-time health teachers in grades 7 through 9 for 
45 min per week.

In 2004, a new subject entitled Health and Nursing was developed and taught at the 
high school level in grades 10–11 with a class period of 50 min per week. After 2008 
Health and Nursing was scheduled at only grade 10 for 50 min per week. The major 
content areas of Health and Nursing include promoting a healthy lifestyle, promoting 
safe living, promoting healthy consumer behavior, promoting mental health, preventing 
smoking and substance abuse, and promoting healthy sexuality [23].

Textbooks, for either the Health and Physical Education curriculum or the 
Health and Nursing curriculum, are not compiled and published by the MOE; 
instead they are published by commercial publishing companies. Therefore, the 
contents of the textbooks are somewhat different from company to company. In 
addition, a variety of teaching aids, such as posters, demonstration models, DVDs 
and other audiovisual media, and supplementary subject area readings are produced 
and provided for the students and teachers by the publishers.
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4.4  The Physical Environment of the School

A safe and healthy school environment is highly conducive to the school population’s 
health, whether they are the ones learning or the ones teaching. Simply stated, it 
affects performance. The physical environment includes the school site: the buildings, 
playgrounds, classrooms, desks and chairs, lighting, noise control, the swimming 
pool, restroom facilities, water supply, and waste management. Safe water, hygiene, 
and food services, including storage facilities that prevent food poisoning, are very 
important too. Environmental education and protection also need to be conducted.

4.5  The School’s Social Environment

Human relationships constitute the core component of the school’s social environ-
ment. The quality of the relationships among staff, among students, between staff 
and students, and the level of parental and community involvement in school life 
directly impact school achievement.

In 2004, the MOE launched The Grand Project for Building a Friendly 
Campus, which contains the domains of life education, a new scheme of guidance 
and counseling for students, human rights education, and gender equity [24]. 
According to this project a school should create an environment of care, trust, and 
friendliness.

4.6  Community Relationships

Community relationships are the connections between the school and the stu-
dents’ families as well as the connection between the school and key local 
groups who support and promote health [21]. Through effective coordination, 
communication, and collaboration among the school, families, and communi-
ties, community relationships will create a “win-win” situation. Usually, the 
relationships between the school and families can be established and improved 
by the activities of the Parent–Teacher Association, home visit by the school 
nurse, the school’s anniversary, health fairs, and other events. The establish-
ment of relationships between the school and the community with the public 
sector (public health organizations, hospitals, education offices, social welfare 
agencies) and the private sector (foundations, associations, private medical 
facilities, commercial companies, nonprofit organizations, the Rotary Club) 
should also be considered. Based on the concept of sustainable development, 
community relationships should be established that are based on mutual support 
and assistance.



237Health Promoting Schools in Taiwan

5  Future Perspectives

Although school health in Taiwan has improved quite a lot in the past few decades, 
there are still many challenges that the school health personnel face and should 
strive to overcome. The following are recommendations for the continuous 
improvement of school health in Taiwan in the twenty-first century.

5.1   School Health Policy and Administration

Enhance the School Health Act that was promulgated on February 6, 2002 with •	
29 articles
Develop and promulgate the Health Promotion Act•	
Develop the professional certification system for health promoters and health •	
educators
Upgrade the performance of the Division of School Health in the MOE to •	
administer and coordinate school health programs
Ensure an adequate budget for the field of school health in order to help promote •	
the health of students, teachers, and staff
Designate professionally trained teachers or supervisors to implement school •	
health programs

5.2  School Health Services

Improve health examinations for students•	
Upgrade the quality of health services for disabled students•	
Reinforce the functions of the school health center/service•	
Recognize the importance and expanded role of the school nurse in promoting •	
student health

5.3  School Health Instruction

Reinforce the health education curriculum for grades 1–10 and increase time •	
allotment for teaching it
Expand the number of health education professional preparation programs •	
offered at institutions of higher learning
Enhance in-service training programs for health teachers•	
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5.4  Healthful School Environment

Improve the healthful school environment, including the physical and social •	
aspects
Reinforce safety education and first-aid training for the teachers and students•	
Continue to implement smoking education and drug education programs for the •	
sake of establishing a smoke-free and drug-free school environment
Strengthen the implementation of the “Grand Project for Building a Friendly •	
Campus”
Improve interpersonal relationships on and off campus•	

5.5  School Health Survey and Research

Conduct more research projects focused on intervention and information •	
dissemination in order to demonstrate the effectiveness of the health education 
curriculum in improving the health knowledge, attitudes, practices, and skills of 
students
Periodically plan and implement a nationwide school health study that is similar •	
to the School Health Policies and Programs Study (SHPPS) [25] and the School 
Health Profiles [26] conducted in the United States in order to examine the 
accountability and effectiveness of school health programs

5.6  Communication and Collaboration with Domestic  
and International Professional Organizations

Involve more private and professional organizations in the effort of improving •	
child and adolescent health
Improve the exchange of information and participation in school health pro-•	
grams between Taiwan and other countries and international organizations such 
as the International Union for Health Promotion and Education (IUHPE)

6  Conclusion

In September 2008, the document Healthy People 2020 (HP 2020) was issued by 
the National Health Research Institute (NHRI) of the DOH in Taiwan [27]. This 
very important program indicates a significant milestone in the process of providing 
health care, including health promotion, health education, and school health, for all 
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the people in Taiwan. There are two major goals in HP 2020: to prolong the public’s 
healthy life expectancy and to improve upon the inequities in the public’s health. 
The four major settings for implementing health promotion programs included in 
HP 2020 are schools, communities, hospitals, and worksites. By creating a sup-
portive social environment, improving healthy lifestyles (which includes the areas 
of physical activity, healthy eating, injury prevention and safety promotion, safer 
sex, stress management, and prevention of substance use) and providing quality 
health care, it is hoped that the health status in Taiwan’s population will be 
improved significantly. The HP 2020 document has become an important guidepost 
for implementing school health programs.

The twenty-first century is still the era of health promotion. To promote the health 
of children and adolescents in Taiwan, school health professionals need to do much 
more regarding the enforcement of laws and regulations, improving professional 
training, and developing organization/community empowerment. Resource mobili-
zation, fund raising, evaluation of the effectiveness of school health programs, the 
promotion of lifestyle changes, and an increase in international collaboration are 
also very important if health promotion is to be actualized.
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Abstract It is important that single-focus, one-shot programs cannot realistically 
reduce absenteeism and long-tem behavior change related health risk, therefore a 
tailored health promotion program including lifestyle factors such as weight 
management, exercise prescription, nutritional counseling, stress management, restful 
sleep, alcohol restriction, and smoking cessation programs would be deemed proper. 
There are several research studies on evidence-based health promotion programs 
and the effectiveness of their intervention in Korean workers. Most effective after 
the implementation of a health promotion program for employees were motivational 
enhancement counseling after the annual health examination, health risk appraisal 
in the hospital setting and workplace setting by the Department of Health & Human 
Resources, as well as in the community setting by public health centers.

1  Background

During the past 40 years, the Republic of Korea has undergone rapid industrialization. 
The national economy and the working population have grown tremendously. As a 
result, the number of industrial accidents and cases of occupational diseases has 
been increasing. The major occupational diseases traditionally were pneumoconiosis, 
hearing impairment due to noise, intoxication of heavy metals such as lead, chrome, 
and mercury, and organic solvents intoxications. Occupational health was the only 
early diagnosis, and treatment by the National Screening Program and health 
education was supported by Occupational Safety and Health Act [1, 2].

However, the work environment and working conditions in Korea were changing 
rapidly and becoming more complex due to technological advances. It is possible 
that these changes may be producing new types of work-related diseases such as 
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cumulative traumatic disease and cardiovascular diseases. Since the economic 
crisis of 1998, unexpected sudden death due to cardiovascular disorder has become 
the leading cause of workers’ compensated work-related death in Korea [3]. Job 
stress, such as overwork or extended working time and shift work or fixed night 
work, has aggravated pre-existing condition such as hypertension and arterioscle-
rosis, resulting in possible stroke and myocardial Infarction.

When in 1995 the Health Promotion Law was enacted in Korea, worksite health 
promotion programs began in only several large-scale enterprises but were rare on 
a small scale (83% of all companies and 55.3% of employees of Korea) [4]. 
Mean ages of employees showed 40.2 (37.9) in 2010 and 43.9 (42.7 in general 
population) years old. The elderly Korean population in 2018 is expected to 
increase by 14% by 2018 [5]. By 2020 the productive population (age 25–49) will 
be only 88% of that in 2008, with poorer health status expected to cause serious 
impairment of economic activity. When employees return to community after 
retirement with chronic diseases such as hypertension, diabetes, arthritis, or cancer, 
consequently they become the so-called aging population who are unable to take 
part in productive work.

The smoking rate in Korean men was 43% as whole, but over 50% in those in 
their 40s (considered the main productive age in society), and the alcohol consump-
tion rate 75%, with 15% participating in moderate-intensity physical activity [6]. 
An overweight and obesity rate of 36% has been reported, and 36% of employees 
have complained of perceived severe stress. Job stress also influences increased 
smoking and alcohol consumption.

At present 24 million (61.7%) of Koreans are working in some form of occupa-
tion. The success of health promotion in this major group is very important.

2  New Trends in Wellness

A workplace health promotion program conducted in a comprehensive and integrated 
fashion is best positioned to bring about change in the health and performance of 
individuals in a workplace. Through behavioral change employees become healthier 
and more productive, leading to economic gains such as reduced sick leave costs, 
workers’ compensation costs, and disability costs, as well as noneconomic gains 
such as more effective performance at work and better stamina and resilience, positive 
attitude, company loyalty, morale, recruitment, and turnover [7].

A number of studies have estimated a return on investment for a comprehensive 
health promotion program [35] as $4.56 on each dollar invested [8]. However, 
employers still hesitate to offer sufficiently intensive and comprehensive health 
promotion programs because they are not convinced that such a program can 
improve health and have a positive financial effect. CEO’s minds are the key element, 
and financial support and human resources is necessary.

It is important that single-focus, one-shot programs cannot realistically reduce 
absenteeism and long-tem behavioral change related to health risks. Therefore a 
tailored health promotion program including seven lifestyle factors, namely weight 
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management, exercise prescription, nutritional counseling, stress management, 
restful sleep, alcohol restriction, and smoking cessation, would be deemed proper.

3  Evidence-Based Workplace Health Promotion  
Program in Korea

A study on the supply and demand for worksite health promotion programs showed 
26.2% for smoking cessation promotion, 22.9% alcohol restriction promotion in 
medium-scale enterprise, and 66.0–46.0% in large-scale enterprises [9]. For smoking 
prevention programs, prohibition of smoking in office and factory were most fre-
quent method, but a campaign on the hazards of alcohol consumption was also popular. 
An analysis of alcohol drinking cessation programs on worksites showed that educa-
tion and lectures on awareness in high-risk employees with abnormal liver function, 
individual counseling with telephone messaging for behavioral change, campaigns 
such as “Love Liver Day,” “No Drinking Day,” “Liver Holiday,” contests related to 
successful alcohol restriction, and environmental support for healthy drinking 
culture were successful [10]. A 9-week intervention program based on a transtheo-
retical model including 20 min of counseling and group discussion 2 times per week, 
with drinking diary, blood chemistry test (liver function, blood sugar), self efficacy, 
blood pressure, and body mass index showed significant improvement in cognition 
behavioral scores and reduction in alcohol consumption [11]. Intensive intervention 
for heavy drinkers with hypertension reduced alcohol consumption and blood pres-
sure [12]. The effectiveness of an anti-smoking readership training program, including 
the benefit of quitting smoking, the laws on smoking restriction, cognitive therapy, 
stress management, nicotine addiction, replacement therapy, case studies on work-
place anti-smoking policy, on the knowledge, attitude, and practice in health managers 
and supervisors in the workplace was demonstrated [13].

One smoking cessation program consisting of two sessions for 2 h per day for 
5 days, including “smoky doll” experience, self-efficacy enhancement training, and 
role play showed an effective decrease in smoking amount and dependency scale 
[14]. A 12-week program of one individual counseling visit per 2 weeks in a small-
scale industry with factory monitoring showed some effect [15]. A full workplace 
smoking ban reduced the current smoking rate by 6.4% and average daily consump-
tion by 3.7 cigarettes, with passive smoke being reduced by 87% [16].

A community health center dietician-supported 10-week nutrition program 
included education 4 times every 2 weeks for obesity, metabolic syndrome, and 
nutrition problems, daily diet composition, alcohol and calorie restriction, and a 
dietary prescription with food exchange table showed a significant reduction of 
weight and body mass index, waist-hip ratio, and blood chemistry [17]. A 12-week 
face-to-face nutrition counseling intervention with physical activity was successful 
in modifying unhealthy eating habits [18].

A worksite-based, post-health examination management system including 
disease treatment and lifestyle modification for smoking and drinking, exercise 
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measures, blood chemistry with 6-month, 12-month, and 18-month interview 
monitoring showed a significant reduction in biochemical items [19]. The 
Government-sponsored workplace cardiovascular disease prevention program, 
KOSHA code H-ll-2004, consisting of visits 2–6 times by occupational nurses with 
health counseling guided by health risk appraisal (HRA) for cardiovascular disease 
occurrence and smoking cessation, and blood pressure, blood sugar, and cholesterol 
checks, improved health status of workers [20]. The health promotion program that 
included smoking cessation, drinking restriction, diet, exercise prescription, and 
stress management was significantly effective in decreasing cardiovascular risk 
factors in subway workers [21] and hypertensives [22]. An intensive exercise program 
of 3–7 times per week for 30–60 min, 40–70% VO

2
max in pre- and mild hyperten-

sives reduced systolic blood pressure from 145.9 to 140.5 mmHg of [23].
Workplace exercise programs improve health, strength, and blood lipid profile. 

Group exercise programs composed of 5 min stretch, 30 min Yoga or aerobics, and 
5 min stretching with personal exercise program of 5 min stretch, 60 min walking 
and muscular training, and 5 min stretch improved cardiopulmonary endurance, 
flexibility, muscle strength, and muscle endurance [24]. Short-term low-intensity 
aerobic training on the physiologic indexes and quality of life was effective in 
middle-aged white collar workers [25]. Exercise aimed at increasing thoracic spine 
mobility had an effect on lumbar stability [26]. Musculoskeletal symptoms were 
significantly improved by 12 weeks in hotel workers [27]. A 6-week three-exercise 
program was effective in improving musculoskeletal symptoms [28].

Exercise therapy was more effective in mood state than was relaxation therapy. 
Exercise therapy consisted of bicycle ergonomics at 60–70%, exercise intensity 
30 min for 3 days a week for 8 weeks, and relaxation therapy modified from 
Jacobson’s relaxation [29]. Stress management counseling for 30 min per week for 
12 weeks comprising understanding job stress, symptom check, enhance coping 
skills, goal setting, relaxation, abnormal breathing, cognitive-behavioral methods, 
and lifestyle modification was effective in reducing job stress [30]. An intervention 
program of exercise, meditation, and deep breathing for 8 weeks was effective in 
improving post-traumatic stress disorder symptoms in subway operators who had 
experienced passengers falling under the train [31].

4  Implementation of Employees’ Health Promotion  
Programs by the Setting Approach

4.1  Guidelines in the Hospital Setting

After an annual health examination with HRA including the seven health risks 
(Weight, Exercise, Nutrition, Stress, Sleep, Alcohol, Smoking; Health Rainbow 
Program, Seoul St. Mary’s Hospital, Catholic University of Korea) (Figs. 1 and 2) 
[32], physicians could take the counseling program for motivational-based 
interviewing. Motivational enhancement therapy is individualized and client-centered 
intervention conducted using the transtheoretical model of change [33].
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Fig. 1 Flow chart of hospital-based lifestyle modification

Fig. 2 Lifestyle Modification Feedback Form in Seoul St. Mary’s Hospital

Questionnaire for HRA

•	 Obesity: body mass index (BMI), weight circumference (WC)
•	 Exercise: Daily exercise habit (frequency, time, type)
•	 Nutrition: Brief food frequency questionnaire (FFQ)
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•	 Stress: Stress response, Depression score, Anxiety score
•	 Sleep: Sleep score
•	 Drinking: Audit (dependency score), amount of daily alcohol consumption
•	 Smoking: Fagastrom score (dependency score), smoking amount

4.2  Guideline in Workplace Setting by the Department of Health 
and Human Resources (Figs. 3 and 4) [34]

4.2.1  Protocol 1: The Companies Have No Concept to Prevent WRCVD

Guideline to promote awareness

�How does the lifestyle such as smoking, alcohol consumption, obesity, physical inactivity 
    result in cardiovascular disease  

1. Smoking and vessel : Atherogenic effect

2. Abdominal Obesity and inactivity = Insulin resistance syndrome

Metabolic sydrome

3. Alcohol consumption and stroke: increase the blood pressure, cerebral hemorrhage

Disability
or

Death

Stroke
Myocardial
Infarction

BP≥130/85, or drug

WHR M≥90cm≥80cm

HDL-C Male<40mg/d`
            Female<50mg/d`

TG≥150mg/d`

FBS≥100mg/d`,or Angiotensine
       or Insulin
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4.2.2  Protocol 2: For the Companies Interested in Prevention of WRCVD  
But Have No Intention to Implement It

 Why dose the management of WRCVD is important? 

 What is the health promotion program to prevent WRCVD?

  What is the benefits in company?

1. The number of death and disease due to WRCVD were increased.
2. Life style factors such as smoking, alcohol consumption, obesity, stress are associated.  

3. WRCVD results in 100% loss of working ability. 
4. Management system and prevention program such as smoking cessation
   program, exercises, and stress management program are effective.

1. Enhance the organization’s image 
2. Improve employee health 
3. Improve productive, morale 
4. Reduce health care rusts

Comprehensive Health Promotion Program[35]

- Employee Ownership
- Corporate policies 
- Physical environment
- Corporate work protocols
- Ongoing Process & structures

Newsletter Special Events

Flyers

Posters Brown Bag Lunch seminars

1. Orientation

Personal 
Assessment

3. Goal Settin g4. Skill Building

Ongoing
Programs

6. 
Leadership
Training

Meetings

I. AWARENESS PROGRAMS

II. BEHEVIOR CHANGE PROGRAM 

III. SUPPORTIVE   VIRONMENT5. 2.
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4.2.3  Protocol 3: For Companies Having No Intention to Maintain,  
Modify, and Expand the Program

* What is the reason not to continue the program?

Reason Recommend

1. No effect
2. Not interesting (CEO, managers, employees)
3. No manpower
4. Not sufficient finance & resources

Find out the problem in design and implement 
Research the need and support assessment
Support cooperating team
Create a fund



4.2.4  Protocol 4: What Should Be Evaluated in Company?

Fig. 3 Development of management system to prevent work-related cardiovascular disease (WRCVD)

1.Whether the work related cardiovascular disease (WRCVD) prevention program is implement?

2. What is Support level of top, middle and health manager?

5. Research of resource  for WRCVD prevalence program  

6. Life style research smoking; Need and stage assessment
alcohol consumption, stress, diet    

3. Make the employee committee for WRCVD prevention program?

4. Health risk assessment in the company; 
    work environments, shift, work pattern, prevention of WRCVD

7. Setting realistic goal; decide the priority
   Enhance image, enhance productivity, reduce medical cost  

9. Start of  Program (smoking cessation)

8. Program contents (programs most appropriate for health goals)

10. Evaluation Program & follow-up

•Top management spokesperson
•Health benefits manager
•Recruiting employment manager

classify the workers
Patients -> Tx 
High risk group
Normal

Level of program
I   awareness 
II  behavior
III  environments support 

Operation team

Design the
program

Structure
 What is included in the programs? What is the intervention?
 Where does the program take place?
 How is the program delivered?
 What content is included?
 Who manages the program?
Process
 How many people participate?
 Do participants complete the program?

(continued)
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workers compensation costs due to work-related cardiovascular disease (WRCVD) were increased
Q1. Dose your company suffer form WRCVD?

Q2. Do you know the management system to prevent WRCVD?

The prevention WRCVD is properly treat hypertension, hyper lipedemia, DM,
  and manage life style such as smoking alcohol consumption and obesity

Q3. Do you know concept?

Q4. Do you interested in the management system to prevent WRCVD?

Q5. Do you have a intention to implements of management system to prenent WRCVD?

Q6. Do you conducts the management system to prevent WRCVD?

Q7. Dose your program are operating effectively?

3 protocol

Maintain development of
management system to

prevent WRCVD;
Evaluation of cost, effect

ness for program

Find out the barrier and
Problem; Modify the
management system

mplement of
management system
According to this guideline
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Persuation on effectiveness of
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Q8. Do you have a plan to maintain an d
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Fig. 4 Implementation of health promotion program for WRCVD prevention

 Are participants complete the program?
 Which aspects of the program are best attended?
Outcome
 Does the program improve knowledge about health issues?
 Does the program change behavior?
 Does the program save money?
 What is the return on investment (RO)?
*Which Outcomes Are Most important
– To enhance the organization’s image as caring for its employees
– Improve employees’ health
– Improve productivity
– Improve attitudes and morale
– Reduce health care costs

(continued)
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4.3  Guidelines in the Community Setting by Public Health 
Center [36]

Because small and medium-scale industries have few budget and health resources, 
they could make use of the health personnel and program of the community public 
health center as follows (Fig. 5) [36].

1. Community approach

Guide 1. Survey of workplace and community resources
Guide 2. Marketing plan
Guide 3. Workplace health promotion program in community health center

Fig. 5 Community-setting health promotion program for workers

Medium
scale

Community approach

Government - (M of HWF, M of Labor)

I .cross– setting

Workplace approach

1–W. Diagnosis health problem of workplace

2–W. Need assessment : CEO, Manager, employee

3–W. Required health promotion program

Guide 4Guide 1

Guide 2

Guide 3

Guide 5

Guide 6

Guide 7

Guide 8

Guide 9

Guide 10

Guide 11

Guide 12

4. Select company constant cooperative system
Make health promotion team

5. HRA, Annual screening data, workplace resources

6. Goal setting

7. Implementation
SNAPS

8. Program Evaluation

workplace
Demand scope

1–C. Searching Community Resources

2–C. Community publicity strategy developed of
health promotion project

3–C. Accept applications of Health promotion

Ministry for health,
Ministry of Labor

Education of Manpower
–Community
–workplace 

Community resource
Korea occupational safety&

health agency
Mental health center

Alcohol addiction center
Nutrition Counselling

Private hospital,
Medical examination agency

CROSS-SETTING
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2. Workplace approach

Guide 4. Workers health profile list-up
Guide 5. Need assessment of workers health promotion program and support of 

company
Guide 6. Decision on the level of workplace health promotion program
Guide 7. Cross-setting, team approach with community and workplace resources
Guide 8. Workers’ HRA with annual health screening data
Guide 9. Workplace resources
Guide 10. Goal setting and select specific program
Guide 11. Implementation of tailored health promotion program, Health Rainbow 

Program (weight management, exercise prescription, nutritional counseling, 
stress management, restful sleep, alcohol restriction, and smoking cessation)

Guide 12. Program evaluation

5  Conclusion

It is necessary to develop a policy of cooperation between the Ministry of Health 
and Welfare and the Ministry of Labor in order to develop specific health program-
supporting systems according to companies’ characteristics in order to achieve 
successful health promotion for workers.
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Abstract Workplace health promotion (WHP) in Japan has a relatively long history 
of over 30 years as the Silver Health Plan and the Total Health Promotion Plan, 
which intend to promote workers’ physical and mental health. Recently, karoshi 
(death brought on by overwork or job-related exhaustion) and karo-jisatsu (work-
related suicide) brought on by long working hours have necessitated the implemen-
tation of WHP. Japan is unique in that WHP is stipulated in the Industrial Safety 
and Health Law as employer’s obligations, and several concrete guidelines have 
been issued by the Ministry of Health, Labour and Welfare. Financial assistance 
for enterprises implementing WHP is also a characteristic of Japanese WHP. WHP 
in Japan has emphasized intervention in personal lifestyles. Six types of specialists in 
charge of WHP have been developed. Despite numerous WHP programs being con-
ducted in Japan, few evaluations of WHP programs have been reported in profes-
sional journals. WHP should be conducted under the guidance of occupational safety 
and health management systems. Those in charge of WHP should ask workers the 
meaning of work and life before starting intervention in their personal lifestyles. 
Mechanisms to support the development of appropriate WHP models and methods 
to increase health and well-being in small-scale enterprises should be established. 
WHP should be considered as an important element of corporate responsibility.

1  Introduction

New information and communications technologies are rapidly being imple-
mented in the modern workplace worldwide, and the increasing globalization of 
local economies has increased competition among companies of all nations. 
A large number of companies have been forced to restructure, downsize, outsource, 
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or subcontract, leading to the establishment of small-scale enterprises (SSEs), 
 self-employed workers, fragmented work contracts, precarious job security, and 
elimination of jobs. Subject to these conditions, many workers report psycho-
logical stress related to their working lives, and mental health problems have 
become a major occupational health issue in many nations.

These new social and economic circumstances, new operating conditions, and 
the new problems created by these changes set new challenges for occupational 
health. Measures are required to respond adequately to these changes, and work-
place health promotion (WHP) has emerged as an important measure. WHP got its 
start in the United States and Japan in the 1970s [1, 2]. Following the declaration 
of the Ottawa Charter for health promotion in 1996 [3], and discussions on health 
promotion for working populations held within the World Health Organization in 
1998 [4], WHP was also implemented in European nations in the late 1980s [5].

To answer the question “what should WHP be in the twenty-first century” we 
need to clarify the lessons of past WHP. Based on these lessons, we need to discuss 
future goals of WHP in the twenty-first century. For insights regarding past WHP 
implementations, we draw on the Japanese model. The objective of this chapter is 
to clarify the characteristics of WHP in Japan in order to propose better WHP.

2  Short History of WHP in Japan

WHP emerged in Japan against the backdrop of fears over low productivity due to 
the rising number of older workers. WHP initiatives first appeared in Japan in 1979 
as the Silver Health Plan, as a policy of the Ministry of Labour (currently Ministry 
of Health, Labour and Welfare). It intended to promote the physical health of mid-
dle-aged employees by improving their levels of physical activity [2]. This initiative 
predated by 7 years the 1986 declaration of the Ottawa Charter for health promotion. 
The Silver Health Plan was revised in 1988 as the Total Health Promotion Plan 
(THP), intended to promote the physical and mental health of all employees. 
Therefore Japanese WHP has a relatively long history of over 30 years, but the 
implementation rate of THP is still below 10%. One of the reasons is that companies 
do not perceive the effectiveness of THP in terms of decrease in sickness absence 
and medical expenses, and increase in productivity. The diligent nature of Japanese 
workers may be the reason for the low impact on sickness absence. Costs of health 
insurance are covered by employers and employees on a fifty–fifty basis, so compa-
nies may not feel the importance of lowering medical costs by implementing WHP.

3  New Trend of WHP in Japan

WHP has recently attracted attention in Japan for several reasons. First, due to 
increased competition among companies caused by globalization of the economy, 
there are many workers who have to work longer hours, and the overwork has 
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caused karoshi (death brought on by overwork or job-related exhaustion). Karoshi 
has become a serious social problem as well as occupational health issues in recent 
years. To prevent karoshi, the Ministry of Health, Labour and Welfare (Ministry of 
HLW) issued a notification on the comprehensive measures to prevent ill health due 
to overwork in 2002. Employers were required to reduce overtime work, and to 
provide health guidance by occupational physicians to workers who engage in more 
than 100 h per month of overtime or more than 80 h during the previous 2–6 
months. In 2005, the Industrial Safety and Health Law (ISH Law) was amended to 
reflect the 2002 notification to require employers to implement interviews of over-
worked employees by occupational physicians and to ask for recommendations and 
health advice from them.

In addition, many workers report psychological stress related to their work, and 
mental health problems, especially karo-jisatsu (suicide brought on by overwork or 
job-related exhaustion), have become a major occupational health issue. The pro-
portion of workers feeling severe stress at workplaces has increased steadily, and 
about 60% of workers were reported to feel severe stress in 2002. The number of 
workers who are absent from work due to mental disorders is increasing. In 2000, 
the Ministry of HLW issued guidelines on mental health promotion in the work-
place to promote early detection, treatment, and return to work of depression cases. 
Employers are required to create a mental health promotion plan with special refer-
ence to the system, implementation, manpower, and privacy policy. They are also 
required to implement it through four methods of care: employee’s self-care, line-
care conducted by managers and supervisors, care by the company’s health care 
staff, and care by external health care staff provided, for example, by employee 
assistance program (EAP).

Second, the Health Promotion Act promulgated in 2003 recognizes the impor-
tance of WHP to prevent lifestyle-related diseases among Japanese people, and 
stresses the collaboration of WHP and community health promotion. In 2008, a 
new Act was implemented in order to prevent metabolic syndrome and to contain 
national medical expenditure. Increase in national medical care expenditures is a 
current national issue. The rapid increase of the aging population has resulted in a 
rise in medical costs for the elderly, and is a major reason for the upward trend in 
national medical care expenditure. In fiscal year 2007, national medical care expen-
diture totaled about 31 trillion yen, or approximately 9% of gross domestic product. 
Of this, medical costs for treating the elderly were about half of total medical 
expenditure.

4  Characteristics of WHP in Japan

4.1  WHP Based on Law

The principal law regarding occupational health services is the Industrial Safety 
and Health Law (ISH Law), enacted in 1972 [6]. The purpose of the ISH Law 
is to secure the safety and health of workers in workplaces, as well as to facilitate 
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the establishment of a comfortable working environment. The basis of the THP 
lies in the ISH Law, which stipulates that health promotion is an employer’s obli-
gation [6]. WHP is not defined explicitly, but the revised ISH Law in 1988 
stipulates that the employer shall make continuous and systematic efforts for 
the maintenance and promotion of workers’ health by taking appropriate measures.

4.2  Important Role of Ministry of HLW

It is the Ministry of HLW that has a major interest in WHP because productivity of 
Japanese companies will improve if it is successful. On the contrary, companies 
seem to lack interest in the implementation of THP. The ISH Law stipulates that the 
Minister of HLW shall announce the guidelines for the measures to be taken by the 
employer for the maintenance and promotion of workers’ health in order for such 
measures for the employer to be enforced appropriately and effectively. Under the 
ISH Law, several concrete guidelines have been issued by the Ministry of HLW. 
These include establishment of a health promotion committee in the workplace, 
annual health checkups for all employees, fitness evaluations, creation of more 
comfortable workplaces, anti-smoking guidelines, and mental health promotion 
measures.

4.3  Financial Assistance by the Government

Financial assistance for enterprises implementing WHP is also a characteristic of 
Japanese WHP [7]. In accordance with the law, subsidies are provided for compa-
nies that implement health promotion programs. Two-thirds of the costs of operat-
ing WHP programs over a period of 3 years are reimbursed by the Ministry of 
HLW. From 1999, only small and medium-sized enterprises with fewer than 300 
employees have been eligible to apply for the subsidy program, indicating the 
administrative body’s recognition of the importance of WHP within small and 
medium-sized enterprises.

4.4  Intervention in Personal Lifestyles

The major factors affecting workers’ health in Japan were thought to involve 
workers’ personal lifestyles. Approximately half of them have at least one abnor-
mality in health checkup items. The proportion of habitual exercisers who exercise 
for more than 30 min per day, more than twice per week, and for more than 1 year 
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is approximately 20%. Regarding the trend of nutritional balance, intake of fat 
has gradually increased, and currently is about 25%. The salt intake per day is 
decreasing every year, but is still more than 10 g/day. The smoking rate in men 
has decreased dramatically from 80% in the 1970s to 40% in 2005, but is still 
higher than that of the United States, United Kingdom, and Canada. In 1996, the 
Ministry of HLW issued guidelines on smoking measures in the workplace to 
protect nonsmokers from tobacco smoke and to create comfortable working 
environments.

Consequently, WHP in Japan emphasized intervention in personal lifestyles. 
Guidance on the THP mentions concrete aspects of WHP. The objective of WHP is 
the prevention of lifestyle-related diseases such as hypertension, diabetes, hyper-
lipidemia, and obesity. Thus, the targets concern workers’ lifestyles: nutrition, 
physical activity, smoking, alcohol, and stress management.

4.5  Health Resources

To cope with this need, training programs for personnel in charge of health promo-
tion programs have been developed and implemented. Six types of specialists in 
charge of THP have been developed: occupational physicians responsible for 
health assessment, health care trainers responsible for developing individual exer-
cise regimens, health care leaders responsible for exercise training, occupational 
health educators responsible for health education, mental health advisors respon-
sible for mental health counseling, and occupational dieticians responsible for 
nutrition education. In the revised ISH Law, the functions of health nurses have 
been stipulated, and health nurses are expected to engage in health guidance for 
employees requiring assistance to maintain their health.

4.6  Evaluations of WHP in Japan

Despite numerous WHP programs being conducted in Japan, few evaluations of 
WHP programs have been reported in professional journals with a peer review 
system. Physical exercise programs improved blood pressure [8] and high-density 
lipoprotein cholesterol [9]. Exercise and nutrition programs improved medical 
parameters [10]. Multicomponent programs were effective in improving obesity 
and total cholesterol [11], and blood pressure and low-density lipoprotein cho-
lesterol [12], but THP was not effective [13]. Mental health programs were 
either effective [14] or not effective [15]. A smoking cessation program was 
moderately effective [16]. An oral health program was proved to be cost-effective 
[17]. In interpreting these results, we must consider the publishing bias.
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5  Future Tasks of WHP in Japan

5.1  WHP Under OSHMS

Severe competition due to globalization of the economy, the development of 
information technology, and the change in people’s attitudes toward working life 
have in combination led to significant reform of all aspects of business operations 
and working patterns [18]. These aspects include changes of organizational struc-
ture and management style, and the diversification of working patterns such as 
temporary, flexible and part-time work, telework, and small-office home-office 
(SOHO). To cope with these changes, the Ministry of HLW adopted guidelines 
on the occupational safety and health management system (OSHMS) in 1999. In 
2000, the Ministry of HLW launched a project to promote OSHMS implementa-
tion in companies. Rather than specifying specific measures, the guidelines 
encourage employers to engage in sustained and voluntary activities by establishing 
the OSHMS, which has five steps: risk assessment, planning, implementation, 
evaluation, and application. It should be noted that evaluation is incorporated in 
the OSHMS, which necessitates evaluating WHP programs. WHP is expected to 
conducted under the guidance of OSHMS.

5.2  WHP Considering Work–Life Balance

Japanese workers are generally considered to be very diligent, hard working or even 
workaholic. This mentality influences absence from work and health status. 
Japanese workers’ working time is very long (1 970 h/year) [18], and work–life 
balance is very poor. The average worker is entitled to 18 paid vacation days a year, 
but on average uses just 9 days. The low utilization rate is due to the desire to save 
up the vacation days in the event of sickness or other unforeseeable circumstances, 
as well as the lack of an established mechanism for taking long vacations. These 
attitudes of workers are one of the causes of work-related disease, karoshi and karo-
jisatsu. People in charge of WHP should ask workers the meaning of work and life 
before starting intervention in workers’ personal lifestyles.

5.3  WHP at SSEs

Small-Scale Enterprises (SSEs) with fewer than 50 employees comprise 97% of all 
workplaces and 60% of the employed workforce, but they are not required to 
appoint an occupational physician nor to organize a health committee. Considering 
the key roles of the occupational physician and health committee in WHP, it is 
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difficult for these workplaces to be covered by appropriate WHP. The implementation 
rate of the annual general health examination is lower in SSEs and the imple-
mentation rate of WHP is also lower in SSEs. These facts show that the size of the 
company determines the condition for maintaining and promoting health, and is a 
social determinant of health. Mechanisms to support the development of appropri-
ate WHP models and methods to increase health and well-being in SSEs should 
be established.

5.4  WHP as CSR

Interest in corporate social responsibility (CSR) has been increasing in Japanese 
companies recently. Although CSR is often mentioned and discussed in terms of 
environmental protection and the compliance of laws and regulations, it should 
also be discussed in the field of occupational health. The maintenance and pro-
motion of employees’ health should be an important element of corporate respon-
sibility. However, very few Japanese companies have so far documented CSR 
incorporating occupational safety and health [19, 20]. CSR and the OSHMS 
share a common idea in that both activities are voluntary and do not depend on 
laws and regulation. Both ideas are based on ethics, which should be discussed 
more in the field of occupational health [21], and specifically in WHP.

6  Conclusion

Japanese WHP has a relatively long history of over 30 years as the Silver Health 
Plan and the Total Health Promotion Plan, which intend to promote workers’ physical 
and mental health. Recently, karoshi and karo-jisatsu brought on by long working 
hours have necessitated the implementation of WHP. Japan is unique in that health 
promotion is stipulated in the ISH Law as employer’s obligations, and several con-
crete guidelines have been issued by the Ministry of HLW. Financial assistance for 
enterprises implementing WHP is also a characteristic of Japanese WHP. WHP in 
Japan has emphasized intervention in personal lifestyles. Six types of specialists in 
charge of WHP have been developed. Despite numerous WHP programs being 
conducted in Japan, few evaluations of WHP programs have been reported in pro-
fessional journals with a peer review system. WHP should be conducted under the 
guidance of the OSHMS. Those in charge of WHP should ask workers the meaning 
of work and life before starting intervention in workers’ personal lifestyles. 
Mechanisms to support the development of appropriate WHP models and methods 
to increase health and well-being in SSEs should be established. WHP should be 
considered as an important element of corporate responsibility.
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Abstract Tokyo Gas is a gas company in Japan. The average age of employees in 
this company is increasing year by year. The Tokyo Gas Health Promotion Program 
began in 1978 to prevent the aging effects of the employees and company. Tokyo 
Gas has several health examinations, including a cardiorespiratory fitness test. The 
basic purpose of the health promotion program is to increase physical activity in 
daily life (especially walking). The company strongly recommends daily walking 
during commuting time, working time, and lunch time. Although the average age 
is increasing, the Tokyo Gas Health Promotion Program seems to have stopped 
the increase in the number of days absent due to illness and the aerobic capacity 
(maximal oxygen uptake) of employees has also been increasing. In addition, the 
trend in the number of people who require medical care for cardiovascular disease 
has decreased. The Tokyo Gas Health Promotion program has had several potential 
effects for the employees and the company.

1  Outline of the Tokyo Gas Company

Tokyo Gas is the largest gas company in Japan. Tokyo Gas supplies natural gas 
around the Tokyo Metropolitan area. The total number of employees is about 9 500 
(male: 8 000 and female: 1 500). The average age is around 45 years old (male: 
46 years, female: 44 years) at the end of October 2009.

