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Overview of the Global Expert Meeting

Several actions must be taken to combat heart disease, stroke, and other CVDs. Cooperation between hospitals and clinics
must be promoted and an effective system for sharing patient treatment data and PHRs must be built. To enable the creation
of such a system, data health policies must be advanced and appropriate outcome evaluation practices must be established.
Looking to the needs of future generations, we must also establish core hospitals and take steps to develop and implement
measures for prevention, early detection, and disease risk assessment. Among efforts to respond to these policy issues,
however, a number of positive examples of initiatives have started to emerge from various regions in Japan, and best
practices and lessons are being accumulated overseas.

Creating opportunities for local governments to share and learn from a broader variety of domestic and international best
practices and lessons will contribute to advancing, improving, and solidifying regional basic plans being formulated in each
prefecture following the approval of the Basic Plan to Promote Cardiovascular Disease Control Programs by Cabinet Decision
in October 2020. To help accelerate progress, HGPI is holding a global expert meeting in December 2021 which is titled
“International Trends and Measures for Cardiovascular Disease in Japan — Creating Health Equity From the Perspective of
Cardiovascular Disease.” There, policymakers from Japan will share the current status and future prospects of CVD control
in Japan and abroad. Members of this project’s advisory board will also take the stage to present best practices and lessons
learned in Japan, particularly in the field of heart disease, as well as discussion points for areas that require future efforts.
This meeting will also advance CVD control in Japan and encourage future international collaboration by allowing us to
connect to overseas experts online and hear about examples from abroad.
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Program

Welcoming Remarks and Explanatory Introduction
Ryoji Noritake (CEO, Board Member, HGPI)

Keynote lecture 1 “The Current State of CVD Policy in Japan and the Role of

the Parliamentary Association for Follow-up On Stroke and CVD Control Measures”
Hanako Jimi (Member, House of Councilors; Executive Director, Parliamentary Association
for Follow-up on Stroke and Cardiovascular Disease Control Measures)

Keynote lecture 2“The Basic Plan to Promote Cardiovascular Disease Control

Programs and Prospects for the Future”

Masanari Kuwahara (Deputy Director and Senior Specialist for Cerebrovascular and
Cardiovascular Disease, Cancer and Disease Control Division, Health Service Bureau,
Ministry of Health, Labour and Welfare)

Keynote lecture3

”Creating a Healthcare System that Promotes Measures Against Cardiovascular Diseases
- Lessons from Global Experiences”

Rifat Atun (Professor, Global Health Systems, Harvard University)

Panel discussion “The Next Steps in CVD Control for Health Equity”

Panelist:

Rifat Atun (Professor, Global Health Systems, Harvard University)

Mitsuaki Isobe (Director, Sakakibara Heart Institute, Japan Research Promotion Society

for Cardiovascular Diseases)

Issei Komuro (Professor, Department of Cardiovascular Medicine, Graduate School of
Medicine, The University of Tokyo)

Yoko M. Nakao (Director, Registry Promotion Office, Department of Medical and Health
Information Management, Open Innovation Center, National Cerebral and Cardiovascular
Center)

Noji Yosuke (Person Living with a CVD; Keio University, Graduate School of Sociology,
Master's Program)

Mei Haruya (Head of Market Access, Policy & New Products, Novartis Pharma K.K.)

Yoichi Hoshikawa (Medical Coordination Officer, Healthcare and Welfare Department,
Kagawa Prefectural Government)

Moderator:
Ryoji Noritake (CEO, Board Member, HGPI)

Closing remarks
Kiyoshi Kurokawa (Chairman, HGPI)
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HAEEBRBERERE (HGPI: Health and Global Policy Institute) (. 2004 & (ZFRIZ S N7=IE=F] - JhiL - BRIK
DEFRBRZEFEST DY 7207 THD, BEFR TREADEREKRZERRBI L2 Ivar
ICHBIF T W3, 2006 FICHIL L7 ASTRIEER AL, ZDROEICL 2HERZFRZICHVTH, BE
REOYR—bE L TET,

7 XU AEEES (AHA: American Heart Association) D23 CEO # BB & L. 1BEERE - WEEEEICE T
HEBHMODICHELIZDIX 20071 FDZ EThHD, D%, BERNOEEFKE &4 ICTERSRE - DEEN
ROEEMUAFATCET,

2020 & 10 B IC [TEIRZBREMNRHEEREAGE | A’EFAE SN, HEFRICEWTERTBORENED 5
nNaih. BEERNARERDRENVDELRFHICA > TWLWD, HGPI TIE 2020 £ & V) BERSFENEHE QY
1V bERZ—FL, EEZROBHEN ORI T ENRNAT Y —R—F2EEL TERERDOTE/, KH
WEINFETOERBZIRYREY DD, SBIIEZREBETAT T E2A Y7y LA OBIREFRNRONEL %
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ERAEE 1 [BXOERB[BENRORELMWESF - BRB|/HK 7+ 0—7 v THREEH DRI
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2019 F 12 A 1 BICHIT S NBE T - BERESIFNREAEDER 2 EANLBERICRR L, BRBFENE
AN DHERICHEL. EROERFGOEMEFZRY ., HOETERNEORBERICES S I &
ZBMIC. BREROMES - BRBHFEAR 7+ 0—7 v THEERI RIS NI,

MEBLOF Y 7MY REFEICL > T ARERGF R, AFMERF R BANEH R, BAEPREL
e, BREERELHR. AREERELHE. BRUNE) T -2 a vEFR, BARKFLERZES.
ROBMIEARFR, BARMERMS, AARREFR. AAERARBUERR. ARRELTR. BXER
WHREXESR, AFERME, BANEXESMERRICE T Y Y 72Xk L. BRI RIEERERET
BOREAEICEIT, 2020 F9 BIC 2 EDMEZRVWTHAWIE £ TERDVITHONT,

BRI RHEEREARGTE L, BEBHBOTFHEFEOUNEY T -2 ay IROHERT —ZX—XD
BERICERLTVWD I EMFHHEWA D, £/ VNEH - BEFERAD ORI VELERBBNDNEK] 13,
CBEREELBEICEEL TV,

2021 FEFETIE. BIRFAIERIC 49EM (2020 EE L 44 EFM) #HERT DI ENTE, 5B 1316EMH
k. BEERER  BRESEEDEFRNEERMMRIEZ I CHEBEIND, -, BERKBT —IX—2F
BRIEEE 136FEM) 2iIbLlf. TNZEHICEEIETVWELVLWEEZTWES,

2021 3 AICIE, F 85 I AABERBIRFIMER ICCHREORY EAZICOVWCHBEIE W LE B
WICYBERE L TW5 & ZATHD, 2021 FHICIE, DAEREBRESLTOREFELNZ L — T 24 L
FES LUVWEVEAZILEL TWA,



BT E DERISFENRHEEST B OEB IR & LT, 2021 F 11 ARE. 3FECTHES (RiTE) »KH
BETHDHDOD, FEAEDEEFRFETIE, SHEZERETH 5 WILETETR E R > TWD, &2 TOHE 5t
BATRT DL HFEE L TCHEREY LTW,

RBENEEDEEICLZBRERO—FIE LT, FIIETIH/NBEFTEERTFHEZICEWLWTIYAN=X
HRT—FRI7V—Z> 7] 8 AL, DHRENSERTRIET 2 L VWbNIREES 3L X7 A —/LIE

