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Overview

Cardiovascular disease (CVD) is a critical health issue in Japan and the Asia-Pacific region. With aging
populations and changing lifestyles, the prevalence and impact of CVD are expected to rise. While
healthcare structure, resources, services and financial conditions differ between countries, innovative
approaches are being implemented to address this shared challenge.

In Japan, the Basic Act on Stroke, Heart Disease, and Other CVDs to Extend Healthy Life Expectancies (Basic
Act on CVD Measures) was enacted in 2019. This led to the creation of the Japanese National Plan for CVD
Control. The second phase of these plans commenced in April 2024. Despite these advances, significant
challenges remain, including effective implementation despite constrained resources, ensuring equity, and
advancing prevention and adequate chronic care strategies.

Collaboration and knowledge-sharing with countries in the Asia-Pacific region are vital in addressing these
challenges. Nations in the region, each with their unique healthcare systems and social contexts, offer
valuable insight and lessons. This symposium will feature experts from Australia and Korea—both with
national CVD control plans—to discuss their approaches and explore suitable and implementable solutions
for Japan.
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Overview

Date & Time: Thursday, March 13,2025; 14:00 — 16:00 JST

Format: Fully Online (Zoom Webinars)

Language: Japanese and English, with simultaneous interpretation

Participation Fee: Free

Host: Health and Global Policy Institute (HGPI)

Co-host: ACCESS Health International, Asia-Pacific Cardiovascular Disease Alliance

Program (Titles Omitted)

14:00-14:10

14:10-14:20

14:20-14:45

14:45-15:15

15:15-15:55

15:55-16:00

Opening Remarks
Krishna Reddy (CEO, ACCESS Health International)

Explanatory Introduction
Yukiko Kawata (Senior Associate, HGPI)

Keynote Lecture “Progress and Prospects for CVD Control in Japan”
Koji Maemura (Professor, Department of Cardiovascular Medicine, Graduate School of
Biomedical Sciences, Nagasaki University)

Relay Talk “Case Studies of Cardiovascular Disease Control Policies in Asia-Pacific Region”
Speakers:
Christian Verdicchio (CEO, Heart Support Australia)
Hyeon Chang Kim (Professor, Department of Preventive Medicine,
Integrative Research Center for Cerebrovascular and Cardiovascular Diseases, Yonsei
University College of Medicine)

Discussion: “Exploring Future Strategies for CVD Control in the Asia-Pacific Region”
Speakers:

Koji Maemura

Christian Verdicchio

Hyeon Chang Kim

Moderator:
Ryoji Noritake (Chair, HGPI)

Closing Remarks
Norihisa Tamura (Member, House of Representatives / Chairperson, Parliamentary

Association for Follow-up on Stroke and Cardiovascular Disease Control Measures)

*Titles omitted, no particular order
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Opening Remarks
Krishna Reddy (CEO, ACCESS Health International)

Cardiovascular diseases are largely preventable, yet they continue to claim countless lives. Therefore, urgent
reformation of policy frameworks is imperative.

Cardiovascular disease (CVDs) remains one of the leading causes of death across many countries, including those in the
Asia-Pacific region. Despite being largely preventable, many of these conditions continue to take lives prematurely and
significantly impair people’s quality of life. The burden of disease not only impacts social security systems but also
undermines workforce productivity and economic growth.

Although some countries have national-level plans for CVD control, comprehensive and sustainable frameworks remain
rare. Progress toward achieving the 2030 Sustainable Development Goals (SDGs) is slow. Going forward, nations must
prioritize CVDs as a central pillar of NCD strategies and focus on developing comprehensive national action plans
encompassing prevention through to rehabilitation.

Patient engagement and community-led policymaking are key to institutionalizing reforms

While many national strategies remain centralized, health challenges often emerge at the local level. Our experience
shows that effective CVD control depends heavily on local community leadership and involvement. Health literacy
education, digital self-care support, and peer support networks play crucial roles in prevention and care that healthcare
institutions cannot fulfill alone.

Inclusive policy making that engages patients and communities from the onset is indispensable to building credible and
sustainable institutions. | believe that regional, patient-centered approaches grounded in community engagement
represent the most realistic and enduring path forward.