Tokyo Gas Company’s strategy for staff efficiency is to reduce the number of 
employees and to improve each employee’s ability. In this way, expenditure on 
personnel can be reduced each employee’s working environment and income 
improved. Following this principle, the number of new employees has been 
extended and retirement age has been postponed from 55 to 60 years since 1975. 
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By raising the retirement age, employees’ job skills have been highly improved and 
the technology of the company has advanced. However, prior to this strategy there 
was a possibility of an increase in the number of diseases, and a decrease in the 
ability of the employees to adapt to new technology. These factors might have 
decreased the power of the company to advance further, causing disadvantages for 
both the employees and the company. Figure 1 shows the average age of male 
employees from 1975 to 2009. Average age is increasing year by year at Tokyo Gas. 
During these 34 years, the average age of the employees had increased by approxi-
mately 12 years. Aging is one of the big problems of Tokyo Gas. Figure 2 shows 
the percentage ratio increase of the number of people requiring medical care in each 
age group. Between the ages of 40 and 44, more than 10% of employees had some 
kind of health problem. Above 55, about 40% of employees required medical care. 
Figure 3 shows the medical expenses for each age group. The unit is 1 million yen 
per 1 000 employees. The number does not include the cost of obtaining medicine 
without medical treatments or dental treatments. For employees over 50 years old, 
medical expenses are rapidly increasing according to age. The medical cost of 
employees above the age of 55 is about $2 500 per person.

Fig. 1 Average age of male employees from 1975 to 2009
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Fig. 2 Percentage ratio of the number of people requiring medical care in each age group
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To prevent these aging effects of the employees and company, the Tokyo Gas 
Health Promotion Program began in 1978 to hopefully make the company younger 
and more active than before. This health and physical fitness promotion program is 
considered to be the main and most important procedure among the strategies of the 
personnel board of Tokyo Gas Company.

2  Health Examination

The Industrial Safety and Health Law in Japan requires the employer to conduct 
annual health examinations of all employees, and they are required by law to par-
ticipate. Therefore, all employees are required to take a health examination at least 
once a year and those who are found to have some medical problems are grouped 
into Medical Care Groups. Thereafter, the employees who are not grouped into a 
Medical Care Group are required to take the cardiorespiratory fitness test. Also, all 
employees are required to take blood tests. Those who are 25, 30, 35, over 40 years 
old are required to take a Special Health Examination. The Special Health 
Examination of Tokyo Gas includes digestive tract examination and an electrocar-
diography test. The purpose of the stomach examination is to find stomach cancers 
in their early stage because the incidence of stomach cancer is high in Japan. Any 
applicant who is 40 years or older takes the examination.

At Tokyo Gas, we have measured the cardiorespiratory fitness since 1978. The 
purpose of the cardiorespiratory fitness test is to let the employees understand their 
current aerobic capacity and body condition, and to motivate them to prevent and/
or reduce the incidence of lifestyle-related diseases and obesity. Employees undergo 
a submaximal exercise test on a cycle ergometer to assess cardiorespiratory fitness 
(Fig. 4). Based on the exercise rate and the heart rate, maximal oxygen uptake 
(aerobic capacity) is estimated using Åstrand-Ryhming Nomogram [1] and 
Åstrand’s Nomogram correction factors [2].

Fig. 3 Medical expenses for each age group
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Fig. 4 Physical fitness test (2007)

Fig. 5 Relative risks of the incidence of hypertension, according to cardiorespiratory fitness 
levels. From Sawada et al. [3]; with permission
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We believe that maintaining and increasing cardiorespiratory fitness is very 
important for employees’ health. Sedentary lifestyle causes metabolic syndrome, 
lifestyle-related diseases, or premature death. We therefore strongly recommend a 
more active lifestyle based on current evidence. A few decades ago sufficient evidence 
was not available regarding physical activity and health among the Japanese popula-
tion. However, the evidence is increasing nowadays and includes our study, called 
the Tokyo Gas Study. This study investigates the relationship between physical 
fitness, which is an objective marker of physical activity, and morbidity and mortality 
by a prospective study among Japanese male workers (Figs. 5–10) [3–8].
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Fig. 6 Relative risks of the incidence of type 2 diabetes, according to cardiorespiratory fitness 
levels. From Sawada et al. [4]; with permission

1.00

0.78

0.63
0.56

0.0

0.2

0.4

0.6

0.8

1.0

1.2

Q1 Q2 Q3 Q4

(Low)    <=    Fitness    =>    (High)

R
el

at
iv

e 
R

is
k

Fig. 7 Relative risks of all-cause mortality, according to cardiorespiratory fitness levels. From 
Sawada and Muto [5]; with permission
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Fig. 8 Relative risks of total cancer mortality, according to cardiorespiratory fitness levels. From 
Sawada et al. [6]; with permission
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In addition, body fat was measured by the skin-hold test. Recently, obesity has 
rapidly been on the increase in Japan. Therefore, measurement of obesity is very 
important in such studies. Also, nowadays abdominal circumference is measured 
for the diagnosis of metabolic syndrome.

3  Health Promotion Program

The basic purpose of the Health Promotion Program is to increase physical activity 
in daily life (especially walking) and to teach proper eating habits with reference to 
results of health examinations. For the healthy group, individual health goals for the 
year are set and follow-up is done, “Let’s Walk” excursions are held, contacts with 

Fig. 9 Relative risks of the incidence of type 2 diabetes according to changes in cardiorespiratory 
fitness. From Sawada et al. [7]; with permission
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Fig. 10 Relative risks of the incidence of type 2 diabetes, according to muscular endurance levels. 
From Sawada et al. [8]; with permission
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outside sports clubs are made, and daily exercise activities for each faculty and 
office are held.

We strongly recommend daily walking during commuting time, working time, 
and lunch time. Figure 11 shows the “let’s walk” excursion. We have held this 
program twice a year for several years, and walking has since become very popular 
in Japan. Figure 12 shows heart rate measurement during the walking excursion. 
We measure heart rate before and after the excursion, then we explain to the 
employees that walking can increase heart rate, stimulate cardiorespiratory function, 
and improve cardiorespiratory fitness. Figure 13 shows a walking map for a work-site. 
Tokyo Gas has about 50 branches around the Tokyo area. Tokyo has an extensive 

Fig. 11 “Let’s walk” excursion

Fig. 12 Heart rate measurement during the walking excursion
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Fig. 13 Walking map for a work-site

Fig. 14 Health education class
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Fig. 15 Stretching class at the work-site

railway network, so Tokyo Gas prohibits the use of the employee’s own car for 
commuting. Therefore, we strongly recommend walking during commuting time 
and we created a map for this. The map shows the course from the station to the 
work-site.

Figure 14 shows the health education class. Here again, we recommend walking 
in daily life. There are also fitness classes. Figure 15 shows the stretching class at 
the work-site.

4  Effects of the Health Promotion Program

It is very difficult to evaluate the effect of the Health Promotion Program over the 
long term. Since we do not have a control group, we can only evaluate the trend of 
several key markers for the health promotion program. Also, we have limited data 
with which to evaluate the effects of the program.

Tokyo Gas started the Health Promotion Program in 1978. Figure 16 shows the 
change in the number of days absent due to illness from 1975 to 2009. Days absent 
due to illness is defined by the total number of such days of all employees. Each 
employee who is absent for more than 30 days, including holidays, per year with 
the same illness is counted. Although the average age is increasing, the Tokyo Gas 
Health Promotion Program seems to have stopped the increase in the number of 
days absent due to illness as from 1982.
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Fig. 16 Change in the number of days absent due to illness from 1975 to 2008
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Fig. 18 Change in the number of people who require medical care (cardiovascular disease) from 
1975 to 1991
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Figure 17 shows the average maximal oxygen uptake from 1980 to 1987. 
Although the average age was increasing, the aerobic capacity (maximal oxygen 
uptake) was also increasing but usually decreases with age. These data show the 
possibility of the effect of the Health Promotion Program.

Figure 18 shows the change in the number of people who require medical care 
(cardiovascular disease). The previous study showed that there is an inverse rela-
tionship between the aerobic capacity and the incidence of cardiovascular disease 
[3, 9]. The aerobic capacity of Tokyo Gas employees has increased since 1983. The 
trend in the number of people who require medical care for cardiovascular disease 
has changed since 1983. These data suggest the possibility of a positive effect of 
the Health Promotion Program.

5  Conclusion

The Tokyo Gas Health Promotion Program began in 1978 to prevent the aging 
effect of the employees and company. This program encourages a physically active 
lifestyle to prevent metabolic syndrome, lifestyle-related diseases, and premature 
death. This program has several potential effects for the employees and the company. 
Workplace health promotion is valuable. However, we need more evidence regarding 
health promotion programs in the workplace.
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Abstract Using the database of PubMed, a literature search concerning meta-analysis 
of the relationships between physical activity and stroke, cardiovascular disease 
(CVD), or cancer has been conducted. Three meta-analysis studies of physical 
activity and stroke, four studies of CVD, and seven studies of cancer were retrieved. 
The results showed that the relative risk of stroke in highly active person was 0.75 
(95% confidence interval [CI]: 0.67–0.84) for ischemic, 0.67 (95% CI: 0.52–0.86) 
for hemorrhage, and 0.71 (95% CI: 0.64–0.80) for unspecified type. Meta-analysis 
of prospective cohort studies showed a strong dose–response relationship between 
walking level and risk reduction for coronary heart disease (CHD) in both sexes. 
The minimum level of physical activity that showed a significant suppressive effect 
for the onset of CHD is estimated to be three hours walking per 1 week. For the 
relationship between physical activity and cancer risk, greater physical activity 
reduced the risk of colon cancer by 20%, pancreatic cancer by 25%, and lung 
cancer by 30% in both men and women, and ovarian cancer by 25% in women. In 
conclusion, maintaining moderate to high levels of physical activity in daily life 
might reduce the risk of stroke, CHD, and some types of cancer.

1  Introduction

The aging of the population has been rapidly proceeding in Japan and other Asian 
countries. In these countries, maintaining and promoting the health of the people is 
an important public health issue. Preventing major diseases such as cancer, stroke, 
and cardiovascular diseases (CVD) is essential for an individual to maintain a quality 
of life (QOL) throughout a lifetime. In addition to the individual benefit of health 
promotion, social benefits such as a reduction of the medical cost and restraint of 
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the nursing-care costs are expected. For these expected outcomes, health promotion 
is considered to be an important measure in building a healthy aged society for the 
future in Japan and other Asian countries. For the achievement of these outcomes 
of health promotion, various programs and strategies based on scientific evidence 
are being implemented in a public health setting. In this chapter evidence reported 
during the last decade concerning the effect of physical activity on prevention of 
major diseases was reviewed.

2  Literature Search of Scientific Evidence of Physical Activity

During the last few decades, many epidemiological studies about the relationships 
between physical activity and the incidence of stroke, CVD, and cancer have been 
reported. Recently, a meta-analysis based on a systematic review of those findings 
has been performed in order to obtain a high-quality conclusion on these relation-
ships. The author conducted literature search concerning meta-analysis of the rela-
tionships between physical activity and stroke, CVD, or cancer using the database 
of PubMed. From the search three meta-analysis studies of physical activity and 
stroke, four studies of CVD, and seven studies of cancer were retrieved, which are 
summarized in Tables 1–3.

3  Effect of Physical Activity on the Risk of Stroke

During the last 10 years, three meta-analysis studies about the relationship between 
physical activity and the risk of stroke have been reported. The summary character-
istics and results of the meta-analysis are shown in Table 1.

Lee et al. reported the results of a meta-analysis that examined the overall asso-
ciation between physical activity and stroke incidence or mortality. They searched 
MEDLINE from 1966 to 2002 and identified 23 studies (18 cohort and 5 case–
control) that met inclusion criteria. Based on these papers, they estimated the 
overall relative risk (RR) of stroke incidence or mortality for highly and moder-
ately active individuals against individuals with low levels of activity. They 
reported a significant reduction in risk of total and subtype (ischemic, hemor-
rhagic) of stroke in active individuals compared with inactive persons in cohort 
studies. Highly active individuals had a 25% lower risk of total stroke incidence or 
mortality (RR = 0.75; 95% CI: 0.69–0.82), 21% lower ischemic stroke (RR = 0.79; 
95% CI: 0.69–0.91), and 34% lower hemorrhagic stroke (RR = 0.66; 95% CI: 
0.48–0.91) than in lowly active persons. They also found a significantly lower risk 
of total stroke (RR = 0.83; 95% CI: 0.76–0.89) in moderately active persons com-
pared with lowly active subjects, but no different risk for subtypes between the two 
groups [12].
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Wendel-Vos et al. separately examined a protective effect of occupational and 
leisure-time physical activity on total and subtype strokes, based on 24 qualified 
cohort studies including 16 articles in the paper of Lee et al. [12]. In studies of 
occupational physical activity, active persons showed a protective effect on both 
ischemic and hemorrhagic strokes, but no different effect on total stroke, compared 
with inactive persons. Active individuals also showed a significantly lower relative 
risk of ischemic stroke (RR = 0.77; 95% CI: 0.60–0.98) compared with moderately 
active persons. Comparisons of the risk between moderately active and inactive 
individuals showed a significantly lower relative risk of total stroke (RR = 0.64; 
95% CI: 0.48–0.87), but no difference in the risk of the two subtypes. In studies of 
leisure-time physical activity, comparisons of the risk between active and inactive 
individuals showed significant lower relative risks of total (RR = 0.78; 95% CI: 
0.71–0.85), hemorrhagic (RR = 0.74; 95% CI: 0.57–0.96), and ischemic (RR = 0.79; 
95% CI: 0.69–0.91) strokes, but no difference between active and moderately active 
persons. The moderately active people showed a significantly lower risk of total 
stroke (RR = 0.85; 95% CI: 0.78–0.93), but no difference in the risk of subtypes 
compared to an inactive counterpart [6].

Recently, Reimers et al. performed separate meta-analyses for subtypes of 
stroke and for men and women using 33 prospective cohort studies including 20 
new articles published from 2003 to 2009. The results of the combined studies 
showed that physical activity reduced the risk of all types of stroke (ischemic, 
hemorrhage, and undifferentiated type of stroke). The relative risk of fatal or 
nonfatal cerebral ischemic stroke was 0.75 (95% CI: 0.67–0.84) in highly active 
versus lowly active persons, while the corresponding figures for cerebral hem-
orrhage and unspecified type were 0.67 (95% CI: 0.52–0.86) and 0.71 (95% CI: 
0.64–0.80), respectively. These relative risks were almost same as those 
reported by Lee et al. in 2003. In separate studies for sex, highly active men 
showed significant reductions of every three types of relative risk compared 
with lowly active men: ischemic (RR = 0.73; 95% CI: 0.65–0.83), hemorrhagic 
(RR = 0.60; 95% CI: 0.43–0.83), undifferentiated (RR = 0.72; 95% CI: 0.64–
0.80). Active women, however, showed a statistically significant reduction only 
in undifferentiated risk (RR = 0.71; 95% CI: 0.58–0.88) compared with lowly 
active women [9].

Pursuant to these results of meta-analysis studies about the relationship between 
physical activity and the risk of stroke, it should be concluded that physical activity, 
in general, has an independent protective effect against cerebrovascular events. This 
protective effect of physical activity on the incidence or mortality of stroke is 
obtained for moderately and highly intense physical activity in both occupational 
and leisure-time physical activity. However, this positive effect of physical activity 
on risk reduction of stroke might be limited for men, and it remains an open ques-
tion regarding this gender difference. None of these meta-analysis studies has 
demonstrated a clear dose–response relationship between the magnitude of risk 
reduction and the extent of physical activity.
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4  Effect of Physical Activity on the Risk  
of Cardiovascular Disease

Many cohort studies examining the relationship between physical activity and the 
risk of CVD have been performed, and several meta-analysis studies have been 
published during the last 10 years. Summary characteristics and results of these 
meta-analyses are shown in Table 2.

Using 30 qualified original articles from 1966 to 2003, Oguma and Shinoda exam-
ined the dose–response relationship between physical activity and CVD outcomes in 
initially healthy women. They reported that the relative risk showed a significant 
dose–response relationship for coronary heart disease (CHD) (RR = 0.78, 0.53, 0.61) 
and for overall CVD (RR = 0.82, 0.78), despite the small number of the article com-
bined in this study (n = 5 in CHD, n = 6 in CVD). They also reported that walking time 
of 1 h per week was associated with reduced risk of CVD outcome [10].

In 2008, two meta-analyses of prospective cohort studies were reported on the 
preventive role of different type of physical activity in CVD. Sofi et al. examined 
the suppressive effect of physical activity during leisure time on CHD, based on 26 
cohort studies that met the inclusion criteria. The overall analysis showed that indi-
viduals who reported performing a high level of leisure-time physical activity had 
significant protection against CHD (RR = 0.73; 95% CI: 0.66–0.80). A similar sig-
nificant protection against CHD for individuals who practiced a moderate level of 
leisure-time physical activity has been also demonstrated (RR = 0.88; 95% 
CI: 0.83–0.93) [3]. In another meta-analysis, Hamer and Chida examined the sig-
nificance of walking, which is the most common and popular form of physical 
activity in the general population, on the risk of CVD in healthy men and women. 
The results of the analysis on prospective cohort studies of walking showed that the 
pooled hazard ratio (HR) of CVD in the highest walking category compared with 
the lowest was 0.69 (95% CI: 0.61–0.77) for combined data and that the almost 
same relative risk for men (RR = 0.68, 95% CI: 0.55–0.85) and women (RR = 0.69, 
95% CI: 0.61–0.77) were observed. They suggested that walking pace was a stron-
ger independent predictor of overall risk than walking volume (48% versus 26% 
risk reductions). There was also evidence of a dose–response relationship across the 
highest, intermediate, and lowest walking categories in relation to the outcome 
measures [7].

The most recent meta-analysis by Zheng et al. in 2009 examined the dose–
response relationship between walking and CHD risk reduction. They focused on 
quantifying the dose of physical activity to provide the significant effect of the CHD 
risk reduction based on the type of walking measure: intensity (metabolic equivalent 
of task hours per week; MET-h/week), pace (km/h), and time (h/week). Among the 
studies on walking and CHD primary prevention from 1954 to 2007, a total of 11 
prospective cohort studies were extracted in this study. They reported a strong dose–
response relationship between walking level and CHD risk reduction in both males 
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and females. The results of the meta-analysis of the prospective cohort studies 
showed that an increment of 8 MET-h/week was associated with 19% CHD risk 
reduction (RR = 0.81, 95% CI: 0.77–0.86) in the overall study. The subgroup analysis 
by gender showed that CHD risk decreased by 21% (RR = 0.79, 95% CI: 0.71–0.88) 
in males and 17% (RR = 0.83, 95% CI: 0.77–0.90) in females for an increment of 
8 MET-h/week. An increment of 8 MET-h/week is equivalent to an increment of 
approximately 30 min of normal walking a day for 5 days a week. Regarding walking 
pace in the overall study, an increment of 2 km/h was associated with 21% reduced 
risk of CHD (RR = 0.79, 95% CI: 0.73–0.85). An increment of 3.5 h/week (30 min a 
day) of normal walking was significantly associated with 32% CHD risk reduction 
(RR = 0.68, 95% CI: 0.52–0.89) [13].

From the results of these meta-analysis studies, it should be concluded that the 
relative risk shows a dose–response relationship between leisure-time physical 
activity and walking levels, and that the risk for developing CHD decreases as 
walking time increases in both males and females The minimum level of physical 
activity that showed a significant suppressive effect for the CHD onset is estimated 
to be 3 h walking per week or 30 min normal walking a day for 5–7 days a week.

5  Effect of Physical Activity on the Risk for Cancer

During the last two decades, epidemiological study on the relationship between 
physical activity and cancer has been increasing, and many meta-analysis studies 
with these observational studies have been reported during the last 10 years. 
Summary characteristics and results of the meta-analyses are shown in Table 3.

Among the various types of cancer, colon cancer has been well established to 
have an inverse association with physical activity. In 2009, three meta-analysis studies 
on the association between physical activity and colon cancer were reported. Wolin 
et al., using 28 qualified prospective cohort studies, reported that individuals with a 
high level of physical activity had a 17% lower risk of colon cancer (RR = 0.83; 95% 
CI: 0.78–0.88) compared with inactive individuals in the overall subjects. They 
stratified the analyses by gender and the type of physical activity, and reported that 
the risk reduction of colon cancer was larger in men (RR = 0.81, 95% CI: 0.73–0.89) 
than in women (RR = 0.89, 95% CI: 0.81–0.99). For the type of physical activity, the 
risk reduction was at almost the same level in each domain of physical activity; 
RR = 0.85, 95% CI: 0.77–0.93 for occupational physical activity, and RR = 0.82, 95% 
CI: 0.75–0.87 for leisure-time physical activity, respectively [8]. Huxley et al. also 
reported a large risk reduction of colon cancer of 24% (RR = 0.76, 95% CI: 0.71–
0.82), based on 24 qualified prospective cohort studies [1]. Harriss et al. reported a 
larger risk reduction of colon cancer in males (RR = 0.80, 95% CI: 0.67–0.96) than 
in females (RR = 0.86, 95% CI: 0.76–0.98), based on the association with the level 
of leisure-time physical activity [5]. However, for the rectal cancer, Huxley et al. [1] 
and Harriss et al. [5] reported no significant risk reduction with total physical activity 
or leisure-time physical activity.



282 T. Arao

Ta
bl

e 
3 

Su
m

m
ar

y 
ch

ar
ac

te
ri

st
ic

s 
an

d 
re

su
lts

 o
f 

m
et

a-
an

al
ys

is
 o

f 
ph

ys
ic

al
 a

ct
iv

ity
 a

nd
 th

e 
ri

sk
 o

f 
ca

nc
er

A
ut

ho
rs

D
at

a 
so

ur
ce

St
ud

y 
de

si
gn

N
o.

 o
f 

st
ud

ie
s

Ty
pe

 o
f 

ph
ys

ic
al

 a
ct

iv
ity

Se
x

O
ut

co
m

e 
ty

pe
 

of
 c

an
ce

r
R

el
at

iv
e 

ri
sk

95
%

 
C

on
fi

de
nc

e 
in

te
rv

al

O
’R

or
ke

 e
t a

l.
[8

]
C

oh
or

t
5

To
ta

l P
A

M
 +

 F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.7

2
0.

52
–0

.9
9

C
oh

or
t

4
O

cc
up

at
io

na
l P

A
M

 +
 F

Pa
nc

re
at

ic
H

 v
s 

L
: 0

.7
5

0.
59

–0
.9

6
C

oh
or

t
16

R
ec

re
at

io
na

l P
A

M
 +

 F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.9

4
0.

88
–1

.0
1

C
oh

or
t

5
T

ra
ns

po
rt

 P
A

M
 +

 F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.7

7
0.

55
–1

.1
0

C
oh

or
t

2
L

ow
 in

te
ns

ity
 P

A
M

 +
 F

Pa
nc

re
at

ic
H

 v
s 

L
: 1

.0
1

0.
77

–1
.3

4
C

oh
or

t
6

M
od

er
at

e 
in

te
ns

ity
 P

A
M

 +
 F

Pa
nc

re
at

ic
H

 v
s 

L
: 0

.7
9

0.
52

–1
.2

0
C

oh
or

t
9

V
ig

or
ou

s 
in

te
ns

ity
 P

A
M

 +
 F

Pa
nc

re
at

ic
H

 v
s 

L
: 0

.9
7

0.
88

–1
.0

7
C

oh
or

t
10

L
ei

su
re

-t
im

e 
PA

M
C

ol
on

U
M

 v
s 

L
M

: 0
.8

0
0.

67
–0

.9
6

H
ar

ri
ss

 e
t a

l.
[9

]
C

oh
or

t
9

L
ei

su
re

-t
im

e 
PA

F
C

ol
on

U
M

 v
s 

L
M

: 0
.8

6
0.

76
–0

.9
8

C
oh

or
t

8
L

ei
su

re
-t

im
e 

PA
M

R
ec

ta
l

U
M

 v
s 

L
M

: 1
.0

2
0.

83
–1

.2
6

C
oh

or
t

4
L

ei
su

re
-t

im
e 

PA
F

R
ec

ta
l

U
M

 v
s 

L
M

: 1
.2

9
0.

82
–2

.0
1

C
oh

or
t

24
To

ta
l P

A
M

 +
 F

C
ol

on
H

 v
s 

L
: 0

.7
6

0.
71

–0
.8

2
H

ux
le

y 
et

 a
l.

[1
0]

C
oh

or
t

18
To

ta
l P

A
M

 +
 F

R
ec

ta
l

H
 v

s 
L

: 0
.9

4
0.

86
–1

.0
3

C
oh

or
t

14
To

ta
l P

A
M

 +
 F

C
ol

or
ec

ta
l

H
 v

s 
L

: 0
.7

8
0.

72
–0

.8
5

C
oh

or
t

56
To

ta
l P

A
M

 +
 F

Po
ol

ed
H

 v
s 

L
: 0

.8
1

0.
77

–0
.8

6
C

oh
or

t
31

To
ta

l P
A

M
Po

ol
ed

H
 v

s 
L

: 0
.7

8
0.

72
–0

.8
4

C
oh

or
t

20
To

ta
l P

A
F

Po
ol

ed
H

 v
s 

L
: 0

.8
7

0.
79

–0
.9

6
C

oh
or

t
13

O
cc

up
at

io
na

l P
A

M
 +

 F
Po

ol
ed

H
 v

s 
L

: 0
.8

3
0.

76
–0

.9
0

C
oh

or
t

18
L

ei
su

re
 a

nd
  

re
cr

ea
tio

na
l P

A
M

 +
 F

Po
ol

ed
H

 v
s 

L
: 0

.7
4

0.
61

–0
.8

3

C
oh

or
t

28
To

ta
l P

A
M

 +
 F

C
ol

on
M

a 
vs

 L
a:

0.
83

0.
78

–0
.8

8
C

oh
or

t
11

To
ta

l P
A

M
C

ol
on

M
a 

vs
 L

a:
0.

81
0.

73
–0

.8
9

W
ol

in
 e

t a
l.

[1
1]

C
oh

or
t

10
To

ta
l P

A
F

C
ol

on
M

a 
vs

 L
a:

0.
89

0.
81

–0
.9

9
C

oh
or

t
15

O
cc

up
at

io
na

l P
A

M
 +

 F
C

ol
on

M
a 

vs
 L

a:
0.

85
0.

77
–0

.9
3

C
oh

or
t

16
L

ei
su

re
 a

nd
 R

ec
re

a-
 P

A
M

 +
 F

C
ol

on
M

a 
vs

 L
a:

0.
82

0.
75

–0
.8

7



283Meta-Analyses of Exercise Epidemiology
A

ut
ho

rs
D

at
a 

so
ur

ce
St

ud
y 

de
si

gn
N

o.
 o

f 
st

ud
ie

s
Ty

pe
 o

f 
ph

ys
ic

al
 a

ct
iv

ity
Se

x
O

ut
co

m
e 

ty
pe

 
of

 c
an

ce
r

R
el

at
iv

e 
ri

sk

95
%

 
C

on
fi

de
nc

e 
in

te
rv

al

B
ao

 a
nd

 
M

ic
ha

ud
[1

2]
C

oh
or

t
5

To
ta

l P
A

M
 +

 F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.7

6
0.

53
–1

.0
9

C
oh

or
t

3
O

cc
up

at
io

na
l P

A
M

 +
 F

Pa
nc

re
at

ic
H

 v
s 

L
: 0

.7
5

0.
58

–0
.9

6
C

oh
or

t
14

L
ei

su
re

-t
im

e 
PA

M
 +

 F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.9

4
0.

83
–1

.0
5

C
oh

or
t

9
L

ei
su

re
-t

im
e 

PA
M

Pa
nc

re
at

ic
H

 v
s 

L
: 0

.9
2

0.
78

–1
.0

9
C

oh
or

t
8

L
ei

su
re

-t
im

e 
PA

F
Pa

nc
re

at
ic

H
 v

s 
L

: 0
.9

0
0.

70
–1

.1
6

O
ls

en
 e

t a
l.

[1
3]

C
as

e–
co

nt
ro

l
6

R
ec

re
at

io
na

l P
A

F
E

pi
th

el
ia

l 
ov

ar
ia

n
H

 v
s 

L
: 0

.7
9

0.
70

–0
.8

5

C
oh

or
t

6
R

ec
re

at
io

na
l P

A
F

E
pi

th
el

ia
l 

ov
ar

ia
n

H
 v

s 
L

: 0
.8

1
0.

57
–1

.1
7

C
oh

or
t

5
R

ec
re

at
io

na
l P

A
F

E
pi

th
el

ia
l 

ov
ar

ia
n

H
 v

s 
L

: 0
.7

2
0.

53
–0

.9
8

Ta
rd

on
 e

t a
l.

[1
4]

C
oh

or
t (

6)
 

C
as

e–
co

nt
ro

l (
1)

7
L

ei
su

re
-t

im
e 

PA
M

L
un

g
H

 v
s 

L
: 0

.7
5

0.
66

–0
.8

6

C
oh

or
t (

2)
 

C
as

e–
co

nt
ro

l (
2)

4
L

ei
su

re
-t

im
e 

PA
F

L
un

g
H

 v
s 

L
: 0

.6
2

0.
48

–0
.7

9

C
oh

or
t (

8)
 

C
as

e–
co

nt
ro

l (
3)

11
L

ei
su

re
-t

im
e 

PA
M

 +
 F

L
un

g
H

 v
s 

L
: 0

.7
0

0.
62

–0
.7

9

H
, 

M
, 

L
 h

ig
h,

 m
od

er
at

e,
 a

nd
 l

ow
 p

hy
si

ca
l 

ac
tiv

ity
, 

PA
 p

hy
si

ca
l 

ac
tiv

ity
, 

F
 f

em
al

e,
 M

 m
al

e,
 M

a 
m

os
t 

ac
tiv

e,
 L

a 
le

as
t 

ac
tiv

e,
 U

M
 u

pp
er

m
os

t 
ca

te
go

ri
es

 f
or

 
le

is
ur

e-
tim

e 
ph

ys
ic

al
 a

ct
iv

ity
, L

M
 lo

w
er

m
os

t c
at

eg
or

ie
s 

fo
r 

le
is

ur
e-

tim
e 

ph
ys

ic
al

 a
ct

iv
ity



284 T. Arao

Regarding pancreatic cancer, O’Rorke et al. reported a significant reduction of 
risk with higher levels of total (RR = 0.72, 95% CI: 0.52–0.99) and occupational 
(RR = 0.75, 95% CI: 0.59–0.96) physical activities [14]. Bao and Michaud also 
reported a significantly reduced risk (RR = 0.75, 95% CI: 0.58–0.96) with occupa-
tional physical activity [2]. However, no significant inverse relationships were 
reported between risk of pancreatic cancer and recreational, leisure-time, or trans-
port physical activities. No association between exercise intensity and the risk of 
pancreatic cancer were reported [14].

For lung cancer, although relatively few epidemiological studies were available, 
Tardon et al. conducted a meta-analysis to assess a relationship between physical 
activity and the risk of lung cancer. They conducted literature searches and finally 
selected nine papers (seven cohort studies, two case–control studies) for the meta-
analysis. They estimated a combined smoking-adjusted odds ratio (OR) for the 
assessment of the relationship and reported that leisure-time physical activity 
showed a clear inverse association with lung cancer risk. The combined OR for both 
sexes was 0.87 (95% CI: 0.79–0.95) for moderate leisure-time physical activity and 
0.70 (95% CI: 0.62–0.79) for high activity in comparison to the low physical activity 
category. The same inverse relationship was observed for both males (OR = 0.75, 
95% CI: 0.66–0.86 for high; RR = 0.93, 95% CI: 0.85–1.00 for moderate) and 
females (OR = 0.62, 95% CI: 0.48–0.79, OR = 0.77, 95% CI: 0.66–0.89), respec-
tively. This relationship was somewhat greater for females than for males [11].

Regarding epithelial ovarian cancer, several epidemiological studies examining 
the relationship between physical activity and risk of ovarian cancer have been 
reported. Recently, Olsen et al. conducted a meta-analysis for these observational 
studies to examine the relationship. Twelve studies (six case–control studies, six 
cohort studies) met the inclusion criteria and were included in the meta-analysis. 
For cohort studies, the pooled RR of ovarian cancer in the highest category of rec-
reational physical activity compared with those in the lowest category was 0.81 
(95% CI: 0.57–1.17). Excluding a study showing the outlying result gave a pooled 
RR of 0.72 (95% CI: 0.53–0.98). For case–control studies, the pooled RR based on 
six studies was 0.79 (95% CI: 0.70–0.85). For all studies, the pooled RR was 0.81 
(95% CI: 0.72–0.92). Based on these results, it was concluded that a modest inverse 
relationship exists between a level of recreational physical activity and the risk of 
ovarian cancer [4].

There has been epidemiologic evidence on the relation of physical activity to 
some other types of cancer such as breast, prostate, and endometrial cancers. 
However, the benefit of regular physical activity in the prevention of these types of 
cancer is not as clear as with the types of cancer stated above, probably because of 
the small number of studies reported.

In summary, the present review of meta-analyses for the relationship between 
physical activity and cancer risk suggest that greater physical activity is associated 
with a risk reduction in some types of cancer but not in other types. Increased 
physical activity may reduce the risk of colon cancer by 20%, pancreatic cancer by 
25%, and lung cancer by 30% in both men and women, and ovarian cancer by 25% 
in women.
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In conclusion, physical activity, in general, has an independent protective effect 
against cerebrovascular events. This protective effect of physical activity on the inci-
dence or mortality of stroke is obtained for moderately and highly intense physical 
activity in both occupational and leisure-time physical activity. However, this positive 
effect of physical activity on risk reduction of stroke might be limited for men. 
Meta-analyses of prospective cohort studies showed a strong dose–response 
relationship between walking level and CHD risk reduction in both sexes. The 
minimum level of physical activity that showed a significant suppressive effect for 
the onset of CHD is estimated to be 3 h walking per week or 30 min normal walking 
per day for 5–7 days a week. For the relationship between physical activity and 
cancer risk, greater physical activity reduced the risk of colon, pancreatic, and lung 
cancers in both men and women, and ovarian cancer in women. Maintaining 
moderate to high levels of physical activity in daily life might reduce the risk of 
stroke, CHD, and some types of cancer.

For the next step of the scientific evidence accumulation, additional research on 
the type, intensity, and duration of physical activity that may afford the greatest risk 
reduction of various types of cancer should be conducted. Furthermore, the mecha-
nism responsible for the benefits of physical activity on the risk of cancer should 
be examined.
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Abstract This chapter reviews the scientific literature on computer-tailored 
intervention for healthy adults that targeted both physical activity and healthy eating. 
Systematic literature searches were performed using two databases: PubMed and 
the Cochrane Library. Articles published in scientific journals were included 
if they evaluated an intervention for both physical activity and healthy eating, 
or focused on weight loss, used a randomized design, and measured outcomes 
after a follow-up period. As a result, 21 publications were identified. Computer-
tailored interventions were superior to no intervention. It is unclear whether 
adding different components to the intervention increases the behavior change. 
Improving methodological quality of the intervention is needed. Computer-
tailored technologies have dramatically grown in the past decade and may have 
promise in multiple-behavior interventions for health.

1  Introduction

Epidemiological research shows that regular physical activity and healthy eating 
can help to prevent and manage coronary heart disease, hypertension, noninsulin-
dependent diabetes mellitus, osteoporosis, and obesity [1–3]. However, large pro-
portions of the postindustrial society do not meet the recommended guidelines for 
these behaviors. In general, it is not easy for an individual to modify their lifestyle 
and even if they succeeded in doing so, maintaining the new regime can be difficult. 
Multiple-behavior interventions promise to have a much greater impact on public 
health than single-behavior interventions [4]. The combined approach of physical 
activity and healthy eating can be more effective than either alone in reducing 
body weight as well as visceral fat [2]. In the past two decades, computer-tailored 
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interventions have been developed to promote physical activity and healthy eating. 
Compared with traditional face-to-face and “one size fits all” programs, there are 
many potential advantages of a computer-tailored intervention. This approach has 
high flexibility and interaction to meet individual needs while maintaining a conve-
nient format [5]. Most adults would be interested in and participate in low-cost, 
minimal-contact programs for exercise and weight control [6]. Furthermore, the 
strength of this approach is that it can be accessed by a large number of individuals 
and groups. Previous reviews on the effectiveness of Web-based intervention for 
physical activity and healthy eating have indicated that using computer-tailored 
technology is a promising approach [7]. However, most of these reviews need to be 
updated as they comprised studies that were conducted between 2000 and 2006. 
Recently, a number of computer-tailored interventions have been conducted in 
European and Asian-Pacific countries. Furthermore, specific methodological char-
acteristics of studies, such as frequency of the individualized mailing and advice, 
intervention channel (e.g., Website only or a mix of email, print materials, and 
onsite personal delivery) have not been addressed in reviews of computer-tailored 
intervention studies.

The aim of this review is to systematically assess both methodological quality 
and the effectiveness of multiple behavior interventions designed to promote both 
physical activity and healthy eating in healthy adults using computer-tailored inter-
vention in randomized controlled trials only.

2  Methods

2.1  Search Strategy

Intervention studies published from 1965 to March 2010 were identified through a 
structured electronic database search in PubMed and the Cochrane Library. The 
search strategy consisted of the AND combination of four main concepts: physical 
activity, dietary behavior, information technology, and intervention. For these four 
concepts, all relevant keyword variations were used. As a result, the search con-
sisted of the combination of following terms: (1) Physical activity OR exercise OR 
exercise* OR physical activities OR physical inactivity OR physical education 
OR fitness OR exercise therapy; (2) Food intake OR nutrition OR dietary intake OR 
food choice OR high-fat diet OR diet OR energy intake OR fat intake OR fruit 
OR vegetable OR fiber intake OR dietary behavior* OR nutrition assessment;  
(3) Information technology OR internet OR worldwideweb OR world wide web OR 
web OR interactive OR email OR e-mail OR mailing OR electronic mail OR 
tailored OR print OR individualized OR telephone OR systemic; and (4) Intervention* 
OR intervention OR treatment outcome OR intervention studies OR epidemiologic 
study characteristics OR study characteristics OR epidemiologic methods OR 
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program OR programs OR programme OR programmes OR programmed OR 
program evaluation OR counseling.

2.2  Selection of Articles

For inclusion in this review, the studies had to examine a computer-tailored interven-
tion aimed at physical activity and healthy eating in primary prevention. Computer-
tailored intervention was defined as a non–face-to-face program predominantly using 
information technology, such as email or the Internet or computer-tailored materials 
(excluding telephone counseling by humans) for primary prevention. We used the defi-
nition of tailored materials as “intended to reach one specific person, are based on 
characteristics that are unique to that person, are related to the outcome of interest, and 
have been derived from an individual assessment” [8]. Also, primary prevention was 
defined as the action taken to avoid or remove the cause of a health problem in appar-
ently healthy participants before it arises. The reference lists of the selected articles 
were checked for additional eligible articles, using the same inclusion criteria. The 
articles were independently selected and assessed by two reviewers. Only randomized 
controlled trials with pretest and posttest were included. Furthermore, this review was 
restricted to publications in English, and to adult age (18 years and older).

2.3  Data Extraction

The following information was systematically extracted by two reviewers: source and 
year of publication, country of origin, targeted health behaviors, characteristics of 
subjects, characteristics of intervention, and main outcomes of both intervention 
groups (Table 1). According to a previous review [29], reviewed studies were divided 
into three categories for more valid comparison of intervention effects: category A 
included studies in which interventions were compared with a waiting list or attention-
control group; category B contained studies in which a few types of computer-tailored 
intervention were compared that mainly differed with respect to the amount or fre-
quency of contact; category C comprised studies where a few types of different inter-
ventions using computer-tailored systems were compared with other interventions.