(FH: Familial Hypercholesterolemia) D F &% & ZDORIEODRHZH = KB L TW 5, NZET - FBIREFFEER
70Ty 7EEEROEHFRREL T, SR, BRI 25— a v 2RICEYANL 101
DOIYMEAINERICHEREE LITONELOIRDLTUELL,
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2019 EOANAFREIRETICL D &, WEEBEEVPEORTRADE 2 (I, MIEEERIIF AL THY ., MEF
HEEDEIERIRFEIIEERD 227% EBUFEY (HA) ICRSETRRE R >TW5S, 2019 £ TOFH
ANEICBIT2RTXROHB A RS L, NNERBICLZETXRE, SMEREDREICLY., 1970 E/AN
LABIETLTWS, WREBIX. BELICHES DI04 IS YVIBIMERICH 5, —H T, FinH
BIATXRE LT, MMEERE, WEREBELHICREMICIET L TWS, £ EBZ 20 -EIRFBEDOFH
EIREmICT T 2RABENEDA L, BYAR Y NEYT—2aryREICL > T, BERF[BOEMRABEILTERD
ETAEZoINTWS,

BOEONENREE G- FRREROEREIEZ RS &, NINEEEN 16.1%. WEEN 45%TH Y. @
EEAOEERIBFIE 206%E . NEIVBEE R STZRERICHD DEEIEZ L, 2010 £H 5 2016 FI2H
T B LD ICFHED - BESFDIIEMRL. FHEDLRBREFHOETH 5 MEEBAMEILEHEL TV 5,
E7-. REFGOMBEEELENL TWS,

2018 FEDOERNERNERZEEREZ(Z 31 Jk 3,251 BEM. D bBEESFEI O IEE1E 6 Jk 596 B
(193%) ERZICHE>TWS, TOLHICEHRICKERFEASZ TVLWAEESFEICH L. KRERNAXE
AKkDHHLNTWD,

2018 £ 12 BICIE, BEFHOEREFEZR D 7= DNER, DEREZ OMOTERIERICHER D NEKICET 2 E
REDZEEIEICL YKL - DS, BE 2019 F 12 B 1 BICHETS N, NZES, DIEEZ Db fER
KEA. BEROERBICL AT - NEOFTEARRICA > TLWARRICEA, BRSSFEFHEICRYED S
ET. BROBREGOIIEMREZRY EE - NEOEEEBICET S L2BEE LTWD,

BT IS [ERESAENRIEERZR] 2REL [BERBFIREEEAFTE] 2RE, 2B Eb6FILIC
EEETH, BEFRICEVTD [#MEFRBERGSANREERZS] 2RET S L5850, [HMEFRE
REBANRIOERTE | Z2RE. 2B LB FILICEFTZTILOBHDIENED LN,

INZEZRTT 2020 F 10 A 27 B, BERFHENFHEEELRFELIEZRE SN, LBRBHRDOFHCPEL
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BB &L Y, 2040 X TIC 3 FULOEEFODOIEMR, FHABRTEXROR L% BIEL T, FBH
CERE., @Y —E X £ TIRA WERSRFRNEARENICHET 5,

2021 FEIL. BERSBSFBRAINEKSEE Gif) LT HMEFERISFO@EBE (@BhE172) (&Y. EX
FHEICEDCKBEVWKEEZT>TWD, £/, BRSFEICETIERBEREEE (). ERHEBOEEIC
WY BREEAEOMUIIIEET NEE, BRHFHBICHT BN THEHESZE ). BIRBHET —
IN—ZWEZIRFE ) BEzEL TW5,

2022 FEICIE, BEBEFRD 5 DOHBICED S, MBOBERER BAEFOPOLNAKREZE S ERS
AR axEL Yy 2 — (RN ZEREBEICKRE L. MEFREEZIRY h o, ERGHHICE T 2RAH
BXEEITD)ETNEELERT 25ETH 5,

T, BEFBRIZHRED LD T, BRHES - BREFETBERNRREMREZEL L THROXIE
Z1T>TW5,2021 FEFEEAIX K 6 8 &4 > 7, £ B RFEFREA B AERI 5T H FHERE (AMED:
Japan Agency for Medical Research and Development) Tld. fBIRZAEER - BERASFEEE BRI RERICHARE
BETHEL WS,

HEE (BRRBAURHEEICKROONZIHEIREZEEREV X TL~ENEOHINH S~
Rifat Atun (Professor, Global Health Systems, Harvard University)

BEIRSBEFEEZ LY X <IRE

BX/CAME SR (CVD: Cardiovascular Disease) DEFEIBIIAEL, HRTHRHBZWVWRTRRA AL > T35, CVD
DERELHIL. 1990 FD 2 /2 7,100 H AN © 2019 F (21 512,300 FAICEML TW5, CVD ICL BT
EHUL, 1990 FD 1,210 F AN © 2019 FIT1% 1,860 FAITHEIM L. FEEEFFL (YLDs: The Years Lost due
to Disability) (&, 1990 £ 1,770 AH*© 2019 F (% 3,440 A~ 58 L7, £7-. CVD |F COVID-19 DFEE
XELUVRCXROFEERBBERET TH 5, COVID-19 [d. 2HERRIE. LXK, BB (LongCOVID) 7 &ED
HEALH-0T, THOLEEEIIOWTE., FEESICHEAINLTLAL,

CVD IC & B FIpiARIETEZ R 2 &, BARIEMD OECD #EEICHARTHRLELE WD DI TREWAR AR D
1%+ (OECD: Organization for Economic Co-operation and Development) FEE bR, A VECIIZ S TWS,
72721 20102013 FDT —X TH D, (VD BRHZWIETCREATH B ICH b o BFIOSRELT —
APFELRNDTHD, CORREBBT 52 EETEAL,

BIREBRED YR 770 X—THDEMED LY FZRZ & HARIE, BEICE>Tarybta—iLEnT
WREIEABLEHEMLTWEHDD, £12ED 4 BREIOBE AL, RAOFMEIZ, 1990 E£h 5
2015 FITHIFTREFBD L TWE—A, BETIZBIMNL WS, SlIEIZLLHEIEETHDICELD
Hod, BENMTRIRTE WR B,

RiZ, BRICB I 2BREOERXRIZ, RAOBELEHBML WD, ALRTA—IIEDOFHEL, BL
EBLBIMERICH B, AL AT H—IIEBEOHEZ BLRICEELLERT 5 &, 1980 FICHADZ 4L 76 {iI
THo7=H 2018 FITIF 23 (MLICEF L TWD, S HICHAROBEM.IZ 73 Mh D 13MLICETEA TS,
INIZBRRESTH 5,
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OECD D 2021 FDT —XICL D &, BRFMOFME IR ME, JmHEWLKETHI 5550 8 FL &7 >TL
3, 2 BBICEVONBATH 1,100 B R/, 3EBIE N Y TR0 BRLThHD, Fi. BMELEE
DEMB IR M, KEPHI 80 E FL, BARIFHW 160 B FIL LR >TWDE, T LD ICERRREIZ. BE
ICHBEHICOLRELEEERITTRETH D,

OECDICH T HEANMEEICHO Z2EEEDEIAIZ. 2030 F(ICMITTEMT 2 2 EAFRAIN TV RE,
TDR—RTF U F(Z COVID-19 DELEFEFTNT LA, COVID-19 ICL > TR FIH7 07 7 LADEH
L.EBEY—EXNDT I EIANBALTOWEIRANH 72O, EEIRXMIIHICEKRT S ENFES
Nd, PEICHRBEDENICE > T, AEESIEHIFIZTOBEPEECAPELTCLEIRRITH 5,

EEATLAEFICHITEE
JLRTE—IMEZBEYIICOY bA—LT ZEBECFHIE. -0 ThbnTunian, ZoRREIE, BE
VRATFLA I/ R= 3 VHAERILTWEREICHD EEZ N D,

1 D2EDREEIZ. A/ R—>avOENIFTHD, INEFT M 70Fyv S EvIT—%, 7FUT 4
R FEOEFLBEBRKRRA S IO WT I /A —ARAEBHBLTWEA, ZH LA/ R—
v 3 > DI (Delivery of Innovations) (Ch'h b2 &R, EEESED 20~25% 2B X 7Ly,

—H. BHED A / R—3 3~ (Innovationsindelivery) [d2< EoNTWAL, AL ZEHLT, BELHAH
DEFEVATLOEFETHY ., ZZICEERELED 75~80% W EIHrNTWD, DF ., EMETEKLZ
WeWs Z&Thb,