Data-driven policy evaluation and flexible guidelines enhance effectiveness

Reliable disease registries and surveillance systems are vital for designing and evaluating effective policies. Yet many
countries still lack such infrastructure, hampering real-time monitoring and decision-making.

Establishing systems for countries to track trends and needs in real time is critical.

Moreover, clinical guidelines must be applied flexibly, with consideration for each country’s cultural, social, and medical
contexts. Incorporating on-the-ground experience and evidence into policy and clinical protocols ensures relevance and
facilitates acceptance and implementation in real-world settings. This feedback loop is the foundation for sustainable
and impactful CVD policy.

Sustainable CVD control requires stable financing and equitable access to care

Most healthcare systems operate on annual budgets. However, CVDs often require long-term care and management,
which requires long-term financial planning.

Short-term budgeting fails to provide the long-term financial security needed for treatment spanning five or ten years
and may be vulnerable to political or economic shifts. Therefore, a mix of public and private insurance sources should be
leveraged to establish financially sustainable models.

Equally important is stable access to essential medicines and diagnostic tools. In low- and middle-income countries in
particular, pooled procurement, patent reforms, and strengthened regional manufacturing can help ensure both
affordability and supply continuity.

Ultimately, equitable access to essential healthcare is the starting point for improving all health indicators. In the Asia-
Pacific region, where CVDs claim 19 lives every minute, urgent action is warranted.

Explanatory Introduction
Yukiko Kawata (Senior Associate, HGPI)

Cardiovascular diseases remain one of the world’s most serious public health challenges. In Japan and the rest of the
Asia-Pacific Region, mortality from cardiovascular disease is high, and strategic intervention is urgently needed. The
disease burden is expected to increase further in these regions, making the implementation of effective measures
critical.

Japan enacted the Basic Act on CVD Measures in 2019, and based on that law, has developed a comprehensive national
plan that has guided measures nationwide. In FY2024, the Second Phase of the National Plan was launched across all
prefectures, raising expectations for the implementation of more effective policies.
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While emphasis has often been placed on improving the quality of treatment, more holistic support is urgently required,
including prevention, chronic care, rehabilitation, and integrated health and long-term care systems.

Equally important is ensuring the participation of People Living with or affected by CVDs in policymaking. Their
perspectives are essential to improving both the effectiveness and sustainability of CVD control efforts.

Other countries have developed their own strategies tailored to their unique healthcare systems and social structures.
Seeing as noncommunicable diseases (NCDs), such as cardiovascular diseases, are deeply influenced by lifestyle, social
and cultural backgrounds, and genetics, localized and flexible policy approaches are essential.

This symposium focuses on CVD control strategies across Asia-Pacific nations. Through the exchange of specific
examples, we aim to deepen the discussion on how to deploy effective measures within limited resources.

We hope this symposium serves as a catalyst for concrete insights and cooperation that deepen and advance
cardiovascular disease control efforts.

Keynote Lecture "Progress and Prospects for CVD Control in Japan"
Koji Maemura (Professor, Department of Cardiovascular Medicine, Graduate School of Biomedical Sciences, Nagasaki
University)

Cardiovascular disease is a major factor shortening healthy life expectancy in Japan and imposes a significant burden
on healthcare economics.

In Japan, cardiovascular disease is the second leading cause of death after cancer, accounting for 23.2% of total deaths
when combining cerebrovascular and heart diseases. With the aging population, the importance of establishing
regulations for cardiovascular disease control is expected to increase further. In particular, the number of patients with
heart failure is rapidly rising, making the so-called "heart failure pandemic" a pressing issue. In 2013, more than 300,000
people aged 65 and over in Japan newly developed heart failure, and this number is projected to exceed 370,000
annually by 2025.

While Japan boasts one of the world’s highest life expectancies, the gap between life expectancy and healthy life
expectancy—known as unhealthy life years—remains about 9 years for men and 12 years for women. Addressing this
gap is a noteworthy societal challenge. The leading cause of long-term care needs is cardiovascular disease, including
cerebrovascular (16.1%) and heart diseases (4.5%), accounting for about 20% of all cases. Cardiovascular diseases also
represent the largest category in national healthcare expenditures, comprising approximately 20% of the total.