In addition, another three categorizations of the intervention channels [30] were 
developed for valid comparisons: channel W (Web) included studies in which chan-
nels of intervention were predominantly delivered via a Website and email; channel 
O (Onsite) contained studies in which delivered modes were onsite in person 
(e.g., in church, college, or primary care setting); channel P (Print) included studies 
in which the predominantly delivered mode of intervention was print materials 
(e.g., magazines or leaflets).
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3  Results

3.1  Selection of Articles

Figure 1 illustrates the search and selection process. The initial database search 
yielded 1 027 citations. After eliminating duplicates, review articles, and screening by 
titles and abstracts, 52 citations were identified that potentially met the eligibility 
criteria. After comprehensively reviewing the full-text articles, the total number of 
articles was reduced to 20. Thirty-two studies were excluded because of the subjects’ 
characteristics (14), nonuse of a computer-tailored system (6), focus on maintenance 
effects (3), single behavior intervention (4), focus on description of the intervention 
design (1), process evaluation of the interventions (1), pre–post-test design (2), or 
lack of behavioral outcomes (1). On screening the reference list of the 20 articles, one 
article was found that also met the inclusion criteria. Finally, 21 articles were included 
in this review. All articles were published between 2001 and 2010.

Fig. 1 Article search and selection process

Search of electronic databases: 1027 citations
�PubMed (781 citations)
�Cochrane (246 citations)

Screening title and abstract:
�Dealing with multiple behavior
�Using information technology

Results: 52 citations

Screening full-text articles:
�Being a randomized controlled trial
�Predominantly used information
   technology
�Main aim: facilitating physical activity
    and healthy nutrition
�Healthy adults ( 18 years )

Results: 20 citations

Final result: 21 citations

Screening reference lists for 1
additional eligible articles
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3.2  Assessment of Methodological Quality

The methodological quality of the randomized controlled trials in this review 
were rated using a list recommended by Van Tuder et al. [31]. Table 2 presents 
the results of the methodological assessment. Total check scores for the  
quality assessments ranged from 1 to 7. Seven studies described the methods of 
random assignment [12, 15, 16, 18, 19, 27, 32] and three studies stated that the 
assignment was performed by an independent person [18, 27, 32]. Although all 
studies reported a number of dropout participants, the calculated rates of drop-
out were unacceptable in ten studies [10–15, 17, 19, 23, 27] according to the 
Method Guideline [31]. Eight studies implemented intention-to-treat analysis 
[14, 16, 17, 21, 23, 24, 27, 32].

3.3  Data Extraction

3.3.1  Characteristics of the Selected Studies

Eleven of the 21 selected studies were performed in the United States, four in the 
Netherlands, two in Belgium, and one each in Japan, New Zealand, Australia, and 
England (Fig. 2). The duration of the interventions or follow-up varied from 
6 weeks to 24 months. Nine studies focused on intervention aimed at weight loss 
or weight control. One study addressed the prevention of cancer based on physical 
activity and nutrition change, while the other 11 studies focused on increasing 
physical activity and dietary behavior (fruit and vegetable intake, low-fat diet) for 
better health.

3.3.2  Characteristics of Study Populations

Study sample size ranged from 53 to 2 827 (mean n = 760). The proportion of male 
participants ranged from 0% to 67% (mean 32.3%). The study populations all 
consisted of healthy (including overweight) adults. Five of the 22 studies were 
specifically targeted at adults who were overweight [9, 17, 19, 27, 32], two studies 
targeted college students [16, 18], and another two studies targeted church 
members. Mean age varied from 20 to 59 years.

3.3.3  Characteristics of the Interventions

Nine studies in which a computer-tailored intervention was compared with a wait-
ing list or minimal treatment were classified as category A [10,16–18,20,23,25,27,28]. 
Only three studies that compared computer-tailored interventions were classified 
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as category B, with the main difference being the amount or frequency of contact 
[11,16,28]. Twelve studies in which a computer-tailored intervention was 
compared with other types of intervention procedures were classified as category 
C [9,10,12,14,15,19,21,22,24,25,27,32]. Only two studies tested a commercially 
available program [9,21]. Only four of 22 studies reported measuring physical 
activity with accelerometers or pedometers. Generally, both physical activity and 
dietary behavior change in this review were measured with a self-administered 
questionnaire. Two of 22 studies assessed the stage of exercise change as the 
physical activity index. Nine of 22 studies were delivered by means of com-
puter-tailored letters, magazines. Five studies used only Web-based programs with 
email. The other three Web-based interventions were combined with face-to-face 
counseling.

Table 2 Methodological quality of the studies
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1 Adachi et al. [9] UC UC Y UC UC UC Y UC Y Y N 4
2 Booth et al. [10] UC UC Y UC UC UC UC UC N Y N 2
3 Calfas et al. [11] UC UC Y UC UC UC UC N N Y N 2
4 Campbell et al. [12] UC UC N UC UC UC UC UC N Y N 1
5 Campbell et al. [13] Y UC Y UC UC UC UC UC Y Y N 4
6 De Vries et al. [14] UC UC Y UC UC UC UC Y N Y Y 4
7 Estabrooks and Smith-Ray [15] Y UC Y Y N N UC UC N Y N 4
8 Franko et al. [16] Y UC Y UC UC UC UC UC Y Y Y 5
9 Johnson et al. [17] UC UC Y UC UC UC UC UC N Y Y 3
10 Kpri and McAnally [18] Y Y Y Y UC Y UC N Y Y N 7
11 McConnon et al. [19] Y UC Y N UC N UC UC N Y N 3
12 Oenema et al. [20] UC UC Y UC UC Y UC UC Y Y N 4
13 Polzien et al. [21] UC UC Y UC UC UC UC UC Y Y Y 4
14 Smeets et al. [22] UC UC Y UC UC UC UC N Y N N 2
15 Sternfeld et al. [23] UC UC N UC UC UC UC UC N Y Y 2
16 Tate et al. [24] UC UC Y UC UC UC UC UC Y Y Y 4
17 Tate et al. [32] Y No Y UC UC UC Y Y Y Y Y 7
18 Vandelanotte et al. [25] UC UC Y UC UC UC UC Y Y Y N 4
19 Vandelanotte et al. [26] UC UC N UC UC UC UC N Y N N 1
20 Van Wier et al. [27] Y Y Y N N UC UC UC N Y Y 5
21 Winnet et al. [28] UC UC Y UC UC UC UC UC Y Y N 3

All quality criteria are rated as yes (Y), no (N), or unclear (UC)



301Computer-Tailored Intervention

3.4  Effectiveness of Intervention

Study completion rates of participants ranged from 47% to 89% (mean rate: 74%). 
The completion rate of short term studies (n = 11, 1–4 months) was 80%, middle 
term (n = 8, 6–9 months) 72%, long term (n = 2, 24 months) 54%. In category A, six 
(physical activity) or seven (dietary behavior) of nine studies reported significant 
differences in the intervention groups compared with the control groups. In cate-
gory B, one (physical activity) or one (dietary behavior) of three studies reported 
significant differences between the intervention and control groups. In category C, 
five (physical activity) or seven (dietary behavior) of 12 studies reported significant 
differences between the intervention and the other intervention groups.

Table 2 Methodological quality of the studies
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1 Adachi et al. [9] UC UC Y UC UC UC Y UC Y Y N 4
2 Booth et al. [10] UC UC Y UC UC UC UC UC N Y N 2
3 Calfas et al. [11] UC UC Y UC UC UC UC N N Y N 2
4 Campbell et al. [12] UC UC N UC UC UC UC UC N Y N 1
5 Campbell et al. [13] Y UC Y UC UC UC UC UC Y Y N 4
6 De Vries et al. [14] UC UC Y UC UC UC UC Y N Y Y 4
7 Estabrooks and Smith-Ray [15] Y UC Y Y N N UC UC N Y N 4
8 Franko et al. [16] Y UC Y UC UC UC UC UC Y Y Y 5
9 Johnson et al. [17] UC UC Y UC UC UC UC UC N Y Y 3
10 Kpri and McAnally [18] Y Y Y Y UC Y UC N Y Y N 7
11 McConnon et al. [19] Y UC Y N UC N UC UC N Y N 3
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21 Winnet et al. [28] UC UC Y UC UC UC UC UC Y Y N 3

All quality criteria are rated as yes (Y), no (N), or unclear (UC)
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Regarding the effect of the delivered channel, two (physical activity) or three 
(dietary behavior) of eight studies reported significant differences between the 
intervention and control groups for channel W. For channel O, three (physical 
activity) or three (dietary behavior) of four studies reported significant differences 
between the intervention and control groups. For channel P, six (physical activity) 
or six (dietary behavior) of eight studies reported significant differences between 
the intervention and control groups.

3.5  Asian-Pacific Evidence

In this review, there were three computer-tailored interventions administered in the 
Asia-Pacific region [9,10,18]. Intervention modes of all three studies were single 
mode (print or Web). In Japan, Adachi (2006) evaluated a 1-month computerized 
program (Kenko–tatsujin™) and self-monitoring in which personalized advice 
was prepared automatically according to the user’s answer to the initial question-
naire. After 7 months’ intervention, it was found that computer-tailored leaflets 
and self-monitoring had better weight loss compared with other treatments. In 
New Zealand, Kypri (2005) conducted a computerized program in which partici-
pants receive computerized assessment, feedback, and advice in a university setting. 
After 6 weeks’ intervention, it was found that computerized assessment, feedback, 
and advice resulted in better fruit and vegetable consumption and physical activity 
compared with a minimal contact group. In Australia, Booth (2008) compared the 
effects of two types of Web intervention (dietary advice plus exercise program and 
exercise program only). At the 3-month assessment, there were no group differ-
ences in energy intake and daily behavior.

4  Discussion

In this review, the efficacy of 21 computer-tailored interventions was explored. This 
review was conducted according to a systematic protocol in line with the Cochrane 
methodology [31]. Two studies in this review were included in the 30 reviewed by 
Kroeze et al. [7], four studies in the 47 reviewed by Norman et al. [33], and two 
studies in the 10 reviewed by Van Den Berg et al. [29].

4.1  Effectiveness of Computer-Tailored Interventions

Eleven (physical activity) and 12 (dietary behavior) of 21 studies identified that 
computer-tailored intervention was more effective than in subjects on a waiting list, 
or who had minimal or other intervention. However, about 33% of studies showed no 
significant effect of computerized intervention on both physical activity and dietary 
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behavior. These results are relatively similar to the findings of previous reviews [29]. 
This inconsistency in intervention effects may be related to the nature of multiple 
behavior intervention. Nigg et al. [4] described the potential of multiple-behavior 
intervention as a more effective paradigm than single-behavior intervention. However, 
multiple-behavior interventions have more constituents and take more time than 
single-behavior interventions [33]. The optimal volumes, frequencies, and duration of 
delivered information by Website or printed materials are still unknown. Further 
research is needed to examine this issue. However, similar inconsistent results have 
been reported in single-behavior interventions [7].

Another explanation of the results may be related to methodological issues. 
Overall, the methodological quality of the reviewed studies was relatively low. 
Only two of 21 studies were rated as having a good methodological quality using 
the 11-item checklist of the Method Guideline for Systematic Review [31]. Most 
studies did not describe information on randomization procedures, blinding of sub-
ject allocation, of providers, and of outcome assessors. Because it is difficult to 
perform blinding of subject allocation and of the provider in health behavior change 
interventions, the researcher should carefully administer adequate randomization 
and blinding of outcome assessors. Another factor is that only four studies used 
objective measures (e.g., pedometer or accelerometer) as an index of physical activity 
[9,10,15,28]. Furthermore, all measures of dietary behaviors were self-reported. 
Because much bias (e.g., difficulty of recall or social desirability) exists in self-reporting, 
use of highly validated measures is needed in future studies.

Finally, most of the studies found a positive effect of a computer-tailored inter-
vention on both physical activity and dietary behaviors [14,17,18,23,25,27,28] com-
pared with no intervention. There is clear evidence that computer tailoring has major 
prospects in health behavior intervention. The diversity of treatments in the compari-
son groups may be the main reason for inconsistent results. Calfas et al. [11] 
examined the effects of an interactive PC program (PACE+) and additional different 
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interventions (phone and mail) or intensity (frequent or infrequent). In this study, all 
participants received PACE+ counseling. Although participants in all conditions 
improved their physical activity and dietary behaviors, the additional intervention did 
not produce differential results. It is still unclear whether computer-tailored interven-
tion is more effective than generic health education face-to-face. Unfortunately, the 
research fields of computer tailored intervention for health behavior are still imma-
ture. Further studies are needed to address the above problems.

4.2  Channel of Intervention Delivery

This review indicated that the effectiveness of computer-tailored intervention using 
the Web and email was relatively low compared with the intervention channels O or 
P. Although the Web and email intervention can deliver health-related information 
to a large number of individuals at lower cost, participants have to be in front of their 
computers to obtain information. In another weight loss intervention, 50% of partici-
pants reported that finding time to go on-line was a problem [34]. Additionally, we 
are still unfamiliar with Web-based health educational programs. In contrast, partici-
pants in intervention modes of channel O can easily ask a simple question or get help 
from the support staff on site. These kinds of human components may be necessary 
to obtain better behavioral changes for good health. Furthermore, delivered printed 
materials can be handled easily and read anywhere or anytime.

5  Conclusion

Computer-tailored intervention to promote both physical activity and healthy eating 
appears to be more effective than no intervention. However, it is unclear whether 
adding different components to the intervention increases the behavior change. 
Improvements in the methodological quality of interventions and a clear definition 
of control groups are an important issue. Finally, further evaluations should explore 
different dimensions such as a social component, cost benefit, or optimal settings 
for delivery. Computer-tailored technologies have dramatically grown in the past 
decade and may have promise in multiple-behavior interventions for health.
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Abstract Lifestyle modification including diet and physical activity are the main 
approach to managing metabolic syndrome characterized by the risk factor combi-
nation of obesity, insulin resistance, dyslipidemia, and hypertension. This chapter 
discusses the literature on dietary targets and the effectiveness of nonpharmaco-
logical and dietary lifestyle intervention, especially for energy restriction for weight 
control and salt reduction for managing blood pressure, in Asian adults. There 
are limited data available on the effectiveness of nonpharmacological and dietary 
lifestyle interventions in Asian adults, especially from studies with a randomized 
control trial design. Although most lifestyle interventions are expected to have 
long-term effects, including not only effects during the intervention process but also 
persisting after the intervention has been completed, there are a few reports available 
regarding the effect of lifestyle intervention after the end of such programs in Asian 
cohorts. The long-term effect of lifestyle intervention among Asian adults should be 
evaluated in future studies.

1  Introduction

Lifestyle modification including diet and physical activity are the main approach to 
managing metabolic syndrome characterized by the risk factor combination of 
obesity, insulin resistance, dyslipidemia, and hypertension [1–6]. In east and south 
Asians, the magnitude of metabolic syndrome prevalence is unusually high, despite 
the relatively low mean body mass index (BMI) and the low prevalence of obesity [7]. 
The development of effective health education programs in community settings can 
contribute to managing these risks. Data showing appropriate dietary targets and 
effectiveness of such programs are desperately needed to persuade policy decision 
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makers to invest in health education programs. In Japan, Healthy Japan 21, as a 
national health promotion program, targets primary prevention of lifestyle-related 
disease and expanding the period during which people spend their lives without 
disabilities such as dementia or becoming bedridden [8]. Healthy Japan 21 sets nutri-
tional and dietary goals such as reduction in the proportion of obese adults 
(BMI ³ 25 kg/m2) and reduction of average daily salt intake among adults. This chapter 
reviews the literature on dietary targets and the effectiveness of nonpharmacological 
and dietary lifestyle intervention, especially energy intake restriction for weight control 
and salt reduction for prevention for hypertensive risk, in Asian adults.

2  Activities and Evidence Regarding Dietary Lifestyle 
Intervention for Weight Control

2.1  Energy Restriction and Dietary Habits

Each adult requires a fixed amount of energy to maintain to their body weight [9]. 
If the energy intake exceeds that required, the unused energy substrate is accumu-
lated mainly in body fat as a form of neutral fat [9]. An increase in body fat causes 
weight gain or body fat percentage in the short term and causes obvious obesity in 
the long term [9].

Negative energy intake in energy expenditure is needed for weight loss [3]. Obese 
subjects were recommended to achieve weight loss at <5–10% of their initial weight 
for the following 3 months [3]. The energy intake target of each obese subject was 
determined by considering each personal condition such as age, gender, height, 
weight, and physical activity [3]. Protein, lipids, and carbohydrate are nutrients that 
generated energy, and the ratios are important: 15–20% protein energy ratio, 20–25% 
fat energy ratio, and 60% carbohydrate ratio are considered appropriate [3, 5].

Each adult requires sufficient protein intake to prevent disintegration of protein 
in the body composition and to supply the amino acids that sustain life [3]. Of 
course, protein intake should be restricted according to renal functional status if 
deterioration of renal function is identified [4].

Fat constitutes the main parts of cell membranes and is a main substrate of 
energy production [9]. In addition, fat helps the absorption of fat-soluble vitamins 
(vitamin A, D, E, K) and carotene [9]. Excessive fat intake tends to cause excessive 
energy intake, which in turn increases the risk of obesity, metabolic syndrome, and 
cardiovascular disease [9]. Excessive saturated fatty acid intake, which increases 
plasma low-density lipoprotein cholesterol level, increases the risk of cardiovas-
cular disease [9]. In the first stage of preventing atherosclerotic cardiovascular 
disease it is desirable to increase the proportion of fat from vegetables or fish and 
decrease that from meat, to increase unsaturated fatty acids and to decrease 
saturated fatty acids, within the desirable limits of fat intake, and restrict daily 
cholesterol intake to 300 mg or less [5, 6].



309Dietary Lifestyle Interventions of Energy and Salt Reduction

The main nutritional role of carbohydrates is to provide glucose to tissue such 
as the brain, which uses only glucose as an energy source [9]. It is known that a 
carbohydrate-rich diet is associated with the level of triglycerides [10] and that 
hypertriglyceridemia is an independent risk factor for cardiovascular disease [11]. 
It is desirable to reduce sucrose or fruit sugar for subjects with a risk of type 2 
diabetes or hypertriglyceridemia [3–5].

Several cross-sectional studies for Japanese adults have reported a possibility 
that eating habits influence nutritional intake, BMI, and insulin resistance [12–15]. 
Sasaki et al. reported that the rate of eating showed a significant positive correlation 
with BMI and that the correlation remained evident after adjustment for nutrient 
intake among young women [12]. Otsuka et al. found a positive association 
between the rate of eating and energy intake and current BMI, and an association 
was observed independently of energy intake among middle-aged men and women [13]. 
Maruyama et al. reported that eating until full and eating quickly were associated 
with being overweight among middle-aged men and women, and speculated that a 
combination of these eating behaviors may have a substantial impact on being 
overweight [14]. Otsuka et al. reported that eating fast is independently associated 
with insulin resistance in middle-aged men and women who were nondiabetic [15]. 
Furthermore, it has previously been pointed out that obese people tend to underes-
timate their dietary intake [3] and the relative underreporting of energy intake 
influenced by BMI was noted by several studies [16–18]. These reports raise the 
possibility that dietary modification of behaviors and intake estimation may be 
useful for weight management.

2.2  Weight Loss Approaches Including Dietary Targets

Effects of several weight loss approaches have been documented in the literature 
[19–21]. Adachi et al. developed a 1-month program consisting of twice-interactive 
letter communications including computer-tailored personal advice on treatment 
needs and behavioral modification of eating habits and physical activities (KT program), 
and demonstrated that in a randomized control trial (RCT) among 205 overweight 
middle-aged Japanese females, comparing Group KM (KT program with a 6-month 
self-monitoring of weight and targeted behaviors), Group K (KT program only), 
Group BM (an untailored self-help booklet with a 7-month self-monitoring of 
weight and walking), and Group B (the self-help booklet only) [19]. The survey 
items of dietary habits shown in the study were as follows: dishing up superflu-
ously, fat-rich food intake, not considering a nutritionally balanced dinner, eating 
between meals while watching TV or reading a book, emotional eating, and so 
forth. The study found that weight was reduced steadily for up to 7 months with a 
brief initial intervention in the first month.

Egawa et al. reported efficacy of a community-based weight reduction program 
with exercise and diet modification using existing community health services 
among overweight Japanese middle-aged adults in a nonrandomized parallel-group 
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comparison [20]. Subjects received a mail request to select one of two courses; 
a usual single-session health instruction course (control group) or a 9-month weight 
management course (intervention group). Intervention included monthly classes 
(2 h per class, 9 classes) consisting of an individual support program for behavioral 
change and a community support program for continuation after the class. To effec-
tively achieve and maintain weight loss, the energy intake target was determined as 
a decrease in energy intake by 200 kcal per day and individual goals of dietary 
lifestyle, such as having regular meals, decreasing snacks between meals, and 
restricting fruit intake, were set. The control group participants received conven-
tional instructions based on their health status. The intervention group showed a 
mean BMI decrease from 27.2 kg/m2 to 25.3 kg/m2 and the control group showed 
a decrease from 26.4 kg/m2 to 26.1 kg/m2. Repeated-measures analysis of variance 
showed a significant time and group interaction adjusted for gender and age.

Noda et al. reported the effect of a 6-month individualized health education with 
sports gym use and dietary advice for obese Japanese adults in a community [21]. 
The participants were divided into 59 persons in the intense intervention group 
(health checkups, dietary advice, monthly individual health education, and exercise 
in sports facilities three times a week), 62 persons in the moderate intervention 
group (health checkups, dietary advice, monthly individual health education, and 
exercise in sports facilities or at home once a week), and 34 persons in the control 
group (health checkups only) based on their own preference. Individual dietary 
advice was delivered by dietitians during the first and fifth months, based on a 
3-day diet record using a handheld personal digital assistant with camera and 
mobile phone, called Wellnavi [22]. During the 6-month intervention, mean body 
weight did not change in the control group but decreased significantly in the intense 
intervention group and in the moderate intervention group.

Clinical trials in China and Japan have shown the effectiveness of lifestyle inter-
ventions, including weight control, to reduce the incidence of diabetes in people 
with impaired glucose tolerance (IGT) [23, 24]. The China Da Quing Diabetes 
Prevention Study was the first of these large-scale trials and examined the effect of 
different lifestyle interventions in a group setting among Chinese people with IGT [23]. 
Five hundred and seventy-seven subjects were classified and randomized into a 
clinical trial, either to a control group or to one of the three active treatment groups: 
the diet-only group received counseling sessions on reducing energy intake and 
those with BMI > 25 kg/m2 were encouraged to lose 0.5–1 kg of weight per month 
until a BMI of 23 kg/m2 was reached, with additional group sessions; the exercise-
only group was encouraged to increase daily exercise; and the diet-plus-exercise 
group received both of the above interventions. The cumulative incidence of diabetes 
at 6 years was 67.7% in the control group, compared with 43.8% in the diet group, 
41.1% in the exercise group, and 46.0% in the diet-plus-exercise group. In addition, 
the study indicated that the active lifestyle intervention over 6 years could prevent 
or delay diabetes for up to 14 years after the intervention [25].

Kosaka et al. investigated the effect of intensive lifestyle intervention designed to 
achieve and maintain ideal body weight in subjects with IGT [24]. Male subjects with 
IGT were randomly assigned to a standard intervention group (control group, n = 356) 
and intensive intervention group (intervention group, n = 102). Subjects in the control 
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group and in the intervention group were advised to maintain BMI < 24.0 kg/m2 and 
<22.0 kg/m2, respectively, by diet and exercise. In the intervention group, detailed 
instructions on lifestyle were repeated every 3–4 months during hospital visits. “Food 
Exchange Lists, Dietary Guidance for Persons with Diabetes” [26], which provides a 
rough gauge of the amount of energy and of each nutrient contained in each food, was 
used as the basis for instruction on diet. The subjects were followed in an ordinary 
outpatient clinic. The cumulative 4-year incidence of diabetes was 9.3% in the control 
group versus 3.0% in the intervention group, and the reduction in risk of diabetes 
was 67.4% [24].

3  Activities and Evidence Regarding Dietary Lifestyle 
Intervention for Prevention of Hypertensive Risk

3.1  Salt Restriction and Dietary Habits

A significant effect on blood pressure by a modest reduction in salt intake among 
both hypertensive and normotensive individuals has been demonstrated in the 
literature [27, 28]. Current guidelines for the treatment of hypertension, including 
Japanese guidelines, recommend dietary salt reduction to 6 g per day or less in 
hypertensive patients [6, 29, 30]. In Japan, a region with a dietary culture that uses 
salt-rich seasoning, average dietary salt intakes were reported to be 11.9 g in adult 
men and 10.1 g in adult women [31]. In this situation, extreme salt reduction should 
be avoided, because it may cause a negative influence on quality of life, appetite, 
and other nutritional intake [9]. The possibility that sodium intake in infancy influ-
ences blood pressure later in life has been reported previously, and education on 
desirable diet including reduction of sodium intake in an infant’s diet should be 
considered [32, 33].

The DASH diet, a diet rich in fruits, vegetables, and low-fat dairy foods, with 
reduced saturated and total fat and rich calcium, potassium, magnesium, and dietary 
fiber, has been reported to effectively lower blood pressure [34, 35]. Based on these 
reports, increasing vegetable and fruit intake among subjects is encouraged, pro-
vided that they are without serious kidney disorder or have a risk of hyperkalemia 
[6]. Excess fruit intake is not desirable, especially in subjects with diabetes [6].

3.2  Salt Reduction Approaches for Hypertensive Risk  
Reduction Including Dietary Targets

The effects of several salt reduction approaches not only for management among 
subjects at risk of hypertension but also prevention among healthy subjects have 
been documented in the literature [36–39]. Iso et al. investigated the effect of a 
1.5-year community-based education program for hypertensive individuals in a 
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randomized control study [36]. Untreated hypertensive men and women aged 
35–69 years were assigned to an intervention (n = 56) or control (n = 55) group. The 
intervention group received four education classes in the first 6 months and four 
classes during the next year, while the control group received only two classes. 
Health education focused on reduced dietary sodium and increased milk intake, 
brisk walking and, if necessary, reduction of alcohol and sugar intake. Mean 
systolic pressure was significantly less, by 5–6 mmHg, in the intervention than in 
the control group at both 6 months and 1.5 years, with or without inclusion of those 
subjects who began antihypertensive medication.

Miura et al. evaluated the effectiveness of three lifestyle modification programs 
to reduce blood pressure in a nonrandomized controlled trial: individual counseling 
only; counseling using group dynamics; and individual support using mail [37]. Men 
and women aged 20–69 years with high-normal or mild hypertension were assigned 
to one of four groups: individual counseling (n = 134), group counseling (n = 79), 
mailing support (n = 127), and controls (with usual care) (n = 178). The three inter-
vention programs included behavioral support for each person’s lifestyle problems 
once a month for 6 months. A tasting class to understand diet for controlling blood 
pressure was delivered to the individual counseling group and the group counseling 
group. Net systolic blood pressure (SBP) change was largest for the group counseling 
group: sex- and age-adjusted net SBP change was −6.5 mmHg. Net SBP change for 
the mailing support group was also significant, −4.3 mmHg. Net SBP change for the 
individual counseling group was not significant, −2.5 mmHg.

Hsieh et al. investigated, in a community-based prospective study, the effect of 
a family-based nutritional health education program to decrease blood pressure and 
modify risk factors for stroke such as blood lipid profiles, diet habits, and indices 
of body weight, among hypertensive patients and prehypertensive subjects without 
taking any antihypertensive drugs [38]. The study population was randomly 
selected from communities in Taipei. Participants in the intervention group (n = 293) 
received nutritional health education on blood pressure control and stroke-related 
risk factor modification at each visit. When an unhealthy diet was identified among 
family members, information was given and a well-trained education nurse focused 
on increasing motivation among these family members to modify or change their 
unfavorable dietary habits. Nonintervention subjects (n = 97) acquired only a 
general education sheet available in clinics. At 6-month follow-up, significant 
decreases in 2.0 mmHg and 5.9 mmHg in SBP were observed both in prehyperten-
sive and hypertensive subjects in the intervention group, and there was no signifi-
cant decrease in SBP among non-intervention subjects.

Takahashi et al. examined in an RCT the effects of dietary intervention on 
improving blood pressure levels among healthy subjects living in two rural villages 
in north-eastern Japan [39]. Healthy volunteers aged 40–69 years were assigned 
randomly into two groups and received tailored dietary education in either the first 
year (intervention group, n = 274) or second year (control group, n = 276). Tailored 
dietary education encouraged a decrease in sodium intake and an increase in the 
intake of vitamin C and carotene, as well as fruit and vegetables. This education 
consisted of two individual 15-min dietary counseling sessions, a group lecture, and 
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two newsletters. During the first year, changes differed significantly between the 
intervention and control groups for dietary and urinary excretion of sodium and 
dietary vitamin C and carotene. SBP decreased from 127.9 to 125.2 mmHg in the 
intervention group, whereas it increased from 128.0 to 128.5 mmHg in the control 
group. This change was significant.

Two reports showed the effects of comprehensive community-based approaches 
to salt reductions [40, 41]. Yokota et al. reported the evaluation of a community 
health education program for salt reduction with media campaigns [40]. The inter-
vention community was Kyowa town, Japan, where a community-based blood 
pressure control program has been systematically conducted since 1981, and health 
education on reduction of salt intake since 1983 for primary prevention of hyper-
tension. The education program was performed through media campaigns including 
use of banners, billboards, posters, and calendars with health catchphrases. The 
program was evaluated by repeated questionnaires, and examination of salt concen-
trations of miso soup and dietary salt intake. Age-adjusted mean salt intake for 
persons aged 40–69 years declined from 14 g to 11 g in men and from 12 g to 10 g 
in women between 1982–1986 and 2000–2004.

Tian et al. reported the effect of a 3-year sodium intervention project carried out 
in Tianjin, China, on sodium reduction in the population [41]. The intervention 
activities included training of health personnel, health counseling, and environmen-
tal changes. General health education directed at the whole population was aimed 
at increasing people’s knowledge about the level of salt intake and the harmful 
effects of high salt consumption, and the skills needed to reduce the amount of salt 
added during cooking. The project tried to bring about environmental changes aim-
ing at promoting healthy food habits. Special spoons that can measure 5 g salt on 
one side of the spoon (the amount recommended for the general population) and 
3 g salt on the other side (the amount recommended to hypertensives) were distrib-
uted to most households in order to help the residents control the amount of salt 
added during cooking. Researchers cooperated with salt manufacturers and retail 
stores to ensure the availability of mineral salt in all retail stores in the intervention 
area. The evaluation of the program was based on examinations of independent 
cross-sectional population samples in 1989 (1 719 persons) and in 1992 (2 304 per-
sons) in the intervention and matched reference areas. Between 1989 and 1992, the 
mean daily sodium intake fell to 22 mmol (corresponding to 1.3 g of salt intake) in 
men and 11 mmol (corresponding to 0.6 g of salt intake) in women in the interven-
tion area. The reduction was significant in men and nearly significant in women. 
Sodium intake increased significantly in men in the reference area.

4  Conclusion

There are limited data available on the effectiveness of nonpharmacological and 
dietary lifestyle interventions in energy restriction for weight control and salt 
reduction for managing blood pressure in Asian adults, especially from studies 
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using an RCT design. Evaluations of new health education programs in real settings 
are needed to obtain a more effective approach in future policy making.

To achieve more effective intervention for lifestyle modification and desirable 
lifestyle maintenance, it is considered that the more frequent the sessions, the more 
effective the program [42, 43]. Considering the limitation on manpower and cost, 
the use of a non–face-to-face approach such as mail, telephone, fax, email, and 
Websites for delivering tailored messages are expected to prevail [19, 44, 45]. 
Furthermore, evaluations of environmental approaches for healthy lifestyle such as 
media campaigns and cooperation with manufacturers and retail stores are needed 
as an effective social support for whole communities in the future [40, 41].

Although most lifestyle interventions are expected not only to have effects 
during the intervention period itself but also to persist after the intervention is 
completed, there are few reports available regarding the effects of lifestyle interven-
tions after the end of such programs in Asian cohorts [46, 47]. The long-term effect 
of lifestyle intervention among Asian adults should be evaluated in future studies.
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Abstract The tobacco epidemic is growing rapidly in China while the development 
of smoking cessation intervention is still slow, even after its ratification of the 
Framework Convention of Tobacco Control (FCTC) in 2005. Health care profes-
sionals including doctors and nurses are vital in offering smoking cessation inter-
ventions and becoming involved in tobacco control, yet many of them lack training 
and commitment in smoking cessation counseling. This study reports the effectiveness 
of a specially designed two-day intensive smoking cessation training program for 
21 doctors and nurses in the Guangzhou Chest Hospital. Findings showed significant  
increases in scores of smoking-related knowledge, attitude toward banning of tobacco 
promotion and, more importantly, practices of smoking cessation activities about 
2 months after training. Not only have we have trained and created a critical mass of  
smoking cessation counselors, their practices have also benefited the smokers in the 
community. More education and training programs are needed to create an even larger 
critical mass of health care professionals to fight the tobacco epidemic in China.

1  Introduction

Cigarette smoking is one of the leading causes of preventable morbidity and mortality 
in the world. Globally, about 1.3 billion adults currently smoke, and tobacco use is 
increasing in many parts of the developing world, especially China [1]. China had 
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approximately 360 million smokers with a smoking prevalence of 31% in 2002 [1, 2]. 
China is also the world’s largest consumer of tobacco, consuming 30% of the world’s 
cigarettes. Smoking kills 1 million people and second-hand smoke exposure leads to 
33 800 deaths each year [3–5].

Helping current smokers in China to quit has substantial implications on health 
costs. Total mortality could be reduced by 10% among men and by 3.5% among 
women if they were to quit smoking [6]. However, the implementation of smoking 
cessation interventions is still very slow in China, even after its ratification to the 
Framework Convention of Tobacco Control (FCTC). Recent efforts have been put 
into the development of a tobacco control advocacy workforce via an infrastructure 
in the medical curriculum in seven universities in China [7].

Health care professionals (HCPs) including nurses and doctors are vital in offer-
ing smoking cessation intervention and being involved in tobacco control [8]. Brief 
advice to treat tobacco in a clinical setting can benefit patients and save health care 
costs [9, 10]. Yet many health care professionals in China, including doctors and 
nurses, lack training and commitment in smoking cessation counseling [8, 11, 12] and 
they may not have the appropriate knowledge and skills to fulfill such role in tobacco 
control. Thus, training of health care professionals in providing smoking cessation 
intervention is much needed. Many studies have reported the effectiveness of smok-
ing cessation training programs for HCPs using traditional teaching mode or 
advanced technology [13–15], but no similar study in China has yet been reported.

The development of a critical mass of HCPs with training in evidence-based 
counseling in smoking cessation is urgently needed in order to build capacity for 
tobacco control in China as well as in other Asian countries [16]. The objective of 
the current study is to evaluate the change in knowledge, attitude, and practice of 
smoking cessation of a group of Chinese physicians and nurses in Guangzhou 
(GZ), China before and after attending a two-day training program on smoking 
cessation counseling offered by the University of Hong Kong.

2  Methods

2.1  Sample and Procedure

A pre- and posttraining single group design was employed using a self-administered 
questionnaire. Health care professionals in the GZ Chest Hospital were invited to 
attend the training program held on 27 June, 2008 in the hospital. All participants 
completed the preprogram questionnaire in about 15 min, and were collected before 
the training began. They completed the same questionnaire about 2 months later in 
August 2008. The pre- and posttraining questionnaires were matched by the name 
of the participant. The study was approved by the Institutional Review Board of 
The University of Hong Kong/Hong Kong Hospital Authority West Cluster and was 
supported by the senior management of the GZ Chest Hospital. All the participants 
provided written consent to participate in the study.
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2.2  Training Program on Smoking Cessation Counseling

We designed a two-day intensive training program on smoking cessation for health 
care professionals in China. The training program was the first of its kind in China, 
and was specially designed based on an established training program in Hong Kong 
[17], adopting the principles of the United States Agency for Health Care Policy 
and Research “5As” clinical practice guidelines (Ask, Advise, Assess, Assist, 
Arrange) [9], with modifications incorporating culturally specific issues for Chinese 
smokers. The modified program was pilot tested in the GZ 12th Hospital in 2006 
[18]. The course included the treatment and management of tobacco dependency in 
clinical practice using the transtheoretical model of behavior change [19]. The 
program first provided an overview of the tobacco epidemic worldwide and in 
China, and the importance of curbing such an epidemic through various tobacco 
control measures and advocacy. It also focused on the assessment of the smoking 
status of the smoker, planning individualized treatment (pharmacological and 
behavioral) to promote cessation, delivery of effective and evidence-based smoking 
cessation interventions with a focus on motivational interviewing techniques [20], 
prevention of relapse, evaluation of the outcome of the intervention, and promotion 
of the delivery of smoking cessation intervention in the health care settings.

The teaching and learning strategies included lectures, demonstration, and case 
discussions. On completion of the program, the participants were expected to be 
able to (1) deliver smoking cessation counseling intervention to patients; (2) transfer 
the knowledge they had learnt to other HCPs in helping patients stop smoking; and 
(3) coordinate an overall strategy in tobacco dependency treatment in their respec-
tive clinical setting.

After the training, all participants took a written examination of 50 multiple-
choice questions and a practical examination where they provided smoking cessa-
tion counseling to a simulated patient with a real case scenario. On passing both 
examinations, the trainees were awarded a Certificate of Achievement as qualified 
smoking cessation counselors by the School of Nursing and School of Public 
Health of the University of Hong Kong.

2.3  Instrument

The questionnaire was adapted from previous studies in Hong Kong [21, 22] and 
validated for use among HCPs in China [23, 24]. The questionnaire had 123 items 
measuring seven aspects: (1) general knowledge on smoking cessation and 
tobacco (8 items) and specific knowledge about smoking related diseases (18 items); 
(2) learning needs of professional training (14 items); (3) attitude about smoking 
and tobacco control and perceptions of their roles in helping patients stop smoking 
(9 items); (4) frequency of providing practice on smoking cessation, confidence, 
and competence in providing such practice (23 items); (5) organizational support 
in hospitals/organizations on smoking cessation (6 items); (6) facilitators (14 items) 
and barriers to practice (15 items); and (7) demographic characteristics (16 items).
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Data on knowledge of health hazards of smoking (sections 1 and 2), attitudes 
toward tobacco control and smoking cessation (section 3), and frequency in providing 
practices of 5As in smoking cessation counseling (section 4) was used in this study. 
For the knowledge questions in sections 1 and 2, data were collected with 3 options 
of “correct”, “incorrect” and “don’t know.” Likert scales of 4 points were used to 
gather responses to attitude items in section 3 ranging from 1 = “strongly disagree” 
to 4 = “strongly agree,” and to frequency of 5As practice items in section 4 of 
1 = “never”, 2 = “less than once a week”, 3 = “less than once a week but greater than 
once a week”, and 4 = “daily”.