BTDA/ R=vavigTr/ B —fTRETEY ., EEESED 80%x b2 T U/ — (R4 4
Tl TG54/ R=>aVyAEBETCVWAWL, 41/ R—=> a3 i EBREZIATREGITNIEE S AL,

2 DOBEDRBIZ. BMEOXL THD, EEBEIZA / R— a3 V2 BEIHE2LDOTHY . BARITRETIRIC
b, LHL, BEBEIZA / RXR—> a3 7280320 Ths, BERECHEERSEIOX M LTE
AN, BERNRYZ—E2ROTWRWEWS Z EIZR D,

3 DHORBEIR., K74 —TVADODBLWEEYZATLICEObONIHEDOD Y v~ (Institutional logic -
captured by underperforming health systems) T&# %, 74> a4 id [ERElE. AL &%BYIRL
T, BR2EREKkDBZETHD] [MEZRILIZKERLEZAATIE, MBEZBRTSHIEIETE
BOW]EEAL TV, HEOHMBE D LT OEREIATN T+ —I VY ADRERHEITIEDARA LA,
ZLDEICBVWTERBRENEKDO /N7 £ =< VAN BLDIE, TOLIBEHALIOTH D, EERT LI
. REBREAN KO LN T B,

EEDFr VR
FTeBlE A/ R=TFT A TEHEICL>TREEBFLEBETEDL L5245, COVID-19 BT H B, &
S L7-fEilL, RELRBEDHT-OITEETHH B,

EEDFv> A (1) : TR +AEESNIoA~AILRT T
TYVRNERT — R BB INIEB~NDBITRRIEE T 5,7 / LSO T — 25D 5 2 & T,
CEEEE, HEER, Wz 2hE, FH, R U—=v 7 B2 VX278 774 000 BE-TT
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EVDUINBDOLWEERZRMET 52 &N TE 5,

MEINTZEY I T—RELTERBL, 7T—XRWBOEELICK > T, BTSN zT —XIE. BERARTEXIE
VRATLELTERTAILLTES, BERB/FEO IR 7AT7 74 ) IPBIMLICLE>T, YR T 7
JR—=IZIG LR =7y b ERoT=NMADAIBEE A B, ATHIEE (Al Artificial Intelligence) IC& 2 XA F 2
VOTTERETHILEETED, ZLDEN., ZOLIBETLIIBITLEI ELTWVLES,

BEDFr¥ >R () : R=VF 74— 3> (U T7OERIL)

22BDO LY FIE 7T OEBUETH B, MEYVECT I/ FrEWo Tt AO@R%E 2 —7 v M LIZAE
Mo, KU—ADEYNICEDBAENRBENERY DD0H 5, FIZIE, Y7 REaL—Yarvadie
L7=E/ 7 A—F LBECEYENEFILR ETH D, 25 LTIy ar~LR0REICL Y, BIfEAE
DIMEIDEFEINT WS, IBICED L, REREPETTERE L - ZEFMLERDREICL Y JBES
KONIVRAT 7 b HLDOWE, BENRKT7 4y FORLENAIGEE 5 5,

ZEDFrv R 3) : @Sk AEY Y a—av

BEDT Y/ BY—CRETAZHML. XHLWEITS>EEANL, —DOEFEEZRHFIICERL:ZY., HR/Y
27 R ORENEMENRICERT 22 L 2T 2 XL VWOEEAANERITLDDH 5, RiRT 55, KE
PRETIE BEICZ ) LIERZABITHEA TW D ERIZVERERCEZRTO/-OICERZ X > TWhy,
L%, EFLNLTORBEENATREE R 2 HHAOBEICFEEAR LD ENTE S,

ZEDODF v >R (4) : BELCERERDER

=IBZWT - EmIBAEIL. COVID-19 (L > TRELES LTz, BEATIH, Al ZFALAF vy MRy b0
Ry FHEENEREINTWSE, 2H LT 7/ B —2&->T SV ER—FT v b a2\ EST 7 HE]
CER AN

ZEOF v R (5) I MBEERDNLRYT 7 ~DEIR
INEFTIIHESLVOZERIMCEBER S IL—7 & Lo - EECHEEEICH L. BRI WA TTH
NTE, ZORR, THVWOHRERDFFHFEZTWDICHLIDHOT ., 7Y MHLFHREINTIA
Motee THLIREZRERA. WEZCOEMNMMET7 + —HRDZIHWAEL T FLDDH B, AL N
W, EFILANLTT I FHLERETDZEWSHEEICHT L, ZIWLWAIThbNEEVWSEZFTHD, ZNIC
O TEBANDEEIINT S Z—VHERFTCEDLL5I10H 5,

=24 (1) KEOIYF A=Y

VA N=YA T F7E KEREEWE. BRTHEE L % — (CDC: Centers for Disease Control
and Prevention) 5L 0% < DRI/ S— FF—ABET ZEY A TH 2, SHFEIL. BELFEOLEHTHE
RBARXMEESTZHEETHY . KETIE, BIFEICE>T1H1,000 AUEAEELTWS, £ZT, 2
YA =Yy FT—2I2HBWT ABCS (FREY Y @MEMAY FO—)L, ALXFO—LEER, £
@) ZHE LR, BP0 5 ST, OEFEE MR BEY 2 0ME A N> k% 13 75 5,000 RS
St 56 BRNILOBEEEEZIG Lz L#HTINTLE, EFLRILONAICEWT, MEERD—H,
BENBAN—bF -2y T BREY Y - ROHBEOERUENER S NI,

=20 (2)  EEOEEZEE
EEICBWTH, VD IILARELE FLOBAOEBEL L >TWE, £2 T, SH 10 EBICOLES > T v
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b 15 U ERIRT 2 2 &2 B L. REERAREY —E X (NHS: National Health Service) & / /XL
4 RFLE, T AREETEO—RFHARICE T 28#H A/ X— b F—2 v T&iHEiE L7z, NHS (8% - H
FECEERBEEOR Y T =0 ZREHEL. /N T 4 AR BROEF A EMETRET 2LV HD
THb, ZON—bF—2 v TICL->T BV RXR—DPEFORNZERATESLHICRY, 77/ A2 —D
AV 7 T7%BRTDHIENTE, NHS (THESINIZEFHILTEZEL. TATRNEZBEEMZRHET 52
ENTED, BEESLUORBRBENLBARR 74y baEARHL, SHICAOSRKICEITTEBET S Z ENAIEEE

o7,

13



NREINT A RNy ay [ERBFENRETALICAITZRDOITELF]

ERFFTROERBER EOELEMORE, TETYRICEICERCPERDNDERICAITT—ZINE -
EEFH OBEOLENE

>

ERBEIIH R FEAOEFOBICRERFELZSEZ 2EAEETHIICENMDLT HEICH S
DHBAMEIFEL, —BROANITBRBREFONTHEEDEL L,
FICODAEIEBERTE0BRICEVWT, KEAMELA->TWS, BREZEDN 7 BINEFRINLTW
LIERASR B2 EERETHZE (JROAD: The Japanese Registry Of All cardiac and vascular Diseases) [Z& 2 &
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Event Report
Welcoming Remarks, Explanatory Introduction, and Introducing Discussion Points from Past Advisory Board
Meetings
Ryoji Noritake (CEO, Board Member, HGPI)

Health and Global Policy Institute (HGPI) is a non-profit, independent, non-partisan think tank that specializes in health
policy and was established in 2004. Our mission is achieving patient- and citizen-centered healthcare policies. We have
been working to be a source of support for patient leaders since the Cancer Control Act came into effect in 2006 and
in subsequent promotional councils and other such meetings hosted by the national Government.