Cardiovascular disease countermeasures and national strategy developed 15 years later than cancer control.

Cancer control was established early and advanced steadily with the establishment of the National Cancer Center in
1962, followed by the Basic Act on Cancer Control in 2006 and legislation on cancer registry promotion in 2013. In
contrast, cardiovascular disease countermeasures lagged behind. The National Cerebral and Cardiovascular Center was
established in 1977, 15 years after its cancer counterpart; as of February 2025, a comprehensive registry system for
cardiovascular diseases remains under consideration.

In response, the Japanese Circulation Society and the Japan Stroke Society jointly launched the Five-Year Plan to
Overcome Stroke and Cardiovascular Diseases in 2016. Alongside this initiative, advocacy efforts with the national
government led to the enactment of the Basic Act on Cardiovascular Disease Measures in 2018, which came into effect
in 2019. The first National Plan for the Promotion of Measures Against Cerebrovascular and Cardiovascular Disease
(hereafter "National Plan") was formulated in 2020, and prefectural reinforcement plans were developed between 2021
and 2022. The second phase of these plans began implementation in 2024.

Looking toward 2040, strategies are being implemented with the aim of extending healthy life expectancy and reducing
mortality rates, based on three pillars.

The National Plan has set a target to extend healthy life expectancy by over three years and reducing age-adjusted
mortality rates from cardiovascular diseases by 2040. The plan’s three main pillars are: (1) prevention and public
awareness of cardiovascular diseases, (2) strengthening the provision system for health, medical, and welfare services,
and (3) promotion of research on cardiovascular disease.

A comprehensive approach is advancing based on five pillars, from data collection to regional collaboration.
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Currently, the Japanese Circulation Society and the national government are collaborating to implement five key pillars:

1. Promotion of Registry Development Projects

To understand the current state of cardiovascular disease, nationwide registration and analysis are underway. Since
2004, the Japanese Circulation Society has conducted the Japanese Registry Of All cardiac and vascular Diseases
(JROAD), achieving 100% registration among cardiovascular specialist training institutions. Since 2014, DPC data have
also been included, clarifying trends in treatment for acute myocardial infarction and heart failure.

However, there is still no unified national registry system. The National Plan includes efforts to establish a
Cardiovascular Disease Data Center within the National Cerebral and Cardiovascular Center, focusing on six diseases:
cerebral infarction, cerebral hemorrhage, subarachnoid hemorrhage, acute coronary syndrome, acute aortic dissection,
and acute heart failure. To effectively operate this system, automated data collection through healthcare DX is currently
under consideration.

2. Strengthening Clinical and Basic Research

To elucidate the pathogenesis of cardiovascular disease and develop treatments, translational research linking basic
science to clinical practice is being promoted nationwide. To further accelerate this, the Japan Cardiovascular
Translational Research Consortium was established in 2023. In addition, the Japanese Circulation Society has launched
JCS-COMPASS, a research support platform for young researchers, to cultivate future leaders in cardiovascular research.

Despite these efforts, cardiovascular disease research funding remains only about one-tenth that of cancer research.
Considering that cardiovascular disease is a major cause of death in Japan, increasing research investment is an urgent
issue.

3. Prevention and Public Awareness

To promote prevention and early detection, August 10 has been designated as "Healthy Heart Day." Awareness
campaigns are conducted in collaboration with J-League and the Japan Football Association, leveraging popular athletes
and manga artists. October 11 has also been designated as "LDL Cholesterol Day," with joint campaigns by the Japan
Atherosclerosis Society to raise awareness about high cholesterol, which is a major risk factor for cardiovascular
diseases.

Prevention requires more than individual awareness; social infrastructure must also support healthy choices. The UK’s
salt reduction strategy is a successful example, using "nudge theory" to gradually reduce salt content in processed
foods—resulting in a 15% reduction in national salt intake, 40% decrease in ischemic heart disease and stroke cases, and
annual healthcare savings of about 230 billion yen.