2.4  Data Analysis

For the knowledge questions of three options, we dichotomized the responses into 
two groups: correct and incorrect answers and responses of “don’t know” were 
classified as incorrect answers. For each participant, we computed the total number 
of correct answers and the overall mean score of knowledge that had a possible 
range of 0–26. For the attitude items, previous factor analysis resulted in two sub-
scales in attitudes, namely “Banning of tobacco promotion” with three items and 
“Own role in providing smoking cessation service” with four items. Overall mean 
scores for the two attitude subscales were computed with a possible range from 1 
to 4, and a higher score in the scale indicates a more positive attitude in this section. 
For the practice items, we computed the overall mean score for each of the 5As 
(Ask, Advise, Assess, Assist, and Arrange) strategies from their corresponding 
items. The possible range for the 5As practice strategies was from 1 to 4, with a 
higher score indicating a higher frequency in providing the smoking cessation 
counseling component. The questionnaire is available on request.

Descriptive statistics were used to summarize the demographic information. 
A Cronbach alpha value was computed for the two attitude subscales and the 5As 
strategies for both the pre- and posttraining data. The Wilcoxon signed-rank test 
was used to compare responses before and after the smoking cessation training 
program. All analyses were performed using the software SPSS version 17.0 and 
statistical significance was defined as P value of less than 0.05.

3  Results

A total of 10 doctors and 11 nurses from the GZ Chest Hospital participated in the 
training program. All of them completed both the pre- and posttraining question-
naires, with a response rate of 100%. The demographic characteristics of the 
participants are shown in Table 1. 71.4% were female, 57.1% aged 31–40, and 
28.6% aged 41–50 years, and most of them were married (95.2%). 47.6% had 
completed a bachelor degree and all had over 10 years of working experience in the 
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field. Seventeen of them (81.0%) were never-smokers, 2 were current smokers, and 
2 were ex-smokers.

As shown in Table 2, the Cronbach alpha values of the two attitude subscales of 
“Banning tobacco promotion” and “Role in providing smoking cessation services” 
were 0.51 and 0.74 in the pretest and 0.73 and 0.72 in the posttest, respectively, 
indicating good internal consistency of items for the two attitude subscales except 
for the “Banning tobacco promotion” in the pretest. High Cronbach alpha values 
were also observed for the 5As strategies of smoking cessation counseling except 
for “Ask” in both pre- and posttests and “Advise” in the posttest, suggesting acceptable 
reliabilities of the 5As scales in our sample.

Table 3 shows that the participants had a limited level of knowledge of hazardous 
effects of smoking and practice in smoking cessation counseling, but they had a 
positive attitude toward their own role in providing smoking cessation service and 
a less positive attitude toward the banning of tobacco promotion before the training 
program. After the training program, they showed significant increases in their 
knowledge mean score (P<0.001), with all the participants providing correct 
answers to at least 17 out of the 26 knowledge items; improved slightly in their 
attitudes toward the banning of tobacco promotion (P = 0.025); and remained posi-
tive toward their role in providing cessation intervention (P = 0.4). The participants 

Table 1 Demographic characteristics of the participants (n = 21)
n %

Gender

Female 15 71.4
Male 6 28.6

Age in years
21–30 2  9.5
31–40 12 57.1
41–50 6 28.6
>50 1  4.8

Marital status
Married 20 95.2
Others 1  4.8

Position at hospital
Physician 11 52.4
Nurse 10 47.6

Years of service
10–19 16 76.2
>20 5 23.8

Education attainment
College 9 42.9
Degree 10 47.6
Postgraduate degree 2  9.5

Smoking status
Never-smoker 17 81.0
Ex-smoker 2  9.5
Current smoker 2  9.5
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also showed significant increases in providing “Ask” (P = 0.011) and “Advise” 
(P = 0.035) and nonsignificant increases in practicing in the other three 5As strate-
gies of “Assess,” “Assist,” and “Arrange”.

4  Discussion

Our results revealed that the doctors and nurses who attended the 2-day intensive 
smoking cessation training program improved their knowledge of smoking on 
health, fostered positive attitudes toward the banning of tobacco promotion, and 
increased in the practice of providing smoking cessation counseling to their 
patients. Similar to previous studies in China and other countries, the HCPs had 

Table 2 Cronbach alpha values of the attitude and 5As smoking cessation 
practice scales in the sample (n = 21)

Cronbach alpha value

Scale Pretest Posttest

Attitude

Banning tobacco promotion 0.51 0.74
Role in providing smoking cessation service 0.73 0.72

Practice of 5As smoking cessation counseling
Ask 0.51 0.57
Advise 0.79 0.51
Assess 0.93 0.87
Assist 0.96 0.90
Arrange 0.90 0.92

Table 3 Change in scores in knowledge, attitude, and practice among the participants (n = 21)

Scale

Pretest Posttest

Mean SD Mean SD P valued

Knowledgea 17.6 4.1 23.2 1.3 <0.001
Attitudeb

Banning tobacco promotion 3.03 0.66 3.38 0.63 0.025
Role in providing smoking cessation service 3.25 0.42 3.33 0.37 0.40

Practice of 5As smoking cessation counselingc

Ask 2.25 0.72 2.64 0.62 0.011
Advise 2.88 0.64 3.22 0.47 0.035
Assess 2.18 0.85 2.38 0.58 0.23
Assist 2.19 0.84 2.51 0.57 0.12
Arrange 2.00 0.84 2.41 0.64 0.10

a Range from 0 to 26
b Range from 1 to 4 with a higher score indicates more positive attitude
c Range from 1 to 4 with a higher score indicates more frequent in providing the smoking cessation 
strategy
d Wilcoxon signed-rank test



323Building Capacity in Smoking Cessation Counseling in China

shown a knowledge deficit in the health hazards of smoking prior to receiving any 
training [11, 25–27]. At the postsurvey, all of the participants provided correct 
answers to at least 17 out of the 26 knowledge items, which indicated a big increase 
in knowledge, and supported the value of the training program on building a 
tobacco-related knowledge base among HCPs in China. Although knowledge does 
not necessarily always lead to practice, nevertheless it is the first step toward laying 
a foundation among the HCPs. Further continuing and professional education and 
advance training is required to capture their momentum and increase their capacity, 
and it is hoped these trained HCPs can provide further training to other fellow 
colleagues.

After training, the HCPs had practiced significantly more frequently in the 
“initiation and advise” actions of the “Ask” and “Advise” strategies but not the 
“follow-through” actions of the “Assess,” “Assist,” and “Arrange” strategies [21, 24]. 
The “initiation and advise” actions are the first steps, easier to deliver, taking a 
shorter time, within the control of the HCPs, and are hence more feasible to be 
delivered in a busy clinical setting. However, smoking is an addiction and smokers 
develop nicotine dependence, making quitting very difficult. Smoking cessation is 
a process, and addicts require continuous professional help and social support 
before they can finally succeed quitting completely. For HCPs who cannot find time 
to provide intensive smoking cessation counseling, it is important to set up a system 
of referral in the hospital so that patients who are motivated to quit smoking can be 
referred to an outpatient clinic or “quitline” for more intensive counseling [8]. Such 
clinics will need to be run by adequately trained and committed counselors.

The HCPs were also encouraged to transfer the knowledge they had gained to 
others in their respective clinical setting when ready. The train-the-trainer model 
has become a promising method for disseminating smoking cessation knowledge 
and skills [28], and previous study has demonstrated the effectiveness of such pro-
grams. A pilot clinic recently set up in Guangzhou, China, conducted by trained 
HCPs, has provided effective services free of charge to the general public, and with 
systematic data collection and evaluation. Such experience has provided a model 
for other cities to follow and to develop smoking cessation services in China [29]. 
To disseminate such experience, the widespread adoption of a smoking cessation 
counseling training program is urgently needed for China to help decrease tobacco-
related morbidity and mortality [30]. Our 2-day smoking cessation program was 
effective in enhancing the knowledge and skills of the participants, and should be 
further tested and developed into a national curriculum for the rest of China.

5  Limitations of the Study

Several factors could limit the generalizability of the current findings. First, the 
sample size in this study was small and from only one hospital in Guangzhou. 
Nevertheless we still observed some statistically significant changes. Second, this 
group of trainees could be expected to execute smoking cessation counseling in the 
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hospital, hence the short-term increase. A longer-term follow-up is required to assess 
its sustainability in their practice. Finally, the questionnaire was not anonymous and 
the findings were based solely on self-reports from the participants, who might have 
over-reported the counseling activities due to socially desirable expectation.

6  Conclusion and Implications

China has one-third of the world’s smokers, and equipping HCPs with the neces-
sary knowledge and skills in providing smoking cessation training programs is 
crucial in Guangzhou as well as in other regions. Organizational support and more 
training opportunities are needed to build capacity in Chinese HCPs to curb the 
tobacco epidemic. Our 2-day intensive training program was effective in preparing 
Chinese HCPs to initiate the first step in smoking cessation and tobacco control. 
Furthermore, the trainees in the Chest Hospital are expected to further train other 
HCPs in the hospital, and we trust this train-the-trainer approach will help develop 
a critical mass of smoking cessation counselors in Guangzhou and eventually build 
a network of tobacco control practitioners and advocates in China.
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Abstract It is necessary to establish a comprehensive alcohol control policy in 
Korea because statistics on alcohol-related cases show a rise in deaths and injuries, 
and social economic loss resulting from alcohol-related causes. Korean Alcohol 
Policy (KAP) focuses on the protection of the traditional and domestic liquor 
industry as primary tax revenue while it aims to act as an administrative body to 
minimize damage from alcohol abuse. KAP utilizes the liquor license system, 
taxation, drink-driving countermeasures, control on legal drinking age, regulating 
alcohol advertisement, and a passive education program to control private and public 
alcohol consumption, distribution, and manufacturing. The following recommended 
changes are proposed: stricter and effective control of the liquor wholesale and 
retail system; reform of the present tax system to adopt an earmark tax; prompt 
conservative advertisement guidelines; implementation of a compulsory education 
program on moderate drinking; and establishment of a national professional 
committee to regulate alcohol policy.

1  Comprehensive Alcohol-Related Problems in Korea

Most Asian countries experience serious alcohol-related problems, yet lack restrictive 
social measures and programs to control or curtail such prevalent problems [1]. It is 
necessary to establish a comprehensive alcohol control policy. For example, in Korea, 
due to cultural acceptance of social drinking as part of daily life and a lack of stringent 
restrictive measures to control alcohol sales and consumption, most Koreans do not 
view alcohol-induced abuses as a social concern [1].

The statistics on alcohol-related cases evidence an urgent need for stringent 
restrictive health and social measures in Korea. According to Park et al. [2], 
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per every 100 000 people the prevalent rate of alcohol abuse was 537, the incidence 
rate of alcohol abuse was 254, and there were 287 “person-lived years” of disability-
adjusted life years (DALYs) lost. There were 29 497 alcohol-related deaths in 1995, 
21 123 in 2000 [3], and 39 628 in 2005 [4].

In 2005 there were 14 176 deaths from alcohol-related accidents and injury. 
In 2008, a total number of 434 148 drink-drivers were prosecuted out of the total 
Korean population, an increase of 5.3% compared to the previous year. There are 
approximately 1 000 fatalities yearly from drink-driving, which represents 15% of 
all traffic accident-related deaths in Korea [4].

According to the 2008 Epidemiological Survey of Mental Disease conducted by 
the Korean Ministry of Health and Welfare, the number of individuals between the 
ages of 18 and 64 years with alcohol use disorders (hereafter referred to as AUD) 
reached 8.7% for men and 2.5% for women. The AUD rates for both sexes were 
5.6% (1 795 397 people). The survey illustrates that the alcoholism prevalence rate 
in Korea is about 11.0% for men and 2.3% for women, higher than Japan’s 7.7% 
for men and 1.2% for women [5].

It was affirmed that the estimated social economic loss from alcohol in 2004 was 
14.9 trillion Won, while 20.1 trillion Won was estimated in 2006 [6]. This amount 
accounted for 2.9% of gross domestic product in 2004, a remarkably high percentage 
as compared to the United States’ figure of 2.3%, Japan’s 1.9%, and Canada’s 1.1%.

Alcohol consumption is increasing in minors and women in Korea. According 
to 2008 Organization for Economic Cooperation and Development (OECD) health 
data, the total alcohol consumption per person older than 15 years had increased 
from 7.9 l in 2001 to 8.3 l in 2006. Moreover, 72 bottles of soju and 108 bottles of 
beer per person were consumed [7]. 65.7% of college students were binge drinkers 
in Korea [8], compared to the United States’ 45% [9]. According to the research of 
Ministry of Health and Welfare [10], the drinking rate of women over 20 continued 
its upward trend, from 54.9% in 1998, to 59.5% in 2001 and 65.2% in 2005. The 
drinking rate of men over 20 increased from 68.6% in 2001 to 73.3 % in 2005.

2  Reviews on Effectiveness of Alcohol Policy

Alcohol-related problems are serious, but preventable. Most OECD countries 
enforce their alcohol policies through implementation of the On/Off Premise 
License System [1]. For example, when Norway and New Zealand faced serious 
alcohol problems, both countries implemented restrictive social measures to control 
alcohol abuse by controlling retail liquor licenses [11, 12]. During the eighteenth 
century, Norway’s alcohol consumption level was at its peak. Due to the implemen-
tation of liquor licensing laws in the twentieth century, alcohol consumption 
dropped substantially and now is the lowest among the European countries. During 
the twentieth century Norway had a high rate of abstinence, low drinking 
frequency, and low consumption, principally because they had enacted the most 
restrictive alcohol consumption policy among all European countries [11].
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Since 1970, there have been great changes made in several regions in Canada. 
Canada’s approach to alcohol, its distribution, the location of premises, and 
observed scientific studies concerning alcohol consumption changes show that even 
temporary and partial control of alcohol generally reduces the related problems 
from drinking, especially those of acute alcohol-related diseases [13]. Between 
1968 and 1986, Xie et al. studied the influencing factors of alcohol consumption 
and cirrhosis in the Canadian regions [14].

Government policies and measures to restrict liquor sales by controlling alcohol 
pricing, liquor shop locations and congestion, opening hours, alcohol purchase 
controls, and advertisement restrictions have had positive influences in reducing 
drink-driving and its resulting death rate [15].

Since the 1970s, both North America and Europe have established policies rein-
forcing the control of alcohol [16]. Most countries have shown signs of decreasing 
trends in alcohol consumption per capita. Since the 1990s, World Health 
Organization has encouraged a strong alcohol control policy related to drinking 
problems and alcohol consumption in the developed countries [17]. Alcohol control 
policies’ paradigm, in the developed countries, has changed from the pathological 
and personal issues to a public health and social community view. Since 1968, the 
death rates from traffic accidents, liver disease, and alcohol-related problems in the 
United States have decreased due to the continuous improvement of alcohol control 
policies [18, 19].

Most developed countries control and regulate alcohol by limiting the number 
of premises available to the license holder as their income source, while at the same 
time preventing alcohol abuse and drinking-related problems through stricter 
administration controls. Furthermore, these nations partially control alcohol sales 
through government policies that strictly prosecute drink-drivers, restrict and monitor 
after-hours alcohol sales, provide periodic education for sellers, and regulate 
alcohol pricing [1].

3  Korean Alcohol Policy

Korean Alcohol Policy (KAP) has two functions: KAP functions to protect the 
traditional liquor industry as a primary revenue generating source of national 
income; and KAP also aims to act as an administrative regulating body to decrease 
the damage from alcohol-related abuses [20].

3.1  Liquor License System

At present, Korea enforces various types of liquor licenses, such as Liquor Brokering 
Licenses, Off-Premise Liquor Licenses, Off-Premise Liquor Sales Permits (Eui-Jae 
License for grocery stores and supermarkets), On-Premise Liquor Licenses, and 
Resort Liquor Licenses (Table 1). Article 8 of the Liquor Tax Law (Jusebeop) 
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outlines the current limitations or restrictions on liquor licenses. Under Article 8, 
when someone wants to open a retail store or service establishment, or a brokering 
agency, they are required to obtain a liquor license in accordance with the enforce-
ment ordinances of the Liquor Tax Law. The problem lies in the requirements for 
obtaining the liquor license. Off-Premise Liquor Sales permit holders, those who 
obtain an Off-Premise Liquor Sales Permit according to the Food Sanitation Act, 
are automatically able to get a liquor sales permit. This is a loophole in the law that 
automatically grants a license, just because one registers at the District Tax Office 
(The Liquor Tax Law, Feb. 29, 2008) where one is automatically regarded as a 
licensee upon registration.

According to Article 8, Clause 3 of the Liquor Tax Law and its implementing 
enforcement Clause 15, “The Category of Off-Premise Liquor Sales Permit Holder” 
defines Off-Premise Liquor Sales Permit Holder as follows: first, one who sells 
alcohol at a licensed premise according to the Food Sanitation Act; second, one 
whose primary job is not to sell only alcohol, but to sell alcohol from grocery 
stores, generic-product stores, or any other similar store along with other food and 
drink items for consumption outside the sales location.

At present, it is not necessary to comply with any specific regulations or prereq-
uisites to obtain a Korean Liquor License, so anyone can apply. To apply for a 
Liquor Retailer’s License, according to Value Added Tax (VAT) law, Alcohol Retail 
Business applicants need only to fill out an Application for a Business Registration, 
which includes sales of alcoholic beverages. Thereafter, the Superintendent of 
the local tax office will examine the application to determine basic eligibility for 
the issuance of a Certificate of Business Registration [21].

3.2  Minimum Legal Drinking Age

Under the Minor Protection Law, Article 2, Clause 4, it is determined that “alcoholic 
beverages are one of the most harmful drugs for youth” and prohibits “those who are 

Table 1 Liquor license types and its allowed business area

Licenses Allowed business areas
Allowed alcoholic 
beverages

Liquor brokering license Alcoholic beverages must be 
sold by brokering license 
affiliated stores and direct 
management stores

General unrefined 
alcohol and alcoholic 
beverages except pure 
ethanol

Off-premise liquor license &  
off-premise liquor sales permit

Certain alcoholic beverages must 
be sold from the permitted 
retail license premises

Alcoholic beverages 
except pure ethanol

On-premise liquor license The beverages must be consumed 
only in On-premise locations

Alcoholic beverages 
except pure ethanol

Resort liquor license The beverages must be used only 
On-premises

Alcoholic beverages 
except pure ethanol
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under 19 years of age from buying alcohol and/or drinking.” Moreover, Article 26, 
Clause 2 of the Minor Protection Law restricts youth “from providing personal 
service (in drinking establishments) such as drinking together, singing, or dancing to 
entertain customers.” Also, Article 20 of the Enforcement Ordinance of the Minor 
Protection Law implements “checking customers’ age when selling any substances 
that are considered as a harmful drug to juveniles.” Article 22, Clause 1 and 2 of the 
same law requires “labeling those drugs which are considered as harmful to 
juveniles” [20]. Furthermore, “an act of allowing minor access to licensed liquor 
establishments” and “any act of providing any alcoholic beverages to children” are 
prohibited under the Food Sanitation Act, Article 31, Clauses 3 and 4 [20].

3.3  Taxation

Since the establishment of the World Trade Organization (WTO), Korea has been 
constantly striving to protect its domestic liquor industry by easing and expediting 
administrative procedures to provide import and export liquor licenses to vendors, 
and to consider the competitiveness of imported alcoholic beverages, in order to 
preserve and promote the traditional and domestic liquor industry in Korea (The 
Liquor Tax Law Reform, Feb. 28, 2008; the Enforcement Ordinance of the Liquor 
Tax Law Reform, the 21295th Presidential Decree, proclaimed on Feb. 5, 2009). 
Article 1 of the Liquor Tax Law Enforcement Ordinance abolished limitation on the 
percentage of alcohol concentration in liquors, in order to develop and promote 
various Korean traditional liquors. Furthermore, it eased the regulation of facility 
standards for local and traditional manufactures. Under the same implemented 
regulation, Asterisk 3, Clause 3, legal efforts to protect the local liquor industry 
have been made to lessen traditional liquor manufacturer’s financial burdens.

To assess alcohol tax rates, international trading relationships are factors that 
must be considered. Also, in Korea an Ad Valorem tax was adopted on liquor, but 
a Unit tax was imposed only on pure ethanol [22]. An Education Tax is imposed on 
all alcohol at the same rate.

Thus far, revenues generated from liquor tax have been spent on local govern-
ments, public road maintenance and improvement projects, rural area development 
projects, water pollution prevention projects, youth support projects, and community 
development projects [22]. Since 2005, a special law was put into effect to use 
liquor tax revenues to fund National Equity Development, which was established to 
balance community development and innovation [22].

The criteria for assessment of a liquor tax are determined by both the liquor 
manufacturer’s and the importer’s statement of declaration of the quality and amount 
of alcohol in the goods. The wholesale prices of manufactured alcohol liquor, except 
for pure ethanol, determine the standard of tax assessment. In the case of imported 
goods, an importer’s declaration of the quality and quantity of alcohol determines 
the standard of Korean tax assessment. A specific commercial “Ad Valorem” tax will 
be assessed on all other alcoholic beverages based on their wholesale prices.
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The liquor tax rate for fermented liquors varies, depending on its kind, e.g., 
unrefined rice wines at 5%; rice wine, refined rice wine, and fruit wines at 30%; 
beer at 72% (beer’s liquor tax rate decreases every year). The liquor tax rate on 
spirits such as soju, diluted soju, whiskey, brandy, or other general spirits is also 
72%. Other nonfermented alcoholic beverages are taxed at 72% and fermented 
beverages at 30%.

If a traditional beverage is acknowledged as a necessity to initiate and preserve 
traditional Korean culture and customs, its alcohol tax rate is 50% that of the other 
alcoholic beverages described above (The Liquor Tax Law enacted on Jan. 9, 2008). 
In addition, Education Taxes and VAT are added onto the import taxes of alcoholic 
beverages. If the alcohol concentration of a liquor is above 70%, a 30% Education 
Tax will be added; otherwise, only 10% of both Liquor Taxes and Education Taxes 
together will be imposed as VAT. As a result, liquor taxes have been a major source 
of revenue for Korea (The Liquor Tax Law, Feb. 29, 2008).

3.4  Drink-Driving Countermeasures

Most countries in the world prohibit drink-driving. Korea also prohibits drink-
driving under the Road Traffic Act. Continuous legislative efforts have been made 
to update and renew drink-driving regulations, from 1989 to 2009, and this has 
resulted in the formation of the present legislation (Table 2).

Article 41, Clause 1 of the Road Traffic Act clearly prohibits driving while one 
is intoxicated. Clauses 2 and 3 require breathalyzer tests. Clause 4 determines the 
standard of intoxicated driving: BAC (blood alcohol content) of 0.05% or above. 
The penalties for violation of the regulation are shown in Table 2.

In Korea, the law specifically forbids not only intoxicated drivers from driving 
on the road, but also intoxicated nondrivers “from loitering in public or staggering 
on the sidewalk while intoxicated” (according to the Road Traffic Act, Article 63). 
According to Article 114 of the Road Traffic Act, “the penalty for violating this law 
is either a fine of less than 100 000 Won or detention.”

3.5  Regulating Alcohol Advertisement and Promotion

One of the most widely advocated Korean alcohol control campaigns involves 
legislation in regulating alcohol advertisements. Article 7 of the National Health 
Promotion Act reserves “the authority to order one, whose advertisement could 
mislead the public view of health, to change or ban the deleterious advertisement.” 
Regulations on the content of alcoholic beverage advertisements are included in the 
Liquor Tax Law, Enforcement Ordinances of the National Health Promotion Act, 
Article 10, and Clause 2. Alcohol advertisement standards (shown in Table 3) 
contain the method of expression, prohibitions, warnings, and times.
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3.6  Education and Persuasion

The National Health Promotion (NHP) Act is a law that encourages publicizing of the 
harmful effects of drinking. In Article 8, Clauses 1 and 2 of this NHP Act, “both 
national and local governments should publicize and educate the public about the 

Table 2 Penalties for drink-driving

Violation Penaltya

BAC of less than 0.05–0.1%
If arrested and convicted – Will be charged with a crime

– License suspension for 100 days
If person is involved in an accident – Will be charged with a crime

– Driver’s license will be revoked
BAC of 0.1%–0.36% –  Will be assessed 100 points penalty 

against their driver’s license
– Will be placed in custody
– Driver’s license will be revoked

For refusal to take a breathalyzer test – Will be charged with a crime
– Driver’s license will be revoked

2 records of DUI within 3 years Three Strikes Lawb (will be automatically 
incarcerated if one, who falls under  
either category, guilty of DUI)

3 records of DUI within 5 years
2 records of DUI within 5 years and third 

record of DUI with BAC of above 0.1%
Suspended, then revoked driver’s license  

for a previous DUI

Source: Article 41 and Article 107, Clause 2 of the Road Traffic Law and Article 31 of the 
Enforcement Ordinance of the Road Traffic Law
a If incarcerated, less than 2 years of imprisonment or fine of less than 5 000 000 Won
b Three Strikes Law is criminal legislation

Table 3 Regulation standard of alcohol advertisement

Category Regulation
Advertising content controls 1. Content that over-glamorizes drinking

2.  Content that misleads: drinking improves physical 
strength or helps to treat sickness

3. Content that drinking helps to maintain mental health
4. Content that depicts drinking while at work or driving
5.  Content that depicts a pregnant woman, a minor, or their 

voices

Advertising bans 1. Advertising alcohol with 17% alcohol or higher content
2.  Content with its theme song giving away free gift, money, 

and valuables for the purpose of sales or promotion

Warning notice 1. Warning should be on the container of liquor

Prohibited hours 1. TV commercial: 07:00–22:00
2.  Radio commercial: before and after the minor-targeted 

program, 17:00–08:00
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harmful effects and impact of overdrinking” and “support any corporation or group 
which researches on the process of educating the public in moderate drinking habits.” 
In Clause 4, it clearly states the legal requirement “to post special mandatory warn-
ings on alcoholic beverage containers about the harmful effects of overdrinking.”

Further, Article 4, Clause 3 of the NHP Act clearly requires specific warning lan-
guage to be used to warn against overdrinking. In addition, the Ministry of Health and 
Welfare Notification No. 1999-25 suggests the usage of the following warnings:

 1. “Overdrinking causes liver cirrhosis or liver cancer and is particularly physically 
and mentally harmful to minors”

 2. “Overdrinking causes liver cirrhosis or liver cancer, and drinking while pregnant 
increases the higher possibility of deformity”

 3. “Overdrinking causes liver cirrhosis or liver cancer and increases the possibility 
of the occurrence of an accident while driving or working”

According to Article 31 of the NHP Act, any person or company failing to include 
or change the wording of the warning notification will face less than a year of 
imprisonment or a fine of under 5 000 000 Won.

Even though Article 12 of the NHP Act and Article 17 of the Enforcement 
Ordinance of the NHP Act clearly states that health education includes information 
on drinking alcohol in moderation, many business premises, where health educa-
tion is needed, are omitted or excluded from the list, because Article 16 of the 
Enforcement Ordinance of the NHP Act supports and provides health education 
only to business premises with more than 500 workers, public corporations, and 
general hospitals with medical insurance subscribers with more than 300 workers.

3.7  Korean Alcohol Laws

In the past, Korea had one single regulation on selling alcohol to minors, the Minor 
Protection Law (MPL). The MPL was combined with other laws for specially 
designed businesses offering traditional or cultural Korean food and entertainment. 
The MPL was established in 1961, and most current laws regulating businesses 
selling traditional Korean food and entertainment were established in 1991. 
Moreover, the regulation of businesses that manufacture, import, and export alcohol 
was started in 1909 and was managed by the Office of Tax Affairs, further modified 
to some extent in 1949 [23]. After that, its structure more closely followed the 
major changes implemented by current law, the Alcohol Tax Law, through its 
modification in 1961, 2002, and 2009.

However, the Alcohol Tax Law is not a law to regulate the manufacture and con-
sumption of alcohol, but was deigned to regulate systematic industrialization. Thus 
far, laws that regulate alcohol consumption by the public are the laws to prevent 
drink-driving in the Road and Traffic Act, to prohibit youth from drinking in The 
MPL and the Food Sanitation Act, and the laws to regulate alcohol advertisement 
and provide for health education in moderate alcohol use of the NHP Act [20].
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The law regulating alcohol is The Liquor Tax Law, and the laws regulating drugs 
are the Marijuana Control Law and the Drug and Medicine Supply Control Law. 
The NHP Act, the MPL, and the Industrial Safety and Health Law are laws to 
prevent alcohol and drug abuse.

Article 3, Clause 4 of the National Health Promotion Act requires putting health 
warnings on the container of any alcoholic beverages. The MPL, Article 26, clearly 
states that selling or distributing any harmful drugs to minors is prohibited; for 
example, a person under 19 years of age is not allowed to buy or drink alcohol. In 
the Enforcement Ordinance, Article 4 of the Industrial Safety and Health Law, 
Article 4, the rules are clearly expressed to help minors to quit drinking and smoking, 
find alternative ways to relieve stress, and provide for the receiving of health coun-
seling from the National Health Promotion Movement. The laws covering the area 
of education in national schools are stated in the Fundamentals of Education Act 
and School Health Law, and are concerned with students’ health and drug abuse 
prevention.

4  Alcohol Control Policy Issues in Korea

The “Bluebird Plan,” enacted in 2006, clearly reflects the Korean Government’s 
efforts to reduce alcohol-related problems [24]. The government’s plan to reduce 
such problems was not very successful, because national availability and accessibil-
ity to alcohol policy were not active. Although it partially regulates liquor adver-
tisement, it focuses mainly on education and promotion of moderate drinking.

Despite the fact that individualized treatment approaches are very important, it 
is difficult to achieve effective social outcomes, because alcohol use is so highly 
addictive and drinking itself has become part of Korea’s culture.

Since KAP emphasizes promotion of alcohol education, it is difficult to expect 
it to reduce alcohol intake by education and promotion only [1]. The regulations on 
liquor advertisement are not very efficient in their restrictions of advertisements on 
public broadcasting, outdoor advertisements, print advertisements, or Web adver-
tisements. It is easier to make laws that relate to the legal drinking age limit than 
enforcing the regulation. This law has thus been challenged because of the diffi-
culties in enforcement and light penalties. Even though drink-driving regulations 
(i.e., BAC of 0.05) are continually enforced, there are still some legal restrictions 
that are not well enforced. There are similar serious problems with the liquor 
licensing system, apparent in the liquor retail licensing system where a new license 
will be issued automatically upon someone simply filling out the necessary applica-
tion forms. Therefore, through these weaknesses, the effectiveness and control of 
the liquor system are lost [1, 20, 25, 26].

The problem with the liquor tax law system is that alcohol is recognized as a 
major part of the industrial activity of Korea’s commercial interests, and as a part 
of the definite competitiveness of the domestic alcohol industry trade. In other 
words, it reflects the economic point of view instead of that of the restriction and 
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control policy, which is more concerned with social aspects of community and 
public health of the nation.

In most developed countries, liquor tax is levied as a Consumption Control Tax 
or Sin Tax [16]. Unlike most developed countries, Korea considers liquor tax as one 
of the major tax-generating income sources to be protected [23, 27, 28].

According to the type of liquor, the Korean liquor tax is divided between two 
different areas: a Specific “Unit Tax” and an “Ad Valorem” Tax. Even though the 
liquor tax is one of the consumption taxes, it is put under a separate area, instead of 
as a “Special Excise tax”, because a license for manufacturing and sales of alcohol, 
adjustment of demand and supply of raw materials, and the brewery’s license 
examination are all regulated together [20].

After the agreements were made with the WTO, the liquor tax rate in Korea was 
changed as of 2000. Developed countries imposed higher tax rates on higher alcohol 
concentration as compared to other alcoholic beverages; however, unlike the devel-
oped countries’ taxing policy, Korea’s policy does the opposite and has a reverse 
effect. This liquor tax can be seen as having a lot of weight in policy making to 
maintain economic efficiency in terms of making harmonious choices between a 
fair tax system and one having high economic efficiency [27]. It should not be 
forgotten that the liquor industry is a major tax income source, so it is recognized 
as one of the most vital Korean industries under WTO regulation [21].

The biggest problem of the Korean liquor tax policy is that the liquor tax system 
has a loophole, even though it is the center of social policy in relation to alcoholic 
beverage manufacture and consumption.

The most important function of the liquor tax policy is to include the social-
economic expenses in the “Excise Tax” to avoid shifting the costs to a third party 
unfairly.

If the liquor tax is relatively low compared to social costs from drinking, and if the 
social costs, such as incurred through traffic accidents because of drink-driving, are 
relatively high, this means that the liquor tax needs to be more strongly regulated [29]. 
Conversely, the liquor tax rate system regarding low-percentage alcohol and high-
percentage alcohol deepens the problem of the liquor policies of Korea. For example, 
the tax rate of high-percentage alcohol such as whiskey and soju are lower than low-
percentage alcohol such as beer, which shows that the Korean alcohol tax system does 
not give weight to policies involving the concentration of alcohol in a drink, in order 
to help reduce the external problems caused by alcohol consumption [29].

Another serious problem of the Korean liquor tax is that it does not fully make 
efforts to prevent juvenile drinking, despite its awareness of the importance of young 
people’s health. Of course, this problem should be supported by more direct control, 
such as restriction of the legal age of drinking, but the current policy cannot block 
the minor effectively since the price of liquor such as unrefined liquor, soju, and 
beer, which minors can easily access, are relatively cheap for a minor to buy [29].

Moreover, the National Tax Service has jurisdiction over the general liquor industry 
for tax administration reasons. Furthermore, since other related departments 
partially control consumer protection, minor protection, fair trade, and distribution 
industries, consistent regulation or business rules cannot be easily applied.
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However, most developed countries have liquor administrative departments 
under the central government in order to supervise and regulate liquor manufac-
turing and distribution, consumer protection, and fair trade [30]. The success of the 
system depends on how efficiently it operates to achieve its aims.

To have smooth alcohol distribution, the efficient operation of the system 
should be of greatest importance. Particularly in the case of the alcohol distribu-
tion industry, where the purpose of industry regulation has great affects, violation 
factors must be dealt with and prevented ahead of time, and if they cannot be 
prevented, the acts of violation must be discerned and punished so that recurrences 
can be prevented [21].

5  Suggestions and Conclusions

As mentioned earlier, it is necessary to establish a comprehensive alcohol control 
policy in Korea.

First, Liquor Tax Law implements the alcohol sales licensing system in relation 
to alcohol sales. The Liquor Licensing System is the same as the Off-Premise Liquor 
License and the Liquor Sale Permit License for the stores that have obtained a permit 
under the Food Hygiene Law. However, this licensing system is meaningless, 
because applicants can simply report to the District Tax Office to obtain their sales 
license. Therefore, it is necessary to rearrange and revise the law as it is stated in its 
present form (see Liquor Tax Law, Article 8, Clause 3, its Enforcement Ordinance, 
Article 14, LTL 8-3 Subject License Sales, System of Food Hygiene Law) so that it 
can be managed thoroughly and professionally. The present law is very complicated 
and imprecise, so the law should be changed, simplified, and specifically directed at 
problem areas, especially as it relates to the liquor retail system.

Second, Liquor Tax Levy in Korea consists of a high tax rate for high-priced 
alcohol and a low tax rate for low-priced alcohol. This liquor tax was implemented 
without proper consideration of the percentage of alcohol content in different 
beverages. This is a loophole that leaks tax revenue and further contributes to 
consumption of high-percentage alcohol [28].

Likewise, the liquor tax rate system cannot control alcohol consumption, so it is 
necessary to change to the Unit Tax System, a system that is closer to that being 
used in other developed countries. This would result in having an actual counter-
move to reduce high alcohol consumption and resulting harm.

As this chapter has reviewed and studied, it has become very apparent that it is 
logically appropriate to levy a Health Earmarked Tax, because alcohol has produced 
problems for Korean national health and in its communities. We need to follow the 
tax policies used in the developed countries as an important part of the solution, 
because low-priced, high-percentage alcohol is one of the ringleaders in producing 
alcohol harm.

Third, restrictions on advertising alcohol in the present general broadcasting 
system begins at over 17% alcohol. In reality this is too liberal as compared to some 
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developed countries’ restriction policies, where it is appropriate to advertise only if 
alcohol content is under 5%. At present, restriction in Korea on alcohol advertising 
hours on TV exists after 10 pm, but at this time large numbers of children and teen-
agers are also still watching, therefore extending the restriction on advertising hours 
for TV, radio, and cable TV to after 11 pm would further protect children and 
teenagers.

Besides this, there are no laws to stop media advertisement inside and outside 
the commercial areas of cities using electronic bulletin boards, especially at subway 
stations. We need a Special Advertising Restriction Law to address this issue, and 
in addition we need a regulatory process for the Internet and other media, through 
specially enacted legislation to penalize corporations when they break those laws 
in Korea.

Fourth, the National Health Promotion Law (Article 8, Enforcement Ordinance 
Article 17, School Health Law Articles 9 and 11) claims to implement education 
for moderation of drinking, but this is a just recommendation and not compulsory, 
hence it is necessary to change it to a compulsory clause.

The establishment of a “National Professionals Committee for Alcohol Policy” 
is also recommended, to offer proposals with authority, to accelerate the under-
standing of improvements in research about how alcohol harms people, to further 
research proper education methods, and for providing information to the general 
populace and legislative bodies. As has already been observed in Ireland and other 
developed countries, where there are professional committees, approved and 
empowered by the government, great contributions have been made to improve 
regulatory systems and change the thinking of people.

A National Alcohol Policy should be established for the safety and protection of 
people’s lives. Policy reviewers should not be business professionals, ideological 
groups, or liquor companies, as they benefit economically from the sales and use of 
alcohol. Policy reviewers need to be recruited from the ranks of Health and Legal 
professionals.

People have the right to choose to use alcohol of their own free will. Minors 
should not be provided with easy access to alcohol because our society’s drinking 
culture is pervasive, persuasive, does not provide adequate regulations and controls 
to thoroughly protect and educate the people. The Korean Government should try 
its best not to support and extend the damage caused by alcohol use among the 
families, communities, and minors of the nation.
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Abstract Obesity is known to be a risk factor for cardiovascular disease and 
some cancers, and its prevention must be given a high priority in modern society. 
Metabolic syndrome is characterized by central obesity, impaired glucose toler-
ance, high blood pressure, and abnormal lipid metabolism, and is related to an 
increased risk of cardiovascular disease. The prevalence of metabolic syndrome has 
been increasing worldwide, in parallel with the increasing prevalence of obesity, 
and an urgent need for preventive strategies exists. In Asian populations, a higher 
percentage of body fat exists at low body mass index (BMI) values. This trend 
increases the risk of lifestyle-related diseases at a lower BMI. Thus, an appropri-
ate BMI for Asians and its implications for policy and intervention strategies has 
been stated by the World Health Organization. For Asians, trigger points for public 
health action were identified as 23 kg/m2 or higher, representing an increased risk, 
and 27.5 kg/m2 or higher, representing a high risk (underweight, less than 18.5 kg/m2; 
an increased but acceptable risk, 18.5–23 kg/m2; an increased risk, 23–27.5 kg/m2; 
and a high risk, 27.5 kg/m2 or higher). Because of changes to a high-fat diet and 
insufficient exercise, the prevalence of obesity has been increasing throughout the 
world not only in developed countries but also in developing countries. Thus, care-
ful attention to lifestyle is needed.