In 2007, we invited the Patient CEO of the American Heart Association (AHA) for our first meeting in the fields of
cardiovascular diseases (CVDs) and stroke. Since then, we have raised our voices together with patient groups in Japan
on the importance of CVD and stroke control.

The Japanese National Plan for Promotion of Measures Against Cerebrovascular and Cardiovascular Disease was
approved by Cabinet Decision in October 2020 and prefectures are now formulating Basic Plans, so we are currently in
the period for proposing specific measures for CVD control. At HGPI, we launched our CVD Control Promotion Project
in 2020. After establishing an advisory board with experts from industry, Government, academia, and civil society, this
project has been deepening discussions on the topic of CVD control. Today, we would like to take this opportunity to
look back on past discussions and provide input on various ideas while broadening the call for CVD control measures
throughout society.

Keynote lecture 1: “The Current State of CVD Policy in Japan and the Role of the Parliamentary Association for
Follow-up On Stroke and CVD Control Measures”

Hanako Jimi (Member, House of Councilors; Executive Director, Parliamentary Association for Follow-up on Stroke
and Cardiovascular Disease Control Measures)

The Parliamentary Association for Follow-up on Stroke and Cardiovascular Disease Control Measures was established
to ensure the concepts outlined in the Basic Act On Stroke and Cardiovascular Disease Measures enacted on December
1, 2019 are reflected in real policy; to promote CVD control measures in a centralized, comprehensive, and well-
planned manner; and to extend healthy life expectancies and provide other benefits to the public while contributing
to lightening the burdens placed on those providing medical interventions.

After holding hearings with the Japanese Circulation Society, the Japan Stroke Society, the Japan Stroke Association,
the Japanese Physical Therapy Association, the Japanese Association of Occupational Therapists, the Japanese
Association of Speech-Language-Hearing Therapists, the Japanese Association of Rehabilitation Medicine, the Japan
Aphasia Peer Circle, the Japanese Society for Cardiovascular Surgery, the Japan Dental Association, the Japanese
Association for Acute Medicine, the Japanese Association of Social Workers in Health Services, the Japan Dietetic
Association, the Japan Federation of Medical Device Associations, the Japan Pharmaceutical Association, and the Japan
Care Manager Association at our general meetings and online meetings, we held two general meetings in September
2020 on the detailed wording of the Japanese National Plan for Promotion of Measures Against Cerebrovascular and
Cardiovascular Disease to prepare it for Cabinet approval.

One of the chief characteristics of the Japanese National Plan for Promotion of Measures Against Cerebrovascular and
Cardiovascular Disease is its focus on prevention and convalescent rehabilitation for CVDs, the promotion of research,
and the construction of databases. In addition, its “CVD Control Measures Requiring Consideration From Childhood
and Young Adulthood” are closely tied to the Basic Law for Child and Maternal Health and Child Development.

In the FY2021 budget, 4.9 billion yen was secured for CVD control measures (up from 4.4 billion yen in FY2020). Of that
amount, 1.3 billion yen is earmarked for the projects such as the Practical Research Project for Life-Style related
Diseases including Cardiovascular Diseases and Diabetes Mellitus. A project to support the creation of a CVD database
will also be launched with a budget of 130 million yen, after which further expansion is planned.

At the 85th Annual Scientific Meeting of the Japanese Circulation Society held in March 2021, | had the opportunity to
give a lecture on Parliamentary Association initiatives, and we are making rigorous efforts to help each other improve.
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| am rooting for their wonderful initiatives, such as their Heart Failure Treatment Counselor certification system which
began in Spring 2021.

Regarding progress on Prefectural Plans for the Promotion of CVD Countermeasures, as of this month, November 2021,
while three prefectures have yet to hold deliberation or exploratory committee meetings, most prefectures are
currently formulating or have formulated plans. The Parliamentary Association will watch closely over this progress to
ensure a plan is completed in every region.

As for policy developments related to the Basic Law for Child and Maternal Health and Child Development, a reverse
cascade screening system was introduced in Kagawa Prefecture to provide pediatric screenings for lifestyle disease
prevention. That system allows for children and their families to receive early diagnoses of familial
hypercholesterolemia (FH), which causes myocardial infarction at high rates. As Executive Director of the Parliamentary
Association for Follow-up on Stroke and Cardiovascular Disease Control Measures, | will continue to do my utmost to
ensure each one of our efforts produces results while maintaining close communication with everyone.

Keynote lecture 2: “The Basic Plan to Promote Cardiovascular Disease Control Programs and Prospects for the Future”
Masanari Kuwabara (Deputy Director and Senior Specialist for Cerebrovascular and Cardiovascular Disease, Cancer
and Disease Control Division, Health Service Bureau, Ministry of Health, Labour and Welfare)

According to the Vital Statistics of Japan 2019, CVDs were the second leading cause of death in Japan; cerebrovascular
diseases were fourth. Combined, CVDs accounted for 22.7% of all deaths, second only to malignant neoplasms (cancer).
Domestic mortality rates until 2019 show a sharp decrease in the mortality rate for cerebrovascular diseases beginning
in the 1970s due to the introduction of new treatments for hypertension and other diseases. Conversely, there is an
upwards trend in CVDs due to an increase in heart failures associated with population aging and similar reasons.
However, age-standardized mortality rates have declined over time for both cerebrovascular diseases and CVDs. For
CVDs, they have been reduced by prevention measures including healthier lifestyles, improvements in treatment
quality, and more appropriate rehabilitation.

Looking at the main reasons people begin to require long-term care in Japan, cerebrovascular diseases account for
16.1% of cases while CVDs account for 4.5% of cases. Combined, they accounted for 20.6% of cases, so together, they
comprise a significant proportion of causes for which people begin to require long-term care. Between 2010 and 2016,
average and healthy life expectancies grew longer for both men and women, while the difference between those life
expectancies — the periods in which people have poor health — are growing shorter. Regional disparities in healthy life
expectancies also narrowed.

Total healthcare expenditures for injury or disease were 31.3251 trillion yen in FY2018. Among that, CVDs accounted
for 19.3% of spending or 6.59 trillion yen, meaning they had the largest share. This demonstrates the significant public
impact of CVDs and the need for comprehensive measures.

The Cerebrovascular and Cardiovascular Disease Control Act, which aims to extend healthy life expectancies, was
promulgated by a legislative act of the Diet in December 2018 and came into effect the following year on December 1,
2019. In view of the fact that stroke, heart disease, and other CVDs are leading causes of death and are main drivers
of need for long-term care in Japan, this act aims to extend healthy life expectancies for the public and contribute to
lower healthcare and long-term care burdens through efforts to prevent CVDs.

The Government has established the Cardiovascular Disease Measure Promotion Council and formulated the Japanese
National Plan for Promotion of Measures Against Cerebrovascular and Cardiovascular Disease, which is to be revised
at least once every six years. Prefectures have been obligated to make efforts to establish Prefectural Councils for
Promotion of Cardiovascular Disease Countermeasures, to formulate Prefectural Plans for the Promotion of CVD
Countermeasures, and to revise those plans at least once every six years.

In line with these developments, the Japanese National Plan for Promotion of Measures Against Cerebrovascular and
Cardiovascular Disease was determined by Cabinet Decision on October 27, 2020. With the three pillars of (1)
promoting CVD prevention and raising awareness of accurate knowledge regarding CVDs; (2) improving the provision
system for services related to health, medical care, and welfare; and (3) promoting CVD research, this National Plan
aims to extend healthy life expectancies by three or more years by 2040 and decrease age-standardized mortality rates
by promoting broad, comprehensive CVD measures spanning prevention, healthcare, and welfare services.
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In FY2021, as a new Project to Promote Special CVD Countermeasures, broad support based on the National Plan is
being provided through subsidies for prefectures (with a subsidy rate of 50%). In addition to the ongoing Model Project
to Help People With CVDs Balance Treatment and Employment, various new initiatives are being advanced and include
the Project to Promote Public Awareness Toward CVDs, the Project to Promote Training in Palliative Care for CVDs, and
the Project to Support the Creation of a CVD Database.