Japan's Ministry of Health, Labour and Welfare has implemented multiple national health initiatives, including the
"Health Japan 21" plans and the "Smart Life Project," which encourages exercise, diet, smoking cessation, and health
checkups. The third phase of Health Japan 21, launched in 2024, places greater emphasis on improving the social
environment to make healthy choices the natural default.

Since 2022, the Ministry has also promoted the Comprehensive Support Center for Stroke and Heart Disease Model
Project, with Nagasaki University Hospital among its designated sites. The project provides direct and indirect services
such as consultations for patients and families, information dissemination, and coordination with local healthcare
providers. The hospital has actively developed materials, held public lectures, and conducted community events.

4. Human Resource Development

Multidisciplinary care is essential for managing cardiovascular diseases, especially heart failure, which requires different
care approaches at each stage of disease progression. The concept of "four levels of prevention" (primary, secondary,
tertiary, and end-of-life care) has been proposed.

To support these stages, collaboration among a multidisciplinary team including primary care physicians, cardiologists,
nurses, pharmacists, and other specialists is essential. To develop and reinforce such teams, the Japanese Circulation
Society established the Heart Failure Care Instructor Certification in 2021. This program targets a wide range of
healthcare professionals and grants certification to those who acquire both specialized and shared knowledge of heart
failure.
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More than 5,000 professionals have been certified to date, expanding support from hospitals to communities and home
care. This initiative is a vital strategy to prevent heart failure recurrence in Japan’s aging society.

5. Enhancement of the Medical System

Efforts are underway to establish seamless care systems from acute to recovery and home care phases. One example is
the response to Acute Coronary Syndrome (ACS), where shortening the time from onset to reperfusion is key. Many
regions are working to enable reperfusion therapy within two hours of symptom onset.

In addition, secondary prevention is also vital. For example, in Nagasaki, the Medical Association has established the
Nagasaki ACS Secondary Prevention Council and introduced a clinical pathway with staged protocols to reduce LDL
cholesterol to below 70 mg/dL. This initiative increased the achievement rate from 37.2% to 54.6% and demonstrated
cost-effectiveness in reducing medical expenses.
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Relay Talk “Case Studies of Cardiovascular Disease Control Policies in Asia-Pacific Region”
Christian Verdicchio (CEO, Heart Support Australia)

Cardiovascular disease remains the leading cause of death in Australia, and despite medical advancements, its
prevalence continues to rise due to poor lifestyle habits.

Cardiovascular disease (CVD) is the leading cause of death for men and the second leading cause for women in Australia,
accounting for approximately one-quarter of all deaths nationwide. This equates to one death every 12 minutes, or about
120 deaths per day due to CVD. While the mortality rate from CVD has declined over the past decade, mainly due to
advances in pharmaceuticals and medical technologies, the prevalence of the disease continues to rise. CVD also imposes
a substantial socio-economic burden, generating more healthcare and social costs than any other disease.

One key factor contributing to the persistent high prevalence is Australians' lifestyle habits. About two-thirds of Australians
are overweight or obese, and 4 out of 5 do not meet the recommended levels of physical activity. Additionally, 9 out of 10
people do not consume enough fruits and vegetables. Although these lifestyle factors are widely recognized as CVD risk
factors, effective behavioral change for disease prevention has not been achieved. Studies conducted over many years
have shown that even when interventions successfully improve behavior, sustaining these changes over time remains
challenging.

Hospital admission data further highlights the growing burden of CVD. A survey beginning in 1993 showed that
hospitalizations due to atrial fibrillation increased by approximately 295% over the 20-year period through 2013, making
it the most common CVD-related cause of hospital admission since 2011. Myocardial infarction hospitalizations increased
by 73%, and heart failure by 39%, underscoring the strain on both acute and chronic care capacity in the healthcare system.

Australia’s CVD policy response is implemented through a multi-layered structure with distinct roles at each level.
Australia’s healthcare system operates on three levels: federal, state, and private/community sectors.

The federal government funds general practitioner (GP) and specialist consultations and hospital treatments through
Medicare, the national universal healthcare system. It also manages the Pharmaceutical Benefits Scheme (PBS), which
subsidizes the cost of medications and improves access to high-cost drugs.