1  Visceral Fat Accumulation

Obesity is known to be a risk factor for a wide range of diseases including cardio-
vascular disease and some cancers, and its prevention must be given a high priority 
in modern society [1]. Metabolic syndrome is characterized by central obesity, 
impaired glucose tolerance, high blood pressure, and abnormal lipid metabolism [2], 
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and is related to an increased risk of cardiovascular disease [3]. The prevalence of 
metabolic syndrome has been increasing worldwide, in parallel with the increasing 
prevalence of obesity [4], and an urgent need for preventive strategies exists.

Because of changes to a Western lifestyle, including a high-fat diet and insuffi-
cient exercise, the prevalence of diseases such as hyperlipidemia, diabetes, and 
hypertension has been increasing in Japan, and the number of people with clusters 
of these diseases has also been increasing. A recent study calculated the risk of 
coronary artery disease based on health examination data for as many as 120 000 
workers over a 10-year period. According to the study, the risk of coronary artery 
disease was up to 30 times greater for a person with three or more risk factors, i.e., 
obesity, hyperlipidemia, hypertension, and diabetes, compared with a person who 
did not have any risk factors [5]. In the Tanno-Sobetsu study, subjects in the meta-
bolic syndrome group had a 2.2-times greater risk of developing cardiac disease 
than did subjects in the nonmetabolic syndrome group [6]. Thus, metabolic syn-
drome is considered important from the standpoint of the primary prevention of 
heart disease. The risk of heart disease has been found to increase rapidly if hyper-
lipidemia, diabetes, or hypertension is diagnosed.

2  Obesity in Adults

2.1  Japanese Trend

2.1.1  Current Trend in Recent Years

The frequency of obese persons was reported using only the body mass index 
(BMI) until waist circumference1 was first used as an index of obesity in the 2003 
National Health and Nutrition Survey (NNS-J).2 According to the 2004 NNS-J, the 
proportions of individuals suspected of having upper body obesity (BMI ³ 25 kg/m2; 
men with an waist circumference ³85 cm and women with an abdominal circumfer-
ence ³90 cm) among those ³20 years of age were 29.3% among men and 14.2% 
among women (Fig. 1) [7]. The proportions of individuals suspected of having upper 
body obesity in their 30s, 40s, 50s, and 60s were 26.8%, 33.2%, 34.4%, and 29.7% 
among men, and 4.5%, 12.4%, 13.8%, and 20.2% among women, respectively. A 
remarkable increase was observed among women but not among men. Among 
women, the increase in the prevalence of upper body obesity was especially large 

1 Waist circumference in the NNS-J was measured at the level of the umbilicus while the subject 
was standing.
2 Note that the NNS-J definition, which is used for individuals who are strongly suspected of having 
metabolic syndrome or imminent metabolic syndrome, differs from the criteria used for metabolic 
syndrome in Japanese criteria in terms of the lipid metabolism and glucose tolerance criteria that 
are considered abnormal.
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between women in their 30s and those in their 40s, and between women in their 50s 
and those in their 60s. In addition, the proportion of men who exceeded the waist 
circumference criterion but not the BMI criterion increased with age. The propor-
tions of men who exceeded the waist circumference (not the BMI) in their 30s, 40s, 
50s, and 60s were 10.5%, 20.0%, 20.7%, and 30.0%, respectively. Thus, differences 
in trends were seen between sexes.

2.1.2  Changes Over the Years

No data on abdominal circumference in the Japanese population from NNS-J are 
available prior to 2003, since the measurement of this parameter began in that year. 
To examine the changes in obesity over time, we therefore examined the annual 
changes in BMI.

In the 2004 NNS-J, as approximately 30% of men in their 30s–60s were overweight 
(BMI ³ 25 kg/m2), the prevalence of overweight men ³20 years of age was higher than 
that for all generations 20 years (1984) or 10 years (1994) earlier, but the prevalence 

Fig. 1 Obesity conditions according to body mass index (BMI) and waist circumference (WC) 
measurements (³20 years) reported by the Ministry of Health, Labour and Welfare of Japan. Data 
obtained from the annual report of the National Nutrition Survey in 2004 (http://www.mhlw.go.jp/
houdou/2006/05/h0508–1a.html)
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of overweight women in their 20s–50s had decreased [7]. Especially among younger 
women, thinness (underweight: BMI < 18.5 kg/m2) had become a problem, and the 
prevalence of thin women in their 20s–40s has been increasing. Kenkou Nippon 21, 
a movement launched by the Japanese government to promote a healthy lifestyle, 
aimed to lower the proportion of thin women in their 20s to £15% by 2010, but this 
program is not meeting its target, with a current percentage of 21.4%.

Matsushita et al. described the changes in the prevalence of overweight and 
obesity and calculated the incidence of these indices during a 10-year follow-up 
period for a large-scale cohort study in Japan [8]. The study design was a lon-
gitudinal analysis of data from a population-based cohort study, the Japan 
Public Health Center-based Prospective Study (JPHC Study). A total of 65 095 
Japanese men and women between the ages of 40 and 69 years at baseline survey 
and who participated in the 5th- and 10th-year follow-up surveys of the JPHC were 
enrolled.

On average, individuals living in Okinawa had much higher BMIs than those 
living on the main islands for all sex and age groups. Among men aged 40–54 years 
and living on the main islands, 1 in 4 were overweight at baseline survey; in 
Okinawa, nearly half the men aged 40–54 years were overweight at baseline. 
Among women, the highest prevalence was observed in the 55–59 year age group 
in both regions, although the prevalence of overweight women in Okinawa was 
approximately 10% higher than that of women living on the main islands across all 
age groups. During the 10-year follow-up period, the prevalence of overweight or 
obesity increased in the cohorts of men and women who were in their 40s at base-
line, especially among those between the ages of 40 and 44 years. In contrast, a 
decreasing trend in the prevalence of overweight individuals was observed among 
the generations that were in their 60s at baseline. The incidence of overweight 
individuals was greater in Okinawa than on the main islands and among younger 
generations than among older ones [8]. The prevalence of obesity on the main 
islands appears to fall near the middle of the range for Asian countries, whereas the 
prevalence of overweight and obesity in Okinawa appears to be higher than that in 
other Asian countries.

The prevalence of overweight and obesity increased among middle-aged 
Japanese participants during the follow-up period. Among men, an increasing 
prevalence of obesity was observed among the younger generations. Considering 
the higher baseline BMI in men for that age group, population approaches for 
weight control should target mainly men in their 40s or younger.

2.1.3  Regional Differences Within Japan

Yoshiike et al. divided the areas surveyed in the NNS-J between 1976 and 2000 into 
three groups (i.e., metropolitan areas, cities, and small towns) and observed the 
changes in the proportions of men and women (³ 20 years of age) with a 
BMI ³ 25 kg/m2 [9]. The increasing tendency for overweight among men was found 
to be more marked in small towns than in metropolitan areas. Furthermore, as stated 
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above, Matsushita et al. observed that individuals living in Okinawa had much 
higher BMIs than those living on the main islands for all sex and age groups.

Some existing data may explain the epidemic of obesity in Okinawa. A 
study identified a unique dietary pattern in Okinawa, with so-called westernized 
foods –  including bread, beef, and coffee – consumed more frequently in this 
region [10]. Moreover, the proportion of energy intake from fat was estimated to be 
about 30% in Okinawa, which is among the highest levels in Japan; meanwhile, the 
mean daily number of steps walked in Okinawa was among the lowest in the coun-
try [11]. A high-energy, high-fat dietary pattern combined with low physical activ-
ity levels might have contributed to the current high prevalence of obesity in 
Okinawa.

2.2  Trends in Other Countries

According to a report describing the National Health and Nutrition Examination 
Survey conducted in the United States during 1999–2000, the age-adjusted propor-
tion of obese (BMI ³ 30 kg/m2) persons among individuals aged 20–70 years was 
30.5% [12]. Despite the fact that countermeasures against obesity had been cited as 
one of the most important items in the nation’s health program “Healthy People 
2000,” the prevalence of obese persons had increased greatly compared with the 
results of a 1988–1994 survey (22.9%). In terms of overweight individuals 
(BMI ³ 25 kg/m2), the increase was from 55.9 to 64.5% [12]. In Europe, an approxi-
mately 1.5-fold increase in the proportion of people with a BMI ³ 30 kg/m2 was 
observed in the MONICA study between 1979–1989 and 1989–1996. The mean 
prevalence during 1989–1996 was 17.0% among men and 18.8% among women, 
even though the prevalence for women remained steady or decreased slightly in 
some areas [13]. Comparing the proportions of those with a BMI ³ 25 kg/m2 based 
on data reported by Asian countries since 1990, the proportion of men with a 
BMI ³ 25 kg/m2 in Japan was relatively high compared with the proportion in other 
Asian countries, but the proportion of women with a BMI ³ 25 kg/m2 was lower 
than those in the Philippines, Malaysia, and Singapore.

3  Childhood Obesity

3.1. Japanese Trend

3.1.1  Current Trends in Recent Years

In epidemiologic descriptions of obesity in children, the criteria for diagnosing 
“obesity” in growing children are problematic. In actual school health practice, the 
Rohler index and national standard body weight chart for children are often used. 
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A BMI chart according to sex and age (International Obesity Task Force [IOTF] 
definition) has been published to enable international comparisons [14].

3.1.2  Changes Over the Years

Matsushita et al. examined the 25-year changes in BMI and the prevalence of obe-
sity in Japanese children with special reference to urban–rural differences [15]. The 
data sets from the NNS-J conducted from 1976 to 2000 and comprising 29 052 boys 
and 27 552 girls between the ages of 6 and 14 years were used. Trend analyses 
using the data on sex and age groups as well as residential area according to the size 
of the municipality (metropolitan areas, cities, and small towns) were performed.

The mean (age-adjusted) BMI increased by 0.32 kg/m2 per 10 years in boys and 
by 0.24 kg/m2 per 10 years in girls. The prevalence of obese boys and girls using the 
IOTF definition increased from 6.1 and 7.1%, respectively, for the period of 
1976–1980 to 11.1 and 10.2%, respectively, for the period of 1996–2000.

3.1.3  Regional Differences Within Japan

Regional differences were analyzed using a linear regression model, and the 
changes in BMI (age-adjusted) per 10-year period were analyzed by dividing the 
areas into three groups (metropolitan areas, cities, and small towns) (Fig. 2). 

Fig. 2 Changes in average BMI of Japanese children by sex and residential area from 1976  
to 2000 (National Nutrition Survey, Japan). Data are expressed as value (95% confidence interval)
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The increasing trend was most evident in 9–11-year-old children of both sexes 
living in small towns, whereas no significant changes were observed in girls living 
in metropolitan areas. The increasing trends in obesity, especially among children 
living in rural areas, could be the result of environmental and cultural changes that 
lead to low levels of physical activity in rural settings.

A special situation for girls living in metropolitan areas was observed in the 
study. Previous analyses of Japanese adults have also shown decreasing trends in 
BMI among women aged 20–40 years, especially in metropolitan areas [9, 16–20]. 
This finding indicates an alarming tendency toward underweight young women 
because of “unhealthy diets” for reducing body weight [9]. Surveys in selected 
secondary schools have shown high percentages of “dieting” among girls, even 
though they are not obese [18–20]. Therefore, unnecessary pressure to reduce body 
weight in older girls, especially in urban areas, should be avoided when health 
education programs for obesity control are provided in schools or communities. 
Thus, the regional differences observed in adults were found to already be present 
in primary school and middle school children [15].

These results clearly show increasing trends in the prevalence of obesity among 
Japanese schoolchildren. The degree of the increasing trend, however, differed across 
sex, age groups, and residential areas, with the particular phenomenon that girls in 
metro politan areas were unlikely to become obese. These epidemiological aspects 
indicate the priorities for interventions in population strategies to control obesity in 
children.

3.2  Trends in Other Countries

We calculated the proportion of children corresponding to BMI ³ 25 kg/m2 at  
18 years of age using the IOTF standard values, [21] and compared these values 
with those reported in nationwide surveys published by various countries. In Japan, 
the changes over a 25-year period (1976–2000) among boys in each age group 
of 6–8 years, 9–11 years, and 12–14 years were from 7.9 to 15.3%, from 10.7 
to 18.4%, and from 9.2 to 14.9%, respectively. Thus, 1.6-fold to 2-fold increases 
were observed. Among the girls, the observed changes were from 8.7 to 14.6%, 
from 9.3 to 17.2%, and from 8.6 to 11.2%, respectively. Although increases were 
observed in every age group, the degree of the increase in the 12–14-years age 
group, which was regarded as corresponding to middle school students, was very 
small among girls.

Comparing the Japanese data with published data for several other countries 
[21–25], the prevalence of overweight boys in Japan was smaller than that in the 
United States, Russia, and Chile, but was larger than that in China and the United 
Kingdom. The prevalence of overweight girls, on the other hand, was smaller 
than that in the United States, Russia, and Chile, and greater than that in China 
and Greece.
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4  Environmental Factors and Genetic Factors

4.1  b3-Adrenergic Receptor

The b3-adrenergic receptor (ADRB3) is expressed mainly in visceral adipose 
tissue, and is thought to contribute to lipolysis and the delivery of free fatty acids 
to the portal vein. Although many studies have examined the relationship between 
the Trp64Arg mutation of ADRB3 and obesity, the results have been inconsistent.

Matsushita et al. examined the cross-sectional relationship of ADRB3 variants 
with indexes of obesity and their longitudinal changes over 10 years in men  
and women, aged 40–69 years, who were randomly selected from a Japanese 
rural population [26]. The study considered both dietary energy intake and 
physical activity levels. Among the 746 participants, the genotype frequencies 
of the Trp64Trp, Trp64Arg, and Arg64Arg variants were 483, 224, and 39, 
respectively.

The cross-sectional analysis showed no significant differences in height, weight, 
BMI, blood pressure, serum total and high-density lipoprotein cholesterol levels, 
and the hemoglobin A1c level among the genotype groups even after adjustments 
for gender, age, smoking, alcohol drinking, physical activity, and energy intake. No 
significant differences in the weight changes between the genotype groups were 
evident in the longitudinal analysis.

Energy intake and energy expenditure are thought to be the major determinants 
of obesity [27]. Smoking and alcohol consumption can also influence body 
weight. If the effects of these environmental factors were much larger than those of 
the ADRB3 genetic mutation, then any effects from the latter would be concealed 
and difficult to detect. An adjusted analysis that considers these lifestyle factors 
is therefore important for the accurate examination of the effects of a parti-
cular genetic mutation on body weight. However, even the adjusted analysis 
indicated that the mutation did not have any significant effect on either body weight 
or BMI. 

In the general Japanese population (and possibly other racial populations), the 
Trp64Arg mutation of the ADRB3 gene is extremely unlikely to be the major 
determinant of body weight. The Trp64Arg mutation of ADRB3 has little or no 
influence on either body weight or BMI in the general Japanese population [26].

4.2  Taste Preferences and Obesity

Traditionally, the Japanese diet is characterized by an essentially simple taste with 
a minimum amount of oil being used in cooking, although a large amount of salt is 
present. Owing to the westernization of lifestyles, fatty and sweetened foods have 
become much more readily available in Japan. In this food environment, persons 
with a preference for fatty foods or sweets may have a greater risk of developing 
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obesity or overweight than those who do not have such preferences. Matsushita 
et al. examined the associations between taste preferences and weight change in 
adults for a large-scale cohort study in Japan [28]. The study design was a longitu-
dinal analysis of data from a population-based cohort study, the JPHC Study. A 
total of 29 103 middle-aged men and women who participated in a JPHC Study and 
returned questionnaires on lifestyle and diet, including taste preferences, at both 
baseline and the 10th year follow-up survey were analyzed.

A significant positive association was observed between a preference for rich 
and heavy tastes and the risk of weight increase for both men and women, while a 
preference for sweet tastes and the risk of weight increase was observed only 
among women after adjustments for age and study area (P for trend <0.001). 
The fully adjusted odds ratios (95% confidence interval) comparing the “like” 
versus “dislike” groups with a preference for rich and heavy tastes were 1.45 
(1.31–1.61) for men and 1.28 (1.16–1.41) for women, whereas that for a sweet taste 
preference was 1.22 (1.09–1.36) for women (Fig. 3). Regarding the weight changes 
during the 10-year follow-up period, body weight changed significantly in associa-
tion with a preference for sweet tastes: the age-, area- and body weight-adjusted 
means (SE) of the body weight changes for the “dislike,” “neither,” and “like” 
groups were 0.05 (0.08), 0.26 (0.05), and 0.34 (0.07) kg in men and 0.08 (0.09), 
0.23 (0.04), and 0.24 (0.05) kg in women, respectively (Fig. 4). In an analysis 
stratified according to age, the association with a sweet taste preference was 
evident among individuals in their 40s but was less among individuals in their 50s. 
In contrast, no significant differences in weight change in association with rich and 
heavy taste preferences were observed.

Fig. 3 Association between taste preferences and weight increase (³5 kg increase between 20 years 
old and baseline survey)
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Food taste preferences may be an important predictor of weight changes in 
adults. A food frequency questionnaire cannot capture the detailed intakes of foods, 
especially the intakes of fat, oil, and sugar that are added during meal preparation 
or meal consumption. Taste preferences need to be considered when counseling 
patients to achieve weight control.

5  Measuring Waist Circumference

Visceral fat area, which is best measured using computed tomography (CT), is 
reportedly more reliable for identifying components of metabolic syndrome [29], 
but waist circumference is used as a measure of central obesity for practical 
reasons. So far, 14 different sites have been proposed for the measurement of waist 
circumference; however, a universal standard for measuring waist circumference 
does not yet exist [30]. Among the diagnostic criteria used for metabolic syndrome, 
at least three different locations are used for waist circumference measurements 
[2, 31–33]. Matsushita et al. examined which of four waist circumference measure-
ments was associated most strongly with the clustering of metabolic risk factors in 
a cross-sectional study [34]. The subjects comprised 1 140 Japanese employees, aged 
20–70 years, who underwent health examinations in 2007 and 2008. Waist circum-
ference was measured at (1) the narrowest part of the waist (WC1), (2) midway 
between the lowest rib and the iliac crest (WC2), (3) the umbilical level (WC3), and 
(4) immediately above the iliac crest (WC4). A receiver operator characteristic curve 
was used to assess the ability of each WC measurement to predict the presence of 
two or more other components of metabolic syndrome, as defined by the National 
Cholesterol Education Program’s Adult Treatment Panel III (NCEP-ATP III) in 2005.

Fig. 4 Changes in body weight during a 10-year follow-up period
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The difference between WC1 and WC2 was 1.6 cm in men and 2.2 cm in 
women, while that between WC1 and WC3 was 3.3 cm in men and 8.4 cm in 
women. The minimum and maximum waist circumference measurements differed 
by 3.9 cm among the men and 12.6 cm among the women (Fig. 5).

Waist circumference differs according to the location of the measurement, and 
the magnitude of the difference varies according to sex and ethnicity. Such differ-
ences in waist circumference measurements influence the prevalence of metabolic 
syndrome. When the 2005 NCEP-ATP III criteria (90 cm for Asian men and 80 cm 
for Asian women [32]) for metabolic syndrome were used with the waist circumfer-
ence values measured at WC1, WC2, and WC3 rather than at WC4 (the position 
defined by the NCEP-ATP III criteria), 18%, 10%, and 3% fewer men and 26%, 
21%, and 11% fewer women met the criteria for metabolic syndrome, respectively. 
Thus, caution should always be exercised when interpreting the prevalence of meta-
bolic syndrome in studies where the waist circumference was not measured at the site 
specified by the guidelines that were being used. Matsushita et al. proposed the use 

Fig. 5 Comparisons among waist circumference measurements at different sites
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of a regression equation for conversions among waist circumferences to adjust for 
differences among waist circumferences measured at different locations, since 
strong correlations exist among the various waist circumference measurement sites.

The areas under the curve examining the abilities of the four waist circumference 
measurements to predict the clustering of multiple risk factors were similar. If the 
same waist circumference cutoff value was applied, the prevalence of the metabolic 
syndrome changed considerably according to the site of the waist circumference 
measurement. The four waist circumference measurements assessed in the present 
study appear to have similar screening abilities for multiple components of meta-
bolic syndrome. To ensure accurate comparisons among studies, however, the WC 
should be measured at the site specified by the guidelines adopted by each study.

6 Comparisons of Anthropometric Indices

For the diagnosis of metabolic syndrome, waist circumference is almost always used 
as one of the criteria, and this measure is typically used as a simplified measure of 
the visceral fat area [31–33, 35]. Visceral fat is regarded as an endocrine organ that 
secretes adipocytokines and other vasoactive substances that can influence the risk 
of developing traits of metabolic syndrome [36]. Matsushita et al. analyzed data for 
6292 subjects (5606 men and 686 women), aged 26 to 75 years, who underwent a 
CT examination, answered a questionnaire on lifestyle and health, and did not have 
a history of serious illness (cancer, cerebrovascular disease, or myocardial infarc-
tion) [37]. In (Fig. 6), the odds ratios for the clustering of metabolic risk factors are 
shown according to each anthropometric index. The odds ratio was 1.5 to 2 times 
higher for the Q5 visceral fat area category than for the other Q5 categories for both 
men and women. The slope for visceral fat area is significantly steeper than those 
for subcutaneous fat area, waist circumference, and BMI on high triglyceride and on 
clustering of metabolic risk factors (P < 0.05) except for the slope on the clustering 
of metabolic risk factors in women. In the study, a stronger association between an 
increasing visceral fat area and the clustering of metabolic risk factors and its com-
ponents than for an increasing subcutaneous fat area, waist circumference, or BMI 
was observed. Thus, the waist circumference may not be the suitable measurement 
for precisely predicting the clustering of the metabolic risk factors.

Fig. 6 Odds ratio for high triglyceride and the clustering of metabolic risk factors according to 
the quintiles (Q1–Q5) of visceral fat area, subcutaneous fat area, waist circumference, and BMI 
adjusted for age, smoking habits (never, current, past), alcohol consumption (nondrinker, drinker 
consuming two go or less per day [a go is a conventional unit of alcohol intake in Japan and contains 
~23 g of ethanol], or consuming more than two go per day), and regular fitness habit (yes/no). The 
symbols are the estimated odds ratios using Q1 as the reference category. The curves are fitted by 
the logistic regression models. The slope for visceral fat are is significantly steeper than those for 
subcutaneous fat area, waist circumference, and BMI on high triglyceride and on clustering of 
metabolic risk factors (P < 0.05) except for that on the clustering of metabolic risk factors in 
women. (A high-quality digital representation of this figure is available in the online issue.)
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Abstract Unintentional injury is the leading cause of death among children aged 
10–19 years worldwide and those aged 1–14 years in Japan. The majority of the 
injuries of children in Japan are caused by road traffic accidents, drowning, burns, 
and falls. Injuries of this nature can be controlled and prevented. However, to 
actualize this a wide range of prevention approaches is necessary, because these 
injuries are caused by many factors. In Japan, schools play a major role in injury 
prevention in conjunction with families, the community, and related organizations. 
School safety programs include safety in daily life, traffic safety, and safety during 
natural disasters. Injury prevention mainly covers primary, secondary, and tertiary 
prevention along with safety administration and safety education. Safety adminis-
tration, including environmental modification and administration to schoolchildren, 
is implemented under the School Health and Safety Law. School safety education is 
generally imparted along the lines of the National Curriculum Guidelines. Injured 
children are supported by the Injury and Accident Mutual Aid Benefit System. The 
program aims to provide mutual assistance benefits for the injuries suffered. The 
challenges undertaken by school safety programs are to improve the quality of data 
for injury prevention, and to implement the process and outcome evaluation of the 
programs.
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1  Introduction

Like other developed countries, injury is a serious problem among children in 
Japan. Therefore various measures, such as policy, strategies, and specific mea-
sures, are conducted by various sectors. Safety promotion has recently been noted 
as one of the effective strategies for prevention of injury in children.

Safety promotion can be defined as a process that aims to ensure the presence 
and maintain the conditions that are necessary to reach and sustain an optimal level 
of safety [1]. Safety promotion has been prevalent in Japan. Two cities – Kameoka-
city in Kyoto and Towada-city in Aomori – have been certified as Safe Communities 
that realize safety promotion at the community level. Furthermore, Ikeda Elementary 
School, which is attached to Osaka-Kyoiku University, was certified as an 
International Safe School in 2010.

This report deals with school-based safety promotion centered on children, 
because injury is one of the most serious problems among children who are vulner-
able to risk. In addition, schools can play an important role in injury prevention.

First, I discuss the statistics of injuries and crime victims among children in 
Japan. Second, a comprehensive strategy for prevention and educational strategy is 
described. In conclusion, a few problems of school-based safety promotion in Japan 
are highlighted by reference to the Indices of International Safe School.

2  Statistics

2.1  Death and Injury of Children

In Japan, unintentional injury is either the first- or second-highest cause of death in 
all age ranges of 5 years to under the age of 20 (Table 1). Moreover, suicide, a type 
of intentional injury, comes second in the range of ages 15–19 years.

Traffic accidents occupy around 40% of all deaths caused by unintentional injury. 
However, for the last 10 years death rates have been remarkably in decline (Fig. 1). The 
death rate of traffic accidents for those under the age of 16 was under 1 per 100 000. By 
contrast, the rate of injuries suffered in traffic accidents that did not result in death 
remains around 4%, having decreased by only a small amount in the last 5 years.

Table 1 Causes of death in children (Health & Welfare 
Statistics Association, 2006)

Age 1st 2nd

 1–4 Unintentional injury Congenital abnormality
 5–9 Unintentional injury Malignant neoplasm
10–14 Malignant neoplasm Unintentional injury
15–19 Unintentional injury Suicide
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Drowning, suffocation, burning, and falls follow traffic accidents in the order of 
causes of death.

2.2  Victims of Crime

Figure 2 shows the rates of victims of crime for those younger than 20 years by 
educational stages such as preschool, elementary school, junior high, and over-15s, 
including senior high school (National Police Agency) [2]. The increase in rates 
with educational stage and the rate for those aged 15 and above is around 3%. The 
rates are generally low. However, for unreported crime-like events the rates are not 

Fig. 1 Rates of deaths and injuries by traffic accidents under the age of 16 (per 10000, National 
Police Agency, 2010). The left axis shows the rate of injury and the right axis rate of death. The rate 
of death has decreased by half over the last decade while that of injury has stayed almost constant
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so low. The National Research Institute of Police Science in Japan surveyed unre-
ported crime-like events in the lives of elementary school children through a ques-
tionnaire. The types of events include being chased, violence, theft, and so forth. 
The rate of school-age children that experienced being chased during elementary 
school was 5%, and the rate of experiencing one or more events was 15% (Fig. 3). 

Fig. 3 Rates of experiencing crime-like events during elementary school (%, National Research 
Institute of Police Science, 2008). The rate of experiencing one or more events was around 15%
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In contrast, the rate of crime victims was around 0.3% in elementary school 
(National Police Agency). The unreported crime-like events of elementary school 
children therefore do not appear to be rare.

Of the scenes of crime against elementary or junior high school children, the 
most frequent are parking lots for cars or bicycles, followed by on the streets 
(Fig. 4). Both places occupy over half of all the scenes of crime. School routes and 
their adjacent areas for children cover both places. Thus, safety on the routes 
between school and home is important.

2.3  Injury at School

A school has many children with a high population density. Injuries in school are a 
common occurrence. Table 2 shows the annual number and percentage of injuries 
whose treatments cost over 5 000 yen (approximately $500) (National Agency for 
the Advancement of Sports and Health) [3]. The injury rate was highest in junior 
high school, with around 12%. Further, the annual number of deaths among students 
was fewer than 100.

Intentional injuries at school constitute a serious problem. Around 30 000 students 
were subjected to violence at school annually; the rates of schools that experienced 
violence per year were 4.8%, 33.8%, and 42.2% in elementary, junior high, and 
senior high school, respectively (Ministry of Education, Culture, Sports, Science 
and Technology: hereafter, MEXT). There were around 1 00 000 cases of bullying 
annually, and the rates of schools encountering them were 33.1%, 56.9%, and 
39.8% in elementary, junior high, and senior high school, respectively (MEXT).

3  Strategy for Injury Prevention

3.1  Risk and Crisis Management in School

In Japan, schools are expected to carry out the following four functions to ensure 
school safety.

Table 2 Injury and diseases under the administration of the school (NAASHa, 2008)

Injury and disease

Cases (%) Death Disability

Kindergarten  24,749 1.82  1   3
Elementary school 469,624 6.64  7  87
Junior high school 414,711 11.61 19 102
High school 235,989 7.15 b 33 250
aNational Agency for the Advancement of Sports and Health
bFull-time high school
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 1. Education: to improve knowledge, attitudes, skills, and behavior concerning 
safety

 2. Safety in school: to ensure and maintain children’s safety in case of 
emergencies

 3. Safe environment: to maintain and improve the school safety environment
 4. Safety on school routes: to protect children against accidents or crimes on school 

routes in cooperation with their families, the community, the police, and so forth

Schools must deal with the various injuries inflicted by traffic accidents, falls, 
drowning, burning, and natural disasters, including crimes, violence, and so on.

Basically, all school personnel have the responsibility of dealing with the above 
injuries, while the various school sectors, such as school safety, guidance, and 
information education deal with them independently. For example, general injury 
in the course of school life is dealt with by the sectors of school safety, while vio-
lence and bullying are dealt with through guidance; information education deals 
with preventing the use of harmful information obtained through the Internet.

School safety plays the chief role in injury prevention among sectors. It deals 
with the following injuries:

Injuries and victimization of crimes encountered in daily life•	
Traffic accidents•	
Natural disasters, fires, and disasters caused by radiation•	

3.2  Strategies and Measures for School Safety

A framework of measures is essential, because the risks at school are of various 
kinds. The framework consists of a three-phase plan of measures, such as the 
Haddon Matrix, as follows (Fig. 5) [4, 5].

 1. Pre-event: to prevent the event of injury
 2. Event: to minimize damage caused by injury in case of the event

Fig. 5 Risk and crisis management in school. The phase of taking measures at school consists of 
pre-event, event, and post-event like Haddon Matrix

• Detect risks early and prevent
accidents and cases

• Promptly and appropriately 
deal with the event, and 
minimize the damage incurred 
therein

• Take measures to prevent 
recurrence and resume 
education



422 N. Nishioka

 3. Post-event: to relieve the child’s mental trauma and resume school education

The strategies for school safety are follows: education for children, administra-
tion of physical or social environments and children’s behavior through rules and 
regulations, and organizational activities, including the family, community, and 
relevant authorities.

The School Health and Safety Act is a legal base on which to conduct adminis-
tration and organizational activities. Schools develop annual and monthly safety 
plans, including monthly activities connected with education, administration, and 
organization (Fig. 6). Moreover, each school compiles a guideline for use in case 
of emergencies such as accidents, invasion of the school, and so on.

Schoolteachers play an important role in school safety. Their main role is to 
check the school environment, conduct safety education, deal with visitors, and 
provide first aid in case of emergencies.

As the post-event measure, injured children are supported by the Injury and 
Accident Mutual Aid Benefit System based on the Act on the National Agency for 
the Advancement of Sports and Health. Moreover, mental support teams work 
together with the education board when necessary.

3.3  Objectives and Contents of Safety Education

The MEXT describes the objectives of safety education as follows:

 1. To develop an understanding of children in cases of accidents, disasters, and 
victims of crime, and make an appropriate choice of behavior on the basis of the 
correct judgment of current or future safety issues.

 2. To predict the various underlying risks in daily life and exercise caution in view 
of one’s own safety and that of others, and to work toward creating a safe 
environment.

 3. To respect one’s life and that of others, acknowledge the importance of building 
a safe and secure society, and willingly participate in and contribute to safety 
measures implemented in school, at home, and within the community.

Fig. 6 School safety plan and crisis management manual. Schools prepare for various risks with 
the plan and the manual
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The National Curriculum Guidelines require that safety education should be 
conducted in various subjects. In elementary school, safety education is to be 
included in the syllabus of subjects such as health and physical education, special 
activities, living environment studies, and social studies (Fig. 7). Table 3 shows 
specific contents of safety education regarding the subjects of living environment 
study and physical education.

However, the number of lessons conducted is insufficient. Even physical educa-
tion, which is the main subject for safety education, has at most five lessons in 
elementary and junior high school.

One of the unique lessons on safety education in Japan is the “Safety Map of the 
Community.” This program aims to develop predictive skills to distinguish places 
involving risk. Children go around in the assigned area of the community with 
some members and look for dangerous places. The children take pictures of the 

Fig. 7 Main contents of safety education in elementary schools. Safety education at school is 
conducted in various subjects

Special Activities

Promotion of an 

attitude of healthy 

and safe living and 

safe behavior 
Physical Education
Injury prevention in traffic accidents 
and risks in the living environment, 
first aid

Living Environment Studies
Safety activities in the surrounding 
area and safe commuting to and 
from school 

Social Studies
Functions of relevant organizations, 
and devisal and effort of their 
workers toward safety

Grade

1-2

3-4

5-6

Names of  subjects are shown in  Italic

Table 3 Specific contents of two subjects: extract (MEXT)

Living environment studies
Grades 1 and 2
To be interested in the conditions of school routes and the people ensuring safety in the 

surrounding area, etc., and to be able to commute to and from school safely
To be able to have proper relationships with other people and lead their lives safely

Physical education: health
Grades 5 and 6
To help pupils understand about injury prevention and first aid
a.  It is necessary to note the risks around them, act safely with accurate judgment and to 

develop a safe environment, in order to prevent injuries caused by traffic accidents or risks in 
the living environment

b.  First aid must be applied immediately

Italics show the name of subjects
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Abstract Safe Community (SC), a model of safety promotion based on injury 
prevention, has been introduced in over 180 communities worldwide since 
1989. In the Asian region, SC is drawing more attention from local governments 
and practitioners and academia than in other regions. Because of SC’s holistic 
approaches, communities are required to work with various actors in different 
fields. Among these collaborations, there is an especially strong link with efforts 
for health promotion, because safety is considered as a prerequisite to the mainte-
nance and improvement of the well-being and health of the population. SC takes 
a setting-oriented approach that focuses on a framework and process. In each of 
these two aspects, there are features that distinguish SC from existing approaches 
of safety promotion. Features in the SC model, which are contained in the six indi-
cators, have brought improvement of safety in many communities throughout the 
world by integrating existing social resources, even though they may vary from one 
community to another.

1  Introduction

Safe Community (SC), a model of safety promotion at the community level by 
preventing injuries and accidents, has been adopted by various communities 
throughout the world since its establishment by the World Health Organization 
(WHO) Collaborating Center on Community Safety Promotion in Stockholm, 
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Sweden in 1989. The concept of SC focuses on the prevention of accidents and 
injuries that harm our health and affect our well-being. Since an original model of 
injury prevention, which developed to an SC model, was first introduced to a com-
munity in Sweden, the potential in comprehensive approaches of safety promotion 
by injury/accident prevention has been drawing attention from local governments, 
academics, and practitioners in health and safety promotion.

As of March 2010, 180 communities have been designated as Safe Communities 
after certifying processes based on six indicators listed below [1].

 1. An infrastructure based on partnership and collaborations, governed by a cross-
sectional group that is responsible for safety promotion in their community

 2. Long-term, sustainable programs covering both genders and all ages, environ-
ments, and situations

 3. Programs that target high-risk groups and environments, and programs that pro-
mote safety for vulnerable groups

 4. Programs that document the frequency and causes of injuries
 5. Evaluation measures to assess their programs, processes and the effects of 

change
 6. Ongoing participation in national and international Safe Communities networks

Among the growing worldwide interest in the SC movement, there has been 
substantial growth in the Asian region. There are currently 24 designated communi-
ties in China (including 11 in Taiwan and 6 in Hong Kong), 5 in Korea, 8 in 
Vietnam, and 2 in Japan. Apart from these, several other communities have been 
officially launching SC programs. In the Asia region, the current SC movement 
started in Suwon City, Korea in 2002 when the city was designated as a member of 
the International Safe Community Network. Suwon’s designation reboosted the 
movement after several years of absence from the designated community in the 
Asian region [2].

In Japan, it was after the designation of Kameoka City, Kyoto Prefecture as the 
first SC in Japan in March 2008 that the movement of SC became noticeable. 
Since its SC designation, Kameoka has been accepting an increasing number of 
study visits from local governments, academia, and individuals. What attracts 
local governments, academia, and community members to SC? What do they 
expect from the SC model? In this chapter, by examining the SC’s six indicators, 
potentials of SC in health promotion as well as safety promotion are discussed.

2  Features of Safe Community in the Six Indicators [3]

As described earlier, communities working for safety promotion based on the concept 
of SC are required to fulfill the six indicators. After meeting all the indicators, com-
munities are considered to be ready to applying for designation as members of the 
International Network of Safe Communities. To be designated, what is exactly 
required? The following are details of the conditions to be met under the indicators.
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2.1  Indicator 1: An Infrastructure Based on Partnership  
and Collaborations, Governed by a Cross-Sectional Group 
That Is Responsible for Safety Promotion in Its Community

As shown in Fig. 1, communities are required to set up a reference group (A) and 
task force groups (B), which consist of various related parties such as local 
governments, nonprofit organizations, businesses, and residents. Reference group 
take the role of steering the SC movement to ensure that the SC movement is 
sustainable. Taskforce groups, on the other hand, are set up according to agendas 
determined by community diagnosis. Taskforce groups do actual work on specific 
safety promotion or injury prevention (SP/IP) areas. Some of them may indeed rise 
from existing groups or structures, but they are required to know their new role as 
a partner in something bigger than just their sector. Common areas for task force 
groups would be (1) Traffic Safety, (2) Home Safety, (3) Work Safety, (4) Sports 
Safety, (5) School Safety, (6) Traffic/Public Place Safety, (7) Children’s Safety, 
(8) Elderly Safety, (9) Violence/Abuse Prevention, (10) Suicide Prevention, and 
(11) Injury Surveillance. To cover high-risk groups or situations, many communi-
ties set up around 5–6 taskforce groups among those areas. Each taskforce group 
also consists of related parties including local governments, organizations, and 
individuals.

2.2  Indicator 2: Long-Term, Sustainable Programs Covering 
Both Genders and All Ages, Environments, and Situations

SC programs should cover all environments and situations in our daily life. Most of 
the time, SC programs cover the safety of all generations from children to the elderly, 
and both genders. As for environments and situations, unintentional injuries in the 

Fig. 1 Structure of “Safe Community” movements
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following fields, as seen in Table 1, should be considered: (1) Home Safety, 
(2) Occupational Safety, (3) School Safety, (4) Leisure/Sports Safety, (5) Transport/
Public Place Safety, and (6) Disaster Preparedness and Response. Besides uninten-
tional injuries in these fields, prevention of intentional injury such as (7) Suicide/
Self-Harm Prevention, and (8) Violence/Abuse Prevention has become more 
focused upon in many countries.