In FY2022, based on recommendations from each region and prefecture, we will establish healthcare institutions called
General Cardiovascular Disease Support Centers (a tentative name) which will play central roles in providing
information, support, and other services to regions. While working together with regional and prefectural governments,
we also plan to kick off a model project for providing comprehensive CVD support.

Research support is also being provided through the Ministry of Health, Labour and Welfare (MHLW) scientific research
fund of the Comprehensive Research Project on Cardiovascular Diseases, Diabetes and Other Lifestyle-related Diseases
with an FY2021 budget of approximately 600 million yen. In addition, at AMED, work is underway on the Practical
Research Project for Life-Style related Diseases including Cardiovascular Diseases and Diabetes Mellitus.

Keynote lecture 3 “Creating a Healthcare System that Promotes Measures Against Cardiovascular Diseases — Lessons
from Global Experiences”
Rifat Atun (Professor, Global Health Systems, Harvard University)

The challenge

CVDs present the highest disease burden globally, making them the most common cause of death. From 1990 to 2019,
the prevalence of CVDs increased from 271 million people to 523 million people in 2019, the number of CVD mortalities
grew from 12.1 million to 18.6 million, and Years Lived with Disability (YLDs) doubled from 17.7 million to 34.4 million.
CVDs are also a major risk factor for morbidity and mortality for Coronavirus Disease 2019 (COVID-19), where they are
associated with acute infections, myocarditis, and Long COVID. We have yet to fully grasp these effects.

Looking at age-standardized mortality rates for CVDs, while Japan’s rates are not the lowest among Organization for
Economic Co-operation and Development (OECD) members, they are very low. However, our data only covers 2010 to
2013. Despite the fact CVDs are the most common cause of death worldwide, we do not have up-to-date, high-quality
data. This situation cannot be overlooked.

As for trends in hypertension, a CVD risk factor, we see that although the ratio of both men and women whose
hypertension is under control in Japan has increased, they still amount to less than 40% of the total. While hypertension
among adult women decreased from 1990 to 2015, it increased among men. Despite the fact that hypertension is a
common disease, it is not being kept under control.

Next, the prevalence of diabetes in Japan is increasing for both adult men and women. Average cholesterol levels are
also on the rise for both men and women. An international comparison of trends in overall cholesterol levels by gender
showed that although Japan ranked 76th highest in 1980, it had risen to 23rd highest in 2018. Furthermore, men in
Japan rose from 73rd to 13th. This is a sign of danger.

According to 2021 OECD data, total annual expenditures for CVDs were highest in the U.S., which spent approximately
USS$550 billion. Japan was in second and spent approximately US$110 billion, while Germany was in third and spent
approximately USS54 billion. The total annual cost of ischemic heart disease was approximately US$85 billion in the
U.S. and USS16 billion in Japan. In this manner, CVDs have significant impact on both public health and on economies.

Projections for 2030 show an increase in healthcare expenditures as a proportion of GDP for OECD members. However,
the base scenario for those projections did not factor in the impact of the COVID-19 pandemic. COVID-19 put screening
and prevention programs on hold and hindered access to healthcare services. It is likely healthcare expenditures will
increase even more than projected. Delays in diagnosis and treatment also mean there will be cases of remission or
death that would otherwise have been prevented.
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Challenges facing health systems overall
Treatments and preventive measures for controlling cholesterol levels are insufficient. | think the cause of this issue
can be found in challenges facing health system innovation.

The first issue is innovation asymmetry. New technologies like microchips, big data and analytics, and new drugs and
innovative medical devices have been emerging one after another. The costs of delivering these innovations is only
20% to 25% of total healthcare spending.

There have not been similar innovations in delivery. The healthcare delivery system is exactly the same as it was
centuries ago, and accounts for 75% to 80% of total healthcare spending. In other words, it is inefficient and wasteful.

All of the innovation has been on the technology side. There has not been enough innovation on the delivery (or
provision) side, which accounts for 80% of all healthcare spending. Innovation must occur where it is needed.

The second issue is policy misalignment. Industrial policies promote innovation, where Japan is at the forefront.
However, health policies restrain innovation. Economic policies consider the healthcare system as a cost instead of an
investment that can bring major economic returns.

The third issue is institutional logic, in which we are captured by underperforming health systems. Einstein taught us,
“Insanity is doing the same thing over and over and expecting different results,” and “We cannot solve our problems
with the same thinking we used when we created them.” In other words, we cannot anticipate significant
improvements in performance by only making gradual changes targeting small parts of our systems.

These are some of the reasons that many countries perform poorly when it comes to CVD control. Our healthcare
systems require major transformations.

Opportunities for reform
We will be able to manage CVDs using innovative methods. While COVID-19 is a threat, it also presents opportunities
for major changes.

Opportunity 1: Integrated healthcare through digitization and Al

Digital health data will make it possible to transition to integrated healthcare. By linking data like genomic and cellular
level data, then linking that to in-home care, community medicine, and hospitals, we can provide seamless across the
whole care continuum, from prevention to screening, diagnosis, risk profiling, treatment, and care.

This data can be pooled together and linked in an integrated big data set. Data processing animation and appropriate
analytics can then be used to form effective decision support systems. Conducting risk profiling and stratification for
CVDs will make it possible to provide highly-targeted interventions according to risk factors. It will also become possible
to provide Al-driven dynamic care. This is a major trend and some countries are currently transitioning to such a model.

Opportunity 2: Personalization

The second trend is the personalization of care. A transition is underway in which we are shifting from interventions
that target populations, like antibiotics or vaccines, to more innovative treatments that target subpopulations, like
monoclonal antibodies and biologics. It is also becoming possible to provide precision healthcare while controlling side
effects. Looking ahead a little further, it will become possible to improve treatment effectiveness and outcomes and
enhance economic benefits by providing personalized medicine like immunotherapy and gene replacement therapy.

Opportunity 3: Technology to multimodal solutions for population health

Should we manage single diseases over time through treatment and technology, or should we target a specific at-risk
population? There will be further discussion of case studies below, but in the U.S. and the U.K., this massive shift is
already underway. In the past, we paid for medicines and diagnostics, but in the future, we will be able to invest funding
to build systems that will make disease management at the population level possible.

Opportunity 4: Automation, remote care, and augmented care
Remote diagnostics and treatment took big steps forward due to COVID-19. These include chat bots, combinations of
chat bots and Al, and, in Japan, robotics. Technology will make it possible to provide more targeted, more efficient care.
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Opportunity 5: Shift health systems financing from funding inputs and activity to creation of value

In the past, payment models focused on passive payments made to structures and institutions, such as by allocating
budgets to hospitals or to inputs. Although there has been an increase in activities eligible for payment, these models
have not led to better outcomes. Many countries are now shifting to value-focused payments in which payments are
made according to value generated through better outcomes at the individual and population levels. Providing
payments in this manner makes it more likely that health investments will generate returns.

Case study: The Million Hearts Initiative in the U.S.

The Million Hearts Initiative is a joint effort from the U.S. Department of Health and Human Services, the U.S. Centers
for Disease Control and Prevention (CDC), and a number of private partners. Hypertension is one of the most expensive
CVDs and, in the U.S., contributes to the deaths of over 1,000 people per day. This initiative promoted ABCS (take
aspirin, control blood pressure, manage cholesterol, stop smoking) throughout the Million Hearts Network. As for its
results, in its first five years, it is estimated to have prevented 135,000 heart attacks, strokes, and related cardiovascular
events, saving an estimated USS$5.6 billion in direct medical costs. It demonstrated the importance of aligning values,
building inclusive partnerships, and sharing experiences and resources in population-level interventions.

Case study: Multi-stakeholder collaboration in the U.K.