State governments operate public hospitals, emergency medical services, cardiac rehabilitation, and regional-level
secondary prevention programs. These services are jointly funded by federal and state governments. Private hospitals
primarily handle non-emergency elective procedures.

In the private and community sector, local organizations and patient groups provide direct support to patients through
information dissemination and peer support.

The Australian Government has implemented various measures for CVD prevention and treatment through
pharmaceutical subsidies and research investments.

For instance, approximately AUD 1.3 billion is spent annually through the PBS to subsidize cardiovascular medications.
Additionally, under the Medical Research Future Fund (MRFF), the government has allocated AUD 22 million over 10 years
for the Cardiovascular Health Mission, which aims to achieve major improvements in CVD care.

Under Medicare, a primary prevention program called the "Heart Health Check*" by GPs has been implemented. However,
the continuation of this program is currently under review, and Heart Support Australia, along with other relevant
organizations, is advocating for its permanent adoption.

*|t has been decided that the “Heart Health Check” program will continue until June 2028.
https://www.heartfoundation.org.au/media-releases/three-year-extension-medicare-heart-health-check. Last retrieved July 7, 2025

Current CVD countermeasures face several challenges, including delays in drug approvals, lack of awareness campaigns,
and regional disparities in care.

One major issue is the prolonged approval process for new treatments and medical devices. Even for drugs already
approved in Europe or the U.S., it takes over 600 days on average for them to become available in Australian clinical
settings. This delay is a significant barrier to timely and innovative care.

Another issue is the lack of government-led national campaigns for CVD prevention and awareness, unlike those for cancer
or smoking cessation. Despite CVD being the leading cause of death, public awareness of risk factors remains low, and
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behavioral change initiatives are inadequate, requiring urgent improvement.

There are also challenges in providing long-term support after diagnosis. These include low cardiac rehabilitation
participation rates and disparities in service provision across regions. In rural areas in particular, access to GPs,
cardiologists, and allied health professionals such as dietitians and exercise physiologists is limited. While peer support is
increasingly recognized for its role in providing psychosocial assistance to patients, sustainable funding for advocacy
organizations remains an emerging issue.

Heart Support Australia contributes to improving CVD response through both patient support and policy advocacy.
Heart Support Australia is a organization for supporting people living with or affected by CVDs and their families
nationwide. Its activities include in-hospital and community-based peer support, regular patient group meetings,
awareness campaigns, policy advocacy, and participation in academic research.

The organization directly supports over 10,000 patients and families each year. Through campaigns like "Know Your
Numbers, Treat Your Risk," it promotes awareness of the international LDL cholesterol target (1.4 mmol/L or 55 mg/dL)
and encourages more informed discussions between patients and healthcare providers. It also conducts national
awareness weeks and participates in government-funded research projects to deepen societal understanding and improve
CVD outcomes.

CVD remains one of the most pressing health challenges in Australia, and its disease burden will continue to grow without
systemic changes in the current healthcare system and policy responses. Addressing issues such as drug approval delays,
lack of awareness campaigns, and disparities in post-diagnosis support will require coordinated efforts by government,
healthcare professionals, academia, and patient organizations. Heart Support Australia continues to address these
challenges through its dual approach of policy advocacy and direct patient support.

Hyeon Chang Kim (Professor, Department of Preventive Medicine, Integrative Research Center for Cerebrovascular and
Cardiovascular Diseases, Yonsei University College of Medicine)

Sustaining and advancing Korea's achievements in reducing cardiovascular disease mortality

In Korea, cardiovascular disease (CVD) remains a major cause of mortality. Understanding long-term clinical trends is
essential for effective policy development. This talk provides an epidemiological perspective on the current state of CVD
in Korea and efforts to monitor its burden.

In 1990, Korea's age-adjusted mortality rate from CVD was the highest among the U.S., U.K., Canada, and Japan,
reaching about 350 per 100,000 population. Over the past 30 years, however, this rate has declined significantly. For
stroke, in particular, mortality dropped from around 210 to 45 per 100,000 by 2018. Despite this progress, Korea’s stroke
mortality remains relatively high compared to other countries.