2.3  Indicator 3: Programs That Target High-Risk Groups  
and Environments, and Programs That Promote Safety  
for Vulnerable Groups

Besides setting up programs covering all populations, environments, and situations, 
SC organizations should plan and implement activities for high risk and vulnerable 
groups in their communities. In particular, programs should be provided for groups 
with higher-than-average injury rates as compared to community averages. High-
risk groups may include (1) indigenous peoples, (2) low-income groups, and 
(3) minority groups within the community, including workplaces. By population, 
elderly people, children, women, people with mental illnesses, and those with devel-
opmental problems may need to be specially covered. Also, depending on the situa-
tion of the communities, people participating in sports and recreational settings, 
homeless populations, people at risk of injuries from natural disasters, and people 
living or working near high-risk environments can be considered as groups at risk.

In most communities, activities for safety promotion and injury prevention are 
provided publicly and privately by various actors. In the strategy of SC, it is not 
necessary to start new programs. Rather, it is recommended to integrate existing 
services, activities, and systems for more effective and efficient performances. 
When programs for safety promotion and injury/accident prevention are planned or 
organized, the “3 Es” approach (Environment, Education, and Enforcement) can be 
applied. SC organizations should take the most appropriate measures for safety 
promotion, considering the advantages and disadvantages of each “E” (Table 2).

Table 1 Classification of injuries in the Safe Community model

Situations
0–14 years 
old

15–64 years 
old

65 years old 
and over

Unintentional injury
(1) Home
(2) Work place
(3) School
(4) Leisure/sport
(5) Traffic/public place
(6) Disaster preparedness and response

Intentional injuries
(7) Suicide/self harm
(8) Violence/abuse
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2.4  Indicator 4: Programs That Document the Frequency  
and Causes of Injuries

In the SC model, programs are delivered according to priorities set up based on the 
evidence. To obtain evidence scientifically, it is necessary to grasp the profiles of 
injuries and accidents in the community, for example, by analyzing frequency and 
causes of injuries. Furthermore, to see how programs affect safety promotion and 
injury prevention, data on injuries can be compared before and after interventions.

It is not always necessary to set up a new system of gathering and analyzing 
injury data, as it is also useful to analyze existing data from police, fire depart-
ments, and other organizations. Data from hospitals and other medical institutions 
will also be useful to reveal problems such as causes of injuries. For data analysis, 
it is also not expected to have a dedicated data analysis section operating on a full-
time basis. However, at a minimum, it is required to review, on a regular basis, local 
injury surveillance data. If sufficient information is not available, household surveys 
are often used to complement other information. One of the most cost-effective 
methods of obtaining data is through household surveys. The data must then be 
used to prioritize the development and delivery of activities addressing the most 
frequent injuries in the community. One survey may serve a purpose for a long time 
for priorities of actions. To classify external causes of injury, and other useful infor-
mation to prevent accidents and injuries, the WHO International Classification of 
External Causes of Injury (ICECI) [4] is most recommended. Chapters 19 and 20 
in the WHO International Classification of Diseases, Revision 10 (ICD10) can also 
be used when there are data already classified with it [5].

2.5  Indicator 5: Evaluation Measures to Assess Programs, 
Processes, and the Effects of Change

Programs should be evaluated to measure the impact of activities for safety promo-
tion/injury prevention. Formative, process, and outcome evaluations are required to 
ensure sustainability and improvement of programs. To assess the impact of a program, 

Table 2 Advantages and disadvantages of the “3 Es”

Examples Advantages Disadvantages

Environment Installation of traffic 
lightsPromotion of barrier-
free design at public space

Immediate 
improvement/
change

Can be high-cost

Education Campaign for safety 
promotionWorkshops to  
improve awareness of safety

Can be low-cost May take long time  
to change  
behavior

Enforcement Bylaw related to safety Immediate effect  
on behaviors and 
environments

May take long time  
before coming  
into force
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information about the safety situation such as the number of injuries can be compared 
before and after the intervention. Besides measurement of the impact on com-
munitis safety status, activities should also have specific goals that should be 
measurable. The SC organization obtains preactivity and postactivity information 
about behavior change as well as the number of accidents and injury. For example, 
one can examine how many people attend to a safety promotion program or how 
people change their behaviors after a certain program.

2.6  Indicator 6: Ongoing Participation in National  
and International Safe Communities Networks

Since the SC movement has been expanding globally, designated communities are 
expected to provide evidence that will contribute to the overall network, through 
ongoing participation in the network’s activities. Communities are expected to con-
tribute to international development of the network as well as the national one by 
attending meetings, publishing articles, hosting visits related to SC programs, and 
working with other communities inside and outside one’s national boundaries.

2.7  Distinctions of the Safe Community Model

When we see individual intervention in the SC strategies, we might find little 
 difference between the SC programs and existing programs for safety promotion. 
There are, however, distinctions in SC’s setting-oriented approaches from the more 
traditional program-oriented approaches. With the setting-oriented approaches, it is 
understood that safety of the setting stems from the interaction of the many 
components of the organized system such as population, physical environment, 
economic and technical infrastructures, and so on. The setting, which can be a street, 
home, neighbors, and city, is the focus of all interventions. Resources to improve 
the situation of safety depend on the characteristics of the setting targeted. In the 
report of “Safety Promotion and the Setting-Oriented Approach: According to a 
report of Theoretical and Practical Considerations” by the Quebec National 
Institute of Public Health, four features in the Setting-Oriented approaches are 
outlined: (1) a holistic vision of safety; (2) intersectional partnership; (3) structured 
planning process; and (4) community engagement [6].

Considering that intersectional partnership with community participation is 
indispensable for holistic approaches, (1), (2), and (4) should be applied together. 
As for the process of implementing SC programs, (3) can be explained as part of a 
PDCA (Plan–Do–Check–Action) cycle and should be based on evidence (Fig. 2). 
That is, it can be said that there are features in structure and process; “comprehensive 
framework based on cross-sectional collaboration with community participation” 
and “structured process by the PDCA cycle based on evidence.”
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3  Case Study: Contribution to Health Promotion Through  
a Safe Community Activity

3.1  Overview of Kameoka City, Kyoto Prefecture, Japan

Kameoka City (population about 95,000) is located on the west side of Kyoto City, 
capital of Kyoto Prefecture, Japan. Because of good accessibility by train and several 
national routes to urban areas like Kyoto City and cities in Osaka Prefecture, Kameoka 
has developed as a residential area for people who work in those big  cities. On the 
other hand, residents still enjoy abundant nature such as the mountains surrounding the 
city and a beautiful river running through the city. In 2008, Kameoka was designated 
as the first member of the International Safe Community Network in Japan after about 
2 years of experience of safety promotion based on the concept of SC.

3.2  Strategies of Safety Promotion Based  
on the Six Indicators [7]

Since Kameoka introduced SC strategies in 2006, the city has been making an effort 
to meet the six indicators of SC. To start with, Kameoka set up a neighborhood 
community called Shino-Cho as a pilot community. In Shino-Cho, a neighborhood 
self-governing association called Jichikai, which consists of various voluntary task 
force groups such as those supervising schoolchildren on their way home, those patrol-
ling for crime prevention, and those  being in charge of in community management, 
took initiatives to promote SC programs. In Jichikai, therefore, a system for collabo-
rative work to solve community problems had been already set up (Indicator 1).

Fig. 2 Cross-sectional collaboration and sustainable process of “Safe Community”

*Instead of start with ‘Plan’ at the PDCA cycle, SC model stars with ‘See’ as community diagnosis

Framework of cross sectional collaboration 
with community participation 

Structured process based on evidence
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Under Jichikai’s leadership, residents got together to figure out problems related to 
safety in their community. At the time of the introduction of the SC project, existing 
statistical data were analyzed and a household survey was conducted to assess the 
profile of injuries and accidents in the community. In addition, injury surveillance was 
conducted at most medical institutions in the city (Indicators 4 and 5). Based on the 
results of this surveillance, senior safety was pointed out as one of the top priorities as 
well as children’s safety and traffic safety. Further analysis of injuries to the elderly 
revealed that a fall was one of the notable causes of injury among the senior popula-
tion. Consequently, intervention plans were made (Indicator 3), while safety issues in 
the community were relatively well covered by the existing program (Indicator 2).

For senior safety, the first challenge was to support a fall prevention exercise pro-
gram that had been promoted by the Nantan Prefectural Public Health Center and 
Kameoka City Health Center. The Jichikai tried to make use of existing programs, 
rather than to plan a new program from scratch. Shino-Cho has decided to promote 
exercise by providing exercise equipment to the elderly or providing the community 
hall for exercise free of charge. Shino-Cho also introduced the program to various 
gatherings to provide the elderly with more opportunities for exercise (Indicator 3).

As a result of their efforts, the strategies of SC brought more parties into this fall 
prevention program. The fall prevention exercise came to be used more, not only as a 
program to improve physical condition but also as a communication tool by police 
officers, fire fighters, and volunteers. They realized that exercise can be used as a trig-
ger of communication when they visit the elderly who need trivial but special attention 
to keep their life safe in terms of crime prevention, fire prevention, and so forth. 
Moreover, sharing the program with different sectors results in providing more oppor-
tunities for exercise to the elderly, especially to those who cannot go out for exercise 
easily because of poor health. Integrating exercise into existing programs results in 
multiplying the opportunities for intervention and provides additional benefit.

Through spreading exercise through more methods, the elderly receive more 
care for safety promotion as well as more opportunity for health promotion. 
Another few years of continuous implementation is expected to have the accumula-
tion of enough data to measure the effect of applying this SC program to the num-
ber of injuries from falls among the elderly (Indicators 4 and 5).

After several years of these challenges for safety promotion based on the SC 
model, efforts by the community started to draw attention from other communities 
and individuals. They are now accepting numerous study visits by local govern-
ments, academia, and individuals, and share their experience with them, which 
results in meeting Indicator 6.

3.3  Discussion

Shino-Cho is a typical neighborhood community at the average level of safety and with 
no more social resources than other communities in Japan. The neighborhood com-
munity, however, started to make changes in terms of its attitude to safety and health. 
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Through challenges based on the six indicators of SC, instead of totally relying on the 
city government, residents have learned how to make changes on their own with 
 support from government agencies. Collaborative work among community members 
has brought more ways and means to make their community a place where residents 
feel safe and comfortable to live.

The case of Shino-Cho, Kameoka City shows that developing programs by inte-
grating or arranging existing activities can lift the capacity as well as expand coverage 
of each activity. Especially since the safety issue is closely connected to health, 
making good use of health promotion programs can result in success in safety pro-
motion as well as health promotion.

4  Conclusion

When communities become interested in SC, it is often found that they misunder-
stand SC designation as a proof of perfectly safe conditions with no risk. The model 
of SC, however, emphasizes more the framework and process of the challenges for 
improvement in safety; that is, holistic approaches and structured process. Because of 
its holistic approaches, the SC movement requires communities to work continuously 
with various actors in different fields. In these collaborations the link with health is 
especially strong, since safety is considered a prerequisite for the maintenance and 
improvement of well-being and health [8]. Welfare and the health of a population is 
determined mainly by environmental conditions or exhibited behaviors upon which 
SC strategy also works by applying setting-oriented approaches. In the framework 
and process of SC’s setting-oriented approach, there are features, as shown in Table 3, 
which distinguish SC from existing approaches of safety promotion.

With the features described in this chapter, the SC model has made differences 
in many communities throughout the world by integrating existing social resources, 
despite the fact that they differ from one community to the other most of the time.
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places and record it on the map, stating the reason they seem dangerous. Finally, 
the map of each group is integrated with the whole map of the community.

3.4  Cooperation with Family, Community, and Relevant 
Organizations

The family members of children and volunteers in local communities are expected 
to stand guard and make rounds on the routes connecting school and home, and to 
educate children.

The police are expected to network on crimes or crime-like events and arrest 
criminals.

The education board should develop guidelines, conduct training among teach-
ers, and establish and operate a network of information about incidents.

3.5  Resources

The stabbing incident at Ikeda Elementary School has necessitated the implementa-
tion of concrete measures. However, a school does not have sufficient resources for 
school safety. Moreover, most schoolteachers did not learn enough about school 
safety at university. Therefore, MEXT and/or local education boards have devel-
oped various resources for school safety such as guidelines for school safety and 
for prevention of intrusion into school, DVDs for training of teachers at school, and 
brochures for victims of crime after the incident for elementary school children. 
These resources are delivered to all schools in Japan or within a prefecture, and 
most of them can be downloaded from the Internet.

4  Problems of School-Based Safety Promotion in Japan

While the activities carried out for school-based safety promotion are vigorous, the 
safety promotion program nonetheless faces some problems. I highlight the prob-
lems referenced in the Indices of International Safe Schools (Table 4) [6].

The first problem concerns the surveillance system of injury data. All schools 
have access to the statistics. However, the statistics do not arise from injury preven-
tion. For example, we can obtain detailed statistics of injuries, such as fractures, 
sprains, and bruises, while we have little information on injuries obtained through 
nasty falls from school buildings and so on. Injury data should include information 
on events and causal factors.

The second problem concerns the evaluation measurement. Every school has a 
safety plan of education, administration, and organization. However, we cannot 
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ascertain to what extent the program is successful. We should thus develop indices 
for safety education; in particular, those for prevention education of crime victims 
have not yet been fully discussed [7]. Therefore, the author’s research group has 
reviewed the contents and evaluation indices of programs for the prevention of 
crime against elementary school children [8]. Moreover, indices of the programs 
are proposed based on the above results, and the utility of the proposed indices 
though prevention education will be examined.
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Abstract Despite the pervasion of sexually transmitted diseases (STIs), especially 
HIV/AIDS, among the younger generation in Japan as shown in various statistical 
data, young people themselves do not seem to be taking the matter seriously and 
think of it as “someone else’s problem.” This is what is felt strongly by those who 
work in the field of sexual health education. This chapter introduces some of the 
practices and effects of the deployment approach using a peer counseling method 
in health education to increase young people’s awareness of these problems. As a 
qualitative move in health education, the aim of this education is that young people 
will acquire correct knowledge from trained peer counselors of their own genera-
tion, increase their awareness of problems, and become capable of self-direction 
in their behavior. This approach, as a part of national policies under the “Healthy 
Parents and Children 21” (Sukoyaka Oyako 21) project of the Ministry of Health, 
Labour and Welfare, is currently being practiced in 22 prefectures in Japan, col-
laboration with the authorities governing local health care and school health care. 
Although many issues still remain for further study, it is the author’s expectation 
that this approach to encourage young people in their adolescent years to mutually 
care about, and protect, their sexuality and health in a proactive manner will be 
further developed.

1  Why Introduce Peer Counseling into Sexuality  
Health Education?

There is a strong feeling in the field of sexuality health education that young people 
are increasingly thrown into the vortex of sexual activities and exposed to unsafe 
sexual behaviors with multiple partners [1]. Further, while expressing concern 
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about pregnancy, young people actually think of sexual transmitted infections 
(STIs), especially HIV/AIDS, as “someone else’s problem.” Despite a declining 
trend in abortion rates for teenagers, STIs among the younger generation will 
unquestionably continue to prevail unless they become aware that STIs, especially 
HIV/AIDS, are an imminent problem for them.

In the course of the conventional guidance type of health education/sexuality 
education, however, difficulties in which the learners themselves modify their 
behaviors in a proactive manner and adopt the new behaviors as their lifestyle have 
obviously become clear. Moreover, a perceptional change has been discussed.

The sexuality health education introduced here [1] concerns the peer counseling 
approach conducted by the “peers” as the key persons who are close to them, reli-
able, and sharing the common values of their lives, but who are neither parents nor 
teachers. This has been increasingly attracting attention as an approach based on a 
perceptional change. In this approach, the peer counselor is someone of the same 
generation to whom the young people can open up to about their feelings without 
any criticism, by saying “I understand how you feel…”, then support them to 
address the problem and self-determine the actions needed to solve the problem. In 
addition, this approach is regarded as an activity aiming at the qualitative turn in the 
development of “Subject 1. Enhancement of health care measures and promotion 
of health education for adolescents” in the “Healthy Parents and Children 21” 
(Sukoyaka Oyako 21) campaign of the Ministry of Health, Labour and Welfare.

2  International Trends in Adolescent Peer Counseling

Peer counseling historically originates from the grapevine activity that started 
around 1972 among young people in Britain, and has spread among them like 
grapevines intertwining with others. The idea and activity were then propagated 
across the Atlantic and introduced in the United States. Peer counseling was first 
practiced in 1976 by the Milwaukee Family Planning Association and further 
spread across the United States, Canada, Latin America, and various other parts of 
the world [1].

In 1977, the World Health Organization (WHO) held an international meeting 
on activities to support people in their adolescent years, which was attended by 
experts from governmental and nongovernmental organizations (NGOs) from 
developed and developing countries. As a result, it was reported that “the most 
effective and innovative approach would be the mutual counseling program among 
peers of the same age group.” People in their adolescent years tend to have complex 
feelings against authorities. Such a feeling sometimes complicates the provision of 
the service. Further, it has been noted that in the early stage of adolescent years, 
people tend to lose self-respect, which can be regained through an effective coun-
seling program that is conducted among peers of the same age group. Consequently, 
various activities have been developed in many countries [3].
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In November 1991, 14 years after that meeting, the WHO held another, on 
the “Efforts in health protection and promotion for adolescents”. At the meet-
ing, results of the questionnaire survey conducted among 401 governmental 
organizations and NGOs in 80 countries were reported. According to the 
results, the actual implementation rates were 22% for private counseling, 21% 
for physical/mental/social services, 17% for preparation and distribution of 
printed materials, 13% for training and guidance of job skills, and 12% for peer 
counseling [4].

Subsequently, in the course of the development of sexuality education by 
schools and the administrative authorities, difficulties were raised in various 
countries due to different views on sexuality because of different religions and 
parents’ awareness. In such situations, young people took control and started to 
develop various activities to protect their sexuality. NGOs, especially the family 
planning associations and donors in developed countries, are supporting these 
activities.

3  Start of Adolescent Peer Counseling in Japan and Its 
Nationwide Development Based on the Healthy Parents  
and Children 21 Campaign

3.1  Start of Adolescent Peer Counseling in Japan

Unlike other countries, the activity of adolescent peer counseling in Japan started 
in a spontaneous way. A nursing student at “J” College of “T” Prefecture, after 
learning in a seminar about “human sexuality,” began to serve as a counselor for her 
classmates in a most natural way by listening about their anxieties and troubles 
regarding sexuality. A professor who happened to notice her activity encouraged 
the students to put the adolescent peer counseling into practice, from which the 
students proactively started the activity.

The activity was introduced at a meeting of the “T” Adolescent Study Group, 
an NGO within “T” Prefecture to support people in their adolescent years. After 
this, in collaboration with its network and related organs, a sexuality health educa-
tion workshop by means of the peer counseling approach was held for the first time 
in Japan for high school students at the town hall in August 1990. Based on its 
inspection visit to the workshop, “O” City also set up the same program for the 
students of its five public high schools and started Japan’s first adolescent peer 
counseling in the field of regional health care. These efforts subsequently spread 
to other cities in the prefecture in cooperation with local health care centers. The 
movement then gradually spread across Japan, whose achievements led to the 
adoption of peer counseling in the Healthy Parents and Children 21 national 
campaign.
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3.2  Nationwide Development Based on the Healthy Parents  
and Children 21 Campaign and Theory Construction  
of Peer Counseling

3.2.1  Nationwide Development Based on the Healthy Parents  
and Children 21 Campaign

In December 2000 the Ministry of Health, Labour and Welfare set the target value 
up to 2010 regarding efforts in maternal and child health, and presented the pro-
posal of the Healthy Parents and Children 21 national campaign to be promoted 
jointly by the concerned parties and concerned institutions and organizations. The 
Ministry set up the four major pillars (see Table 1) as the subjects to be specifically 
addressed. The top priority was to enhance health care measures and the promotion 
of health education for adolescents, under which the above-mentioned efforts 
among the peers of the same age group and effectiveness of collaboration with 
relevant organizations were emphasized as a valid approach to solve problems of 
adolescent sexuality and to lead to a qualitative turn away from the conventional 
approach.

The prefectures, government ordinance cities, and so forth now working on sexuality 
health education by means of this approach as of March 2010 are shown in Table 2. 

Table 1 Four major pillars of Healthy Parents and Children 21

Healthy Parents and Children 21

•	 National	campaign	for	mother	and	child	health	care	jointly	promoted	by	concerned	parties
•	 Orientation,	goals,	and	guideposts	of	efforts	in	mother	and	child	health	care	in	the	21st	

century
•	 10-year	plan	from	2001	to	2010(The	2nd	Interim	Evaluation	to	be	conducted	in	2009	for	

review of the plan period and others)
Four Major Pillars
1. Enhancement of health care measures and promotion of health education for adolescents
2. Improvement in safety and comfort for pregnancy and childbirth, and support for infertility
3. Improvement in environment to sustain and advance child health care level/medical level
4. Promotion of sound development of child mentality and mitigation of anxiety over child-

rearing
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The activities of these prefectures, government ordinance cities, and so forth are 
implemented at present based on the support system of the Japan Peer Counseling 
and Peer Education Association (JPCAEA), which was founded as a result of 
research on welfare and labor science entitled the “Study of preparation and effec-
tive diffusion of manuals of peer counseling & peer education” [5] and the “Study 
of development of manuals and preparation of training materials for adolescent 
sexuality health education” [6]. During the 8 years from fiscal year 2002 when the 
Healthy Parents and Children 21 campaign started to the end of March 2010, just 
over 1700 peer counselors, 54 peer counselor educators, and slightly more than 350 
peer counseling coordinators were trained and are now providing services.

3.2.2  Theoretical and Practical Grounds of Peer Counseling  
Approach in Japan

The theory, skill, and practical examples of the peer counseling approach presently 
adopted in Japan conforms to those of the peer counseling system that was devel-
oped by Stanford University. At Stanford University, lectures and practices (mainly 
using role-play practices) on peer counseling are designed into one program of 
Education Department/Psychology Department [7]. Some students who have com-
pleted the course with credit are providing peer counseling on a voluntary basis for 
adolescents on campus and in the neighboring communities, either individually or 
in a group. Thus, the theory and the skill are effectively utilized as a community 
contribution activity of the university in the field of HIV/AIDS prevention, support-
ing high-school students [8], among others.

However, as there were some features that did not fit Japanese culture, climate, 
or custom, under the International Medical Cooperation Research Grant program 
the system was modified to the present form through three mastication seminars 
and two diffusion seminars, which were held in and after October 1998 and 
attended by the experts of the relevant fields [9].

Table 2 Waves of new start-ups of adolescent peer counseling projects across nation (with support 
of Peer Study Group under Research on Welfare and Labor Science)

Prefecture (head offices/health and welfare offices)
① Tochigi-ken, ② Kochi-ken, ③ Okinawa-ken, ④ Fukushima-ken, ⑤ Miyazaki-ken, ⑥ Niigata-

ken, ⑦ Iwate-ken, ⑧ Akita-ken, ⑨ Saga-ken, ⑩Nagano-ken, ⑪ Tottori-ken, ⑫ Kagoshima-
ken, ⑬ Shizuoka-ken, ⑭ Hyogo-ken, ⑮ Nara-ken, ⑯ Aomori-ken, ⑰ Kagawa-ken, 
⑱ Gunma-ken, ⑲ Saitama-ken, ⑳ Kumamoto-ken,...

Cities and government ordinance cities
① Oyama-shi, ② Sendai-shi, ③ Kitakyushu-shi, ④ Kawasaki-shi,…
Educational institutions
② Okayama-ken, ② Gifu-ken, ③ Yamagata-ken,…
NGOs
③ Kumamoto-shi, ② Sapporo-shi,…
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4  How to Raise Awareness of Sexually Transmitted Infections, 
Especially HIV/AIDS, Among Adolescents Who See Them 
as Someone Else’s Problem

4.1  Practical Examples of Sexual Health Education

A practical education program was implemented in August 2009, using 143 high 
school students as the population in “M” Town, “T” Prefecture. Two to four peer 
counselors acting as the leaders supplied, on an as-needed basis, correct information 
about sexuality and took charge of the total sharing whenever it became necessary. 
In the actual educational activity, the population was divided into small groups each 
consisting of about six persons, and the group dynamic theory was applied to diffuse 
the learning effects from the small groups to the whole group.

As a general rule, one group peer counselor was assigned to each small group. 
The role of the peer counselors thus assigned was to support each student throughout 
the self-determination process by utilizing the peer counseling skills so that he/she 
could obtain other group members’ views based on correct information about sexu-
ality and decide what to do or how to behave, taking it as his/her own problem.

<Theme>

Love *Self exhibition*

<Objective>

 1. To develop caring feelings toward yourself by picturing your life plan, by dis-
cussing with others, and by reflecting by yourself

 2. To notice the presence of people or objects which are supporting you and to 
share the caring feeling toward the people or the objects with others

<Major content>

Building a rapport: Self-introduction, grand rule, building of rapport•	
Lifeline (life plan) and sharing•	
Pregnancy and contraception•	

•	 Sexually transmitted infection (STI) and prevention (Sexuality Network)
What is important: Sharing things important to you and to other people•	
Review: Feedback•	

<Evaluation>

Impression•	

Fig. 1 shows the peer counselors explaining their own “life plan: lifeline.” One 
of the main characteristics of this approach is not to enter sexuality education at 
once. It rather aims to encourage the counselees seriously to work on their own 
desire for self-fulfillment in which they accept their innate sex and to realize a life 
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dream that everyone should have. There may be some who cannot envision their 
future. In such cases, they are encouraged to become aware of the importance of 
having a dream from watching their peers actually working on it. In the following 
stage, they are led to think about their interest in sexuality (including intercourse) 
and how to deal with it. At the same time, it is essential to let them realize that 
selecting sexuality (including intercourse) and the problems of pregnancy and STIs 
are their immediate issues. The aim of the role-play skit “Sexuality Network” in 
Fig. 2 is to let them realize that STIs are not someone else’s problem or a problem 
in a distant country, but are an immediate problem, and that they must learn how to 
prevent such problems.

In the background, there was a fact-finding survey conducted with 30 000 high 
school students throughout the country on their sexuality awareness and sexual 

Fig. 1 Introduction of life plan (Lifeline)

Fig. 2 Introduction of sexuality network
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activities [1]. The results were summarized into the following role-play skit by the 
peer counselors of “J” University [11, 12].

*Introduction of how to develop the “Sexuality Network”
A program devised by the peer counselors to make people realize how widely 

STI are spread and how they should be prevented

[Articles to be prepared]

Role cards (for six persons)•	
Ribbons or vinyl tapes•	
A card with “condom” written on it or a picture of it•	
A card to wear on the neck with “STI” on its front side and with “STI plus X •	
(cross mark)” on the back

[Participants]

Five (two male students and three female students) chosen from participants and 
one peer counselor

[Implementation guideline]

(1) Self-introduction by participants
(2) Ask the participants to wear role cards (Choosing easy names is recommended. 

Alphabets are used here for convenience sake)

(3) While explaining the setting of the skit, ask the participants to stand in 
position

 While explaining that the two (Boy A and Girl B) of them are going steady, one 
is her ex-boyfriend (Boy C), two are his ex-girlfriends (Girl D and Girl E), and 
one is Girl D’s ex-boyfriend (Boy F is a peer counselor), tie them one by one 
with ribbons or vinyl tapes (see Fig. 3).

[(Hereafter, the detailed performance is omitted)]

 (4) After the performance, group discussion starts

To discuss, in each group, the impressions of the “Sexuality Network”•	
To discuss, in each group, what should be done to prevent STIs•	
To discuss what can be done to protect yourself and the partner•	
To make presentations of the outcomes of group discussions•	

– By using the peer counseling skill, the peer counselors follow and keep a close 
eye on them and support them so that discussion can develop in a group and each 
member can express his/her own opinion or feeling.
(5) Summary

In order to protect yourself and your partner, to share the understanding of the 
possible alternatives, including “safe sex” by using condoms and that options are 
always available, “steady sex” to have intercourse with only one partner whom you 
love, and “no sex,” which means not to have intercourse.
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4.2  Evaluation of Sexuality Health Education by Means  
of Peer Counseling Approach [6, 10, 13]

[1. Objective of Survey]
To evaluate the short-term effect of the sexuality health education by means of 

the peer counseling approach

[2. Survey Method]
The self-rating anonymous questionnaire surveys were conducted before and 

after their workshops to the participants from the public high schools in Tochigi 
Prefecture, and the effects were evaluated from the comparison. According to the 
timing of the workshop for each high school, ethical considerations were provided 
during and after the workshop with regard to the survey.

[3. Survey Result and Discussion]
Due to space limitations, I cannot discuss the survey result in details. However, 

I introduce here the specific items for which more than 5% of the participants 
changed in a favorable direction after the workshop as compared to before the 
workshop. As shown in Table 3, the specific questions for which changes were 
observed among the male students are as follows:

“Is your life plan well-formulated?”•	
All the questions concerning knowledge of contraception and STI•	
“Can you express yourself as you are?”•	
“Do you like your gender?”•	
“Should a person have intercourse only with a specific partner?”•	
“Will you think about STIs when you have intercourse?”•	
“Will you think about pregnancy when you have intercourse?”•	
“Are you sure that you will always use a condom for intercourse?”•	
“Are you confident of using a condom correctly?”•	

Table 3 Favorable changes after peer education (male students). (Change with a significant 
 difference of 5% or more)

•	 Well-formulated	life	plan
•	 Increase	in	knowledge	of	contraception	and	sexually	transmitted	infections
•	 Expressing	yourself	as	you	are
•	 Accepting	sexual	identity
•	 Understanding	that	intercourse	should	be	confined	to	a	specific	partner
•	 Increase	in	awareness	of	pregnancy	and	STI	at	the	time	of	intercourse
•	 Increase	in	assurance	to	use	of	condoms	at	the	time	of	intercourse
•	 Increase	in	confidence	of	correct	use	of	condoms

No significant difference is shown, but upward trend is observed:
Mean scores of the general self-efficacy and the self-esteem
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As shown in Table 4, the specific questions for which changes were observed 
among the female students are as follows:

“Is your life plan well-formulated?”•	
All the questions concerning knowledge of contraception and STIs•	
“Will you go steady with a person of the opposite sex only after you know him •	
well?”
“Do you feel peer pressure?”•	
“Are you confident in expressing your feelings when you are asked to have •	
intercourse and you are not ready for it?”
“Will you think about STIs when you have intercourse?”•	
“Will you think about pregnancy when you have intercourse?”•	
“Are you sure that you will always use a condom for intercourse?”•	
“Are you confident of using a condom correctly?”•	

Further, an increased tendency in scores was observed for both male and female 
students on both the General Self-Efficacy Scale and the Self-Esteem Scale. 
Moreover, 84% of the male students and 93% of the female students responded that 
they were satisfied with the workshop. As many as 65% of the male students and 
82% of the female students responded that they would recommend this workshop 
to their friends. Furthermore, 37% of the male students and 58% of the female 
students responded that they would like to join peer counseling activity in future. 
As for the best timing of workshop participation, about 60% of both male and 
female students responded that junior high school would be the best.

Favorable changes have been observed for both male and female students with 
regard to the preparation of a well-formulated life plan, knowledge about contra-
ception and STIs, awareness of contraception and STIs, and confidence in the use 
of condoms. It was also indicated that the workshop experience brought about 
favorable effects not only on acquisition of knowledge but also on the factors relating 
sexuality awareness and the ability to self-determine the views on their life.

From the above, it was evaluated that the workshop, despite its short time frame, 
would have favorable effects on acquisition of knowledge about sexuality and on 
factors relating ability to self-determine one’s own life.

Table 4 Favorable changes after peer education (female students). (Change with a significant 
difference of 5% or more)

•	 Well-formulated	life	plan
•	 Increase	in	knowledge	of	contraception	and	sexually	transmitted	infections
•	 Understanding	that	you	must	know	the	partner	well	before	going	steady
•	 Mitigation	of	peer	pressure
•	 Expressing	own	feeling	when	you	are	asked	to	have	intercourse	and	you	are	not	ready	for	it
•	 Increase	in	awareness	of	pregnancy	and	STI	at	the	time	of	intercourse
•	 Increase	in	assurance	to	use	of	condoms	at	the	time	of	intercourse
•	 Increase	in	confidence	of	correct	use	of	condoms

No significant difference is shown, but upward trend is observed
Mean scores of the general self-efficacy and the self-esteem



414 H. Takamura

4.3  Supporting STI Preventive Education and Peer Counseling 
Activities in Developing Countries

Since July 2008, in Honduras, Latin America, the author has been working on the 
“Project for Strengthening Adolescent Sexual and Reproductive Health in Olancho 
Department in Honduras,” which is one of the international cooperation projects of 
the Japan International Cooperation Agency (JICA). As in the other developing 
countries, increases in adolescent pregnancy and in STIs, especially HIV/AIDS 
infections, have become serious problems among young people between 10 and 19 
years old who account for one-fourth of the total population of 7 400 000 of 
Honduras, a country one-third the size of Japan. As a part of our activity, we have 
trained “Peer Leaders” (name given in Honduras) to serve as the key persons 
among young people in the activity, aiming to support the empowerment activity of 
young people and to improve reproductive health. Fig. 3 shows a scene from the 
AIDS quiz contest for the World AIDS Day on December 1. The contest was 
planned by the peer leaders who were trained in October last year, who thought that 
having correct knowledge about HIV/AIDS is most important for both young 
people and adults. With young people tackling the quiz contest in a lively manner 
and local residents watching the stage while enjoying themselves, the scene told us 
that young people were working on HIV/AIDS as their own issue.

5  Conclusion

What is now expected in the actual field of sexuality health education in coping 
with prevalence of STIs among the younger generation in Japan is to make 
young people think of STI, especially HIV/AIDS, as their own problem that 
exists in their lives. As one method for this purpose, this chapter introduces a part 
of the actual activities and effects of the development method using the peer 
counseling approach, which was conducted by peers or trained companions of the 
same generation. Although the method still requires further study and investigation, 
I hope that this approach, in which young people in their adolescent years are 

(peer counselor)

A B C

D

E

F

Fig. 3 AIDS quiz contest planned and held by young people of Honduras
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encouraged to mutually protect and improve their sexuality and health in a proactive 
manner, will continue to be developed.
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Abstract During the last few decades, the advancement of dental technologies, the 
strengthening of the evidence base, and novel methods for oral health promotion 
and prevention have been mingled with the counterflow of growing globalization, 
urbanization, industrialization, and inequalities that hinder the promise of desirable 
changes in oral health. Oral diseases such as dental caries and periodontal diseases 
still make significant contributions to the burden of disease, especially in developing 
Asian countries. The association of oral health with general health and quality of 
life has also been increasingly attracting attention. Meanwhile, an exclusive reliance 
on individually oriented interventions has been found to be inadequate to achieve 
positive population changes in oral health in these countries. The focus is moving 
toward greater emphasis on the social, political, cultural, and environmental factors 
impacting on oral diseases. Therefore, effective interventions should target not 
just the individual but the broader context in which people live and behave in their 
daily lives. This chapter discusses the relationship between oral health and general 
health, the nature and causes of oral diseases, variations in oral health status among 
different nations, and differing oral health promotion and prevention activities. The 
chapter also attempts to identify common, as well as different determinants of oral 
health, in order to challenge and achieve better oral health in the future.

1  Oral Health and General Health

Oral health plays an important role in a person’s daily life. Oral pathologies or 
disorders affect various daily activities and well-being. Dental caries and periodontal 
diseases, the two foremost oral diseases, remain widely prevalent and affect a large 
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proportion of people throughout the world. However, oral health means not only the 
absence of dental caries and periodontal diseases but also being free from orofacial 
pain, oral cancer, oral mucosal lesions, orofacial birth defects such as cleft lip or 
palate, and other diseases that occur in the oral and craniofacial areas. Since so 
many parts of the head and the neck are intricately involved in oral health and func-
tions, this area is collectively known as the craniofacial complex. The craniofacial 
complex provides the skeletal, musculature, and neurological structures so that we 
can speak, smell, taste, chew, swallow, and smile. Thus, if we have oral diseases or 
disorders which affect this complex, they will restrict our normal daily activities 
and functions. Oral health problems therefore have a strong and direct negative 
impact on well-being and quality of life.

Oral diseases accompany impaired oral or social functioning, and cause consid-
erable pain and general health problems. Difficulties in eating, swallowing, and 
speaking because of oral health problems, therefore, tend to substantially affect the 
daily life of the individual.

Eating and speaking are two major oral functions. These are essential elements 
for an individual to develop and maintain a healthy lifestyle and participate in society. 
Eating is the most fundamental oral activity and an indispensable function to 
sustain daily life. We bite and chew various foods with our teeth, which helps nutrients 
to be released from food and to be swallowed smoothly before digestion. Eating 
and swallowing activities require a functional combination of tongue, throat, and 
saliva for digestion. Thus digestive function is reduced in the case of the decreasing 
function of tongue, throat, and salivary flow; which results in impaired nutritional 
intake. In extreme cases, impairment in these oral functions may jeopardize our 
daily living and general health condition.

Speaking provides us with an essential communication tool. Lack of this function 
deprives us of opportunities to exchange information with other people in schools, 
workplaces, and communities. Communication is especially important to enrich 
our social lives. Advanced dental caries and periodontal diseases cause tooth loss, 
which as well as reducing the ability to eat and enjoy nutritious foods, may impact 
on our ability for proper communication, and therefore self-confidence in social life 
and the overall quality of life.

Toothache is one of the intensive pains that afflict many people. Toothache is 
mainly caused by advanced dental caries, and greatly affects our well-being and 
quality of life through this extreme discomfort. There are many types of toothache 
and tooth-related pain. Besides spontaneous toothache associated with advanced 
dental decay, there is acute pain that may be experienced when biting or chewing 
foods. There is pain associated with drinking cold water, drinking hot water, and 
consuming sweet foods, which hinders an otherwise joyful dietary experience as 
well as the quality of life in general.

The relationship between oral health and general health has received increasing 
attention and research in recent years [1–3]. There is a strong relationship 
between some oral diseases and noncommunicable chronic diseases. The poten-
tial association between periodontal diseases and some systemic diseases has 
been demonstrated in a number of studies. The link between periodontal diseases 
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and diabetes mellitus is already well documented. Both type 1 and type 2 diabetes 
mellitus have been reported as risk factors for periodontal diseases. The advanced 
glycation end products can contribute to the pathogenesis of periodontal diseases. 
Recently, a reverse causation has also been recognized to be of importance; that 
is, treatment of periodontal diseases has been suggested to increase glycemic 
control and thus have beneficial effects on diabetes mellitus sufferers. Further, 
severe periodontal diseases have been found to be associated with cardiovascular 
diseases. Coronary heart disease, for example, is characterized by a thickening of 
the walls of the coronary arteries due to the buildup of fatty proteins. It is consid-
ered that periodontopathogenic oral bacteria affect the heart when they enter the 
bloodstream, attach to fatty plaques in the coronary arteries (heart blood vessels), 
and contribute to clot formation; however, cause and effect has not yet been well 
demonstrated. The association of periodontal diseases with respiratory diseases 
such as aspiration pneumonia, and with low birth weight and premature babies are 
also suggested [4, 5].