CVDs are also the greatest public health concern in the U.K. Aiming to reduce cardiovascular incidents by over 150,000
events over the next decade, the National Health Service (NHS) in the U.K. and Novartis entered into a novel
partnership for a primary prevention study for a new lipid-lowering agent in which the NHS provides its network of
patients and healthcare providers while Novartis provides its pharmaceutical at a reduced price. This partnership has
allowed each party to leverage its capabilities in each sector and build a technological infrastructure. Using its
integrated electronic health records, the NHS can identify potential patients for intervention. This has generated
medical and economic benefits which can now be distributed more broadly throughout the entire population.
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Panel discussion “The Next Steps in CVD Control for Health Equity”
The need to increase the priority of CVD control measures in healthcare policy and build a data collection and
collaboration system so evidence-based measures and care practices can be implemented

>

>

Despite the fact that CVDs are serious diseases with great impact on society and individual QOL, awareness toward
CVDs is low. When most people hear “cardiovascular disease,” specific diseases do not readily come to mind.
Heart failure is becoming a major problem for Japan’s super-aging society. According to the Japanese Registry Of
All cardiac and vascular Diseases (JROAD), which includes approximately 70% of all patients in Japan, the number
of people hospitalized for acute heart failure reached 300,000 in 2019 and is increasing by 10,000 people every
year. For all cancers, the survival rate is 68.9% at five years and 58.9% at ten years. In contrast, the four-year
survival rate for heart failure is 55.8%, and prognosis is poor.

In the NHS’s long-term plans, CVDs have been positioned as a top priority item. That decision was made using
knowledge obtained from a large-scale database called Clinical Practice Research Datalink (CPRD), which contains
anonymized time-series data on 60 million people.

There are excellent nationwide databases in Japan, such as the National Database of Health Insurance Claims and
Specific Health Checkups of Japan (NDB) operated by the Ministry of Health, Labour and Welfare; and JROAD. The
key word moving forward will be “linkage,” and it will be important to link genomic level information with
information on care provision and outcomes, including mortality.

In the U.K., data in registries including NHS Digital (for hospital data) and the Office for National Statistics (for
mortality data) is linked. That data has also been linked to the COVID-19 database and studies on the relationships
among COVID-19 and CVDs have been presented, which provides an example of how data can be immediately
useful in everyday medical practice.

Many challenges had to be overcome before databases could be utilized effectively in the U.K. Discussions on
issues like personal information and data safety have a history of slow progress. A cyclical system should be built
in Japan in which academia undertakes initiatives where possible and generates returns to the public in the form
of output, even if it is a little bit at a time.

Steady progress needs to be made on the national health data plan. As for the direction of coordination of
healthcare information, it will be necessary to indicate if existing systems in each region are to be integrated or if
a new system will be built and operated at the national level. There are also many people calling for legislation
similar to that for the cancer registry, so there is room for further consideration in the future.

The need to secure funding and establish a research environment for long-term, large-scale studies to build evidence
in the field of CVDs

>

Cyclical research must be promoted. There are links among research to identify the underlying mechanisms that
cause CVDs, to prevent severe complications, and to improve early diagnosis and treatment (through genome and
omics research, disease model research, research using Al and mathematical models, drug discovery, and device
development), and expectations are high for productive research cycles in each of these fields. It will also be
necessary to conduct clinical research and bridging research and achieve real-world implementation with clear
targets for clinical application.

In Japan, basic research in the field of cardiovascular medicine has been stagnant. The number of researchers and
papers published have decreased by one-third to one-half compared to two decades ago. This has also resulted
in less funding for research. One reason for this is cardiologists who were previously responsible for basic research
are now busy with clinical work after the transition to the Incorporated Administrative Agency model. This means
they have limited time to spend on basic research. There has also been remarkable progress in the field of
cardiovascular medicine, and new devices and pharmaceuticals are being introduced one after another. This
means cardiologists must spend time in clinical training, which is also making it difficult for them to find time for
basic research.

It is necessary to secure research funding and establish more shared facilities and materials, such as biobanks. In
clinical research, an environment that facilitates research using databases and other resources is also necessary.
To increase the number of cardiologists, it will be important to attract exceptional young people from around the
world to Japan. To encourage people to come study in Japan, work on a system for matching candidates with
fellowships or similar programs is currently underway, but measures must be advanced at the national level.
Some domestic pharmaceutical companies have lowered the priority of CVD pharmaceutical development. This
makes it difficult to conduct large-scale clinical trials in Japan. Financial support from the Government should be
provided while referring to the Comprehensive 10-year Strategy for Cancer Control that began in 1984 as a good
example.

To implement initiatives being undertaken in each region in national-level systems, their effectiveness must be
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proven scientifically. Large-scale, long-term epidemiological studies centered on the national Government and
academic societies should be conducted and evidence-based measures should be developed.

The need to establish seamless healthcare delivery and employment and social participation support systems
according to the unique aspects of each CVD

>

There is no full recovery for heart failure; once it occurs, it becomes chronic heart failure. Heart failure is also
characterized by the fact that the patient’s condition worsens with each acute exacerbation. This is why the three
basic concepts of the Basic Act, namely (1) prevention and awareness raising; (2) providing optimal treatment (to
avoid repeated acute exacerbations); and (3) promoting research (to treat heart failure) are so important.
Looking at the number of cardiologists per capita by prefecture, there is a clear disparity between western Japan,
which has many cardiologists, and eastern Japan, which has few. Efforts from the Government and academic
societies to correct shortages in physicians and other medical resources, particularly in eastern Japan, are eagerly
anticipated.

In addition to health equity, centralization and coordination must also be promoted. For example, aortic dissection
can be treated with major life-saving surgeries where every minute and second counts. Our current emergency
system was built shortly after the end of World War Il. Since then, modern conditions have changed drastically in
terms of helicopter use, traffic, medical resources, and the national disease profile. The emergency system must
be rebuilt for CVDs to match the conditions of today.

There are limited facilities that can perform diagnostic imaging during emergency situations like aortic dissection
or stroke, so 24-hour diagnostic imaging centers should be established in centralized locations. Doing so will also
make it possible to provide the appropriate treatment at each healthcare institution and help communities
maintain expensive equipment more efficiently.

For people with congenital heart disease, transitioning from pediatric to adult care can present a steep challenge.
There are many people in their late 20s or 30s who still receive pediatric care and do not have a firm grasp of their
own condition.

An issue facing support consultations provided post-discharge is collaboration between psychosomatic medicine
and cardiology. Many people experience mental health problems caused by CVDs. Within cancer care, there is a
field called psycho-oncology, and the importance of providing cancer patients with mental health support is widely
recognized. While referring to examples from other fields of disease, similar measures are needed at General
Support Centers and other such institutions.

There are high expectations for General Support Centers, but because of the significant differences in treatments
needed for stroke and heart disease, it will not be possible to directly apply experiences from providing patient
support for cancer. Consultation support that is tailored to each disease will be necessary. When providing disease
consultations, many people ask about how to balance support with medical conditions or require emergency
responses.

Decisions on employment counseling related to implanted devices like pacemakers cannot be made at
employment support centers (such as Hello Work) alone. There are problems unique to CVDs. Looking at
congenital heart disease, for example, these include transitional care, increasing numbers of people with
congenital heart disease entering schools and workplaces, special needs, the rapid deterioration of health, and
frequent hospital readmission. Recognizing these unique problems and making effective use of opinions from
people working at the support centers will be important. Consultation services that make effective use of human
resources such as Heart Failure Treatment Counselors, Heart Rehabilitation Counselors, and Certified Nurses in
Chronic Heart Failure Nursing must also be established.

Targeted interventions are necessary for CVDs because it is important for each person to receive the optimal
treatment for their symptoms. Providing interventions for each subpopulation through risk stratification or by
identifying high-risk patients can improve efficiency and make it possible to provide optimal care.