The age-adjusted mortality rate for ischemic heart disease (IHD) used to be about 150 per 100,000—higher than Japan’s
but slightly lower than many Western countries. Today, it has declined to about 35 per 100,000, close to Japan’s rate of
approximately 30. However, crude IHD mortality and deaths from heart failure are increasing due to population aging,
with heart failure mortality now around 14 per 100,000.

Using national health insurance claims data to estimate the incidence of CVD

To accurately evaluate the actual burden of CVD on society and the healthcare system, incidence—the number of new
cases—is just as important as mortality. A research team supported by the Korean Society of Cardiology indirectly
estimated CVD trends using health insurance claims data. They found that hospitalizations for CVD treatment increased
dramatically from approximately 170 to 630 per 100,000 population between 2002 and 2018. However, since these
figures include repeated admissions, they do not reflect true incidence, thereby highlighting the need for a more precise
surveillance system.

Until recently, Korea lacked a system for continual monitoring of CVD incidences. To address this, a national-scale project
was launched with support from the Korea Disease Control and Prevention Agency (KDCA), following the enactment of
the 2017 "Act on the Prevention and Management of Cardiovascular and Cerebrovascular Diseases," which mandates
the government to monitor CVD incidence.

Mortality rates can be calculated from cause-of-death statistics, and prevalence estimated through national surveys such
as the Korea National Health and Nutrition Examination Survey (KNHANES) and the Korea Community Health Survey
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(KCHS). However, continuous monitoring of incidence posed significant challenges.

Although big data from the National Health Insurance (NHI) was considered, direct application of this data is problematic
because claims data are primarily designed for reimbursement purposes and cannot easily distinguish first-time from
recurrent events or determine clinical outcomes. This resulted in the need for algorithms to better estimate incidence
and assess their validity.

Developing methodologies for estimation and validating accuracy

The research team developed algorithms to address a common issue: acute myocardial infarction (AMI) often generates
multiple insurance claims for a single medical event. These algorithms consolidate related claims into single disease
events. Diagnostic codes and clinical data (e.g., test results) were used to identify first-time and recurrent events.

The validity of this method was tested in 2022 against actual medical records. The algorithms demonstrated an accuracy
of 92% for AMI and 89% for stroke. These results were published, and an interactive website now allows users to explore
incidence data by year, region, disease type, sex, and age.

Establishing and operating a legally grounded nationwide CVD surveillance system

Since 2000, several pilot studies have aimed to establish a national CVD surveillance system. A joint project between
Seoul National University and KDCA began in 2021, and Yonsei University has led the initiative since 2022. In 2023, the
data produced by this project were officially recognized by Statistics Korea as national statistics.

KDCA oversees funding and management, while the Institute for Innovation in Digital Healthcare (IIDH) at Yonsei
University leads implementation. IIDH is a relatively young institute, established just three years ago. Despite its recent
founding, it plays a central role in advancing digital health and research using big data in Korea.

Analyzing trends in incidence and mortality to inform public health policy

Recent findings show that AMI cases have stabilized at around 35,000 annually since 2020. Incidence trends mirror this,
although age-standardized incidence has declined due to population aging. Stroke, on the other hand, exceeds 100,000
cases annually—roughly three times that of AMI. While crude incidence is slowly rising, age-standardized incidence is
decreasing.

However, since 2020, both 30-day and 1-year stroke mortality rates have increased. Identifying the causes behind this
trend is crucial for strengthening public health responses.

Through this surveillance system, it has become possible to estimate both incidence and CVD case fatality rates using
health insurance claims data. Future research priorities include comparative studies with international data and
validation of alternative estimation methods.