Oral health is an integral component of general health, and both health dimen-
sions tend to have common risk factors. That is, many general diseases have oral 
manifestations that increase the risk of oral diseases, which are risk factors for a 
variety of general health conditions and the reverse. Chronic noninfectious diseases 
and oral diseases share a set of common risk conditions and factors such as smoking, 
alcohol consumption, and poor dietary and hygiene habits. Data on oral health 
therefore indicate that improvement in oral health should be based on the common 
risk factors approach. Oral health promotion by controlling a small number of risk 
factors has a major impact on many other diseases at a lower cost, with greater 
efficiency and effectiveness.

Considering the scarce resources in many Asian countries that can be allocated 
to health and oral health in particular, health policies that emphasize health promo-
tion and prevention as well as empowerment and advocacy are considered to be 
more advantageous than traditional curative care. In the field of oral health, the cost 
of providing traditional restorative and curative treatments of dental diseases across 
all sections of the population would exceed the available resources, especially in 
developing countries. A focus on preventing oral diseases, involving a shared 
responsibility between the individual and governments for maintaining oral health 
would lead to regular preventive dental checkups that would be less expensive, 
noninvasive, and more acceptable for most individuals and governments than the 
current focus on curative treatments. Further, targeting oral health promotion pro-
grams for individuals in early life stages may have a more significant impact on 
health later in life. Therefore, oral health promotion and prevention strategies are 
undoubtedly more affordable and suitable, and should be integrated with other 
health programs in schools, workplaces, and communities.

Although dental diseases are not often life threatening, they have a negative 
impact on daily life activities during childhood through to old age, and can have a 
great influence on eating, speaking, nutrition, general health, self-esteem, and well-
being. Therefore, heightening the quality of life of individuals and the community 
is not possible without a strong commitment to the promotion of oral health.
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2  Main Oral Diseases and Preventive Strategies

2.1  Dental Caries

Dental caries is a disease of the tooth tissue caused by oral bacteria producing 
acid, which destroys the enamel and dentin of the tooth. Dental caries is a multi-
factorial disease, factors for which are considered to be causative include bacteria, 
substrate (diet), tooth quality or morphology, time, saliva, and so forth. Bacteria 
are an indispensable factor for dental caries to occur. Dental caries cannot occur 
in the absence of bacteria even if any other factors are present. Oral bacteria 
primarily involved in dental caries are the Streptococcus mutans, Streptococcus 
sobrinus, and Lactobacillus, which are normal constituents of the oral microflora. 
Cariogenic bacteria modify substrate, principally sucrose, and produce organic 
acid. The acid demineralizes the hard tooth tissues, enamel, and dentin, and then 
allows the bacteria to invade the nerve or pulp of the tooth to cause a cavity and 
infection. Therefore, the relationship between the intake of refined carbohydrates 
and the prevalence and severity of dental caries is crucial in the decay process. The 
development of dental caries is usually a slow process and may take some years 
until clinically visible, therefore time is a relevant factor for dental caries develop-
ment. Diet, exposure to fluoride, positive home habits, and age (especially whether 
the teeth are primary teeth or permanent teeth) alter the rate of progression of 
dental decay.

Fluoride is currently the only known element that is effective in dental caries 
prevention. The most important dental caries inhibitory action of fluoride is 
posteruptive; that is, promotion of remineralization and inhibition of demineral-
ization of incipient dental caries, and inhibition of glycolysis and the process by 
which cariogenic bacteria metabolize fermentable carbohydrates. The pre-erup-
tive mechanism involves some reduction in enamel solubility against acid due to 
the pre-eruptive incorporation of fluoride into the tooth enamel during enamel 
formation. The substitution of the hydroxyl ion with the fluoride ion in hydroxy-
apatite crystal leads to the formation of more stable and less soluble fluoroapa-
tite crystal.

Fluoride works best to prevent dental caries when a frequent, low concentration 
of fluoride is maintained in the oral cavity such as in drinking water, milk, salt, or 
toothpaste. Topical application of a high concentration of fluoride has its place in 
the case of patients with high risk of dental caries. The most cost-effective method 
of dental caries prevention that can reach a broad range of people is through water 
fluoridation. Fluoride mouthrinses are often used in school-based prevention pro-
grams. Regular tooth brushing with toothpastes containing fluoride is recom-
mended as a daily self-care method for everyone.

Oral health promotion activities aiming to prevent dental caries should comprise 
provision of accurate knowledge about dental caries prevention methods, the diffu-
sion of fluoride applications, and behavioral change procedures that promote good 
oral hygiene.
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2.2  Periodontal Diseases

Periodontal diseases such as gingivitis and periodontitis are induced by bacterial 
enzymes and toxins. The actual clinical expression of periodontal diseases, however, 
results from both bacterial infection and the host response to the infection, which is 
mediated by other factors like smoking, oral hygiene, and general health conditions.

Gingivitis is an inflammatory condition of the gingiva, which may develop into 
periodontitis as an extension. The progression from gingivitis to periodontitis, how-
ever, is not inevitable. This progression occurs when supragingival plaque serves as a 
reservoir for periodontopathogenic bacteria migrating subgingivally to form a subgin-
gival biofilm. Depending on whether the virulence and quantum of bacteria in subgin-
gival plaque is strong enough to overcome the response of host defense, the supporting 
periodontal tissue may or may not succumb to the bacterial threat. Inflammatory 
mediators play an important role in the progression of gingivitis and periodontitis. 
Therefore, control of gingivitis through appropriate plaque control measures is funda-
mental in the prevention and progression of the common periodontal diseases.

Several bacteria are associated with periodontitis. There is a close causal relation-
ship between poor oral hygiene and gingivitis, but the relationship between dental 
plaque and periodontitis is not so apparent. It has been known that gram-negative 
anaerobic bacteria and spirochetes such as Aggregatibacter actinomycetemcomitans, 
Tannerella forsythensis, Porphyromonas gingivalis, and Prevotella intermedia are 
the main putative pathogens of periodontitis.

Smoking is the strong risk factor for periodontitis. Smoking is causally related 
with periodontitis through its adverse affect on host reactions. Further, healing of 
soft tissues following periodontal treatments in smokers is very slow. Slower healing 
could be due to the inhibition of growth and attachment of fibroblasts in the peri-
odontal ligament and in their slower post-therapy reduction of white blood cells and 
neutrophils. Smoking also suppresses the vascular flow and compromises host 
response to infection.

Since periodontal disease is the major cause of tooth loss in adults, prevention 
and control of periodontal conditions based on smoking cessation and good oral 
hygiene by individuals, or on the periodic removal of plaque and calculus by dental 
professionals are the most important strategies for periodontal diseases.

2.3  Oral Cancer

Oral cancer is a life-threatening oral disease. Although there is a scarcity of recent 
data regarding oral cancer prevalence, the occurrence rate of oral cancers is higher 
in Asian countries than in other regions. The widespread habit of chewing betel nut, 
which is usually mixed with tobacco, is regarded as a major etiologic factor. Tobacco 
smoking is another major known cause of oral cancer. The possible areas of oral 
cancer occurrence embrace tongue, gingiva, salivary glands, lip, buccal mucosa, and 
floor of the mouth. There is a site difference for the oral cancer occurrence, and the 
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tongue is the most prevalent site. Squamous cell carcinomas comprise about 85% of 
all oral cancers. Tobacco, alcohol, diet, and continuous exposure to the sun are con-
sidered to be responsible for most oral cancers. Smoking is consistently identified as 
the strongest risk factor for oral cancers, especially in Asian countries.

Since oral cancer incurs various oral function impairments (chewing, swallowing, and 
pronunciation) and has an adverse affect on appearance, oral cancer prevention cam-
paigns are important, especially in areas where the oral cancer prevalence is high.

3  Oral Health Status in Each Life Stage and Dental  
Workforce in Asian Countries

3.1  Preschool Children

Distribution of dental caries in primary and permanent teeth, periodontal disease, and 
dental workforce by age and some Asian countries are presented in Table 1 [6–8]. The 
prevalence of dental caries experience varies widely depending on the country. Singapore 

Table 1 Oral health status and workforce in Asian countries
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Chinaa 66 3.39 0.02 0.1 3.5 5 2005 28.9 0.48 0 0.06 0.54 57.7 59 12 2005 88.1 1.53 2.6 0.38 4.51 77.3 45.5 35–44 2005 98.4 3.34 11.03 0.34 14.65 68 52.2 6.82 65–742005 4 2005

Koreab 83 – – – 5.06 4 2000 77.1 – – – 3.3 – – 12 2000 – – – – – – – – – – – – – – – – – – – 37 2001

Japanc 60.5 1.2 – 1.1 2.3 5 2005 58.5 0.9 0 0.8 1.7 16.1 9 12 2005 100 1.5 1 11.7 14.2 18.5 23.7 35–39 2005 99.6 1.1 10.1 9.6 20.8 9.8 21.5 7.1 65–692005 77.9 2008

Thailandd 81 5.02 0.17 0.21 5.43 5 2007 56.9 0.84 0.07 0.64 1.55 58.9 36 12 2007 82.8 1.51 3.92 1.31 6.74 3.6 37.6 35–44 2007 94 2.11 13.38 0.37 15.85 0.4 83.2 10.5 60–742007 13.1 2009

Vietname 83.7 5.88 0.24 0.03 6.15 6 2001 56.6 1.83 0.01 0.03 1.87 71.4 78.4 12 2001 83.2 2.35 2.1 0.25 4.7 – 31.8 35–44 2001 – – – – – – – – – – 5.7 2009

Indonesiaf 91 7.5 0.05 0.3 7.9 5 1992 76.9 0.57 0.24 0.07 0.91 – – 12 2007 94.6 1.4 2.9 0.1 4.5 – – 35–44 2007 98.6 1.2 17 0.1 18.3 – – 17.6 65+ 2007 7.9 2007

Malaysiag 76 5.3 0.1 0.2 5.6 5 2005 55.1 0.5 0.1 1.1 1.6 – – 12 2000 96.1 2.2 7.8 2.1 12.1 – – 35–44 2000 95.2 1.8 21.2 0.3 23.2 – – 39.1 65–742000 11.6 2007

Singaporeg 49 1.8 0.1 0.2 2 6 2005 – – – – 1 – – 12 2002 96.5 0.8 3.8 5.2 9.8 – – 35–44 1996 99.5 0.8 14.5 1.7 17 – – 14.5 65–691996 26 2001

dt, DT decayed teeth; mt, MT missing teeth; ft, FT filled teeth; dmft, DMFT decayed, missing, and filled teeth
Sources:
a National Epidemiological Survey on Oral Health, China, 2008
b National Survey for Oral Diseases, Korea, 2000 
c Comprehensive Guide to the Survey of Dental disease, Japan, 2005
d Sixth National Oral Health Survey, Thailand, 2007–2008
e Second National Oral Health Survey, Vietnam, 1999–2001 
f National Basic Health Research Report (Riskesdas), Indonesia, 2007
g Global Oral Health – CAPP WHO
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has the lowest caries experience followed by Japan. Less than half of Singapore children 
aged 6 years have dental caries experience. The prevalence rates in other countries are 
high, and more than 60% of children aged 4–6 years have dental caries experience. 
The highest prevalence is seen in Indonesia, where more than 90% of children aged 
5 years have dental caries experience. The highest mean dmft (decayed, missing, and 
filled teeth), which is an index of dental caries experience in primary teeth, is 7.9 in 
Indonesia followed by 6.2 in Vietnam. In countries with high dental caries prevalence, 
the dominant component of the dmft is decayed teeth.

3.2  School Children

Not much difference is observed in the prevalence of dental caries among countries. 
Children aged 12 years in all countries, except China, have more than 55% of dental 
caries experience. The smallest mean DMFT as an index of dental caries experience 
in permanent teeth is 0.54 in China, while the highest mean DMFT is 3.3 in Korea. 
The main component of DMFT is decayed teeth in most countries. The percentages 
of 12-year-olds with gingival bleeding and calculus deposits are high in all  countries 

Table 1 Oral health status and workforce in Asian countries

Country Preschool children School children 12 years old Adults Elderly
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per 100 000 
population

C
ar

ie
s 

ex
pe

ri
en

ce
 (

%
)

dt m
t

ft dm
ft

A
ge

Y
ea

r

C
ar

ie
s 

ex
pe

ri
en

ce
 (

%
)

D
T

M
T

FT D
M

FT

G
in

gi
va

l b
le

ed
in

g 
(%

)

C
al

cu
lu

s 
de

po
si

ts
 (

%
)

A
ge

Y
ea

r

C
ar

ie
s 

ex
pe

ri
en

ce
 (

%
)

D
T

M
T

FT D
M

FT

G
in

gi
va

l b
le

ed
in

g 
(%

)

Po
ck

et
 d

ep
th

 ³
4 

m
m

 (
%

)

A
ge

Y
ea

r

C
ar

ie
s 

ex
pe

ri
en

ce
 (

%
)

D
T

M
T

FT D
M

FT

G
in

gi
va

l b
le

ed
in

g 
(%

)

Po
ck

et
 d

ep
th

 　³
4 

m
m

 (
%

)

E
de

nt
at

e 
(%

)

A
ge

Y
ea

r

N
um

be
r

Y
ea

r

Chinaa 66 3.39 0.02 0.1 3.5 5 2005 28.9 0.48 0 0.06 0.54 57.7 59 12 2005 88.1 1.53 2.6 0.38 4.51 77.3 45.5 35–44 2005 98.4 3.34 11.03 0.34 14.65 68 52.2 6.82 65–742005 4 2005

Koreab 83 – – – 5.06 4 2000 77.1 – – – 3.3 – – 12 2000 – – – – – – – – – – – – – – – – – – – 37 2001

Japanc 60.5 1.2 – 1.1 2.3 5 2005 58.5 0.9 0 0.8 1.7 16.1 9 12 2005 100 1.5 1 11.7 14.2 18.5 23.7 35–39 2005 99.6 1.1 10.1 9.6 20.8 9.8 21.5 7.1 65–692005 77.9 2008

Thailandd 81 5.02 0.17 0.21 5.43 5 2007 56.9 0.84 0.07 0.64 1.55 58.9 36 12 2007 82.8 1.51 3.92 1.31 6.74 3.6 37.6 35–44 2007 94 2.11 13.38 0.37 15.85 0.4 83.2 10.5 60–742007 13.1 2009

Vietname 83.7 5.88 0.24 0.03 6.15 6 2001 56.6 1.83 0.01 0.03 1.87 71.4 78.4 12 2001 83.2 2.35 2.1 0.25 4.7 – 31.8 35–44 2001 – – – – – – – – – – 5.7 2009

Indonesiaf 91 7.5 0.05 0.3 7.9 5 1992 76.9 0.57 0.24 0.07 0.91 – – 12 2007 94.6 1.4 2.9 0.1 4.5 – – 35–44 2007 98.6 1.2 17 0.1 18.3 – – 17.6 65+ 2007 7.9 2007

Malaysiag 76 5.3 0.1 0.2 5.6 5 2005 55.1 0.5 0.1 1.1 1.6 – – 12 2000 96.1 2.2 7.8 2.1 12.1 – – 35–44 2000 95.2 1.8 21.2 0.3 23.2 – – 39.1 65–742000 11.6 2007

Singaporeg 49 1.8 0.1 0.2 2 6 2005 – – – – 1 – – 12 2002 96.5 0.8 3.8 5.2 9.8 – – 35–44 1996 99.5 0.8 14.5 1.7 17 – – 14.5 65–691996 26 2001

dt, DT decayed teeth; mt, MT missing teeth; ft, FT filled teeth; dmft, DMFT decayed, missing, and filled teeth
Sources:
a National Epidemiological Survey on Oral Health, China, 2008
b National Survey for Oral Diseases, Korea, 2000 
c Comprehensive Guide to the Survey of Dental disease, Japan, 2005
d Sixth National Oral Health Survey, Thailand, 2007–2008
e Second National Oral Health Survey, Vietnam, 1999–2001 
f National Basic Health Research Report (Riskesdas), Indonesia, 2007
g Global Oral Health – CAPP WHO



396 M. Ueno and Y. Kawaguchi

except for Japan. The percentages in Japan are 16.1% and 9.0%, respectively. The 
highest percentage of 12-year-olds with gingival bleeding is 71.4% in Vietnam, and 
that with calculus deposits is 78.4%.

3.3  Adults

The prevalence of dental caries experiences in adults in their 30s or 40s is more 
than 80%. More than 94% of adults have dental caries experience in Japan, 
Indonesia, Malaysia, and Singapore. The mean DMFT is very high in Japan and 
Malaysia, where mean DMFT values are 14.2 and 12.1, respectively. The princi-
pal component of DMFT in Japan is filled teeth, which comprise more than 80% 
of DMFT. The percentage of adults with gingival bleeding and periodontal pock-
ets 4 mm or deeper is high in China, where the percentages are 77.3% and 45.5%, 
respectively. In Thailand, the percentage of adults with gingival bleeding is only 
3.6%; however, 37.6% of adults have periodontal pockets 4 mm or deeper.

3.4  Elderly People

Most elderly people have experienced dental caries, and missing teeth are the 
predominant component of the DMFT. The mean number of missing teeth in all 
countries is higher than 10, and the mean of 23 DMFT in Malaysia is the highest 
for the comparative countries. The percentage of the elderly with gingival bleeding 
and periodontal pockets 4 mm or deeper is high in China, where the prevalence is 
68.0% and 52.2%, respectively. In Thailand, although the percentage of the elderly 
with gingival bleeding is only 0.4%, the percentage of those with periodontal pockets 
4 mm or deeper is 83.2%. The prevalence of edentulousness (no natural teeth) varies 
among countries, and the lowest is 6.8% in China. Meanwhile, around 40% of the 
elderly are edentulous in Malaysia.

3.5  Dental Workforce

The number of dentists differs widely depending on the country. Every 100 000 
people are served by 77.9 dentists in Japan, which is one of the highest dentist to 
population ratios in the world. On the other hand, the numbers of dentists per 
100 000 population in other nations are 4 in China, 5.7 in Vietnam, and 7.9 in 
Indonesia. The shortage and unequal distribution of dentists as well as dental aux-
iliaries such as dental hygienists, dental nurses, and dental therapists is a serious 
problem in many Asian countries.
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4  Oral Health Promotion Activities in Asian Countries

4.1  Maternal and Child Health and School Health  
System in Japan

Pregnant women are issued a Maternal and Child Health Handbook (Boshi techo), 
in which the mother’s physical and dental health, the child’s condition at birth, and 
immunizations are recorded. The handbook also contains useful information on 
child development. Mothers are advised to bring the handbook whenever they go to 
a hospital before or after birth, and whenever they take the child to a hospital or 
health center.

Each municipality provides free physical, medical, and dental examinations for 
children aged 18 months and 3 years at health centers. Various oral health educa-
tion materials and services are offered as part of this program, including informa-
tion on oral health related habits, nutritional consultation, and brushing instructions, 
as well as clinical dental examinations. Topical fluoride application is also pro-
vided to those who want this service, for a reasonable fee. The mean dft among 
3-year-olds decreased markedly from 2.9 in 1988 to 1.0 in 2008. School entrance 
health examinations offer physical, intellectual, medical, and dental examinations 
from October to November of each year, for children who are planning to enroll 
at an elementary school in the following year. Information about all examinations 
is sent to the community residents by mail approximately 1 month before the 
examination.

School oral health activities are carried out mainly by a school dentist who is 
appointed by the local government. Every primary school, and junior and senior 
high school has a school dentist who is in charge of the all oral health activities 
at the school. The school dentist, who is a dental practitioner from the local area, 
usually works for the school on a part-time basis. The roles of school dentists 
are defined in the School Health and Safety Law, and include the oral health 
examination of all enrolled school children, at least once a year, and the imple-
mentation of the school’s oral health education program. In school oral health 
examinations, the school dentist evaluates the oral health status of each child and 
records conditions such as dental caries, gingival conditions, oral hygiene, 
occlusion, and temporomandibular disorders according to nationally agreed 
standard criteria.

School dentists do not provide dental treatments at school, instead recommending 
the student to receive dental treatments in other dental facilities if students have 
some oral problems. Japan has a national health insurance program that covers 
dental treatments, thus all Japanese citizens have access to general dental and emer-
gency dental care. Oral health education is conducted by the school dentist or the 
dental hygienist in cooperation with the nursing teacher and the classroom teacher. 
Oral health education programs usually include prevention of dental caries or gingi-
vitis, but the content of the oral health education program depends on the individual 
school’s curriculum and timetable.
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4.2  Fluoride Mouthrinsing Program in Japan

Water fluoridation is a population-oriented health measure used in many nations to 
prevent dental caries, but it is not available in Japan. Fluoride mouthrinsing programs, 
however, are a safe, effective, and easy method for optimal fluoride application, and 
can be performed in schools and communities. In addition, it is a relatively inexpen-
sive prevention measure in terms of dental public health application in Japan.

In Japan, a school-based fluoride mouthrinsing program started in a single pre-
fecture (Niigata prefecture) in 1970, and by 2005 had spread to involve all 47 pre-
fectures. The Ministry of Health, Labour and Welfare described the guidelines for 
fluoride mouthrinsing in 2003 and recommended the introduction of fluoride mouth-
rinsing from preschool. In 2008 the number of schools that had adopted the 
mouthrinsing program was 6 433, and 674 141 children benefited from the program. 
That is, 9.0% of all Japanese schools and 5.1% of all Japanese school children 
received the program. The mouthrinsing program has been carried out as a health 
policy at the prefecture or municipality level, and about 80% of the program costs 
are financially supported by the prefectural or municipal governments.

In preschools, children use 7 ml of 0.05% sodium fluoride (NaF) solution daily 
for 1 min under the supervision of schoolteachers. Primary or junior high school 
children use 10 ml of 0.2% NaF solution weekly.

According to the study in Niigata [9], the mean DMFT of 12-year-old children 
who received the fluoride mouthrinsing program since they were 4 years of age was 
less than 1. Their dental caries reduction rate was 74% compared with the control 
group of children who did not receive the program. The dental caries reduction rate 
of children who received the program since they were 6 years of age was 59% com-
pared with the control group of children. These findings indicate that the effect of 
dental caries prevention is stronger when children start the program from an earlier 
age. The school-based mouthrinsing program has a clear place in oral health promo-
tion and prevention when other forms of fluoride application are not available.

Regarding other than mouthrinsing in Japan, about 60% (59.2%) of children 
aged 1–14 years received topical fluoride applications, and the percentage increased 
steadily according to the national survey of dental diseases in 2005 [8]. Among 
children who received topical fluoride applications, 19.2% of those received the 
service at health centers and 40.0% of those at medical facilities. The usage rate of 
toothpaste containing fluoride has also increased, and about 90% of commercially 
sold toothpastes contained fluoride in 2008.

4.3  The 8020 Campaign in Japan

In 1989, a study group on the Dental Health Policy for Adults in the Ministry of 
Health and Welfare (currently Ministry of Health, Labour and Welfare) advocated 
a national oral health campaign, the “8020 movement.” “80” (the first part of 8020) 
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indicates the average life expectancy for Japanese people at that time and “20” (the 
second part of 8020) refers to the required number of teeth present to keep normal 
masticatory function. Many studies in Japan show that keeping 20 or more natural 
teeth is considered to be a simple and adequate threshold for maintaining good 
masticatory ability for eating almost any kinds of Japanese food items, which vary 
from soft-texture food to hard-texture food [10]. The Japan Dental Association also 
has supported this “8020 campaign.”

The objective of the campaign is to inform the public and the dental profession-
als on the importance of retaining 20 or more natural functional teeth until 80 years 
of age to maintain satisfactory masticatory abilities. Tooth loss increases as an 
individual gets older. The concept of “8020” is to ensure all Japanese people are 
able to enjoy a healthy dietary, as well as social life by preventing tooth loss that 
will cause masticatory dysfunction.

This countrywide campaign has led to many projects and much research regard-
ing the impact of oral health on general health and quality of life. Many studies 
report that improvements in oral health and masticatory function contribute to the 
prevention of aspiration pneumonia and to the maintenance or recovery of activities 
of daily living.

It has been more than 20 years since the campaign was introduced. The percent-
age of 8020 achievers (people aged 75 years or older with 20 and more teeth) was 
less than 1% in 1980s, but reached about 25% according to the national survey in 
2005 [8].

Japan is the most “aging country” in the world, where the average life expectan-
cies at birth in 2008 were 86 years for females and 79 years for males. With the 
increasing aging population, Japan has changed its health policies from being 
related to the disabled and bedridden elderly to a focus on prevention of diseases 
and promotion of health in an aging society. A variety of oral health function pro-
motion programs for the elderly are carried out throughout the country, and there is 
growing evidence showing that the oral function promotion programs employing 
tongue or facial exercises and salivary glands massages are very effective in 
improving the oral health status and oral function of older people.

4.4  Water Fluoridation in Asian Countries

Singapore was the first country in Asia to institute a comprehensive fluoridation 
program in 1956, and is one of the two countries besides Ireland where water fluo-
ridation covers 100% of the population. The water was fluoridated at 0.4–0.6 ppm 
using sodium silicofluoride. The 10-year study on the effects of water fluoridation 
in Singapore showed a decrease in dental caries prevalence in children. In perma-
nent teeth, the dental caries reduction rate was 52.3% for Chinese and 31.0% for 
Malays among 7–9-year-olds. A similar trend was also found in the mixed dentition 
where the decrease was 32.5% for Chinese and 30.6% for Malays.
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In Vietnam two cities, Hochiminh and Bienhoa, have fluoridated drinking water 
programs, where the fluoride concentration level is adjusted to 0.5 ppm. This pro-
gram first started in Hochiminh City in 1989. After 10 years of water fluoridation, 
the dental caries prevalence of primary teeth in children decreased from 86.6% to 
30.2%, and the mean DMFT decreased from 3.62 to 1.82. Bienhoa City launched 
its program in 1997. After 8 years of water fluoridation, the dental caries prevalence 
in the 12-year-old group decreased from 89.0% to 63.0%, and mean DMFT 
deceased from 4.22 to 1.87.

Water fluoridation programs have been developed since 1981 in Korea. The 
program was operated in 46 cities in 2001. The estimated population benefiting 
from water fluoridation is approximately 6 500 000 individuals or 12% of the total 
Korean population.

4.5  Love Teeth Day Campaign in China

A national campaign called “Love Teeth Day” was launched for residents of China 
in 1989 and has been promoted annually since then in order to increase the aware-
ness of dental self-care and oral health, and participation and community involve-
ment in oral health education programs. Nine government and nongovernment 
organizations (Ministry of Health, Central Patriotic Public Health Campaign 
Committee, Ministry of Education, Ministry of Culture, Ministry of Radio, Film 
and Television, All-China Federation of Trade Union, Central Committee of 
Chinese Communist Youth League, All-China Women’s Federation, and China 
National Committee on Ageing) support the “Love Teeth Festival” in China held 
on the 20th of September of each year.

The main activities of the campaign are planned and conducted by the National 
Committee for Oral Health. Various kinds of mass media are used for the delivery 
of oral health information to the public: radio, television, newspapers, posters, and 
pamphlets. To build supportive relationships, consultants meet one-to-one with 
individuals to address issues about their oral health. The campaign also includes 
group education such as lectures about oral health care. Different themes and cen-
tral slogans are set up each year. The campaign is believed to have brought about a 
remarkable improvement in the oral health status, especially in rural children, 
because rural settings tend to have less access to oral health care resources.

5  Future Challenges in Asian Countries

The First Asian Meeting for Public Health Dentistry was held at Phuket, 
Thailand on 6–7 September, 2009. Participating chief dental officers in Asian 
countries adopted the following “Phuket Consensus Statements” at that meeting 
(Table 2). The statements include two main challenges: challenges in diseases 
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and resource constraints and challenges in strategic management of oral health 
and oral healthcare, as well as seven action areas that the dental profession 
should take forward.

Dental caries and periodontal diseases are two of the most common chronic 
diseases, which affect a large proportion of people. The main factors related to oral 
diseases are a sugar-containing diet, poor oral hygiene, smoking, and excessive 
consumption of alcohol. Therefore, most oral disorders can be effectively controlled 
through appropriate preventive measures. However, oral health inequalities are still 
a major public health problem in many Asian countries, and a large number of 
people, especially the socially disadvantaged, are experiencing extensive and severe 

Table 2 Phuket consensus statements of chief dental officers

Challenges in diseases and resource constraints
The continuing disparity in oral health and the barriers to oral healthcare in many countries•	
The continuing high occurrence of dental caries in many countries of this region, especially •	
among children; and the need to prioritize the younger generation to enable them to achieve 
their full oral health potential
The high consumption of sugar in several countries of this region•	
The constraints in dental professional manpower faced in many countries that make dental •	
operating auxiliaries viable alternatives to complement dental professionals in oral health 
care delivery
The potential occurrence of catastrophic diseases of epidemic proportions which impact on •	
the dental environment

Challenges in strategic management of oral health and oral healthcare
The need to ensure equitable, accessible and affordable oral healthcare strategies•	
The continuing need to improve access to primary oral healthcare for people with the •	
greatest need
The need for strategic management of oral healthcare as an integral part of general healthcare •	
to ensure its presence in the national agenda of countries
The need for dental public health and preventive population strategies to take precedence in •	
oral health programs
The need for positive action for primary prevention and early detection of oral lesions which •	
greatly impact on quality of life
The need for shared multisectoral responsibility for oral health promotion with the need for •	
governments to shoulder some responsibility for population oral health strategies

And put forward the following calls for action from the dental profession
1 Formulate a collective call for the reinstitution of oral health in the general health agenda 

at national and international level
2 Support the appropriate use of fluoride on a population strategy
3 Ensure that governments commit to support and facilitate oral health population strategies 

to improve oral health at each life-stage
4 Ensure intersectoral and collective action for reduced sugar consumption and tobacco use 

for oral health
5 Advocate that countries adopt population strategies for prevention and control of oral cancer
6 Develop a population indicator for oral health to elevate oral health in the context of the 

health agenda
7 Develop and implement oral health population strategies for young children and 

increasingly dentate elderly
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oral diseases. These situations have been associated with economic, social, and 
political changes in which there has been a dramatic dietary and nutritional shift 
from a traditional Asian diet to a more westernized diet.

Unlike other diseases, people can directly see and recognize the symptoms of 
oral diseases such as dental caries and gingivitis, hence it is possible to detect the 
disease at an early stage. Oral health activities, therefore, have the advantage in 
motivating people to stop unhealthy behaviors and to prevent the development of 
oral health hazards because of these special characteristics. Relatively simple 
personal and community activities can reduce the incidence of dental caries and 
periodontal diseases. Supportive health education environments can play an 
important role in assisting people to develop and sustain the necessary personal 
motivation, skills, and understanding to prevent oral diseases and maintain good 
oral health behavior. For school-attending students, it is easier to conduct experi-
ence-oriented oral health education by emphasizing the association of oral diseases 
with dietary and nutritional habits.

Oral health promotion should employ a common risk factor approach, which 
regards oral health promotion as an integral part of general health promotion. As 
the common risk factor approach assumes, oral health is determined by risk factors 
common to many general health conditions, such as diet, hygiene, smoking, alco-
hol, stress, and trauma. In other words, chronic noninfectious diseases and condi-
tions, e.g., oral diseases, obesity, heart disease, stroke, cancers, and diabetes, share 
a set of common risk conditions and factors. Collaborative approaches to preven-
tion and health promotion are therefore more rational than an approach that is dis-
ease specific. Disease-specific approaches tend to be wasteful of resources and 
duplicate efforts when the origins of the diseases are similar. Therefore, oral health 
promotion focused on controlling a small number of risk factors has a major impact 
on many diseases at a lower cost, with greater efficiency and effectiveness, than oral 
health promotion with too highly disease-specific approaches.

Despite the magnitude of personal and community burden that oral health prob-
lems carry in many Asian countries, it is apparent that the concerns of the general 
population about oral health are relatively low, firstly because most oral diseases 
are not serious or life threatening and secondly, relative to other health and eco-
nomic concerns oral health is perceived as a lower priority. However, oral health is 
closely related to dietary life, general health, and well-being. For example, tooth 
loss has a significant impact not only on chewing, biting, and nutrition but on 
speaking, facial appearance, and even human relationships. Therefore, achieving 
better oral health will lead to a better quality of life. The importance of oral health 
should be emphasized more strongly in the development of health policies and 
health interventions. For oral health promotion activities to be successful, conven-
tional prevention and treatment procedures are of little value in those Asian coun-
tries with limited resources and personnel. To effectively improve oral health, oral 
health education and prevention activities that address the underlying causes of 
poor oral health by using a range of additional strategies from economic, political, 
and institutional aspects are necessary.
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Abstract This chapter focuses on depression and stress-related conditions to 
discuss possible strategies for the prevention or early management of such condi-
tions. Health education constitutes the first important strategy, and we outline a 
school-based educational activity using a case-method approach. We next illustrate 
the impact of stressful events on psychological health with the results of a survey 
among Chinese individuals conducted after an unexpected epidemic of severe 
acute respiratory syndrome in 2003. Communication plays an important role in 
the assessment and management services provided by medical practitioners to sick 
individuals, with very diverse backgrounds and levels of medical knowledge, who 
consult health care providers with concerns about their health. In this context, we 
introduce a recent advance in patient–doctor communication. Finally, we address 
the cognitive and behavioral features of those who suffer from depression and 
psychosocial stress. Based on our recent activities and on evidence pertaining to 
health promotion and education, we emphasize the importance of health education 
and communication in the prevention of stress-related diseases and the promotion 
of physical and psychological health.
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1  Introduction

Depression constitutes one of the leading causes of disability in the world and is 
commonly encountered in primary care settings, in the workplace and school, and 
in the community. Upon identification, depressed patients need appropriate man-
agement, including pharmacological treatment, sufficient rest, and social support. 
Enlisting the cooperation of psychological professionals, such as registered psy-
chologists, constitutes an important approach to providing psychological support 
for depressed patients. Commonly used guidelines and educational programs are 
also effective in preventing depression and suicide-related health problems.

Depression clearly plays an important role in the epidemiology of suicide [1]; 
more than 60% of the individuals who commit suicide are depressed, and identifying 
individuals at high risk for depression might reduce the number of suicide attempts. 
The incidence of depression has increased rapidly in Western countries, and the 
number of Japanese individuals diagnosed with this condition has also increased, 
from 100 000 (83.1 per 100 000) to 430 000 (340.0 per 100 000), between 1984 and 
1998. These data may reflect increased use of a standardized method for diagnosing 
depression, such as the Diagnostic and Statistical Manual of Mental Disorders, or 
they may relate to decreased resistance among those suffering from mind/body 
distress to visiting a psychiatrist. Although depression is generally more common 
in women than in men, the most dramatic increase in the rate of depression in Japan 
occurred among middle-aged men (40–60 years old); a similar trend was observed 
among those who committed suicide. An analysis of the relationship between six 
categories of occupational status and suicide revealed that suicide rates were the 
highest among the “unemployed” and “employee” groups. Therefore, it is impor-
tant to target middle-aged employees and unemployed people to identify potentially 
depressed individuals in Japan.

If all Japanese people over 12 years of age completed a questionnaire asking 
whether they experienced stress in their daily lives, more than 50% would respond 
“yes, I experience stress!” [2]. This is the current situation in Japan. Illness can 
result when stressors are too intense and persistent or when specific individuals are 
vulnerable to particular stressors due to temperamental and/or adaptive problems. 
Psychosocial stress is closely related to mind/body symptoms, and our own study 
has shown that the report of somatic symptoms is a good predictor of depression 
and such depression-related symptoms as suicidal ideation among both the disabled 
and working populations.

It is vital to remember that the mind and body are inter-related. Modern medicine 
tends to focus on somatic conditions, but such conditions represent only a part of the 
whole. Medicine should not be limited to the treatment of disease; it is also important 
to prevent disease, whether at the tertiary or secondary level. The practice of medi-
cine in a hospital requires a trusting relationship between patient and doctor, and 
both must be aware of the power of the mind–body connection. Communication is 
a key factor in developing this relationship. Although medical practitioners are busy 
and often do not nurture trusting relationships, such relationships are nonetheless a 
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key component of mind/body medicine. Effective communication helps promote 
patient satisfaction and makes a good physician better; however, a sound education, 
one that includes attendance at lectures and participation in simulations or hands-on 
training, is critical for the development of excellent physicians.

This chapter focuses on depression and stress-related conditions with a view to 
developing a preventive strategy in association with health education. We have been 
developing a case-method teaching approach for Japanese medical schools, and 
these recent activities are described in detail. We also present data from a Chinese 
study assessing the impact of stressful events on psychological health. These data 
underscore the important role played by communication in the assessment and man-
agement services provided by medical practitioners to sick individuals, with very 
diverse backgrounds and levels of medical knowledge, who consult health-care pro-
viders with concerns about their health. In this context, we introduce a recent 
advance in patient–doctor communication. Finally, we address the cognitive and 
behavioral features of those who suffer from depression and psychosocial stress.

2  Using an Active Learning Method to Prevent a Suicide 
Epidemic in Japan

2.1  Education About Depression in Schools

An effective suicide prevention strategy should target potentially depressed students, 
because most individuals who commit suicide suffer from depression [3]. Education 
about depression and related matters during school may be an effective method for 
preventing suicide among students in Japan. Existing teaching styles, however, are 
ill-suited to address issues related to suicidal depression, due to the complex nature 
of this condition. Extant teaching styles tend to rely on general content and to omit 
vivid descriptions. We introduce and discuss the applicability of a case-method 
teaching approach to issues related to suicide and depression in Japan, and propose 
that this method replace traditional pedagogical approaches to these topics. We also 
refer to the case-method style used at Harvard University.

2.2  Case-Method Teaching Simulation Exercise

Case-method teaching is a practical approach to training in the field of social medi-
cine [4]. This approach involves discussions about a particular case; participating 
doctors are taught how to deal with situations in which they must reach decisions 
about public health. The disease-oriented system (DOS) has formed the basis of 
traditional educational systems, adhering to traditional medical teaching methods. 
Although the DOS seems to be an effective and reasonable method for obtaining 
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results; it is neither perfect nor optimal in terms of practicality. The problem-based 
learning (PBL) method was developed to overcome these limitations in the DOS 
method. Medical treatment is incomplete when the individual is considered in 
isolation. Indeed, we must consider various ambient and interactive environmental 
factors in order to adequately understand the etiology of, and recovery from, a 
disease. In other words, although we emphasize treating the patients and not the 
diseases, we do not provide our medical students with the practical training required 
to achieve this goal. Figure 1 visually represents the case-method concept, illustrating a 
more systematic and holistic approach to medicine, in which the scope of learning– 
which proceeds through discussion – is wider than that of DOS or PBL. Through 
such quasi experience-based studies, medical students can not only acquire knowl-
edge and develop the desired professional attitudes and behaviors but can also come 
to learn about the psychological and social problems actually experienced by 
patients. Thus, in a way that mimics medical practice, they will be trained to solve 
problems embedded in actual situations. In addition, the shift from passive to active 
learning should enhance other abilities, such as communication skills and the prac-
tice of continually updating knowledge about state-of-the-art medical technologies. 
The case-method approach also offers the advantage of using actual cases to learn 
about the multidimensional issues involved in various aspects of medical practice, 
such as drawing on knowledge as the basis of actions, understanding the back-
grounds of patients, and maintaining awareness of personal motivations and ethical 
concerns. However, the case method also has its share of problems. Table 1 sum-
marizes the advantages and disadvantages of the case-method approach. We now 
discuss strategies for dealing with these disadvantages.