The need to promote CVD prevention in each stage and to reinforce rehabilitation systems that contribute to better
QOL for people with CVDs

>

Prevention and building awareness toward prevention are important, but the potential for preventive behaviors
to lead to lower QOL for patients should also be kept in mind. Some people become so worried about risks that
they become unable to leave their homes. In addition to educating patients about what actions they must not
take, it is also important to share positive messages about what activities people with CVDs can enjoy.

Rather than making the individual responsible for their own health, creating environments that promote health is
also important, such as by developing communities in a manner that improves health naturally. It is desirable that
the national Government provides incentives to private companies to encourage them to contribute to that. From
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a community-building perspective, initiatives that cut across ministries and agencies are likely to be necessary.
The Japanese Circulation Society established the Cardiovascular Disease Prevention Consortium (PCC) with
industry, Government, and academia and is advancing an initiative to reduce salt. One good example to refer to
in this initiative is a strategy to reduce salt consumption from the U.K. based on nudge theory. That initiative
gradually reduced the salt content in bread by 20% over seven years. Reducing salt consumption among the public
led to lower blood pressure and reduced ischemic heart disease, heart failure, and stroke by 40%. It also reduced
medical expenditures by 1.5 billion pounds, or 230 billion yen. It will be necessary to advance measures based on
good examples from abroad like that one.

While cardiac rehabilitation is important for tertiary prevention of heart failure, it has yet to become sufficiently
widespread. To improve the rehabilitation system, a Heart Failure Treatment Counselor certification system was
introduced in 2021. Expectations are high for this system to help promote understanding toward heart failure
across professions, to spread knowledge and experiences, and to build internal networks at healthcare institutions.
One idea that is currently being considered for cardiac rehabilitation is to have patients use wearable heart rate
monitors with wireless connectivity and follow exercise prescriptions at home or at the gym with prescriptions
based on outpatient cardiopulmonary stress tests (CPXs). Supporting and expanding remote medicine like this in
a systematic manner will improve efficiency with limited resources, enhance patient welfare, and help energize
society as a whole.

The need to establish Prefectural Plans for the Promotion of CVD Countermeasures tailored to the characteristics of
and actual conditions in each region, for multi-stakeholder collaboration among industry, Government, academia,
and civil society including people with CVDs to realize those plans, and for leadership from Japan

>

There is a great deal of regional variance in age-standardized mortality rates for CVDs among prefectures. Global
studies have also shown there are significant inequalities at every step of the care cascade including screening,
diagnosis, start of treatment, and outcomes. Prefectures are currently formulating plans to promote CVD
countermeasures, but it will be necessary to promote collaboration while considering regional resources, disease
profiles, and characteristics in greater detail.

Collaborative activities involving industry, Government, academia, and civil society for reducing CVD-related
deaths and events and improving healthcare systems through digital health for CVDs are advancing in countries
like the U.K. and the UAE. In Japan, similar joint initiatives with industry, Government, academia, and civil society
are starting to take place, centered around Ehime, Kochi, and Tokushima Prefectures in the Shikoku region. The
Japanese National Plan for Promotion of Measures Against Cerebrovascular and Cardiovascular Disease has won
high recognition abroad, but to make steady progress on that plan, it will be necessary to gather multi-
stakeholders and promote measures that are in line with it. Expectations are high for the national Government
and local governments to also produce measures to encourage collaboration among industry, Government,
academia, and civil society. Private companies can contribute to seeing the National Plan carried out by utilizing
their knowledge and expertise in awareness-building for diseases and in data analysis.

Certain prefectures emphasize follow-up systems that include providing health education and health guidance
and encouraging medical checkups before and after screenings. They are also creating health education materials,
training school nurses, and dispatching specialists to schools. Certain prefectures are conducting pediatric
screenings for lifestyle disease prevention or have established liaison committees with people from schools and
communities or review committees with experts. Furthermore, certain municipalities are using pediatric
screenings for lifestyle disease prevention as a form of universal screening to detect familial hypercholesterolemia
(FH) early among the parents of children diagnosed with FH. There are many good examples of similar community-
based CVD measures throughout Japan, and anticipation is high for policies for their horizontal expansion.

The formulation of basic plans must be taken as opportunities to establish collaborative community councils; to
bring together, in each secondary medical care area, people from core hospitals and medical associations, family
doctors, patients, Government representatives, Heart Failure Treatment Counselors, and social workers; to build
collaborative regional clinical pathways; to set heart failure treatment goals; and to hold more in-depth discussions.
This can be seen in good regional examples, where people were able to communicate on a daily basis. It is
important to build collaborative systems that go beyond research and data and that value interpersonal
connections to enable participants to advance together while fully utilizing each person’s strengths.

In collaborative efforts involving people living with CVDs and other affected parties, it is important to provide
programs that train patient leaders. There are high hurdles that must be overcome before patients and other
affected parties can obtain a certain degree of medical knowledge. Even among patient groups, not many people
can explain their own disease. It is important to establish education programs that provide them with such
knowledge. There is an organization in Europe called the European Patients’ Academy which offers programs that

25



teach medicine to patients in a systematic manner in an effort to involve patients in the decision-making process
for determining which treatments are best. A similar program should be built in Japan to enable physicians and
patients to collaborate throughout the treatment process.

Closing remarks

Kiyoshi Kurokawa (Chairman, HGPI)

In recent years, the MHLW has been conducting an increasing number of outcome studies on diabetes and other
chronic diseases. In the past, the New England Journal of Medicine contained many studies from the perspective of
how to apply basic research in biology in the clinic. From the late 1990s, mass studies analyzing diseases in populations
began appearing on top. This is a sign that chronic diseases have become a significant factor in global disease burden.
A friend once invited me to a graduation ceremony at the Harvard School of Public Health. It was then that | learned
medical students from top universities had come to study there for a year. That gave me the impression that the ability
to analyze mass statistics was becoming more important for clinicians. | think this trend started in the 1990s. This is a
sign that the important skills for medical policy are shifting from those used to diagnose diseases on the individual
level to those used for mass diagnosis for populations, demonstrating the importance of CVD control measures. | would
like to express my sincere gratitude to all participants for joining us today.
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Cardiovascular Disease Control Promotion Project
“Sharing Regional Best Practices in Cardiovascular Disease Control for Health Equity Nationwide”

Project Overview

Cardiovascular diseases (CVDs) such as heart disease and stroke are a leading cause of death fromillness in Japan and around
the world and are one of the main reasons people begin to need long-term care. Against this backdrop, the “Basic Act on
Countermeasures for Stroke, Heart Disease and Other Cardiovascular Diseases to Extend Healthy Life Expectancies” (or the
“Basic Act on Cardiovascular Disease Measures”) was enacted in December 2018 and came into effect in December 2019
after many years of diligent efforts from parties in industry, Government, academia, and civil society. The Basic Act on
Cardiovascular Disease Measures aims to promote the prevention of stroke, heart disease, and other CVDs while advancing
the development of a system that provides rapid and appropriate treatment to extend healthy life expectancies and reduce
the financial burdens of medical treatment and long-term care. After this law came into effect, the Government took further
action by approving the Basic Plan to Promote Cardiovascular Disease Control Programs by Cabinet Decision in October 2020.
This plan aims to “extend healthy life expectancies by three or more years and reduce the age-adjusted CVD mortality rate
by 2040” by 1) building broad recognition toward CVD prevention and disseminating accurate knowledge; 2) reinforcing the
service provision system for services related to health, healthcare, and welfare; and 3) promoting research on CVDs.
According to the national Government’s Basic Plan, each prefecture will be obligated to formulate plans to promote CVD
measures in the form of Regional Cardiovascular Disease Measure Promotion Plans.