Monitoring accurate incidence rates is indispensable for understanding CVD trends in Korea and designing effective

prevention and management strategies. Based on the outcomes of this project, continued efforts will focus on improving
population health outcomes.
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Discussion: “Exploring Future Strategies for CVD Control in the Asia-Pacific Region”
Speakers:

Koji Maemura

Christian Verdicchio

Hyeon Chang Kim

Moderator:

Ryoji Noritake (Chair, HGPI)

Countries in the Asia-Pacific region face shared challenges in addressing cardiovascular disease within aging societies,

which calls for stronger international collaboration

*  Japan, Korea, and Australia all face the common issue of rapidly aging populations. Cardiovascular disease (CVD) is
a major burden in each country, ranking among the leading causes of death and contributing significantly to rising
healthcare expenditures.

o In aging societies, the focus of CVD management is shifting from acute care to long-term chronic care, posing
challenges not only for patients’ quality of life but also for the sustainability and resilience of general healthcare
and long-term care systems. Addressing these shared challenges requires trilateral cooperation among the three
countries. While each nation has independently developed its own measures, noteworthy opportunities exist for
collaboration. These include sharing expertise and insight regarding data collection, application and
implementation, developing effective prevention policies, and optimizing healthcare delivery systems.

Design implementation structures that facilitate CVD screening systems and influence participation rates and early

detection outcomes

*  Each country has its own unique CVD screening system that is tailored to the country’s healthcare system.

* InJapan, group-based screenings are mainly conducted by administrative bodies or employers. However,
participation rates are often below 50%, highlighting a major issue in uptake.

* In Australia, general practitioners (GPs) play a central role, assessing individual risks—including family history—
through patient dialogue. GPs manage patients with risk factors such as hypertension and diabetes based on test
results. However, questions remain regarding whether patients with genetic predispositions or family histories
should have access to directly consult cardiologists without GP referrals.

*  Korea has institutionalized CVD screening through its national health insurance system, achieving over 95%
participation among workers and 70—-80% among non-workers.

Strategic approaches to healthcare data management impact both policy development and effectiveness in CVD

countermeasures

*  Approaches to healthcare data collection and application differ significantly across countries.

*  Korea utilizes resident registration numbers as national identifiers to manage claims data centrally. This system
integrates all patient data across healthcare facilities, regardless of the hospital visited. Academic-government
collaboration, particularly between the KDCA and universities, has established a system for efficient data analysis
and integration into national statistics

*  While the KDCA initially focused on infectious diseases, it has expanded its role in chronic disease surveillance,
including CVD, since the early 2000s. The current system is a result of iterative learning and experience.

*  Japan has multiple registry systems and databases, but they are fragmented and lack integration, making unified
data registration difficult. This challenge is not unique to CVD but affects other disease areas as well. Moreover, the
use of different electronic medical record (EMR) vendors complicates data standardization and collection. Korea’s
centralized system and use of specialized personnel provide valuable insights for addressing Japan’s challenges in
this area. Creating standardized and accessible data systems is critical for evidence-based policymaking and
improving care quality.

With rising costs of CVD treatment, the financial sustainability and resilience of social security systems has become a

key policy concern

*  Reducing the financial burden of social security benefits related to CVD treatment is an important issue. Japan’s
universal healthcare and health expenditure protection scheme help limit patient expenses. However, the rising
costs of pharmaceuticals and treatments are straining the system’s finances. As a result, policy discussions are
underway regarding potential increases in the out-of-pocket ceiling for patients.

Despite the enormous social and economic burden of CVD, it receives lower policy priority than cancer
e CVDis a leading cause of death globally, yet it often ranks lower than cancer in terms prioritization in the policy
making process.
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* In Australia, although the government recognizes CVD as a major cause of death and economic burden, it receives
less attention than cancer. For example, advocacy by civil society is required to extend the eligibility period for
heart health checks. While cancer screenings are systematically offered at certain ages, no such system currently
exists for CVD screening.

*  Japan exhibits a similar pattern. While the Basic Act on Cancer Control has led to robust nationwide efforts, CVD
still remains relatively under-recognized and under-prioritized in policy.

*  Given the social and economic impact of CVD, governments must raise its priority and implement comprehensive
measures such as improved screening systems and public awareness campaigns.

*  This pattern is also observed in Europe, where cancer policies tend to take precedence over those targeting CVD.
Increasing societal awareness of CVD's importance is crucial to making CVD a priority in policy formation.

Building multilateral cooperation frameworks that include both high-income and LMICs is essential for CVD control in

the Asia-Pacific region

. Looking ahead to regional expansion, standardizing CVD control efforts across the Asia-Pacific is primordial. This
includes raising awareness, establishing screening and health check systems, developing clinical guidelines, and
promoting policies that involve patients, communities, and citizens.