Fig. 1 The reach of the disease-oriented system (DOS), problem-based learning (PBL), and case 
methods
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2.3  Problem-Solving Paradigm for Public Health

More broadly, we need to adopt procedures that enable the identification and mea-
surement of problems, the analysis of key determinants, the development of inter-
vention strategies, the selection of an optimal intervention strategy, and the 
evaluation of outcomes to solve public health problems involving depression or 
other mental illnesses. Based on the need for these procedures, the proposed 
problem-solving paradigm includes the following phases: (1) defining the problem, 
(2) measuring its magnitude, (3) understanding key determinants, (4) developing 
prevention/intervention strategies, (5) setting policy/priorities, (6) identifying the 
best solution, and (7) implementing and evaluating the solution.

2.3.1  Defining the Problem

Definitions of public health problems must include the characteristics of the target popu-
lations and the nature and extent of exposures. One must also be able to understand the 
issue from a historical perspective and to consider hypothetical situations, the magnitude 
of the problem, the limitations that constrain potential approaches, and the definitions of 
technical terms. The definitional process aims at sharpening the skills used to identify 
potential problems in society. The core issues in this phase involve who defines the prob-
lem and how the problem is contextualized in society. Using a multidimensional frame-
work, students sometimes define the problem by playing the role of each stakeholder.

2.3.2  Measuring the Magnitude

After the problem has been defined, it is imperative to measure its parameters. This 
requires access to biostatistics, vital statistics, and demographic data as well as the 
skills to store, process, manipulate, and report on such information. The magnitude 
of the problem must be measured in terms of questions such as “why it is a problem?” 
and “why and how should it be solved?” Details about the problem – its prevalence, 
incidence, economic impact, and effect on human beings – should also be evaluated 
and measured. Further, the measurements need to be performed with reference to 
an index identified in the definition of the problem.

Table 1 Advantages and disadvantages of case-method teaching
Advantages Disadvantages

•	 Recognition	of	uniqueness	and	complexities •	 Dispersing	knowledge	within	groups

•	 Decision	making	and	leadership • Varying levels of knowledge
•	 Ethical	considerations • Training teachers in:
• Motivation  Discussion-based lessons
• Other stakeholders (e.g., patients’ feelings)  Presentation skills
• General understanding of patients’  

backgrounds
• Gaining applied skills

• Establishing a balance between research 
and teaching

• Clear evaluation process (student and teacher)
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2.3.3  Understanding Key Determinants

Once the problem has been defined and quantified, decisions about addressing it 
must be made. At this point, it becomes important to understand the key determi-
nants of the problem, such as those related to its biological etiology (host, agent, 
and vector), its environmental impact, and the sociocultural/behavioral practices of 
the at-risk population. This step involves understanding the natural history of the 
disease process and identifying risk factors and at-risk populations.

2.3.4  Developing Prevention/Intervention Strategies

In the context of a clear understanding of the determinants of the public health 
problem, a number of alternative interventions can be proposed at the cellular/
microbial, individual, familial, communal, and/or population levels.

2.3.5  Setting Policies/Priorities

Once a wide range of alternatives is identified and the relative merits of each are 
considered, policies pertaining to a variety of communication, leadership, manage-
ment, ethical, and financial issues must be developed.

2.3.6  Identifying the Best Solution

After prioritizing the possible solutions, it is necessary to identify the most appro-
priate one, on the basis of evidence and sound reasoning. These processes involve 
not only selecting but also directing and establishing possible policies for actual 
situations. When planners consider all strategies and focus on numerous possible 
results, decision making can be expedited by relying on such information.

2.3.7  Implementation and Evaluation

After development, the policy must be implemented and evaluated using most of the 
same quantitative and analytic skills used in the problem-definition and measurement 
phases.

2.4  Conclusions from Case-Method Teaching

Case-method teaching has been practiced at several universities for many years 
in a subset of courses, generally in the management area. Many other courses 
have used short cases as vignettes or examples of a principle or concept that an 
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instructor wishes to illustrate; however, few nonmanagement courses have used 
cases as a vehicle for learning through discussion and problem solving. As 
described by a “founding father” of the Harvard Business School method of using 
cases, “a good case is the vehicle by which a chunk of reality is brought into the 
classroom to be worked over by the class and the instructor.” Such cases generally 
do not have solutions but achieve their learning objectives by helping students 
develop their analytical skills through diagnosing problems and designing alterna-
tive solutions as well as by cultivating their decision-making and leadership abili-
ties by allowing them to choose among alternatives and plan implementation 
strategies. Three levels of teaching objectives are relevant to students who are 
also professionals:

Level One is the transmission of knowledge through information, concepts, •	
frameworks, tools, and techniques
Level Two is the development of skills for analyzing, thinking critically, making •	
judgments and decisions, and executing decisions
Level Three is the development of a professional identity and leadership capa-•	
bilities accompanied by a set of values, self-awareness, and a capacity for ongoing 
learning

Based on these different levels, we discuss the possibility of applying case-method 
teaching to education about depression and suicide that is designed to reduce the 
prevalence of suicide among the school-aged population.

3  Analysis of the Public’s Psychological Status During 
Stressful Events

This section focuses on a study evaluating psychological responses to an actual 
stressful event. Due to an unexpected epidemic of severe acute respiratory syn-
drome (SARS) in China in 2003 [5], the Chinese government and people became 
aware of the huge impact and destructive power of a public health crisis. In particu-
lar, this situation led to intense psychological responses and panic among the 
Chinese people.

We studied the psychological status of the population of China during the 
SARS epidemic and analyzed the factors contributing to their responses to inform 
our efforts in health education and promotion. Both quantitative and qualitative 
methods were adopted. The survey used stratified random sampling based on the 
severity of the epidemic to select Beijing, Taiyuan of Shanxi province, and Harbin of 
Heilongjiang province as the sites for distributing the questionnaires developed by 
the authors. We also conducted in-person interviews with relevant department 
leaders.

A total of 1931 completed questionnaires were received. Analysis indicated that 
69.8% of the sample expressed some sort of abnormal psychological response. The 
area least affected by the epidemic, Harbin, showed the lowest rate (61.4%) of 
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abnormal responses; this was followed by Taiyuan city in Shanxi province (73.2%). 
Beijing was characterized by the highest prevalence of abnormal responses 
(74.2%). Abnormally intense psychological responses were associated with the 
severity of the epidemic and were evidenced by experiences of nervousness, panic, 
lack of safety, upset, and anxiety (Fig. 2). The major reasons behind these feelings 
included the SARS epidemic itself, its mortality rate and unknown nature, the 
intense and anxious atmosphere created by responses to the epidemic, and the various 
rumors about the situation. Among the most important contributors to these psy-
chological abnormalities were delays in, and interference with, the operation of 
normal communications channels during the early days of the crisis, as well as the 
contradictory information emanating from various channels.

The tasks involved in education about public health emergencies should not 
rest on the shoulders of public health education departments alone; instead, such 
work becomes the responsibility of society as a whole, and the government, 
mass media, and professional public health departments should play important 
roles in this process. The SARS crisis had a widespread impact on the psychologi-
cal well-being of the public. Timely comprehension of the psychological state of 
the public and efficient intervention are absolutely necessary when public health 
emergencies arise.

Fig. 2 Prevalence of abnormal psychological feelings in Harbin (n = 624), Beijing (n = 652), and 
Taiyuan (n = 655). The ten questions for psychological status are as follows: G1 the virus of severe 
acute respiratory syndrome (SARS) is new and unknown; G2 the virus of SARS is highly conta-
gious; G3 the virus of SARS is soon fatal; G4 there is no effective treatment; G5 inappropriate 
media report; G6 it is hard to distinguish SARS and normal cold at the beginning of the epidemic; 
G7 the epidemic situation is not easy to control; G8 the intense and nervous atmosphere surround-
ing people and the various rumors; G9 people’s mobility was limited to some extent; G10 people 
are afraid of infecting others when they get SARS
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4  Patient–Physician Communication: Toward Satisfying 
Distressed People

4.1  Overview

Understanding how patients experience illness provides the basis for a therapeutic 
relationship between patient and physician. This is especially true in cases of patients 
with mind/body distress. It has long been acknowledged that patients and physicians 
tend to have different and sometimes conflicting views on health problems and on 
reasonable expectations for managing such problems. The perception of being 
understood by a physician provides emotional support for patients, especially at a time 
of great stress and vulnerability. Communication is a major component of medical 
encounters and a fundamental means for the physician and patient to share perspec-
tives. A growing body of evidence has linked effective communication not only to 
patient satisfaction and treatment adherence but also to health outcomes, including 
symptom resolution, functional status, physiological measures, and pain control.

Recent trends in Japanese medicine have drawn increasing attention to the physi-
cian’s ability to communicate with patients. Communication skill is increasingly 
considered to be a core medical competency that can be taught and assessed in medical 
education rather than merely a personal trait associated with the physician.

4.2  The RIAS

Patient–physician communication has been studied intensively in Western coun-
tries, and various instruments have been developed to objectively assess levels of 
communication in medical encounters. The Roter Interaction Analysis System 
(RIAS) is one of the most widely used systems for assessing medical interactions. 
Developed by Debra Roter, a professor at Johns Hopkins University, it has contrib-
uted to our understanding of the structure of communication in medical encounters 
and the link between communication and quality of care.

The RIAS has several methodological strengths, and it has been used in many stud-
ies in many countries [6]. The coding approach is tailored to the specific dyadic 
exchanges that occur in medical encounters. Coding categories directly reflect the con-
tent and context of the routine dialogue between patients and physicians, including both 
task-focused and socio-emotional domains. Identification and classification of verbal 
events are coded directly from videotapes or audiotapes, not from transcripts. Coding 
software to help coders work directly from the audio/video data is also available. 
Elimination of the resource-intensive effort necessary for an accurate and full transcrip-
tion represents a practical advantage offered by the RIAS. In addition, because coding 
proceeds directly from video or audiotapes, it is possible to assess the tonal qualities of 
the interaction. Furthermore, the validity and reliability of the RIAS have been assessed 
in previous studies, and both have been rated favorably in a comparison study. The list 
of RIAS-related studies is available from the RIAS website (http://riasworks.com).
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Communication units are defined as “utterances,” the smallest distinguishable 
speech segment to which a classification may be assigned. Codes are assigned to 
each of these utterances. Approximately 40 mutually exclusive coding categories 
are used (Table 2).

Table 2 RIAS categories

Socio-Emotional 
Exchange

Personal remarks, social conversation
Laughs, tells jokes
Shows approval – direct
Gives compliments – general
Shows agreement or understanding
Back-channel responses
Remediation
Shows disapproval – direct
Shows criticism – general
Empathic statements
Legitimizing statements
Self-disclosing statements
Shows concern or worry
Reassures, encourages or shows optimism
Asks for reassurance

Task-Focused 
Exchange

Information giving Gives information – medical condition
Gives information – therapeutic regimen
Gives information – lifestyle
Gives information – psychosocial
Gives information – other

Counseling/direction Counsels – medical condition/therapeutic regimen
Counsels – lifestyle/psychosocial

Question asking Asks open-ended questions – medical condition
Asks open-ended questions – therapeutic regimen
Asks open-ended questions – lifestyle
Asks open-ended questions – psychosocial
Asks open-ended questions – other
Asks closed-ended questions – medical condition
Asks closed-ended questions – therapeutic regimen
Asks closed-ended questions – lifestyle
Asks closed-ended questions – psychosocial
Asks closed-ended questions – other

Process Partnership statements
Asks for opinion
Asks for permission
Paraphrases/checks for understanding
Asks for repetition
Asks for understanding
Gives orientation, instructions
Requests for services
Transition words
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The following represents an example of the coding:

D: What brings you in today?/(ask opinion)
P: Well... I get short of breath./(information giving: medical)
D: Ah-huh./(agree)
…How long have you had this?/(closed-ended question: medical)
P: I’d say… 8, 10 years./(information giving: medical)
D: 10 years./(check)
/: utterance (): RIAS category

4.3  A Study Using the RIAS

Table 3 shows the results of an analysis of patient–physician communication occurring 
during cancer consultations in Japan. The details of this study have been previously 
published [7–9]. This analysis using the RIAS shows that a major part of the interac-
tions involved information giving by both physician and patient. On the other hand, 
striking differences between physicians and patients emerged with respect to several 
categories. Physicians asked nearly twice the number of questions, whereas patients 
produced twice as many positive utterances. The consultation was largely focused on 
biomedical topics, and the proportion of psychosocial exchanges was minimal.

The regression analyses of patient satisfaction with respect to physician and 
patient communication behaviors, controlling for the identity of the physician and the 
characteristics of the patient and consultation [7–9], showed that a greater propor-
tion of open-ended questions and a lower proportion of direction were associated 
with higher patient satisfaction. These communication styles have often been 
recommended to physicians for use in patient-centered consultations. On the other 

Table 3 Total utterances by physicians and patients per consultation (N =140)

Physician Patient

Frequency % Frequency %

Open-ended question  2.4  2.9  1.1  1.4
Closed question  9.7 11.6  6.0  6.3
Information giving 32.1 35.2 29.8 34.3
Direction  5.5  5.9 – –
Emotional responsiveness/expressiveness  2.4  3.0  4.1  4.5
Facilitation  6.3  7.0  4.4  4.9
Positive talk 16.9 19.8 32.0 39.8
Negative talk  0.2  0.2  0.3  0.4
Orientation  2.7  3.8 – –
Requests for service – –  0.4  0.4
Social talk  2.7  3.8  2.5  3.6
Other  5.8  6.8  4.3  4.5

100.0 100.0
Total 86.8 (50.9) 84.9 (49.1)
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hand, the perceived emotional responsiveness of physicians was negatively associated 
with patient satisfaction. In this study, most of the utterances classified as physician 
emotional responsiveness were statements intended to reassure and encourage 
patients, such as “there is no need to worry” or “you will be all right.” These data 
suggest that reassurance and encouragement might differ in essential ways from 
empathy and acceptance. That is, encouraging statements, especially when offered 
early in the presentation of patient complaints, may function as interruptions, 
preventing patients from fully describing their concerns. It is also possible that 
patients felt that they were expected to respond to reassurance from physicians by 
concluding their remarks even if they still had something to say.

Among the patient communication behaviors, question asking was associated 
with lower levels of satisfaction, possibly because the information needs of patients 
increase when the information provided by physicians is not sufficient or compre-
hensible. This may lead to greater question asking and lower satisfaction with the 
consultation. Thus, patient question asking might express patient dissatisfaction.

4.4  Conclusions from Medical Communication Research

Although the previous section described the use of the RIAS in research settings, 
the RIAS has also been used as an educational tool. Indeed, this measure can be 
used for individual feedback in that it offers an objective assessment of communi-
cations. It also helps in understanding the structure of the entire communication as 
well as the function of each communication in medical encounters. Further, it provides 
specific examples of each communication category, offering many ways to facilitate 
talking by patients, demonstrating empathy, and so on.

In relation to medical education, further research is needed to explore when and how 
the key communication skills identified in communication research should be taught as 
well as to assess whether these skills can be learned. The ways in which patient-centered 
attitudes and communication skills can be developed and sustained by practitioners 
all along the continuum of health-care professionals should also be considered.

Although research in Japan remains limited, previous studies have provided 
evidence that communication in medical encounters can have a significant impact 
on patient behaviors and outcomes. Further research into patient–physician com-
munication is needed to implement patient-centered care in the social and cultural 
context of Japan.

5  Cognitive Behavior Therapies for Depression  
and Stress-Related Conditions

Depressed individuals think negative, painful, and discouraging thoughts, such as 
“I am worthless,” “I have no hope,” and “I will fail again.” They tend to think in irra-
tional black-and-white, all-or-nothing terms such as, “if I make a mistake on this 
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project, my career will end.” Cognitive therapy, developed by Beck and colleagues, 
capitalizes on this facet of depressive syndromes to alleviate symptoms. Numerous 
randomized controlled trials attest to the efficacy of cognitive therapy, which is often 
combined with behavioral techniques to constitute cognitive behavior therapy (CBT).

CBT is a widely used psychological treatment for depression, and we have per-
formed CBT with a variety of patients for more than 20 years [10, 11]. CBT often 
proceeds on the basis of two kinds of assessment procedures, both of which are 
referred to as “ABC analysis” (Fig. 3). ABC represents an Activating event, a 
Belief, and a Consequence (including mood and behavior) according to the analysis 
depicted in the upper section, whereas it represents an Antecedent, a Behavior, and 
a Consequence according to the analysis depicted in the lower section. The first 
ABC analysis assumes that a distortion in information processing plays an impor-
tant role in generating problematic emotions and behaviors. On the other hand, the 
second ABC analysis assumes that the contingency connecting one’s own behaviors 
to the responses of others or the self produces the problematic behaviors.

Our experiences with CBT have identified problems with using this approach to 
treat depression in Japan and have underscored issues that require further consider-
ation to improve the effectiveness of treatment offered in actual clinical settings. 
One of the major problems with using CBT to treat depression in Japan is that 
attending psychiatrists and physicians do not have sufficient time to implement the 
treatment. Therefore, collaboration with clinical psychologists will be necessary. 
However, most hospitals and clinics do not employ clinical psychologists with 
adequate training in using CBT to treat depression and/or in depression itself.

Thus, we must first establish a functional collaboration among psychiatrists, 
physicians, and clinical psychologists. Thereafter, the following issues should be 
considered with respect to delivering the actual treatment: (1) how to implement 
CBT in the process of the overall treatment, (2) how to educate and motivate 
patients with respect to psychological concerns, (3) how to use various worksheets 

Fig. 3 Model of the two ABC analyses in cognitive behavior therapy (CBT)

‘contingency’

‘information processing’

Two ABC analyses in CBT

BehaviorAntecedent Consequence

BeliefActivating event Consequence
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or monitoring sheets, (4) how to handle the variability in depressive moods, and 
(5) how to terminate treatment and prevent relapse.

Although the cognitive restructuring component of CBT is easy to understand and 
is effective, it is not the only active ingredient in this treatment of depression. Indeed, 
any workable treatment program should also include, at the very least, attempts at 
behavioral activation. Various worksheets or monitoring sheets can be used to con-
duct CBT in Japanese clinical settings with limited staff and time resources.

6  Summary and Future Directions

The present chapter addressed the importance of prevention, especially with regard 
to communication and education, by focusing on recent epidemics of depression and 
stress-related conditions. The patient–doctor relationship is fundamental to the process 
of medical diagnosis, and effective communication among residents and specialists 
engaging in health promotion is also central to the maintenance of healthy lifestyles. 
Knowledge of psychological techniques such as CBT is useful when communicating 
with depressed patients and with any individual experiencing negative mental states. 
Medical education is also essential in providing adequate numbers of well-trained 
health care professionals who can assess and manage mental health conditions.

The Ottawa Charter for Health Promotion, introduced by the World Health 
Organization in 1986, declared that health promotion goes beyond health care. 
Although further consideration is needed to end the debate pitting medical care 
against population-level preventive activities, it is clear that health must appear on 
the agendas of policy makers at every level of government to facilitate awareness 
of the health consequences of a wide range of decisions [12]. The responsibility for 
health promotion should be shared among individuals, community groups, and 
health professionals, as well as health service institutions and appropriate govern-
mental agencies. We will continue our clinical and research activities in the service 
of promoting mental health in Japan, China, Asia, and throughout the world.
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Abstract In the Asia-Pacific region, many health promotion and education 
programs are conducted according to the features of cardiovascular diseases, as in 
Western countries. Countermeasures of cardiovascular diseases have focused on 
hypertension in the last few decades. Recently, due to the westernization of Asia-
Pacific countries, several health promotion and education programs that are focused 
on the concept of metabolic syndrome are also being conducted.

1  Features of Cardiovascular Disease  
in the Asia-Pacific Region

Cardiovascular disease, which is a major cause of death, is an important public 
health problem worldwide. Cardiovascular disease includes two primary compo-
nents: heart disease and cerebrovascular disease. The Seven Country Study [1] 
revealed a difference in the attributes of coronary heart disease among study coun-
tries. For example, the proportion of causes of death from coronary heart disease 
was approximately 45% in the United States, 38% in Finland, 27% in Italy, and 
11% in Japan (Fig. 1). Recently, the burden of coronary heart disease in the Asia-
Pacific region has been shown to be relatively small compared to that in Western 
countries [2]. However, the burden of cerebrovascular disease in the Asia-Pacific 
region is relatively large as compared to Western countries. According to the 2007 
Statistical Abstracts on Health and Welfare in Japan [2], the ratio of cerebrovascular 
mortality to myocardial infarction mortality was 3.5 in Korean men, 5.1 in Korean 
women, 2.5 in Japanese men, 3.3 in Japanese women, 0.6 in American men, 1.1 in 
American women, 0.8 in English men, and 1.7 in English women (Fig. 2).
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Several risk factors for cardiovascular diseases are known. Obesity, hyperten-
sion, dyslipidemia, diabetes mellitus, smoking habits, and heavy alcohol intake are 
known as major risk factors for cardiovascular diseases. In the Asia-Pacific region 
the prevalence of obesity, dyslipidemia, and diabetes has been lower than in 
Western countries. For example, according to a World Health Organization (WHO) 

Fig. 1  Proportions of coronary heart disease deaths according to the Seven Country Study. 
Compiled by the author, based on [1]

Fig. 2  Comparison of death rates from disease of the circulatory system among the United States, 
United Kingdom, Korea, and Japan. Compiled by the author, based on [2]
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report [3], the prevalence of obesity (body mass index [BMI] ³ 30 kg/m2) was 1.8% 
for men and 2.6% for women in Japan, and 19.9% for men and 24.9% for women 
in the United States. By contrast, the prevalence of hypertension in the Asia-Pacific 
region was higher than in European countries and the United States [4]. For example, 
the prevalence of hypertension (systolic blood pressure ³160 mmHg or diastolic 
blood pressure ³95 mmHg) was 21% for men and 19% for women in Japan, and 
14.2% for men and 14.7% for women in the United States [4]. Therefore, in the past 
few decades countermeasures against hypertension have become extremely impor-
tant in Japan.

2  Traditional Cardiovascular Disease Prevention Activities

Obesity and salt intake are known to be major causes of hypertension. In the Asia-
Pacific region, the prevalence of obesity has been lower than in Western countries [3], 
whereas salt intake has been higher than in Western countries [5]. For example, 
according to Brown et al., the mean sodium intake was 210.5 mmol/day for men, and 
186 mmol/day for women in Japan and 182.7 mmol/day for men and 142.3 mmol/
day for women in the United States [5]. Therefore, in the past few decades health 
education related to hypertension has focused on reducing salt intake.

There are many intervention studies in the health education field. Miura et al. [6] 
reported the effectiveness of a lifestyle modification program for controlling blood 
pressure for high-normal or mildly hypertensive patients in a randomized controlled 
trial in Komatsu City, Ishikawa, Japan. The subjects were divided into four groups: 
(1) an individual counseling group, (2) a group counseling group, (3) a mailing 
support group, and (4) a control group. Group counseling was found to be most 
effective for decreasing blood pressure levels. Most previous intervention studies, as 
well as the report by Miura et al., examined the effect of a particular method of 
health education.

Many health education programs have been conducted in a variety of areas. 
However, few reports have examined the effect on whole populations, since not 
enough researchers have contributed. In this section several reports are reviewed. 
Health education for reducing salt intake and its effect on stroke incidence and 
mortality in Osaka, Akita, Kochi, Toyama, and Ibaraki have been studied [7]. 
Historically, in these areas systematic health education programs have been ongoing, 
organized by residents, the local government, and physicians in the area with 
support from researchers. A health checkup that included blood pressure 
measurement was an important part of the health education programs. The health 
checkup, which was followed by health intervention, was not only a measure for 
monitoring blood pressure in the population but also acted as an introduction to 
health promotion for the population. The health promotion programs consisted of 
not only lifestyle intervention for screened persons but also health education 
programs for the whole population. Public relations efforts to decrease salt intake 
were a key concept. Many leaflets, signboards, lessons, and events were issued and 
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conducted. Several committees, consisting of physicians, public health nurses, and 
related associations, were organized for the health promotion programs in the area, 
and meetings were held. Several consensuses regarding the role of health promo-
tion and the use of medical evidence were reached by the committees.

Yokota et al. [8] reported the details of these health promotion programs for 
decreasing the salt intake in Kyowa Town, Ibaraki, one of the areas described 
above. The education program included media campaigns such as banners, sign-
boards, posters, and calendars with health catchphrases. A catchphrase-labeled 
envelope was always used when sending documents from the municipal health 
center to individuals. A health festival was held annually to enhance health 
consciousnesses. Several posters and calligraphy were painted or drawn by elemen-
tary schoolchildren. The consequences of these activities was an increase in the 
prevalence of persons who were aware that health consultation included blood 
pressure measurements from 65 to 84%, an increase in the prevalence of those who 
knew the salt intake goal (10 g or less per day) from 47 to 63%, and an increase in 
the prevalence of persons who reported reducing their salt intake from 38 to 58%. 
In addition, the age-adjusted mean salt intake for persons aged 40–69 years 
declined from 14 to 11 g in men and from 12 to 10 g in women between 1982 and 
1986 and between 2000 and 2004 (Fig. 3).

Iso et al. [9] also reported the activities and consequences of a community inter-
vention for hypertension control in Ikawa Town, Akita, as a community intervention 
study. In Ikawa Town, the strategy for hypertension control included systematic 
blood pressure screening for identifying hypertensive individuals, sending high-risk 
individuals to local clinics for antihypertensive medication, health education for 
hypertensive persons at blood pressure screening sites, adult classes, training of 
“healthy diet” volunteers (called “health mates”) for health education, and a community-
wide, media-disseminated education program to encourage participation in blood 
pressure screening and reduce salt intake; community-wide, media education and 

Fig. 3  Trends of salt intake (g/day) by sex in Kyowa Town, Japan. Compiled by the author, 
based on [8]
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adult classes were not included in the control community. As a result, in men stroke 
incidence declined more in Ikawa Town (42% in the period 1970–1975, 53% in the 
period 1976–1981, and 75% in the period 1982–1987), than in the control commu-
nity (5% increase, 20% decrease, and 29% decrease, respectively) (Fig. 4).

3  Recent Activities

In the Asia-Pacific region, the prevalence of obesity has shown an increasing 
tendency, especially in men. According to a WHO Technical Report [3], the preva-
lence of obesity (BMI ³ 30 kg/m2) has increased in Australia, China, Samoa, and 
Japan (9.3% in 1980 vs 11.5% in 1989 for men and 8.0% in 1980 vs 13.2% in 1989 
for women in Australia; 0.29% in 1989 vs 0.36% in 1991 for men and 0.89% in 
1989 vs 0.86% in 1991 for women in China; 38.8% in 1978 vs 58.4% in 1991 for 
men and 59.1% in 1978 vs 76.8% in 1991 for women in Samoa; 0.7% in 1976 vs 
1.8% in 1993 for men and 2.8% in 1976 vs 2.6% in 1993 for women in Japan).

The prevalence of diabetes mellitus has also increased in Japan [10]. According 
to the 2002 diabetes mellitus fact-finding report by the Ministry of Health, Labour 
and Welfare, Japan [10], the proportion of diabetic persons (HbA

1c
 ³ 5.6% or diabetes 

medication) among Japanese persons aged 20 years and over in 2002 was larger 
than that in 1997 (17.9% in 1997 vs 22.8% in 2002 for men and 15.0% in 1997 vs 
17.5% in 2002 for women). In the past decade, cardiovascular disease has been 
recognized as a lifestyle-related disease, and cardiovascular disease prevention has 
become a kind of comprehensive health promotion. Thus, the countermeasures for 

Fig. 4 Trend of age-adjusted stroke incidence rate per 1 000 in the full and minimal intervention 
communities. Compiled by the author, based on [9]
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cardiovascular diseases involve targeting not only hypertension but also other 
cardiovascular risk factors such as diabetes mellitus, dyslipidemia, obesity, 
smoking, and excessive alcohol consumption. In this context, the “Kenkou Nippon 
21,” a health policy plan in Japan, was issued in March 2000 [11]. Countermeasures 
for cardiovascular disease were described in the plan. For decreasing blood 
pressure levels, four targets were addressed in the plan: decreasing salt intake, 
increasing potassium intake, lowering the prevalence of obesity, and increasing 
physical activity. Decreasing the prevalence of dyslipidemia and excessive alcohol 
drinking and increasing the proportion of persons who complete a health checkup 
were addressed as targets for cardiovascular diseases, in addition to the targets for 
smoking, in the plan. Based on the plan, many health promotion programs were 
conducted to promote a healthy lifestyle. For example, many health festivals were 
held. In several areas, some meetings encouraging residents to think about their 
own lifestyles were held, and the results of the meetings were presented by the 
residents themselves (Fig. 5).

The high-risk and population strategy for occupational health promotion 
(HIPOP-OHP) study [12], a study of the effects of a population strategy for promot-
ing long-term increases in physical activity on blood lipid profiles in 2 929 employ-
ees, reported that high-density lipoprotein cholesterol changed by 2.7 mg/dl (4.8%) 
in the intervention group (5 factories), and by −0.6 mg/dl (−1.0%) in the control 
group (5 factories). Three types of intervention were planned in the study: (1) a 
presentation of information on physical activity, (2) a campaign to increase physical 
activity, and (3) providing tools for walking.

Wang et al. [13] reported the effectiveness of a health promotion program in China 
as a community intervention trial. The intervention involved management of stroke-
related high-risk populations (those with hypertension and diabetes) and health 
education for the whole community population. As a result of the intervention, 

Fig. 5  A presentation by residents themselves to show their thoughts regarding health
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incidence rates of first-ever strokes decreased more in the intervention communities 
than in the nonintervention communities.

A legislative countermeasure for smoking also began in Japan in 2002. Any 
effort for prevention of passive smoking in public places, such as the separation of 
smoking from nonsmoking time and place, is prescribed by the Kenkou Zoushin 
Hou (Health Promotion Law) in Japan. Recently the Ministry of Health, Labour 
and Welfare requested that the effort must include smoking prohibition in public 
places (Fig. 6).

4  Screening and Health Intervention

In 2008, a new national health screening and intervention program that focused on 
the prevention of metabolic syndrome was introduced in Japan [14]. An object of 
the program is to control increasing medical expenditures. All health insurance 
carriers thus bear the duty of conducting the program. High-risk persons are identi-
fied for the intervention according to the concept of metabolic syndrome. However, 
the protocol to identify high-risk persons has met with severe criticism, because 
nonobese high-risk persons are ineligible for the intervention according to the 
protocol. Research to examine the effects of the program is required.
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Abstract Although waist circumference has been recommended as an index of 
abdominal fat distribution, it has many shortcomings. For example, various cut-
off values of waist circumference have been proposed for different ethnic groups, 
countries, and genders. The lack of height adjustment for central fat distribution 
makes it difficult to persuade taller and shorter people of similar waist circumfer-
ences that they have similar metabolic risks. Studies from various countries have 
reported that the waist-to-height ratio (WHtR) is more related to metabolic risks, 
diabetes, coronary heart disease, gout, stroke, transient ischemic attacks, early 
carotid intima-media thickening, and chronic kidney disease than other anthropo-
metric indices of obesity. WHtR also has the potential for application of a single 
index to children, adolescents, adults of different genders and countries, and people 
of normal weight. This is especially important in Asia because most Asians are not 
prominently obese, despite the prevalence of metabolic risk factors. WHtR 0.5 may 
provide a useful clinical tool for screening persons at risk, and an effective public 
health message for the prevention of obesity-related metabolic risks and diseases.

1  Introduction

Obesity is related to many metabolic risks and diseases and thus is one of the major 
global health problems [1]. Therefore, the development of a simple and effective 
index for screening obesity is very important for public health. Body mass index 
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(BMI) has been used as a global index for many years. Since 1995, waist circumference 
has become another popular index for the measurement of abdominal obesity, 
replacing the waist-to-hip ratio, especially after it was adopted as one of the 
diagnostic criteria for metabolic syndrome by the American Heart Association 
(AHA), International Diabetes Federation (IDF), and other institutes [2–6]. 
Nevertheless, it is very important to examine and evaluate the effectiveness of any 
new index that has been recommended for global use, and also to develop and evalu-
ate better indices, because an ineffective index will simply waste public health time 
and money. This is especially true in Japan, which has enacted a law requiring 
screening and consultation of individuals for metabolic syndrome based on waist 
circumference and BMI [7].

Around the same time as the first proposal of waist circumference as a parameter 
of metabolic risks in 1995, another index of abdominal obesity, the waist-to-height 
ratio (WHtR), was also proposed [8–11]. Unfortunately, WHtR has been neglected 
because far fewer reports have been published on this index than on waist circum-
ference, and it was not even mentioned for further evaluation by the authorities that 
established the definition of metabolic syndrome. However, as outlined in this 
chapter, a growing body of evidence supports the effectiveness of WHtR as an 
anthropometric index for screening the risk of obesity-related disorders. Although 
WHtR requires calculation, this is considerably simpler than the calculation of 
BMI. Thus from this viewpoint as well, WHtR has the potential to become a global 
index for public health efforts to prevent obesity-related disorders.

2  Evidence Supporting WHtR as an Effective Anthropometric 
Index of Obesity-Related Disorders in Adults

2.1  Shortcomings of Using Waist Circumference Alone  
for Screening the Risk of Obesity-Related Disorders

Although waist circumference displays a certain degree of correlation with obesity-
related disorders and does not require calculation, it has significant shortcomings. 
While the same BMI cut-off value is applied to different countries and genders, 
multiple cut-off values of waist circumferences have been recommended for different 
ethnic groups, countries, and gender, and questions have been raised regarding the 
appropriateness of using this kind of index without height adjustment. It is uncer-
tain whether the same cut-off value of waist circumference can be applied to tall 
and short people with similar waist circumferences neglecting individual differ-
ences in stature, and its usefulness is especially questionable in the case of Asians 
who generally are not prominently obese. Evidence suggests that the recommended 
indices of waist circumference may apply to the prominently obese, but without 
height adjustment waist circumference is not a particularly meaningful index for 
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individuals of normal weight. For example, there are reports of short people having 
higher metabolic risks and more coronary heart disease than tall people [12–15], 
and the higher metabolic risks still existed even after the adjustment of waist 
 circumferences [16].

2.2  Effectiveness of WHtR as a Parameter of Metabolic 
Risk Factors

2.2.1  Cardiovascular Disease (CVD) Risk Factors of Subjects  
with Full BMI Ranges

Reports from Japan, Taiwan, Hong Kong, China, Bangladesh, the United Kingdom, 
Germany, Italy, and the United States have argued that WHtR may be more related 
to CVD risk factors: such as hypertension, hyperglycemia, and dyslipidemia than 
other anthropometric indices [8–11, 17–26]. Meanwhile, reports from Japan, Taiwan, 
Hong Kong, China, Korea, and the United Kingdom have suggested that a WHtR 
of approximately 0.5 could be an optimal value for predicting metabolic risks 
[8–10, 17, 18, 21, 23, 25–27]. Furthermore, for both men and women, WHtR 0.5 
may offer a more practical algorithm when screening for clustering of risk factors 
of components of metabolic syndrome than the cut-off values of waist circumfer-
ence recommended by the AHA, IDF, Japanese Society for the Study of Obesity, 
Ministry of Health, Labour and Welfare of Japan; and the BMI of 23 and 25 kg/m2 
recommended by the World Health Organization [25].

2.2.2  CVD Risk Factors of Nonobese Subjects Defined by BMI

Reports from Japan, the United Kingdom, and United States have stated that a 
WHtR of approximately 0.5 could be an optimal value for predicting metabolic 
risks among nonobese individuals defined by BMI [26, 28–31].

2.2.3  Other Metabolic Risk Factors in Subjects with Metabolic Syndrome, 
as Defined by WHtR, in Subjects of Normal BMI

Subjects with metabolic syndrome as defined by WHtR 0.5 showed an increase 
in other metabolic risks [32]. WHtR 0.5 could be a more useful algorithm when 
screening for clustering of risk factors other than components of metabolic 
syndrome than the recommended cut-off values of waist circumference, BMI 25 or 
23 kg/m2 [25]. WHtR 0.5 could also predict increased risk for hyperuricemia, 
high g-glutamyltransferase, fatty liver, and sedentary history among normal BMI 
subjects [26].
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2.3  Evidence Supporting WHtR as a Parameter of Metabolic 
Risk of Diabetes Mellitus

Various reports have suggested that WHtR might be a better anthropometric index 
for predicting diabetes in Asians and other ethnic groups [33–36], and WHtR 0.5 
could be an optimal index for predicting the risk of diabetes for Chinese men and 
women [36].

2.4  Effectiveness of WHtR as a Parameter of Risk of Gout

WHtR has been reported to have a significant linear relationship with gout occur-
rence, independent of BMI; and a WHtR of over 0.5 showed a significantly higher 
risk of gout in a Taiwanese study [37].

2.5  Effectiveness of WHtR as a Parameter of Risk of CVD

WHtR has been reported to be a better anthropometric index for the prediction 
of CVD in Taiwan, Iran, France, and Germany [38–41], and cardiovascular 
mortality in Germany [41]. WHtR has also been reported to be a better anthro-
pometric index for the prediction of echographic left ventricular hypertrophy in 
Brazil [42].

2.6  Effectiveness of WHtR as a Parameter of Risk of Stroke  
and Early Carotid Intima-Media Thickening

WHtR has been reported to be a strong predictor of the risk of stroke and transient 
ischemic attacks in Sweden and Germany [43, 44], and a strong predictor of early 
carotid intima-media thickening in Ireland [45].

2.7  Effectiveness of WHtR as a Parameter of the Risk  
of Renal Disease

WHtR has been reported from Taiwan to be the best anthropometric index for 
chronic renal disease [46], and from Italy for cardiorenal outcomes [47].
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3  Evidence Supporting WHtR as a Parameter of Metabolic  
Risk Factors in Children and Adolescents

WHtR has been reported from Japan, the United States, the United Kingdom, 
China, Italy, Australia, and New Zealand to be a simple and effective anthropometric 
index for metabolic risk factors in children and adolescents [48–56]. In most cases, 
the recommended cut-off values were approximately 0.5.

4  Simplicity of WHtR as a Global Message

Although the recommended cut-off values of WHtR vary depending on the reports, 
the optimal values in adults reported from most Asian countries were approxi-
mately 0.5. This is also a useful clinical tool for screening for metabolic risk factors 
in children and adolescents; and even in adults of normal weight of various ethnic 
groups. “Keep your waist circumference below half your height” could be a very 
effective public health message for the prevention of obesity-related disorders 
[21,50].

5  Conclusion

As reviewed in this chapter, a considerable body of research now suggests that 
WHtR is the best anthropometric index for screening risk for a variety of obesity-
related disorders. As a simple and convincing index that can be applied uniformly 
to persons of all ethnicities, nationalities, genders, and body-weight conditions, 
irrespective of children, adolescents or adults, it has great potential as a global 
public health tool.
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