Although a basic foundation has been established for the further advancement of CVD measures in Japan, the Basic Act and
Plan only outline general principles and goals. Discussions must be held on what specific actions the national Government
and each prefecture should take next. During and after the enactment of the Cancer Control Act in 2007, patient group
leaders and other multi-stakeholders held discussions and formulated requests regarding specific measures needed in a
variety of settings to be implemented through public-private partnerships. These discussions were held at meetings of
national and prefectural Cancer Control Promotion Councils, the Cancer Policy Summit hosted by HGPI, and various other
meetings organized by patient groups. In response to those requests, core cancer hospitals were improved and expanded,
access to innovative cancer treatments was made more equitable nationwide based on international trends, and the patient
support system was enhanced. Concrete discussions on achieving the goals outlined in the Basic Plan on Cardiovascular
Disease Measures are currently ongoing. As shown by past developments in cancer control, this is a key phase for promoting
CVD control measures. Starting with patient groups, healthcare providers, and academia, multi-stakeholders from industry,
Government, academia, and civil society must identify issues and points of contention in the Basic Plan to Promote
Cardiovascular Disease Control Programs, work for the horizontal expansion of best practices from Japan and abroad, and
generate proposals on how to best structure budgetary measures and policies to create solutions.

Advancing measures for CVD control will require promoting coordination between hospitals and clinics; building systems for
the effective sharing of patient treatment data and personal health records (PHRs); advancing data health policies and
establishing appropriate outcome evaluation practices to enable effective sharing; advancing disease prevention measures
while envisioning the next generation; making efforts for the early detection of diseases and risk factors; and establishing
core hospitals. These efforts will be needed in highly-populated cities and regions as well as in rural areas. Various regions
have already established best practices in line with this goal. We also believe these perspectives demand close attention
because the Basic Policy for Economic and Fiscal Management and Reform 2021 not only focuses on reassessing the
healthcare provision system and promoting regional healthcare based on Japan’s experiences during the Coronavirus
Disease 2019 (COVID-19) pandemic, it also advocates for enhanced cooperation between hospitals, strengthening hospital
functions, and promoting the horizontal spread of best practices from regions with innovative policies.

Given these circumstances, this project by HGPI will bring together an advisory board with domestic and international
opinion leaders and related parties in the CVD field from industry, Government, academia, and civil society recruited from
rural areas as well as from highly-populated cities and prefectures. By crystallizing issues and sharing best practices and
lessons, we will identify measures and generate recommendations for more equitable CVD control measures nationwide.
We will then hold a public symposium to present our recommendations, to communicate the need to advance CVD control
measures, and to share feasible policy options with stakeholders in Japan and abroad. We will also share these
recommendations with policy makers with the goal of seeing them reflected in policies following the Basic Policy for
Economic and Fiscal Management and Reform 2021 in the next fiscal year and beyond to contribute to policies regarding
CVD control in Japan. Among topics in the field of cardiovascular health, we will first advance discussions on heart disease
and proceed with efforts for the further promotion of CVD control over the course of the three-year project period.
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Advisory Board Members (Titles omitted; in no particular order)

HGPI will bring together the advisory board and special advisors with domestic and international opinion leaders and related
parties in the CVD field from industry, Government, academia, and civil society recruited from rural areas as well as from

highly-populated cities and prefectures.

Advisory Board
Mitsuaki Isobe
Satoshi Imamura
Hiroaki Kitaoka
Tomohiro Kuroda

Issei Komuro
Katsunori Kondo
Ryozo Nagai
Yoko M. Nakao

Kazuhiro Hara
Kenichi Hirata

Hitoshi Fukuhara
Yoichi Hoshikawa
Koji Maemura
Shinsuke Muto
Takashi Fujii
Yoshio Yazaki
Special Advisors

Kei Sato
Hanako Jimi

(Director, Sakakibara Heart Institute, Japan Research Promotion Society for Cardiovascular Diseases)
(Vice President, Japan Medical Association)

(Professor, Department of Cardiology and Geriatrics, Kochi University)

(Professor, Department of Medical Informatics, Graduate School of Medicine and Faculty of Medicine,
Kyoto University)

(Professor, Department of Cardiovascular Medicine, Graduate School of Medicine,

The University of Tokyo)

(Professor, Center for Preventive Medicinal Science, Chiba University)

(President, Jichi University)

(Director, Registry Promotion Office, Department of Medical and Health Information Management,
Open Innovation Center, National Cerebral and Cardiovascular Center)

(Specially Appointed Professor, Seto Inland Sea Regional Research Center, Kagawa University)
(Professor, Division of Cardiovascular Medicine, Department of Internal Medicine,

Graduate School of Medicine, Kobe University)

(Representative Director, Heart Valve Voice)

(Medical Coordination Officer, Healthcare and Welfare Department, Kagawa Prefectural Government)
(Professor, Department of Cardiovascular Medicine, Graduate School of Biomedical Sciences,
Nagasaki University)

(Clinical Professor, Graduate School of Medical and Dental Sciences, Tokyo Medical and

Dental University)

(Vice Chairman, System Council, Nagasaki Regional Healthcare Collaboration Network; Vice Chairman,
Nagasaki Prefecture Medical Association)

(President, Japan Research Promotion Society For Cardiovascular Diseases)

(Member, House of Councillors)
(Member, House of Councillors; Executive Director, Parliamentary Association for Follow-up on Stroke
and Cardiovascular Disease Control Measures)
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About the Chatham House Rule

The panel discussion will be held under the Chatham House Rules which means that your comments and statements during
discussion will not be made public, and your name will be kept private. We also request that if you use any information from
this meeting in the future, please do not reveal the names or affiliations of the meeting’s participants. This is important to
provide anonymity to the panelists and to encourage openness and the sharing of information. Please note, however, that
this rule will not apply for Keynote Lecture 1, 2, and 3. "When a meeting, or part thereof, is held under the Chatham House
Rule, participants are free to use the information received, but neither the identity nor the affiliation of the speaker(s), nor
that of any other participant, may be revealed". (Retrieved from: Chatham House)

Thank you for your understanding.
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Health and Global Policy Institute: Guidelines on Grants and Contributions
As an independent, non-profit, non-partisan private think tank, Health and Global Policy Institute, (the Institute) complies with

the following guidelines relating to the receipt of grants and contributions.

1. Approval of Mission
The mission of the Institute is to improve the civic mind and individuals’ well-being, and to foster a sustainable healthy community by
shaping ideas and values, reaching out to global needs, and catalyzing society for impact. The activities of the Institute are supported by
organizations and individuals who are in agreement with this mission.

2. Political Neutrality
The Institute is a private, non-profit corporation independent of the government. Moreover, the Institute receives no support from any
political party or other organization whose primary purpose is political activity of any nature.

3. Independence of Project Planning and Implementation
The Institute makes independent decisions on the course and content of its projects after gathering the opinions of a broad diversity of
interested parties. The opinions of benefactors are solicited, but the Institute exercises independent judgment in determining whether
any such opinions are reflected in its activities.

4. Diverse Sources of Funding
In order to secure its independence and neutrality, the Institute will seek to procure the funding necessary for its operation from a broad
diversity of foundations, corporations, individuals, and other such sources. Moreover, as a general rule, funding for specific divisions and
activities of the Institute will also be sought from multiple sources.

5. Exclusion of Promotional Activity
The Institute will not partake in any activity of which the primary objective is to promote or raise the image or awareness of the products,
services or other such like of its benefactors.

6. Written Agreement
Submission of this document will be taken to represent the benefactor’s written agreement with the Institute’s compliance with the above
guidelines.

BIRSBENK gAY/ b BRELE R+HEIR
GE NLRIT T - ¥ v SRR R
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Project sponsors (in alphabetical order)

GE Healthcare Japan K.K.
Novartis Pharma K.K.
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EEIEEFEREAN BAEEBEEEE Health and Global Policy Institute (HGPI)
T 100-0004 Grand Cube 3F, Otemachi Financial City,
RRBTFREXAFE 1-9-2 Global Business Hub Tokyo
KFRI 74w T94 70 F2—T 30 1-9-2, Otemachi, Chiyoda-ku, Tokyo
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TEL: 03-4243-7156 FAX: 03-4243-7378
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