*  This effort must involve not only high-income countries such as Japan, Korea, and Australia, but also low- and
middle-income countries (LMICs).

*  Korea, which was a developing country just a few decades ago and had a heavy CVD burden, successfully reduced
CVD mortality through national efforts in risk factor management. Korea's rapid transformation and experience
could provide valuable lessons for middle-income countries currently facing similar challenges.

*  From a prevention standpoint, interdisciplinary collaboration across countries could advance initiatives such as
reducing salt and fat in processed foods and increasing vegetable consumption. This could represent a promising
area for trilateral cooperation among Japan, Korea, and Australia, which share many health-related challenges.

* Integrating each country’s unique registry systems in the future could support international collaboration and
comparative research and generate new insights that will result in solutions.

Closing Remarks
Norihisa Tamura (Member, House of Representatives / Chairperson, Parliamentary Association for Follow-up on Stroke
and Cardiovascular Disease Control Measures)

Cardiovascular diseases remain a serious health challenge in aging societies, including Japan.
This symposium has provided a valuable opportunity to share common issues across countries and reaffirm the
importance of international cooperation.

Regarding registry development, we expect significant progress through Japan’s ongoing efforts in medical digital
transformation (DX).

Although challenges remain—such as workforce shortages in acute care—there is an urgent need to build more efficient
care delivery systems using digital technologies. At the same time, we must enhance preventive measures, health
education, and policy evaluation using international best practices, while aligning with Japan’s own needs and contexts.

Currently, Japan is approaching the interim review phase of its Second Phase CVD Control Plan. In preparation for the
Third Phase, we must assess progress and challenges, and further develop policies.

We aim to position CVD control as a core element of NCD strategies, strengthening integration with cancer and diabetes
measures.

The international insights gained today will serve as valuable guidance in Japan’s future policymaking and evaluation
processes.

We will continue to pursue Japan-specific initiatives while maintaining a global perspective to steadily advance CVD
countermeasures.

Looking ahead, we must further strengthen collaboration with Asia-Pacific nations and work together as a region to
implement sustainable responses to shared health challenges such as CVDs.
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About Health and Global Policy Institute

Health and Global Policy Institute (HGPI) is a non-profit, independent, non-partisan health policy think tank established in
2004. In its capacity as a neutral think-tank, HGPI involves stakeholders from wide-ranging fields of expertise to provide
policy options to the public to successfully create citizen-focused healthcare policies. Looking to the future, HGPI produces
novel ideas and values from a standpoint that offers a wide perspective. It aims to realize a healthy and fair society while
holding fast to its independence to avoid being bound to the specific interests of political parties and other organizations.
HGPI intends for its policy options to be effective not only in Japan, but also in the wider world, and in this vein the institute
will continue to be very active in creating policies for resolving global health challenges. HGPI’s activities have received global

recognition. It was ranked second in the “Domestic Health Policy Think Tanks” category and third in the “Global Health Policy

Think Tanks” category in the Global Go To Think Tank Index Report presented by the University of Pennsylvania (as of January
2021, the most recent report).
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Copyright Policy / Source Citations

Permission from HGPI is not required for the use of these policy recommendations issued under the Creative Commons
Attribution-NonCommercial-ShareAlike 4.0 International license.

— Attribution: Credit(Author/Year/Title of Report/URL) must be appropriately assigned to HGPI. |©®®©|
— Non-commercial: Content may not be used for commercial purposes.

—Share-alike: If Content is altered, transformed, or expanded, these new contributions must be distributed under the same

license as the original.
For more information: https://hgpi.org/en/copyright.html
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Health and Global Policy Institute: Guidelines on Grants and Contributions
As an independent, non-profit, non-partisan private think tank, HGPI complies with the following guidelines relating to the
receipt of grants and contributions.
1. Approval of Mission
The mission of HGPI 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
HGPI is a private, non-profit corporation independent of the government. Moreover, we receive 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
HGPI 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, HGPI 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
HGPI 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.
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Submission of this document will be taken to represent the benefactor’s written agreement with HGPI’s compliance with
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